7~ 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 Aduit Abuse: (800) 564-1612
Fax (802) 871-3318

December 22, 2015

Ms. Wendy Beatty, Administrator
Crescent Manor Care Ctrs

312 Crescent Blvd

Bennington, VT 05201-0170

Dear Ms. Beatty:

Enciosed is a copy of your acceptable plans of correction for the survey conducted on
November 18, 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. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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The following constitutes the
© An unannounced onsite recertification survey and facility’s response to the
investigation of 8 complaints and self-reports findings of the Department
* were conducted by the Division of Licensing and | Lo )
Protection on 11/16/15 - 11/18/15. The following of Licensing and Protection
are reguiatary deficiencies cited as the result. and does not constitute an
F 241 483.15(a) DIGNITY AND RESPECTOF F 241 admission guilt or agreement

s8=E , INDIVIDUALITY | o of the facts alleged or

The facility must promate care for residents in a canclusions set for the
manner and in an environment that maintains or
. A . summary statement of
. | enhances each resident's dignity and respect in ) v
| full recognition of his or her individuality. : deficiencies,

This REQUIREMENT is not met as evidenced
by

Based on observation and staff interview, the

facility failed to promote care for residents in a
manner and in an environment that maintains or
. enhances sach resident's dignity and respectin
* full recognition of his or her individuality for '
"applicable residents {(Residents # 18, 52, 72, 44,
51, 38,25, 8,42, 37 67,12, 61, 82, 41, 28, 39,

: 80, 24, 30). Findings include: .

' 1. Per ohservation on 11/15/15 at 4.08 PM, there

! was personal health information (PH!} hanging in

. the shared bathrooms of residents #18, 52,72,

144,51, 38 25, 8 42 37, 67,12, 61,82, 41,28, |

- 39, and 80 on the North Unit. The PHI included

i written Information regarding continence status

' and behaviors. The PHI was in clear view of any
staff, residents or visitors that edtered the
hathrooms, Interviews with Licensed Nursing
Assistants (LNAs) and unit nurses confirmed that
residents often used the bathroems unattended
by staff. The Unit Manager confirmed the

. LABORATORY DIREGTOR'S OR PROVIDER/SUPP REPRESENTATIVE'S SIGNATURE ‘ TITLE : (%&) DATE
- N HA 121145
" Any deficiency statement end i8N asterisk (*) denotes a deficiency which the institution may be excused from correcting providing f is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) 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, the above findings and plans of corraction are disclosable 14
days following the date these dacuments are made available to the facility, If deficiencies are ciied, an appraved plan of correction is requisite to continued
program participation.

?GRILAMGM"S-ESG}(D#BB) Previouws Versions Ohaolete " Evant ID;2K0411 Facilty 10; 476033 |f continuation sheet Page 1 of 18




12/17/2¢015  15:345 #2735 P.004/022
PRINTED: 12/07/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES "FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMFLETED
C
475033 B. WING 11/18/12015

NAME OF PROVIDER OR SUPPLIER

CRESCENT MANCR CARE CTRS

STREET ADDRESS, CITY, STATE, ZIF GODE
312 CRESCENT BLVD
BENNINGTON, VT 05201

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
1 . , , DEFICIENCY)
!
F 241 | Continuved From page 1 F 241 !
abservations on 11/16/15 at 4:45 PM and agreed e
that the PH| was visible to anyone entering the ' F241
. hathrooms. :
: ‘ All PHI was removed from
2. Per opsewation on 11117115 in the aftemoon bathrooms. Bed covers have been
for & period of greater than one hour, Resident # brought to resident rooms.
| 24 was in the bed wearing an adult diaper and |
- shart tee shhirttin fu!l_lvigrv from thetrl:‘a!lgl;gr. There | All residents are identified as
were no sheets available nor was the or . ,
- : A h the potential to be affected.
privacy curtain pulled. At that fime the nurse sving the pa
surveyor asked the resident |_f a sheet or Plan}ﬁet Education has been provided to
was wanted and the resident responded "yes!", ¢ fo utifize the care tragker
' Staff than realized no sheets were available and nursing ko Ltiize the car
'retrigved a sheet from the linen cart and covered system for PHl information. Staff
the resident. have been educated to provide
linens in rooms even if resident
. 3. Per observation on 11/17/15 at 3:.00 PM, an refuses. Staff have also been
LNA was pulling Resident #30 backward in a . educated on the need to move i
chair ctlc)\;\;]n tge lgangt:n dofktlheéhalltfrom huslhetrh residents in a forward direction :
room to the designated Huntington's room, the less care planned otherwise. i
Crescent Club. The unit manager (UM also unes Pié orme
witnessed at this time that the action was | -
Candignifled and wonflinoed Ual 1L waz an :I‘ quE F‘:ﬁlh:ib::ﬂ;i‘i?gﬂtbpfeq‘
unacceptable practice to have a resident pulled ensure there 1s na patient info in
. backward in a chair down the hall. bathrooms and linens are in rooms.
F 279 483.20(c), 483 20(k)(1) DEVELOP F 279 Audits will be completed by the
ag=D COMPREHENSIVE CARE PLANS PNS weekly x 4 and monthly x 4.
; Results will be reported ta QAPL.
. A facility must use the results of the assessment
: to develop, review and revise the resident's Date of compliance: December 17
' comprehensive plan of care. 2015
The facllity must develop a comprehensive care Respansibie; DNS
plan for each resident that includes measurable . . .
objectives and timetables to meet a resident's FAdL P acegpled 12:[00-1S Sevmon P e
medical, fiursing, and mental and psychosocial i
needs that are identified in the comprehensive
 assessment. ‘

