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7~~~ VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, L.add Hall
Waterbury, VT 05671-2306
http://Mmww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 6, 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 acceptabie plans of correction for the survey conducted on
February 5, 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,

SONRINEN

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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! An unannounced on-gite ¢ ymplaint investigation l ' S
|

was conducted by the Divisjon of Licensing and
' Protection from 2/3/14 to 2.56/14. There ware

: regulatery deficiencies lderpfled The ﬂndmgs . :

i include; -
F 2261483.13(c) DEVELOP/%MPL MENT i F 226,
s8=D | ABUSE/NEGLECT, ETC PDLiCIES Co i

|

' The facility must develop 2 nd implement written 228
policies and procadures th: Ft prohibit . : ‘
- mistreatment, neglect, and abuse of residents Resident #1 was unaffected
and misappropriation of retjident property.

! All residents are at risk

This REQUIREMENT is n) t met as avidenced All department heads will be
by | ‘ : educated on abuse ailegations
' Based on record review a||d stafl interview the | P palicy.
facility failed to implement wntten policies and ; :
procedures that prohibit ak ise for 1 staff member. I
~accused of abuse. The findj lings inciude; ! 1
|

Administrator and DNS wil| :
oversee all investigations. J

1. Per review of the far:mtynntemai investigation

| on 2/3/14. Resigent #1 aileged on 7/29/13, a | Compliance date 3/5/14
facility staff member had "thelested” him/her. Per
review of the facility investihation, the staff ‘ - Fage foc r:lu{’pkd Mol Prcuar (\i

| member was instructad by fthe facility
4 Administrator not 1o be alo je with Resident #1 | |
| until after the facility invest gatlon was completed.

l

i Per interview with the facili | \y Activity-Director (AD)Y

on 2/4/14, the AD confirmell in intarview that .
i he/she had been accused py Resident #1 of ' |
*"molesting” him/ner and th jt the facility ' ' :
L Administrator met with tha AD on 7/30/13 and . L
\ indicated that he/zhe couic!not have any contact

with Resident ¥1. The AD uonfrmad that he/she

i

'\QORATORY DIRECTOR'S OR PROVIDERISUPF | iE %f}\?’ VE'S S]GNATURE ITLE ' %) DATE
Aphmin L setertoc =2 /5‘/’ y

ny defigiency statement ending with an dsiern-[( *) danctes a deficiency which the instilution may be excused from correcling providing it is daermibed that

ther sefeguards provide sutfisant protection to|the pa£|en!s (See inatrucrions.) Except for nursing homes. the findinge stated ahove are digclosable 80 days
sliowing the dete of supvey whether or naf a pk|n of gorrection is provided. For nursing homes, the ahove findings and pians of currection are disclosable 14
ays foliowing the date these dacumants are v pde avaijable to the rnuuuy If deficiancies ars cited, an approvad plan of corracuen is requisite to centinuag
ragram perticipalion. i
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F 226 | Continued Fram page 1

' 7/30/13.

Par review of the facilities |i}olicy and procedura
titled “Resident Abuse”, the! policy indicates that
“"if a staff member is the alipged perpetrator, the
staff member will bs suspended without pay
during the investigation of the incident.”

in the facifity. The AD confi med that he/she was
told by the facility Administiator that he/she

: shoutd be suspendead with¢ Ut pay pending the
outcome of the faciity inve stigation but since the
: Administrator knew the sta T member didn't abuse ;
Resident #1, he/she could pork during the |
facility's investigation of thei alleged incident. The !
- staff member confirmed in nierview on 2/4/14,

| helshe worked with other r.gsidents in the facility
axcept for Resident #1 dur pg the investigetion on

| continued to wark on 7/207 {2 with othar residents .

F 282 483.20(k}(S){i’) SERVICES|BY QUALIFIED
$5=p | PERSONS/PER CARE PL AN

' The services provided or a !'ranged by the facility |
. must bs provided by quanriFd persans in

| accordance with each resicjent's writtan plan of

i Gare.

