
Are's-, VERMONT 	 AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection 
103 South Main Street, Ladd Hall 

Waterbury, VT 05671-2306 
http://www.dail.vermont.gov  
Voice/TTY (802) 871-3317 

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

March 6, 2014 

Mr. David 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 
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, 

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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F 000 INITIAL COMMENTS 

An Unannounced on-site c pmplaint investigation 
was conducted by the DiViE ciri of Licensing and 
Protection from 2/3/14 to 2, /5/14. There were 
regulatory deficiencies iderOied. The findings 
include; 
483.13(c) DEVELOPJIMPL v1ENT 
ABUSE/NEGLECT, ETC PDLICIES 

F 226 
SSeD 

F226 

Resident #1 was unaffected 

All residents are at risk 

All department heads will be 

educated on abuse allegations 

policy, 

Administrator and DNS will 

oversee all investigations. 

Compliance date 3/5/14 

r)36,  VOL c •ae.pi-c :'Ii (it{ rwe 

F 000 

F 226 

The facility must develop a )cl implement written 
policies and procedures thl it prohibit 
mistreatment neglect, and 'abuse of residents 
and misappropriation of re: 'dent property. 

This REQUIREMENT is n Vt met as evidenced 
by: 
Based on record review al d staff interview the 

facility failed to implement written policies and 
procedures that prohibit abuse for 1 staff member 
accused of abuse. The fin( ings include; 

1, Per review of the facility internal investigation 
on 2/3/14. Resident #1 alleged on 7/29/13, a 
facility staff member had "r holeated" him/her. Per 
review of the facility investiption, the staff 
member was instructed by the facility 
Administrator not to be alo pe with Resident #1 
until after the facility invest gafion was completed. 

Per interview with the facilily Activity•Director (AD) 
on 2/4/14, the AD confirmeti in interview that 
he/she had been accused y Resident #1 of 
"molesting" him/her and th pt the facility 
Administrator met with the AD on 7/30/13 and 
indicated that he/she coulc not have any contact 
with Resident #1. The AD ( onfirmed that he/she 

01 DATE 

ed that ,ny deficiency statement ending with an ester-itpi) denotes a deficiency which the instbution may be excused from correcting providing it is deferral  li 
ther safeguards provide sufficient protection tt the patients. (See instructions.) Except for nursing hornet. the•findinge stated above are disclosable 99 days 
Allowing the date of survey whether or not a ph ri of correction is provided. For nursing homes, the adove findings and plans of correction are disclosable 14 
ays following the dale these documents are rr ade available to the facility, If deficiencies are cited, an approved plan of correction is reqpisite to continued 
rogram participation,  
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F 226 Continued FroM page 1 
continued to work on 7/30/ 3 with other residents 

in the facility. The AD confi med that he/she was 
told by the facility Administiator that he/she 
should be suspended with ut pay pending the 

outcome of the facility inve Itigation but since the 
Administrator knew the sta If member didn't abuse 
Resident #1, he/she could Nock during the 
facility's Investigation of the' alleged incident. The 
staff member confirmed in nterView on 2/4/'14, 

he/she worked with Other r silents in the facility 
except for Resident #1 dur pg the investigation on 
7/30/13. 

Per review of the facilities I olicy and procedure 
titled "Resident Abuse", the, policy indicates that 
"if a staff member is the all Ipged perpetrator, the 
staff Member will be suspended without pay 
during the investigation of I he incident." 

F 2S2 ;  483.20(k)(3)(ii) SERVICES BY QUALIFIED 
SS=.0 PERSONS/PER CARE PL kN 

• The services provided or a ranged by the facility 
must be provided by qualm d persons in 
accordance with each resi( ent's written plan of 
care. 

This REQUIREMENT is n, t met as evidenced 
by: 
Based on record review al id staff interview the 

facility failed to provide or z 'mange services by 
• qualified persons in accordance with each 

resident's written plan of Ca re far two residents 
identified (Resident #3, #4) The findings include; 

1. Per review of the facility internal investigation 
dated 12/3/13 and medical record, Resident 3:3 

1  was in a common area win', other residents - on 
• 

F 226 

E212, 

F 282 	Cdre plans for resident #3 & #4 

were reviewed 

All residents can be affected 

Activity staff will be given copy 

of care plan summary, including 

behaviors and in-serviced on 

resident behaviors. 

Unit manager will observe 

activity / dining room to insure 

behaviors are dealt with 

properly. 