FORM CMS-2567(02-6) Previous versions Qbsolete

Event |0 2KO411

Facility 10: 475033
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F 279 ' Cantinued From page 2 k279
‘ The care plan must describe the services that are
‘ to be furnished to attain or maintain the resident's o L
| highest practicable physical, mental, and T ’
psychosocial well-being as required under F279
| §483.25; and any services that would otherwise
| be required under §483.25 but are not provided Resldent #6 care plan was updated
| due to the resident's exn_arcise of rights under ta reflect usage of psychotropic
§483.10, including the right to refuse treatment medication,
under §483.10(b){(4). ‘
Residents who receive psychotropic
| This REQUIREMENT is not met as evidenced medications have a patential to be
by: . affacted,
Based on record review and staff interview the ion will b dod
facility failed to assure that a comprehensivs plan Fducatian will be provided for the
of care was developed for Resident #6 who was center staff on utilizing immediate
| receiving a Psychotropic medication. Findings reeds care plans for psychotropic
s include: medications,
Per record review Resident #6 was receiving the Care plap audits will take place
Antipsychotic medication Sefoquet 12.8 mg PO weekly ¥ 4 and then manthly x4
 (by mouth) QHS (every bedtime). In a review of with results reported through the
the cornprehensive plan of care there is no care QAP process.
plan section for Psychotropic Medications nor any
section which addresses the use of psychotropic Date of compliance: December 17
medications, measurable goals and identified
. 2015
. needs such as side effects, adverse effecls,
. gradual dose reductions, and monitoring _——
parameters. In an interview on 11/17/15 at 3:30 E:sgon::hle' DNS and Nurse
PM the Unit Manager confirmed that there was no _ hiath _
care plan for psychotropic medications. FAT9 POC aceepted v lpaiy Senuniaws AN
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280
ss=n | PARTICIPATE PLANNING CARE-REVISE CP -
: The resident has the right, uniess adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to

FORM CM$-2567(02-9%9) Previcus Versions Dbsalate

Event 1D 2x0411

Faciliy HD: 475033
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participate in planning care and treatment or
I changes in care and treatment.

A comprehensive cara plan must be developed
within 7 days after the compietion of the

| comprehensive assessment; prepared by an

i interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in

- disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's |
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessment.

This-REQUIREMENT is not met as evidenced
by:

Basad on observation, record review and

i interviews the facility failed to revise care plans |
: regarding care and services for 2 of 25 residents
“in the sample (Resident # 24 & #83) Findings
“include:

1. Resident #24's care pian was not revised to
show clear interventions to reflect brokan/missing
teeth and mouth pain. Per initial observations on

. 11/16/16 and subsequent interview on 11/18/15 at

| 8:15 AM the resicent stated, "l am missing two

- teeth, |lost my false one when i fell" and

' acknowledged "teeth hurt somstimes" . Par

' record review, the annual MPS (Minimum Data

Set) dated March 2015 as well as the quarterly

reviews dated 06/15/15 and 09/11/15, section L,

: does not reflect that the resident has missing

{X4} ID SUMMARY STATEMENT DF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION (%5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGU LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPROPRIATE OATE
DEFICIENGY)
i. ) 7
F 280 | Continued From page 3 F 280

' teeth nor any mouth or facial pain, discomfort or

F280

Resident #24 care plan was
updated 1o refiect hroken/missing
teeth. Resident#53 is no longer on
fluid restrictions,

Residents who reside at the center
are and have broken/missing teeth
or fluid restrictions are identified as
having the potential to be affected.

Education will be provided for the
center staff on reviewing and
revising resident care plans
specifically for broken/missing
teeth and fluid restrictions.

Care plan audits wilf take place
weekly x 4 and then monthly x4
with resuits reported through the
QAP! process.