- Tnis REQUIREMENT is m)t met as evidanced

by

Basad on record review a
facility failed to provide or ¢
'} qualified persons in accordpnce with each
resident's written plan of ¢z ye far twa residents
' identified (Resident #3, #4)i The findings inciude; |

1. Per review of the faciﬁty%intemal investigation |

id 6taff interview the
rrange services by ‘

1 dated 12/3)13 and medical jecord, Rasidant #3
! was in a common srea witt [ other resigents-on

‘ ) I

F282

F 282 care plans for resident #3 & #4

were reviewed

! Al residents can be affected

Activity staff will be given copy

‘ of care plan summary, including

behaviors and in-serviced on

resident hehaviors.

i Unit manager will observe
i activity / dining room to insure
hehaviors are dealt with

i properiy.

Compliance date 3/5/14
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12/2/13. Residenl #3 was repetitively repaating
out loud "I get my ginger aleial 2, 4 and 6." The
| internigl investigation indicatpd in the staff
! statements that Resjdant #7; was repealing the
~* sama phrase over and overjand “everyone was
| getting agitated”. Anothsr einployee statement
l'and nurses notes indicated F
| yelling at Resident #3 to shijt up and that

hat Resident #4 was

|

Resident #4 was yelling tha | he/she was gaing to

i hit Resident #3, The investijalion indicates that
the room, and he/she
. wag hit by Resident #4 as Flesident #3 walked by.

‘f Resident #3 walked across

' Par review of the medical ri Eccxrd of Resident #3,;

i
!
.
i
|

nefshe was admitted 1o the facility on 8/24/13 with -

rophrenia and
medical record,
making repetitive
ne camprebensive
Hsk for abuse by
related o agitated
ed on 7/5/14

empl 10 reduce

e’ and "Attempt to

- diagnoses that include Schr
| dementia. Per review of the

Resident #3 has a history o
| statements. Per raview of |
! care plan litled "Resident a:
. cther residents and/ar staff
! behaviors®, dated and imita
‘indicates that staff 15 to "An
" environmenal stimuii as at
- remove to quiet area if resi
. Or aggressive” and “attemnyt
' nan-pharmacoiog|eai intery pntians for
! behaviors/agitation LE.; rec
. aclivities, offer food/drink, r
etc”

©onitor for pain, 1:1

J Per review of the intarnal ir vestigation and the
| madical record these is ho -

- Initiated any of the nterven
i lo prevenl the resident to re

12/2113. |
‘ Per interview with the Uni} P]anager on 2/5/14,
he/she reviewed the interni|| investigatian, the

widence tnat the staff
ians con the cara plan |
sident altercation on

ent bacomes agitated

vientation, redirection,

F
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: medical record and the careiplan for Resident #3

' and confirmad that Resadenl#s had behaviors

- that included the repetitive \brbah&atmn of cenain
j phrases. The UM also confiimad that there was
| ho evidence that the facility ;;taff implemented the

| cara plan for Resident #3 tc

any aliercation between Re:

: Resident #4 on 12/2/13. Th

 the interventions an the car

- been implemented it may h:
. altercation where Resident :
‘ Resident #4.

ident #3 and

plan if they had
ve nrevented the
k3 was hit by

| Par review of the medical re
. 'heishe wag admitted {o the
" with dipgnpses that include

facility on 10/26/09
Alzheimer's with

diffuse and prevent

UM indicated that

i

cord of Residant #4, ’

i delusions, dementia with be havioral disorder and

| ime&rmittent agitation. Per review of the medical
story of aggressive

“record, Resident#4 has a f
. behaviors towards others. Per review of the

! comprehensive care plan i |ed "Resident at risk
andfor staff related
ing or giapping otber
/13, it indicates that

* for abuse by other resident:
- to history Df verbally assaul
- residents/gieff, dated 07/5¢

| atatfis to0 "Attermpt to reduc p enviranmental

stimuli as able", and "Atterr pt ta remove 10 quiet
itated or aggressive”,
“Mincrease surveillance whet | agitated and safety

| area If rasigent pbecomes &g

naeds increase," and "alteript
- non-pharmacological interv intions for

I
- behaviors/agitation |.E.; recfientation, redirection, |
vidence that the staff -

ons on the care plan
ta preven! the resident to j¢ pldent altercation on

aclivities, offer food/dllnk rioniter for pain, 4.1
Latc,” ‘
I |
_Per review of the internal in
- medical record there is no ¢