Compliance date 3/5/14 

03/03/2014 13:03 
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F 282 l Continued From page 2 	j 

1212J13. Resident #3 was repetitively repeating 
out loud "I get my ginger alelat 2, 4 and 6.'1  The 

i internal investigation indicat kl in the staff 	• 
I statements that Resident OK; was repeating the 

• same phrase over and overland "everyone was 
I  getting agitated". Another el hployee statement 
and nurses notes indicated hat Resident #4 was 

1 yelling at Resident #3 to shijt up and that 
Resident #4 was yelling thalhe/she was going to 
hit Resident #3, The loves°, ation indicates that 

' Resident #3 walked across he room, and he/she 
was hit by Resident #4 as Fiesident #3 walked by. 

I . 	i 	 . 
Per review of the medical nicard of Resident #3, 
he/she was admitted to the facility on 8/24/13 with 
diagnoses that include ScIT Ophrenia and 
dementia. Per review of the, medical record, 
Resident #3 has a history or making repetitive 
statements. Per review of I he comprehensive 
care plan titled "Resident a', risk for abuse by 
other residents and/or staff related to agitated 
behaviors", dated and imitated on 7/5/14 
indicates that staff is to "Att pmpt to reduce 
environmental stimuli as at e", and 'Attempt to 
remove to quiet area if resir ent becomes agitated 
or aggressive" and "atteml t 
non-pharmacologicat interventions for 
behaviors/agitation I.E.; rec rie ()Cation, redirection, 
activities, offer food/drink, r Monitor for pain, 1:1 
etc. 

Per review of the internal it vesbgation and the 
medical record there is no .Evidence that the staff 
initiated any of the interven ions on the care plan 
to prevent the resident to n sideryt altercation on 
12/2/13. 

Per interview with the Unit Manager on 2/5114, 
he/she reviewed the intermit investigation, the 

F 282 
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F 282 Continued From page 3 
medical record and the carE1plan for Resident #3 
and confirmed that Residen1#a had behaviors 
that included the repetitive \ erbaliZatiOn of certain 
phrases. The UM also confikned that there was 
no evidence that the facility staff implemented the 
care plan for Resident #3 tc ;diffuse and prevent 
any altercation between Re iident #3 and 
Resident #4 on 12/2/13. Th,  UM indicated that 
the interventions on the cant plan if they had 
been implemented it may hi niie prevented the 
altercation where Resident ,!3 was hit by 
Resident #4. 

.F 2821 

Per review of the medical n cord of Resident #4, 
he/she was admitted to the tecility on 10/26/09 
with diagnoses that include ktzheimer's with 
delusions, dementia with lot havloral disorder and 
intermittent agitation. Per review of the medical 
record, Resident #4 has a f story of aggressive 
behaviors towards others. ref review of the 
comprehensive care plan tiled "Resident at risk 
for abuse by other resident; and/or staff related 

• to history of verbally assaul ling or slapping other 
residents/staff', dated 07/3t /13, it indicates that 
staff to "Attempt to reduc P  environmental 
stimuli as able', and "Attempt to remove to quiet 
area if resident becomes N itated or aggressive", 
"Increase surveillance wher I agitated and safety 
needs increase," and "atter1ipt 
non-pharmacological intery ntions for 
behaviors/agitation I.E.; reorientation, redirection, 
activities, offer food/drink, r lonitor for pain, 1:1 
etc,'' 

Per review of the internal in kestigation and the 
• medical record there •is no trVidence that the staff 
• initiated any of the intervene ons on the care plan 
to prevent the resident to ft pident altercation on 
12/2/13. 
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Per interview with the Unit k lanager on 2/5114, 
he/she reviewed the intema investigation, the 
medical record and the carEi plan for Resident #4 
and confirmed that Residenl#4 had behaviors 
that included verbal and pill Isical aggression 
towards others. The UM els p confirmed that there 
was no evidence that the fa Fility staff 
implemented the care plan •pr Resident #4 to 
diffuse and prevent any altercation between 
Resident #3 and Resident 7i4 on 12/2/13. The UM 
indicated that the interventil ns on the care plan if 
they had been implementer May have 'prevented 
the altercation where Resid ant #3 Was hit by 
Resident #4. 

F 323 463.25(h) FREE OF ACCIC ENT 
SS-D HAZARDS/SUPERVISION/IDEVICES 

The facility must ensure thcf the resident 
environment remains as Ire of accident hazards 
as is possible; .and each re: lident receives 
adequate Supervision and - Issistanc,e devices to 

• prevent accidentt. 