Bate of campliance: December
17th 2015

Responsible: DNS and Nurse
Managers i

FIS0 100 atcephed Dipafls Somawsns el P

- FORM GMS-2667(02-99) Previous Versions Qbsolete Evant |2: 2K0411

Facility ID: 475033 If continuation sheet Page 4 of 18
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 difficulty with chewing,

The care plan and ADLs (Activity of Daily Living}
shows that the "resident has own teeth”. There is
no mention of the missing/chipped teeth nor does

i it address mouth pain. A care plan meeting note

of 04/16/15 presents "{Dentist} called to evaluate
hroken front tooth as noted by staff notes of
extreme pain and requesting stronger meds

| regarding a fall on 3/20/15." On 4121115 a Dental
" consult notes states #8 [tooth] was avulsed in @
fall. was seen in the ER stitches to lip and after

care | was called to see if it was healing. The site
were #8 was appears WNL [within narrral limits]
On 05/15/15 the dental note states the patient
has an ulcerated lip from #9 [tocth] having &
chipped sharp medial edge the patient isn't nearly
still enough to restore this but [ was able to
smooth the sharp edge. Perintervigw on
11/18/15 at 9:07 AM the DNS confirmed that the
care plan was not revised ta retiect the '
broken/missing teeth and mouth pain since the
incident an 3/20/15.

2. The facility failed te revise the care plan o
show concise interventions related to fluid
restrictions for Resident #53, According to the
initial care plan dated 10/28/15, for fluid restriction
related to end stage liver failure, ascites and
paracentasis [fluic removal], directs staff to
restrict fluid to greater than 1000 ml. and to
moniter 1&0 lintake and output]. Per review of a
physician progress note and a dietician
assessment note dated 11/08/158 & 11M2M15
respectively, fluids were 10 be restricted to 1500
cc a day, with limit of 250 cc by nursing (60cc per
med pass) and a limit of 12580 cc from all dietary
sources. During interview on 11/18/15 at 1:30 PM

L
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F 280 ' Centinued Fram page 5 F 280
' & staff nurse stated " give 120 cc with my two
| med passes which is 240cc for my shift'. The

dietician who was present at that time, stated that
| that was incorrect and pointed 1o the medication
+ administration limits as noted on the diet i
| assessment dated 11/12/15, The dietician
- acknowledged that the care plan as written
"restrict fluids to greater than 1000ml" doesn't
“make sense. S/he confirmed that the care plan
was not revised to show current fluid restriction
parametars.

Also see F-282 d
F 2811 483.20(k}3){i) SERVICES PROVIDED MEET F-281
55=G | PROFESSIONAL STANDARDS -

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

This REQUIREMENT is not met as evidenced
by:

: Based on observation, staff interview and record
review, the facility failed o adhere to professional
standards for 4 of 25 applicabie residents -
regarding safe medication administration
practices, documentation in the Narcotic book,
physician orders, and implementation of
physician orders, (Residents #15, 30, 36 & 76)

. Findings include:

1. Per record review, Resident #36 was sent to :
the Emergency Department (ED) for possible : i
improper medication administration, without I
notifying the physician at that time. Resident #36 : |
required hospitalization, oxygen and 2 treatments
of Narcan [for narcotic overdase] on 11/04/18.

FORM CMS-2867(02-99) Pravious Versions Obsolete Event ID: 2K0411 Facility ID: 475033 If continuation sheet Page & of 18
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Per review of the 11/04/18 morning nursing
progress note, the Resident was "observed
shaking, acting not [him/herself] and the eyes

- acknowledged that there is one resident on that

rolled back". In addition, the hospital notes of !
- 11/04/15 shows the emergency medical service -
: [EMS) stating that it was reported [by nursing j
- home staff] that the resident was "unresponsive
 for about 30 minutes', The hospital report shows
‘ that the resident's presentation "was consistent 1
: with narcotic ingestions” and the toxicology report ‘|
: was positive for exycodone and other opiates. i
. Staff iater in the evening sent a fax to the i
physician to review and verify the medication list,
in which the physician replied "did nat know pt
[patient] was sent to ED.."

In addition, review of the night nurse's statement
an 11/05/15 showed that the nurse was having
probiems with the electronic medication
administration record (8MAR), had pre-pourad

" medications and then later in the shift signed off
ihat the medications were given. The statement
notes "at 5 AM [ could not sign on....poured meds

for the six residents who get 5 AM meds...the
LCURS were ciearly 1apelea witn resigenrs

! names.,.when the day nurse came in...| signed
for all the meds given, at that time*,

Perinterview on 11/17/15 at 2,54 PM the S8RC

. [Staff Development Caoordinator] stated that the
madications are not to be pre-poured far all the
residents but given individually and documented
atthat time. Per interview DNS on 1:22 PM on
11717115 stated the night nurse did not have total
access [to the medication record] via eMAR and

side of the unit who 'has orders for axycontin,
morphine and ativan. The DNS further that the

! night nurse deniec giving the wrong medication

F281

Resident #36 is back to baseline.
Narcotics destroyed and physician
orders updated,

Resldents with narcotic and
positioning devices have a poten ial
to be affected.