- initiated any of the interven:

astigation and the

1212113,

i

I
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F 282

‘Continued From page 4

F 323
35=D

" Per interview with the Unit hjanager on 2/5/14,

i he/sha reviewad the intema | invastigation, the

! medical racord and the carejplan for Resident #4
+ and confirmed that Resideni#4 had behaviors

" that included verbal and ph)}SICai aggression

: towards cthers. The UM alsp confirmed thaf there |
" was no evidence that the fa rility staff :
“irplemented the care pian -pr Resident #4 to

. diffuse and prevent any altercation between

i Resident #3 and Resident W on 12/2/13. The UM |
indicated that the interventit|ns on the care plan if ‘
they had been implementec may have prevented !
. the altercation where Resid pnt #3 was hit by
Resident #4. :
4B3.25(h) FREE OF ACCICENT l
HAZAROS!SUPERWSION/PEVICES

| : The facility must ensure thz tthe resident

~environment remains as fre 2 of accident hazards
as is possible; 8nd each re:|ident receives
adeguate supervision and 4|ssnstanoe dawces o
- prevent accidents,

|
i
\by

| Based on-observation, rec-ird review and staff
| interview the facility failed 7} ensure that 3

- resldents identified (Resident #5, #3 & #4)

' receive adequal® suparvisi)n and gssistance
| devices to prevent acciden:s and altercations,

i The findings include; |

1. Per review of the faciiity internal investigation

| . '
L | |

Th:s REQUIREMENT s n¢ |1 met as evidenced i

BE
4

F 282,

!

F 323

i

N—
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F 323 | Continued From page 5 F 323 1 :
| and the medical record, on|10l1l13 Regident #2 i :
slapped Resident #6 on the; left upper arm when ;
: Resident #5 atternpted to r pmove Resident #2's F323 1)
' wheelchair from his room. Par review of the :
" medical racord for Resider! #5, he was admitted | Resi . .
: gsitlent # 5 en
on 10/26/12, with diagnosis| of senjle dementia | Joys Wa"_('v”g the
. with delusional features, pe|rsistent manial ' hail. Larger black cloth will be
‘ disarder and anxiety, { replacing stop ’signs, asa
| ‘ ! i :
' Per review of the medical rpcord Resident#5 - deFerrent from entering other
" has a lpng histery of wande/ring an the-unitin and’ residents’ rooms. ‘
out of rooms and being inv pived in resident tc ,
resicfent, physic_al a_\lter::atic 'ps and falls. The_ i ! All residents are at risk
medical racord indicates thpt on 3/1/13 Resident | K
#5 was slapped in face by .hnather resident, Supervisi ‘
. rviston pf n
413113 and 6/24/13 Resideit slapped on back by oup of hallway
another resident, on 8/29/18 resident pushed by ! increased, by having available '
another residemlaﬁer ente ing residents room. : staff, remain in the hallway. '
Per direct observation on 2[3/14 at 1:00 PM, t .
U )
Resident #5 was pbsarved jvandering the nit manager will reporttoDNS
nallway. Resident #5 entenid room 21, The _ on effectiveness of plan. |
female resident that was inlthe room in bed atthe , ;
"time started screaming anc 'yelltng far Resident Completion date 3/7/14 ;
#5 t0 leave, The female radjident yelled loudly for !
approximately & minutes fcr Resident #5 to leave. . Faaz p i 2] .
During this time unit staffvuele seen in haliway, T Foe &ucpl—u.\.;%]b\\q Pt i
Resident #5 did not leave rhom 21, (Al 32 vierk {ﬁj{w\)
Housekesping was obserw rd entering the unit .
and heard the yelling, the hjusekesper went info ‘
the room and redirected Relsident #5 into the
hallway, the housekaeper t jen was cbserved
lmaving the unit again. Resillent #5 re-antered ;
raom 21 where the female [esident yelled for '
several minutes. No unit st |ff was observed i
. respanding to the yelling. Resident #5 after
: appropriataly 6 minutes left room on his/her own
and wandered down the hajway, During the time !
!l of this abservation thera were several raoms f
‘ORW CMS-2667(02-90) Previcus Versions Gbsolale : Event ID° WESRK1Y Facility iD: 475033 i1 contitivalion sheat Page 6 of 10
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F 323 Continued From page 6 | | Fa23
: pbserved to have stap sigrs in front of them |
unsecured and not blockin.y the doorways fo any | _
l toams, just hanging on the door frame, | |
" Per review of the 15 minut| check sheat at 1 Pi, o |
| the 15 minute check sheet [ndicated resident was !