This REQUIREMENT is mit met as evidenced 
by: 
Based on observation, rec ?NJ review and staff 

, interview the facility failed tti ensure that 3 
I  residents identified (ResideM*5, #3 & #4) 
receive adequate SuperviSi.14) and assistance 
devices to prevent accidemp and altercations 
The findings include; 

1. Per review of the facility Internal investigation 

F 282 

F 323 
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Continued From page 5 

and.  the medical record, on 10/1/13 Resident#2 
slapped Resident #5 on the Wt upper arm when 
Resident #5 attempted to rpmove Resident #2's 
wheelchair from his room. Per review of the 
medical record for Resider #5, he was admitted 
On 10/26/12, with diagnosis of senile dementia 
with delusional features, N rsistent mental 
disorder and anxiety, 

Per review of the medical r cord, Resident #5 
has a long history of wand( ring on the unit in and 
out of rooms and being inv plved in resident to 
resident, physical altercaticps and falls. The 
medical record indicates that on 3/1/13 Resident 
#5 was slapped in face by - nother resident, 
4/3/13 and 6/24/13 Reside) t slapped on back by 
another resident, on 3/29113 resident pushed by 
another resident after ente. Ing residents room, 

Per direct observation on 2 3/14 at 1:00 PM, 
Resident #5 was observed wandering the 
hallway. Resident #5 enter' d room 21. The 
female resident that was in the room in bed at the 
time started screaming ant yelling for Resident 
#5 to leave, The female 	ident yelled loudly for 
'approximately 5.minutes fc Resident #5 to leave.. 
During this time unit staff mere seen in hallway. 
Resident #5 did not leave r horn 21, 
Housekeeping was observi d entering the unit 
and heard the yelling, the h?usekeeper went into 
the roOrr and redirected Rolsident #5 into the 
hallway, the housekeeper ten was observed 
leaving the unit again. Resi dent #5 re-entered 
room 21 where the female esident yelled for 
several minutes. No unit stiiff was observed 
responding to the yelling. R esident #5 after 
appropriately 6 minutes left room on his/her own 
and wandered down the ha lway, During the time 
of this observation there we re several rooms 

'ORM CMS-2567(024B) Previous Versions Obsolete/ 	 Event ID wsekil 

323 

Psi 

F 323 

F323 ill 

Resident # 5 enjoys walking the 

hall. Larger black cloth will be 

replacing stop signs, as a 

deterrent from entering other 

residents' rooms. 

All residents are at risk 

Supervision of hallway 

increased, by having available 

staff, remain in the hallway. 

Unit manager will report to DNS 

on effectiveness of plan. 

Completion date 3/7/14 
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F 323 Continued From page 6 
observed to have stop sigr p in front of them 
unsecured and not blockin. the doorways to any 
rooms, just hanging on the door frame, 

F 3231 

 

Per review of the 15 minute check sheet at 1 PM, 
the 15 minute check sheet ndicated resident was 
in the hallway, Per review t r the comprehensive 
care plan, and medical rec rd with the UM, 
he/she confirmed that no o her interventions but 
15 minute checks were util red after the 
altercations. 

CRESCENT MANOR CARE CTRS 

NAME OF PROVIDER OR SUPPLIER 

) stays safe" but that 
ough staff to place 
UM indicated in 

' interview that the 15 minute checks indicate 
I where the resident is at the me of the check but 
does not account for the reclident's whereBbouts 
the otherl4 minutes. The 	stated that "they 
are doing all they can." 

Per review of the medical re cord, Resident 45 
has had falls on 12/24/13 fo pnd sitting on floor, 
on 1/2/14 fell backwards wh le ambulating in the 
hallway. and on 1/23/14 fell pnto his tear and at 
2:00 PM and then again at :1;00 PM. Per review of ; 

Per interview with the Unit Vlanager (UM) he/she 
reviewed the medical recor I and the 
comprehensive care plan h elshe confirmed that 
Resident #5 has a long his.  Dry of wandering in 
and out of others rooms an ft this behavior places 
Resident #5 at a high risk f r resident to resident 
verbal and physical altercai ons. The UM 
confirmed that the "stop sic. /is" were to be placed 
over doors as a deterrent tl residents wandering 
into others rooms. The UM ndicated that 
Resident #6 just climbs uric er them when they 
are across the doorways or takes them down. 
The UM stated that "they di 15 minute checks to 
make sure that [Resident 
the unit just doesn't have el 
him on a 1:1 with staff, The 

ORM CMS-2567(02-08) Previous versions Obsolete 
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F 323 F 323 i Continued From page 7 
the comprehensive care pia! dated 10/22/12, 
there was no evidence that t to care plan was 
revised to reflect the resider rs need to wander on 
the unit or his/hers behavior et wandering in and 
out of rooms. 