Restraint/enabler policy has bee
revised and a worksheet added.
Monthly physician order sheets n
longer have end dates. Education
provided to nurses regarding
signing narcotic logs timely.
Weekly reminders to destroy any
unnecessary narcotics and nurseg
have been re-educated on EMA
policies.

(=]

An audit tool has been developed.
Audits will take place weakly x4 and
then monthly x4 with results
reported through the QAP| process.

Date of carrection: December 17
2015 (

Responsible: DNS and Nurse
Managers

Fak poc acepkd 1202001s Semmonipst | pr

|
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 treatment required for Resident #36 on 11/4/16, it
“was found that staff are "pre-signing” the Narcotic
. Book and that discontinued medications are not

| Documentation in the Narcetic baok shows

! *pre-signed" signatures. Per interview at that
: time, the West second shift staff nurse stated "we

Continued From page 7

but had resigned after this incident. The facility's
investigation was inconclusive, however, the ONS
stated "the thought was that [Resident #36] had
possibly received the other resident's
medication."

2. During investigation of the emergency medicai

being disposed of in a timely manner. Per review
of the Narcotic Book shows Resident #36 had
one dose of Tylenol w/ Codeine on 10/28/15 and
was discontinued on 11/05/15, however the
medication was still in the facility, 3 weeks later.

gvidence of "pre-signatures” and/or missing
co-signatures for the month of Navember on the
west and east sides of the unit. The special care
Lnit (SCU), North 1 & 2, had missing and/or

sign ahead of time so we don't forget to $ign off
and we tend to get rid of the narcotics within a
week", while the SCU nurse stated "I'm new so |

am not surs the protocol for destraying meds but :
: we all sigh our names before the other nurse

counts with us, so we don't forget”.

Per interview on 11/17/15 at 2:54 PM the SDC
[Staff Development Coordinator] stated that
although the policy states to dispose of narcotics
in a timely manner and that the expectation is
within a week, that did not happen, The SDC
confirmed the above findings that staff failed o
adhere to professional standards.

Also see F-333,

3, Per review of medical records, Residents #15, |

i 281

FORM CMS-2587(02-89) Previous Versians Qbsolele Event |D: 2K04N
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Continued From page 8

; 30 and 76 had no physician orders in place far
Novernber 2015. The physician arders in the ;
medical records, signed by the physician and i
dated 8/27/15, state, "All orders are valid fram
Oct 1st to Oct 315t unless otherwise indicated.”
Per interview with the Licensed Practical Nurse
{LPN) coardinator for the FHuntington's Unit, the
process for monthly arders is to capy the orders
sent from the pharmacy and then send them to
the physicians far review and signaturs.
Confirmation from the Registered Nurse on ,
1118115 at 1:40 PM that the physician had not

; signed the current orders for November and that
- the orders in the chart are dated to be valid only

: until October 31. :

4. Resident #15 has a diaghosis of Huntington's
Chorea and per record review on 11/17/18, sthe
has a physician order dated 6/11/14 for trunk
support while in broda chair, release every 2
hours. Per review of the safety checks

s surrounding the release of the support, it is ta be
done every 2 hours and there is no svidence that
i it has been consistently released for the past
three days. Confirmed by the LPN on 11/17/15 at
4:18 PM, that the documentation is incomplate
and there is no evidense that the support has
heen released per the physician orders. Per
observation an 11/18/18 at 7:63 AM, Resident
#15 was observed being taken to the dining room
and rhast sfrap and pehidc support ware in place.
. Resident was fed breakfast and at 818 AM was
brought to the unit and was placed in the sitting
raom. At 8:32 AM s/he was brought into the
Crescent Club (an area specified far the
Huntington's residents). The chest strap was

i removed at 10:00 AM for less than 1 minute to

| reposition the resident. The pelvic support strap
was not released and per interview with the |

F 281
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1. Per record review, Resident #30 has a
- disgnosis of Huntington's Chorea and per staff l

must be provided by qualified persons in
accordance with each resident's written plan of
~are

This REQUIREMENT is not met as evidenced
by:
Based on abservation, staff interview and record
review, the facility failed to follow the written care
plan for 3 of 25 residents in the sample, Resident
#15, #30 and #33. Findings incluge:

interviews s/he requires tatal assist with all i
Activities of Daily Living, Per observations on

11/18/15 at 7:53 AM the resident was brought to
the dining room and there was no evidence of &

|
i
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F 281 Continued From page 9 F 281
- | Physical Therapist at this time, the straps are
loose enough and don't heed to be rel_eased, o _
S/he confirmed that they keep the resident from U R
- getting out of the chair and are used for safety F282
and support because of choreic movements. The .
resident was then taken to occupational therapy. Residents #15, #30 and #53 pere
Per the LNA, the resident spends most of histhar not affected by this alieged
day in the Crescent Ciub and the supports are not deficlent practice.
released. Per the Hunhiington's coordinator, at
: 10:15 AM, the physician orders were not followed. Residents care planned for fluid
i restrictions, positioning devices,
gkin integrity and incontinence care |
. . have a potential to he affected.
Reference: Lippincott Manual of Nursing Practice : P i
_ g/%t'ni :g:gon)de]'tﬁrs Kluwer Health/Lippincot Sraff will be in-serviced an
i and Wilking . :
following care plans. Residents
F 282 | 483,20(k)(3)(il) SERVICES BY QUALIFIED F 282 Withv:llifintegztv issyes wil nbe
= C
ss=E | PERSONS/PER CARE FLAN . visually monitored daily.
i i rra il
The services provided or arranged by the facility audit tool has been developkd to

verify compiiance regarding

inewatingnes, pwsiviening, flyid
restrictions and skin integrity.

