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P 4ot VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Woaterbury, VT 05671-2306
http:/Amww . dail. vermont.gov

Voice/TTY (802) 871-3317

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

February 27, 2014

Mr. Dovid Glenn, Administrator
Crescent Manor Care Ctrs

312 Crescent Blvd

Bennington, VT 05201-0170

Dear Mr. Glenn:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 21, 2014. 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,

SN\

Pamela M. Cota, RN
Licensing Chief

PC:jl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| On unannounced on-site ¢pmplaint investigation
was conducted on 1/21/14 py the Division of

Licansing and Protection. ™ here were regulatory
| findings identified. The fine jngs include; ,
F 250 483.15(g){1) PROVISION 1DF MEDICALLY i F 25;0||

$5=8 | RELATED SOCIAL SERVI BE _ £230
| The facility must provide rr i;sedically-rel:ated social - Resident #2 is no longer in
services to attain or maintzjn the highest facility.
‘practicable physical, ment:jl, and psychosocial .
well-being of each residen, An attorney for Resident #4 is in

the process of attaining state
appointed guardianship. Every

This REQUIREMENT is n Pt met as evidenced effort is heing made to find !

by: :
Based on record review a jd staff interview the proper placement.
| facility failed to provide me fically-related social :
. services to attain or maint:in the highest ' All care planes have been
| practicable physical, menti)l, and psychosoclal ! dit
% well-being of each residen’ for 2 of 5 residents afj ted and upd_ated for proper
identified (Resident #2, #4 . The findings include; discharge planning.
1. Per record review , Res Hent #2 was admitted SW will review and sign
to the facility on 9/2/13, The medical record discharge plans quarterly.

indicates that the family inijicated the stay was for ‘
respite care with a possibi [ty of long term care . . ‘
placement. Per review of |he medical record an DN‘S will audit 5 charts monthly
8/13/13, Resident #2 was jdmitted to the to insure plans are clear,
dementia unit for Iong tern|.care piacement. ‘ accurate and up to date

Per review of the compreh gnsive care plan titled
"Dischargs planning” initiaed on 8/12/13,
indicates that “resident wil iremain in the facility to
' maintain safety per family wishes." A second

- discharge care plan, datecialso on 5/12/13 titled

: “Resident will be dischargid back to the i 0L Bcce shed 210wl o
_LFQSD? Bccepled 20| pmeckaPn

| / .
LABORATCORY W R PROVIDER/SUP! LIER REPRESENTATYIVE'S SIGNATURE TITLE (X8) QATE
/ﬁ - Z e icdia foc 1o fry

Any deficiency stalement ending with an asteri jk {*} denotes a deflciency which the inatitution may bs excused fram correcting providing it is detarmihed that
other safeguards provide sufficient protection 1} the patients. (See instructions.) Except for nursing homes, the findings stated sbove are disclosable 80 days
following the date of survey whether or nota p an of cotraction is provided. For nursing homes, the above findings and plans of cofraction are disclosable 14
days fallowing the date These documents are r jade available 1o the facility. If deficiencies ere citad, an approved plan of correction is requiste o continued
program participation. ~ : ‘

—Cempletion-date-1/4 /44—
For phone cail with -the Administrator on
alauft ar 345 em, m}&hbw date: &y

TORM CMS-2567(02-99) Frevifaus Versions Chsolele Event 10: pU2IM Facilily ID: 475033 : If continuaticn shaet Page 1 of 7

P




02/18/2014 16:393 #7152 P.0063/011

‘ PRINTED: 02/04/2014
DEPARTMENT OF HEALTH AND H JMAN SERVICES lr:\gRM APPROVED

CENTERS FOR MEDICARE & MECIrCAiD SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PRCMIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION © |{X3) DATE SURVEY
AND PLAN OF CORRECT|ON IDEM TIFICATION NUMBER: A BUILDING . COMPLETED

: C
AT5033 | B. WING . - D12112014
NAME OF PROVIDER DR SUPPLIER i ) STREET ADDRESS, CiTY. STATE, ZIP CODE
312 CRESCENT BLVD

CRESCENT MANOR CARE CTRS BENNINGTON, VT 05201

x4 ! SUMMARY STATEMENT ' jF QEFICIENCIES - o . PROVIDER'S PLAN OF CDRRECTION

(%6)
PREFIX {EACH DEFICIENCY MUST B{}PRECERED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE _ COMPLETION,
TAG REGULATORY OR LSC IDENT FYING INFORMATION) COTAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIGIENCY)
| T
F 250 | Continued From page 1 ! F 250

community safely as abie."f

Per review of the medical 1 pcord, an entry dated

11/15/13 indicates that Re:jident #2's family called
the facility requesting medital records be sent to

another facility. The family member was referred

 to speak to the facility soci al worker and Resident !
| #2's family refused. The et ltry indicates will begin '
| transfer referral paperwork " The Social Services
' notes dated 11/26/13 indic pte that Resident #2 |
“was transferred to anotherifacility, family to pick .
Resident #2 up. Report given to other facility. - |

| Per interview with the facil y Social Service
Worker on 1/21/14, he/she: indicated he/she had |
started their employment ¢t the facility on |
11/11/13. The SSW indic:z ted his/her
responsibiliies for dischar jing a resident, begin
at admissicn and include :Frranging sarvices from
putside agencies when go ng home on discharge.