Per interview with the UM, h Mshe reviewed the 
medical record and the corn r)reriensive care plan 

j and confirmed that resident [las noted history of • 
falls, many occurring in resit ents rooms. The UM 
indicated that Resident #5 is on 15 minute checks 
to prevent falls, 

• 
2. Per review of the facility i sternal investigation 
dated 12/3/13 and medical r ,cord, Resident 4f3 
was in a common area with pther residents on 
122/13, Resident #3 was repetitively repeating 
out loud "I get my ginger ale at 2, 4 and 6." The 
internal investigation indicat d in the start 
statements that Resident #2 was repeating the 
same phrase over and over Hnd "everyone was 
getting agitated". Another er ployee statement 

- • and nurses notes indicated • hat Resident #4 Was 
yelling at Resident #3 to shL up and that 

• 1 Resident #4 was yelling that he/she was going to 
hit Resident #3, The investic ation indicates that 

: Resident #3 walked across he room, and he/she 
was hit by'Resident #4 as R Ssident #3 walked by. 

Per review of the medical reord of Resident #3, 
he/she was admitted to the cility on 6/24/13 with 
diagnoses that include Schi; ophrenia and 
dementia. Per review of the medical record, 
Resident #3 has a history of making repetitive 
statements, Per review of ti e comprehensive 
care plan titled "Resident at risk for abuse by 
other residents anchor staff , elated to agitated 
behaviors", dated and imitat ed on 7/5114 
indicates that staff is to l'AttE mpt to reduce 
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Care plans for resident #3 & #4 

were reviewed 

All residents can be affected 

Activity staff will be given copy 

of care plan summary, including 

behaviors and in-serviced on 

resident behaviors. 

Unit manager will observe 

activity / dining room to insure 

behaviors are dealt with 

properly, 

Compliance date 3/5/14 
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F 323 
environmental stimuli as at e", and "Attempt to 
remove to quiet area if resit ent becomes agitated 
or aggressive" and "attemt t 
non-pharmacological inteN fltions for 
behaviors/agitation I.E.; recrientation, redirection, 

[activities, offer food/drink, r horfftor for pain. 11 

etc" 

Per review of the internal it iestigation and the 
medical record there is no I vidence that the staff 
initiated any of the interven ions on the care plan 
to prevent the resident to rf sident altercation on 
12)2/13. 

Per interview with the Unit I lianag er on 2/5/14, 

he/she reviewed the interrull investigation, the 
medical record and the can plan for Resident #3 
and confirmed that Resider t #3 had behaviors 
that included the repetitive erbalilation of certain 
phrases. The UM also conf rmed that there was '  
no evidence that the facility staff implemented the 
care plan fo.r Resident #3 tc diffuse and prevent 1 
any altercation between Re identlniand 
Resident 44 on 12/2113. Th UM indicated that 
the interventions on the car plan if they had 

altercation where Resident #3 was hit by 
been Implemented it may hpve prevented the 

Resident #4. 

Per review of the medical n cord of Resident #4, 
he/she was admitted to the facility on 10/25/09 

' with diagnoses that include lzheimer's with 
delusions, dementia with tx lhavioral disorder and 
intermittent agitation. Per rt iview of the medical 

! record, Resident #4 has a tli:tory of aggressive 
behaviors towards others. er review of the 
comprehensive care plan ti led 'Resident at risk 
for abuse by other resident; and/or staff related 

I to history of verbally assaul ing or slapping other 
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staff is to "Attempt to reduc 
stimuli as able", and "Attem 
area if resident becomes a< 
"increase surveillance whet 
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non-pharmacological intent 
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activities, offer food/drink, n 
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Per review of the internal in' estigation and the 
medical record there is no e vidence that the staff 
initiated any of the intervent ons on the care plan 
to prevent the resident to re .ident altercation on 
1212/13. 

Per interview with the Unit I). anager on 2/5/14, 
he/she reviewed the interna investigation, the 
medical record and the care plan for Resident #4 
and confirmed that Residen #4 had behaviors 
that included verbal and phy 	.aagression 
towards others. The UM also confirmed that there 
was no evidence that the fac ility staff 	 . 
implemented the care plan f 5r Resident #4 to 
diffuse and prevent any 81101:alio') between 
Resident #3 and Resident* on 12/2/13, The UM 
indicated that the interventio is on the care plan if 
they had been implemented nay have prevented 
the altercation where Reside nt #3 was. hit by 
Resident 44. 
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