Audits will take place waekly
and then manthiy X4 Resy|ts
reported to QAF] .

Respansible: DNS or deslgne

Date of correction; Detemb
2018

FOE3 P0C tttepred 12)a2]15 Seumanioyy P4 JPIL/

X4
will be

er 17,
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' chest strap in place as per care plan dated
{ 7117115 that indicates resident is to have chest
| support when eating to increase positioning. The
resident was fed breakfast by the Registered
Nurse (RN) and per canfirmation at 9:20 AM, the
RN that fad the resident breakfast stated that the
resident did not have a chest support in place
during his/fher meals as per care plan.

: 2. Per record review, Resident #30 has & care
' plan dated 9/16/15 regarding skin integrity to
- monitor far any bruises/skin tears every shift and

- initiate any necessary treatment as indicated.

i Review of the medical record did not provide
evidence of the monitoring for skin conditions and
per confirmation 11/17/15 at 4:00 PM with the
Licensed Practical Nurse (LPN) Huntington's

| Coordinator, there is no evigence that the staff is
. monitoring skin conditions every shift according 1o
the care plans.

3. Perrecord review, Resident #15 has a

' diagnosis of Huntington's Chorea and has a care
plan dated 6/25/15 that indicates s/he is o have

. ingontinence care before and after meals, at HS

" (hour of sleep), every 2-3 hours at night and as

' neetled, Per apservation 11/18/18 7:53 AM

observed rasident being taken to the dining room

and then returned to the unit at 9:19 AM when

brought to television sitting room on the unit, At

! 9:32 AM s/he-was then brought into the

. Huntington's club (Crescent Club) and was

watching television. At 10:02 AM the resident

was then taken to occupational therapy for ROM

and positioning. Perthe LNA at 10:65 AM, the

' resident had not been toileted durmg this time per

, care plan,

4, Facility staff did not follow the care plan

FORM CMS-2567(02-99) Pravious Versions Cbsolete ' Event 10: 2K0411 Facility ID: 475033 If cantinyation sheet Page 1§ of 18
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room at that time, at the resident's request, they
| handad the resident the full two litter bottle from
| the closet and took the now finished two litter

! [intake and output]. Per review of a physician

Continued Fram page 11 _
regarding fluid restrictions for Resident #563.

Per observation on 11/16/15 at 1:02 PM, a nearly
empty two litter bottle of Ginger Ale was noted on
the floor as well as a full twe jitter bottle on the
resident's closet shelf, When staff entered the

bottle away. According to the initial care plan
dated 10/28/15, for fluid restriction related to end
stage liver fallure, ascites and paracentasis [fluid
removal), it directs staff to restrict fluid to
"greater than 1000 ml." and to monitor 1&0

note and a2 dietician note dated 11/08/18 &
11412115 respactively, fluids were to be restrictad
to 1500 cc (cubic centimetars, same as ‘'ml) @
day, with limit of 250 cc by-nursing (80cc per med
pass) and a limit of 1250 cc from all dietary
sources. Review of the |&0 shows
incansistencias {a range of fluids from 800cc to
greatar than 2100cc] as well a5 missing total
amounts during the aboya time period.

The staff nurse stated on 11/18/15 at 1:30 PM "
giva 120ce with my two med pass which is 240cc
for my shift”. The dietician who was presant at
that time, stated that that was incorrsct and
pointed to the medication administration [imits as
nated on the diet assessment.  The dietician
acknowledged that fluigs should be monitored
closely and within the current stated parametars
and confirmed that the care plan was net followed
for the fluid restrictian.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

i

F 262

F 323
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PROVIDER'S PLAN OF CORRECTION

| enviranment remains as free of accident hazards

' ag Is possible; and each resident receives

adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT s not met as evidenced

| by

- Based on record review and staff interviews the
facility failed to assure that Resident #6 received
adequate supervision and assistance to prevent
! accidents. Findings include:

Per record review, a Falls Committes Review
report stated that Resident #6 was out of doors
on 10/34/15 at 3:50 PM. Resident #6 was
accompanied by a Licensed Nursing Assistant
{LNA) and hecame tired and weak. S/he was
using a Rolator (a8 wheeled walker with a seat)
and s/he sat down on the seat of hisfher walker.
Per the note the LNA assisted the resident to be
seated and then attempted to push him/her back
into the facility seated on the walker. The walker
became "stuck” on an uneven portion of the
sidewalk and tipped backwards causing the

. resident to fall landing on the sidewalk. The

I resident hit histher head and had a "lump" en the
| back of his/er head and ice was applied. In an

" interview, the Unit Manager confirmed an

i 11/17/15 at 3:45 PM the sequence of events

i described in the note and that the LNA sheould not
" have attempted to transport a rasident seated on
: @ Rollator.