Per intarview, the SSW re fiewed the medical ,
record of Resident #2 and confirmed that
Resident #2 was admitted ipriginally for respite
care with the possibility of jong term care
placement The SSW alsclconfirmed that
Resident #2 was discharg pd to another tacility on
11/26/13. Per review of the comprehensive care
plan initiated on 9/12/13, t e SSW confirmed that
the care plan was confusiljg because it indicated
the discharge plan was to femain in the facility
long term and also to be djscharged to the |
community. The SSW cor firned that the care i
plan (s} had not been reviiwed or revised since
9112113 and did not accurijtely reflect the
resident's status for dischijrge. Per interview on
1/21/14, the SSW reviewed the medical record
and confirmed that there vras no documentaticn .
| that indicated why Reside:jt #2 was going to be ‘ N
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discharged and why Resid(nt #2 was going to
| another facility for long terr ) care, The SSW

| indicated that he/she had " ja idea" why resident |
‘E #2 was |eaving the facility. -

| Per interview with the SSW| he/she was unaware
of the federally regulations for "Medically related
social services" and was uljaware tha! he/she
was to be involved in dischirge planning with the
family, the resident and facility staff. The SSW
indicated he/she was unaware that he/she was
responsible far anything m:jre than making

| arrangements for services o home upon
 discharge. That is what he:she was told his/her
job responsibllities were,

|

| 2. Per recard review, Res;;ient#zt received

| periodic Updates of the secpnd stage of hfher
‘ Pre-Admissipn Screenfngqnd Resident Review |

[PASARR] in order to detesmine if the resident
required the level of servicips prowded by the
nursing facility. Per record review, Resident #4's
PASARR Determination nc flice dated 9/9/13
records Resident #4's "dev Llopmentai neads
| cannot be met in [the] nurs ng faciiity and
[Resident #4] cannot rema n [in the facility] based
upon resident review”. Peiirecord review and
confirmed by staff intervievr on 1/21/14, Resident
#4 was currently residing t the facility, and was
identified by the facility as \pqumng or receiving
PASARR services. .

. Per record review of an orjler dated 11/13/13 |

, from Probate Court - "it is in [Res.#4]'s best :

| interest ta move from [the amllty] to h/her father's |
. home, subject to the condi jons of discharge

' : established by the Social CﬁNICES staff at [the

famllty] "

Per record review and con hrmed by the facility's

I
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i Social Worker, there were b conditions of
' discharge as recorded by the court order, and : 45 does not requlre a
documented In Resident #'s plan of care. As of Resident # 5 d ea
the date of this investigation, 1/21/14, only one of | level 2.
the & conditions had been met: the evaluation of
the home, and that had be jn completed over 2 . Resident #6 —case being
' months prior. Per interview [with the Soclal 3 " reviewed by PASRR coordinator
Worker [SW] on 1/21/14 af{3:03 P.M. the SW had ! . .
given the father a deadline pf 12/5/13 for ! : . ‘
| completion of the condifior 5. The SW stated that | Resident# 7 will have a level 2
| since the deadline had pasped h/she had had no | evaluation done by the state
contact with the father, anc|that the father "won't | scheduled for 2/19/14
speak with me..." The SW| further stated h/she !
had no way to confirm whep or if the conditions of ! .
. ! B
i the court order had been fi|filled, and that the ; Resident #8 has a leve| 2
: facility had no alternative plan in place if the completed
: conditions were not met. P gr the inferview on
: | 1/21/14 at 3:03 P.M. the S'}V also confirmed that All resident records have been
Resident #4's PASARR Defermination notice ! .
. ed for PASRR.
‘ dated 9/9/13 "means [W/sh)J's not supposed to be audited
: here”, and stated that the sprvices the facility ’ . _
provided to the resident we7e “room and board". N resident will.be admitted
F 285 | 483.20(m), 483.20(e) PASIRR REQUIREMENTS F285| without PASARR level| Land
$s=B1 FOR MI & MR : ; : leyel 2 when necessary.
: t
A facility must coordinate aksessments with the ! L . P
 pre-admission screening B d resident review Admissions director will insure
program under Medicaid injpart 483, subpart C to all screens are in place
the maximum extent practitable to aveid . :
duplicative testing and effot. —CompletiomdaTe Tt/ d— 3\\’6\%}
: A nursing facility must not ;;dmit, on or after ! for Resident 4 is i
January 1, 1989, any new 1psidents with: An attoney for e\?lc_len #4isin
(i) Mental illness as defined in paragraph (m)(2) the process of attaining state
(i} of this section, unless th p State mental health appointed guardianship. Every
| authority has determined, tjased on an ‘ e - i
! independent physical and rnental evaluation effort is being made to f'r_]d
performed by a person or entity other than the proper placement for resident.
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Continued From page 4
' State mental health authoiity, prior to admission;

(A) That, because of the| physical and mental
condition of the individual, the individual requires
the level of services provic ed by a nursing facility;
and ‘ ;

(B) if the individual requires such level of
services, whether the indh jdual requires
specialized services for mightal retardation.