tin the hallway, Per review (|f the comprehensive '
care plan, and medical rec prd with the UM, : ; '

ha/she confirmed that no oher interventions but |
1§ minute checks were util ged affer the T 1
. altercations. E

NAME QF PROVIDER OR SUPPLIER

| |
Per interview with the Unit Manager (UM) he/she | ‘ ‘
reviewed the medical recor § and the : i
comprehensive care plan Fg/she confirmed that . : ' |
. Resident #5 has a long his pry of wandering in
and out of others rooms ani thig behavior places l :
Resjdent #5 at a high risk fr residant 1o resident 1
! verbal and physical altercaiions. The UM ’ l
confirmed that the "stop si¢ns” were 10 he placed | .
" over doars as a deterrent [ residents wandering
| imo others rooms. The UM indicated that ‘ ’ \ 1
' Resident #6 just ¢limbs uncler them when they J
_ | are across the docrways or tlakes them down.
| The UM stated that "they d¢j 15 minute checks to |
‘ make sure that [Resident #}] stays safe” but thar
- the unit just doasn't have &l jough staff 1w place
{ him on a 1:1 with staff. The UM indicated In | I
" interview that the 15 minute|checks indicale - . : '
i whare the rasidant is at the [ime of the check but , i
“ does not account for the retfident's wherasbouts | |
i the other 14 minutes. The t§M stated that "they f 5
- are doing all they can.” ; i ‘ |

!
L !
'

| Per reviow of the medicaf relcord, Resident #5 :
has had falls on 12/24/13 fo ind sitting on floor, | : !
on 1/2/14 fell hackwards wh|le ambulating in the | : 3
hallway, and on 1/23/14 fell onto his rear end at

: 2.00 PM and then again at 1 ;00 PM. Per review of ;

i

QRM CMS-2567(02-89) Previous Versions Obsolse Event 10 WERK 11 Facifity 10: 475023 If cantiniation shest.Page 7.of 10
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F 323 : Conlinued From page 7 i

i the comprehensive care plar; dated 10:422/13,
there was no evidence that the care plan was

i F 323

ravised to reflect the resider I's need to wander on | {

the unit or his/nars behavior pf wandering in and

out of rooms. |

Per interview with the UM, h y/she reviewed the
., medical record and the com wrehensive care plan |
| and confirmed that resident nas noted history of
! falls, many occurring in resicjents raoms. The UM

indicated that Resident #5 ision 15 minute checks

* to prevent falls, i

2. Per review of the facility ipternal investigation
! dated 12/3/13 and medical rpcord, Resident #3

| was in a common area with pther residents on

"42/213. Resident #3 was re retitiva&y repeating
] at2, 4dand 8" The

out loud "l g&t my ginger ale
. internal investigabion indicat id in the staff

_staternents that Resident #2{was repealing the
I seme phrase over and over ghd "everyones was

getting agitated”. Ancther erpployee statement

- and nurses rotes indicated |hat Resicent #4 was

} yelling at Residant #3 to shif up and that

" Resident #4 was yeliing thal he/she was going to
hit Residant #3, The investi¢jation indicates that |
Jhe raom, and hefshe

; was hit by Resioent #4 as Rsident #3 walked by.