:Inan interview on 11/17/15 at 4:15 PM the

: Director of Nursing Services confirmed that there
i was no incident report written regarding the

| Incident and no record of remediation of the LNA.

5
1
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F 323 Continued From page 12 F 323 -

F323 D

: |
Teaching has been provided t:'r staff
wha care for resident #6 that l
raliators are to be used just for
sitting/resting. E

: |

Residents who utilize ro]lator' have
the potential to be affer;ted.

$taff will be in-serviced on proper
usage of roflators. L

Visua! audits will take pjace
regarding the proper usage of
Rollator devices. Results willjbe
reported 1o QAPI monthly X4,

Date of correction; December 17,
2015, ;
!
Responsible:; Nurse Managefs
i i

F333 PCC atcephed 45015 Comimappi jPwe
| T A
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. 858=G | SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of

* any significant medication errors.

This REQUIREMENT is not met as evidenced

L by:

Based on medical record review and staft
interviews the facility failed to ensure that 1

applicable sampled resident (Resident #36), was |

free of any significant medication errors. The
findings include: ‘

Resident #36 was sent to the Emergency
Department {ED) an 11/04/15 in which the

| hospital report shaws that the residant’s

presentation "was consistent with narcotic
ingestions” and the toxicoiogy report was positive
for oxycodone and “"other opiates”. The resident
needed two doses of Narcan [antidote for opioid

. overdoss),

Review on 11/16/15 of the current medications
shows no narcotics nar other oploids ordered for
this resident. Tylenol #3 [with codeine) was
discontinued and last given en 10/28/15. Per
review of the night nurse's statement on 11/05/15
showed that the nurse was having problems with
the electronic medication administration record
{eMAR), had pre-poured medications and then
later in the shift signed off that the medications
were given. The statement notes "at § AM | could
not sign on....poured meds for the six residents
who get & AM meds. .the cups were clearly
labeles with resident's names...when the day

hurse came in...I signed for all the meds given, at |

that time".

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ¥} PROVIDER'S PLAN OF CORRECTION (X5)
I’('Rl“,E)FIX l (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOM;;TEETIQN
TAG REGULATORY DR LS IDENTIFYING INFORMATION) TAG CROSSREFERENCGED T THE .‘:-\PPRC_PPRIATE
DEFICIENCY) 5 i
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333

F233 pot acepted 1120 Sewnos bu iy

F333 |
|
Resident #36 is back to has:eline{

: i
All residents who receive Narcoyics
have the petential to be affectegl.

P
Nurging staff have been re- |
educated on the EMAR system
pelicy and procedures. :

: |

Audits will take piace regafrding:

proper narcatic admmistréation!

weekly X4 then monthly X4. |
Reslts will be reported t QAFlri.

: |

Responsible: DNS, Nursei ManTgers

pate of compliance Dece{mber!ﬂ,

2015. . I
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(X1} PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION I

(%3) DATE SURVEY

The facility must post the following information on
& daily basis:
o Facility name.
' o The current date.
| 0 The total number and the actual hours worked
by the following categories of licensed and
unticensed nursing staff directly responsible for
| resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified nurse aides.
© Resident census.

: The facility must post the nurse staffing data -
specified above on a daily basis at the beginning
_of each shift. Data must be posted as foliows:
¢ Clear and readable format.
© In a prominent place readily accéssible to
residents and visitors.

' The facility must, upon orat or written request,
- make nurse staffing data available to the public

|
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F 333 Continued From page 14 F 333
: Perinterview DNS on 1:22 PM on 11/17/18
: stated the night nurse did not have total access — —
i [to the medication record] via eMAR and F355
{ acknowledged that thers is one resident on that :
! side of the unit who has orders [for opibids] . I
, oxycontin, morphing and ativan. The DNS further NI? resc;d: Ts.wem aﬁe.cwd ;b"' thip
| that the night nurse denied giving the wrong alieged deficient practice. .
| medication but had resigned after this incident. o ?
! The facility's investigation was inconclusive No residents have the potential t
“ however, the DNS stated "the thought was that be affected by this alleged deﬂc'e t
[Resident #38)] had possibly received the other practice.
resident's medication.” : ) ;
F 356 | 483.30(e) POSTED NURSE STAFFING t Fags;  Postings will he reflect current data
ss=g | INFORMATION and be maintained for 18 mpnths

Audits will take place weekly X4
then monthly X4. Results wifl be
reported to QAPI.