{iiy Mental retardatian, asidefined in paragraph
(m)(2)(ii) of this section, uijless the State mental
retardatioh or developmental disability authonty
has determined prior to admission--

(A) That, because of the| physical and mental
condition pf the individual, Fhe individual requires

the level of services provicpd by a nursing facility,
and

(8) If the individual requ|res such levet of
services, whether the indh jdual requires
specialized services far mntal retardation.

For purposes of this secticp:

() An individual is consid rred to have "mental
iliness" if the individual has| a seripus mental
iliness defined at §463.10%|(b)(1).

(i) An individual is consicpred to be "mentally
| retarded” if the individual it; mentally retarded as
gefined in §483.102(b)(3) r is a persoh with a
related condition as descriped in 42 CFR 1009.

This REQUIREMENT is nnt met as evidenced
by: f

Based upon interview and!record review, the
facility failed to ensure a Ple-Admission

. Screening And Resident Raview was completed
L on 4 of 14 residents sampikd [Residents #5, #6,
1 #7, & #8] in order to deterr jine if the residents
required the level of services provided by a
nursing facility, and continijed admittance for 1

F 285
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resident [Resident #4] of 1 } sampled after
screening determined that the neads of the
resident could not be met Iry the facility. Findings
include: ‘

1). Per record review, of 1,! residents sampled
 that were designated as hclvlng a diagnosis of |
' Mental liiness by the facilit}, 4 residents' i
: [Residents #5, #6, #7, & #|} Pre-Admission [ P :
| ' Screening And Resident R eviews [PASARR] | |
-1 indicated that a secand sc eening was required to
determine if the resident wps qualified for nursing
! home placement and spec|alized services. Per
interview with the facility's . Admissions
Coordinator an 1/21/14 at }:00.P.M. the
; Admissions Coordinator c(jnfirmed that the 4
i residents' PASARR farrhs [documented that a
| second stage of the PASA RR was necessary,
and that the facility was re juired to nofify the
 proper State Agency regar jing this. The
Coordlnator stated this hat| not been done, and
conﬁrmed that without the stage 2 forms
~: campleted, h/she would be: unable to determine if
| the 4 residents met the ad nission requirements
t and/or were receiving the : |pec|ai|zed servicss
they may need. .

| .

' 2). Per record review, Res dent #4 received

: periodic updates of the setjond stage of h/her

' Pre-Admission Screening. hnd Resident Review

[PASARR] in arder to dete mine if the resident

required the level of servic 2s provided by the

nursing facility. Per record review, Resident #4's

PASARR Determination nc ﬁice dated 9/9/13

records Resident #4's "des plopmental needs

cannot be met in [the] nurejng facility and

[Resident #4} cannot remaln [in the facility] based

-1 Jdpan resident review". Pe ! record review and
 confirmed by staff lnterVIE:\( on 1/21/14, Resident

FORM CMS-2587(02-99) Previous Versions Obaulq‘ls I Event iD: DU2L11 Faciiity ID: 475033 ] If continuatian sheet Page 6 of 7
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{ #4 was currently residing 2| the facility, and was
: identified by the facility as tpqumng ar receiving _ '
PASARR Ser\rlces _ | ‘

Per record review of an orﬂer dated 11/13/13 ‘
from Probate Court - "it is in [Res.#4]'s best
interest to move from [the *@acility] to h/har father's
[ home, subject to the condi jons of discharge
| established by the Social § iervices staff at [the
facility].”
Per record review and con \wmed by the facmtys
Saocial Worker, there were 5 conditions of
.1 disgharge as recorded by ihe court order, and
. documented in Resident #}'s plan of care. As of !
 the date of this investigatich, 1/21/14, only one of |
i the 5 conditions had been met: the evaluation of !
: the home, and that had be gn completed over 2
: months prior. Per interview! with the Social
i Worker [SW] on 1/21/14 a | 3.03 P.M. the SW had
given the father a deadlineiof 12/5/13 for:

since the deadline had pas
contact with the father, ant
spaak with me.." The SV
| had no way to confirm whe

completion of the conditior |

is. The SW stated that
sed h/she had had ho
that the father "won't

| further stated h/she

In or if the conditions of

the court order had been f ilfilled, and that the
facility had no alternative g)an in place if the
| conditions were not met. Fpr the interview an
g 1/21/14 at 3:.03 P.M. the S N also confirmed that
: Resident #4's PASARR De termination natice
: dated 9/9/13 "means [h/sh p]'s not supposed fo be
: hera", and stated that the :jervices the facility
. provided to the resident wiyre “room and board".
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