: Resident #3 waiked across

_i Per review of tha medical re Eord of Residant #3,
! hefshe was admitted to the ‘jacility on 8/24/13 with _

/

|

i diagnoses that include Schi;jophrenia and
dementia. Per raview of the medical record,
_Resident #3 has a hlstary ofmaking repetitive
statements, Per review of the comprehensive
_ | cars plan titled "Resident at (isk for abuse by
i other residents and/or staff plated to agitated
. behaviors", dated and imitatpd on 7/5/14
!indicates that staff s to "Attejmpt to reduce

! F323 {2)

Activity staff will be given capy
| of care plan summary, including |
behaviors and in-serviced on ’
resident behaviors.

.

properly.

Care plans for resident #3 & #4 {
were reviewed ‘

i All residents can be affected ‘

Unit manager will observe ‘
{ activity / dining room o insure
behaviors are dealt with

Compliance daté 3/5/14 i
! F%ll ol ;?lz;‘caphe& ?}]i;ﬂ“] Fivveene Jﬂ

|
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F 323 Continued From page 8 F 323

environmental stimuli as ak
| remove to quiet area if resi
. or aggressive” and "attem
- non-pharmacological interv
| behaviors/agitation L.E.; rec
| activities, offer food/drink, r
'ete.” '

Per review of the internal ir
. medicai record there is no |
initiated any of the interven
' to prevenl the regident to re
12/2/13. ‘

i Per interview with the Unit |
! hafshe reviewed the intarn:
l medical record and the carn
' ang canfirmed ihat Residar
- that included the repetitive
phrases. The UM also cont
no evidence that the facility
: care pian for Resident #3 &

any altercation petween Refhident #3-and
Resident #4 pn 12/2/13. Thp UM indicatsy that

istaff implemented the

e", and "Altempl 10
ent becomes agitated
t .
entians for ,
rientation, redirgction, .
honitar for pain, 1.1 |

estigation and the

vidence that the staff
ions on the care plan |
sident altercation on

Hanager on 2/5/14, ‘
| investigation, the

; plan for Resident #3

1 #3 had behaviars

rarpalization of cenain

rred that there was”

diffuse and prevent

the interventions-on the cat plan if they had
“been implemented it may have prevented the

- altercation where Resident
Regidant #4. .

" with diagnoses thal include

F!S was hit by

Per review of the medical nicord.of Resident #4,
hefshe was admitted o the facility on 10/26/09

lzheimer's with

delusions, dementia with b havioral disorder and
intermittent agitation. Per re view of the meadical

record, Resident #4 has a t
behaviors 1owards others.

comprehensive care plan ti
i for abuse by other resident:
| to histary of verbally assaul

istory of aggressive
or review Of the

Jad "Rasident at fisk
and/or staff ratated
ing or slapping other

/

‘QRM CM3-2567(02-68) Previous Versions ODeGIELE

ZINACANA Wdifrifiminy Rl 4ad |
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' residents/staff", dated 07/3()//13, it indicates that
staff is to "Attempt to reduc b envirconmental
stimuli as abla”, and "Attempt to remove to quiet
area if resident becomes a¢itated or aggressive!’, |

t "increase surveilance wher | agitated and safety |

* needs Increags,” and "atterpt , '

- non-pharmacological interv.intions for

behaviorsfagitation |.E.: recliantation, redirection, -

| activities, offer food/drink, njonltor for pain, 1:1

' ete.” ;

i medical racord there i§ no evidence that the staff

; initiated any of the intervenf pns on the care plan

o prevent the reaident to re jident altercation on
12/2113, :

|
Per reviaw of the internal !n"EJstigaiion and the

" Per interview with the Unit hfanager on 2/5/14,
he/she reviewsd tha interna linvestigation, the
medical recard and the care|plan for Resident #4

i and confirmed that Residen |#4 had behaviors

" that included verbai ang phy pical aggression

“towards others. The UM als confirmed thal there |
was no evidence that the fac|lity staff i
implemented the care plan f pir Resident #4 to {

. diffuse and prevent any alteiCation between |
Resident #3 and Resident # | on 12/2/13. The UM :

- indicated that the interventio fis on the care plan if

- they had bean implemented may have prevented

| the altercation where Rasident #3 was. hit by
Resident #4. 5

F 323

1

i
i

QRM CME-2567(02-39) Previaug Varsions Obsplete
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