Date of scompliance December 17,
2015,

Responsible: Staffing coard!patnr
or designee i

F250 voCaws P\-cé\ L}p\&i\i‘S SLmumyq e Jemi

|
|
|

i
i
|
i
1
1
i
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1 Continued From page 15
‘ for review at a cost not to exceed the community

standard.

“The facility must maintain the posted daily nurse
staffing data for @ minimum of 18 months, or as
i required by State law, whichever is greater,

This REQUIREMENT s not met as evidenced
by. ’
Based on abservation and interview the facility
tailed to post nurse staffing information with the
current date and maintain the posted daily nurse
staffing data for a mmimum of 18 months.
Findings include:

at 10:20 AM it was noted that there was no
current nurse staffing information posted. The
date on the posted nurse staffing information was
11/6115 and the second posting was dated
1174/15. Per observation at 10:35 AM on
11116/15 the facility scheduler was actively
posting the nurse staffing information for

- 11/16/16. Per interview on 11/16/2015 at 10:35
 AM the scheduler confirmed that the 11/16/15
nurse staffing information was not posted and
that he/she did not keep the nurse staffing data
for a period of at least 18 months. A
4B83.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an

Infection Contrel Program designed to provide a

safe, sanitary and comfortable environment and

tey help prevent the development and transmission
of disease and infection,

Per observation during the initial tour on 11/16/15 |

F 356

F 441

i
H
|
1
1

t
|
r
i
i
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{a) Infection Control Program

The-facility must establish an Infection Control

i Program under which it -

} (1) Investigates, controls, and prevents infections
Lin the facility;

: (2) Decides what proceduras, such as isolation,

- should be applied to an individual resident; and

. {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 isalation to

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

communicakle disease or infectad 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

i hands after each direct resident contact for which
i hand washing is indicated by accepted
professional practice.

' {c) Linens

. Personnel must handle, store, process and

i transport linens so as to prevent the spread of
Hinfection,

ghis REQUIREMENT is not met as evidenced
I py:

Based on observation and interview the facility
failed to provide a safe, sanitary, and comfortable
environment to help prevent the development and
transmission of disease and infection, Findings
inciude:

{2) The facility must prohibit employees witha |
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F 441 Continued From page 16 F 441

F441 P

Tailet rise seat rernoved frem
hathroom. g ‘}

All residents who utifize #ise 5

the potential to be aﬁecﬁsd by

- deficient practice.
\

by the DNS. Staff will be re-in

roams with glovas post dr:a-ssm
change. o

Audits wlll take place mimy X4
then monthly X4. Resyits will b
reported to QAPI. |
Responsible DNS and infettion
control

Date of Complfance Décember
2015 :

|
L
I
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L.SC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF COﬁCREC‘I
PREFIX (FAGH CORRECTIVE ACTION SHOL

TAG CROSS-REFERENGED TO THEAPPR

DEFICIENGY) |

IoN L)
LD BE COMPLETION
PRIATE DATE

T
'

F 441 |

' and three there was a large amount of dried

i shared bathroom between rooms ohg and three

| commode aver the toilet. Per interview an

| bathrcom between one and three are ambulatory.

| 2. Per observation on 11/17/15 at 11:53:33 AM a

Continued From page 17

1. Per nbservation during the initiaj tour of the
Nerth Wing on 11/16/15 at 10:30 AM it was noted
that in the shared bathroom between rocms one

black/orown, odorous material located on the
commode aver the toilet. Per observation on
11/17/16 at 9:30 AM it was noted that in the

there continued to be a large amouni of dried
black/brown, odorous material noted on the

11/17/15 at §:43:.06 AM the Nurse Manager
confirmed that there was fecal matter on the .
commode in the shared bathroom between
rooms one and three. He/she confirmed that the
commode was not cleaned after ugse. He/she
confirmed that the residents who use the shared

Licensed Pragtical Nurse {LPN) had finished a
dressing change and was cleaning up her wark
space. He/she removed the garbage with the
dirty dressing materials from the garbage can
without gloves. Per interview with the LPN
he/she confirmed that hefshe was not wearing
gloves and that the facility protocol was to wear
gloves when touching soiled linen or garbage.

F 441

J
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|
|
|
|
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.
[
|
;
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;
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:
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DEPARTMENT OF HEALTH AND I{UMAN SERVICES AH
CENTERS FOR MEDICARE & MEDICAID SERVICES o - "A"FORM

STATEMENT OF ISQLATER DERCIENCILS WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION ; ‘ DATE SURVEY

NO LLARM WITH ONLY A POTENTIAL FOR MINIMAL 1IARM A. BUILDING: : ; COMPLETE:
FOR SNFs AND NFs : Cod
475033 B, WING s 11/18/2015

NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CQDE

) 312 CRESCENT BLVD
) CRESCENT MANOR CARE CTRS BENNINGTON, VT

D :
PREFIX i
TAG SUMMARY STATEMENT OF DEFICIENCIES :

— ]
F 205 483.12(bY(1)&(2) NOTICE OF BED-HOLD FOLICY BEFORE/UPON TRANSFR, !

Before & nursing facility transfers a resident to a haspital or allows & resident to go on tlierapeuiic }eave the
nursing facility must provide written information to the resident and a family member or legal representative
that specifies the duration of the bed-hold policy under the State plan, if any, during which the lesident
permitted to return and resyme residence in the nursing facility, and the nursing facility's pollc:nps qegarc
bed-hold perieds, which must be consistent with paragraph (b)(3) of this section, permitting a r;mqentt
Teturn. ;

=

ng

L=}

At the time of transfer of a resident for hospitalization or therapcunc leave, & nursing facility mpsc provide ta
the resident and a family member or legal representative written notice which specifies the duratIoP of the
bed-hold policy described In paragraph (b)(1) of this section.

\

Lo

This REQUIREMENT iz not met as evidenced by: !i

Based on staff interviews and interviews of others, as well as record review, the facility failed to provide 1 of

$ residents in the sample, Resident #27, with written information regarding a bed hold policy. melmgs
include: P
.

Per record review, Resident #27 was admmad to the facility from the services of United Counsqh g Sellwce
(UCS) in July of 2015 with an extensive history of schizoaffective disorder and not being able to mana &
medicatiens on histher own. The resident also had a history of signing self out of facilities against mad;cal
advice and has been homeless on several oceasions. Hesshe was discharged from the facility on 9)1 5/ lq after
a meeting with hissher UCS caseworker and others after several disruptive spisodes at the famliw and 1
resident felt that s/he needed to have their medications adjusted. Per record documentation, wvatth bthhe
Director of Nurses, Resident #27 was discharged to Southwest Vermont Medical Center (SVMC) with I[ICS
case worker, Per interview with case worker, the resident was not discharged to his/her care anfl \at the
facility had made arrangements to transport to the hospital. Per interview with the admmlsu'ator on ! 1/17/1 5
at 11:05 AM, the resident was his/her own responsible party and that it was & verbzl agreement th the
rosident would be discharged and the UCS caseworker took all the notes of the meeting and the; faqzhty id
not have record of the meeting. The administrator also stared that the bed hold policy is given for residents
that are being discharged and il is good for 10 days unless the resident wanis 1o pay privately. InteMc»? with
the social service worker at 12:2] PM presentsd that s/he stated that there was no bed hold Ictter gjven to the
resident because they were nnsure where s/he was going.

]
*This is an "A" level deficiency. :

F 387 483.40(c)(1)-(2) FREQUENCY & TIMELINESS OF PHYSICIAN VISIT 1

The resident must be seen by a physician at least once every 30 days for the first 90 days after a.dm1ssion, and
at least once every 60 days thereafter,

Any feflaiency statement ending with #n avterisk (%) denotes a deficiancy which the institution may be excused from comecting providing it is determinad that prhcr suf:u\Ludn provide sufficient
pratection 1o the patients. (Se instructions.) Except for nuesing homes, the findings stated above are disclasable 30 days following the date of survey whererior aor a plah of correction is provided,
Far nursing thH the above indings and plane of correction are disclosable 14 days follawiny the date theas docwnents ars mads avaitable to Lhe faility. lf-deﬁfxcncn 24 are cited, an npproved plan of

The above isalated deticiencics poac 1o actual karen ta The resideats

i

031069 Event ID: 3KO411 : ! If continustion sheet | of2
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*This is an "A" level deficlency.

no evidence to present that the physician and seen the resident and that the resident was on the li
for November, but per RN it did not oceur. .

'DEPARTMENT OF HEALTH AND HUMAN SERVICES AH
"CENTERS FOR MEDICARE & MEDICAID SERVICES "A' FORM
TSTATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULYIPLE CONSTRUCTION DATE SURVEY
| NGO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A. BULDING: COMPLETE:
FGR SNFs AND NFs
: 475033 B. WING 11/18/2015
{ NAME OF PROVISER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
, 312 CRESCENT BLVD
|CRESCENT MANOR CARE CTRS BENNINGTON, VT
m '
| PrREFIX
TAG SUMMARY STATEMENT OF DEFICTENCIES
| F387 Continued From Page | |
A physician visit is considered timely if it occurs not later than 10 days after the date the visit wajs required.
This REQUIREMENT is not met as evidenced by:
Based on staff interview and record review the MD did not visit at least every 60 days &8s per requlr cnents for
1 of 4 residents #76. Findings include: '
Record review on 11718715 of physician progress notes for Resident #76, the resident was seen 3/1 15, 5 2!_ 13
and not again until 9/8/15. Per interview with the Registered Nurse (RN) Unit Manager at 1:40 PM thege is
o be seen

031099
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