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 0567 1-2306
http://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

July 10, 2014

Ms. Wendy Beatty, Administrator
Crescent Manor Care Ctrs

312 Crescent Blvd

Bennington, VT 05201-0170

Dear Ms. Beatty:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
18, 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,

SUNRIINN

Pamela M. Cota, RN
Licensing Chief

PC;jl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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. C
475033 B, WING 06/18/2014
WAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2IP CODE
342 CRESCENT BLVOD
CRESCENT MANOR CARE CTRS BENNINGTON, VT 05201
SUMMARY STATEMENT| JF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X8)
%2;‘& (EACH DEFICIENCY MUST B2 PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTVON SHOULD BE COM;:;; 10m
TAG REGULATORY OR LSC IDENTIFYiNG INFORMATION) TAG CROSS-REFERENCED YD THE APPROPRIATE
i DEFICIENCY)
F Q00| INITIAL COMMENRTS F 000
An unannounced pn-site ivestigation of 3
complaint was canducted by the Division of
Licensing & Protection on|3/18/2014. There were !
no regulatory deficiencies pdentified as a resulf of i
the complaint nvestigatior), however an unrelated
: deficiency was cited as foliows: — o i
F 323 403.25(h) FREE OF ACCIJENT F 323 . F323
ss=p | HAZARDS/SUPERVISIONMEVICES '
Tha facility must ensure that the resident
environmert remains as fiee of accident hazards oo ) .
as is possible; and each r{!sident raceives Medications were secured immediately.
adequate supenvision and assistance devices to
prevent accidents. Discontinued Medications will be stored
in the med carts behind the current meds.
Nurses have been in-serviced on securing
This REQUIREMENT is fot met as evidenced medications.
by:
Baged on observation, thy facility failed to agsure ; : [
. L 5 will conduct audits for
that the resident environment remained free of umt m.anagel;w Kly X 4, Monthly X 2
accident hazards, This hds the potential to affect compliance. Weekly X 4, yX2.
i muitiple residents located|in and around the Results will be reported at the monthly
[ South Unit, Findings inclurle: QAP meeting.
Per obsenvation at 1 PM dn the South Unit i
: : - ito
Nursing Station, thare wers medications : DNS to monitor
. unsecurad on the desk. The medications included | .
Ceftin 250 mg tablets in a|partialiy used bubble Completion Date 6/27/14
pack and a full bottle of Ni'statin Powder 100,000 | Fﬂ
units per Gram. Duning an| nbservation period of | . L \ i
15 minutaa thers ware thr»e intervals when | 25 fo aaq)kel L iﬁ\ \\-‘ M“\%M“ad\m
residents were near the d{:sk and there Was no | |
staff in sight. |n an interviliw at 1:16 PM, the Unit : \
Manager confirmed that tije medications had ' l
been left in an unsecurad jarea and that sfha had J
i {
LABORATORY me "LIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
W Lo .
[ OdminstratoR (0. 2714
Any deficiency stetement ending with an asierdsk () denotes a daficiancy which the institution may be excused from correcting providing If is detarmined that
other safeguards provide sufficient protection {> the patienis. (Ses instructions.) Except for nursing homes, {he findings stated above are disciosable 80 days
fahawing the date of survey whether or not a pyan of correction I provided. For nursing homes, te above findings and plans of correction are disciosabla * 4
days followmp the date thase dacuments are r)lade available (o the facility. If deficiancies are cited, an approved plan of corection is fequisite lo continuad
program participation. .
FdRM CMS-2867(02-09) Prav_ious Versions Obsolate) ” EucnuDWWGLﬁh o "F§d|i[y 10 475033 tf continuation s;;é;{.;;;;u_»] of 2
£00/2004 ud0i:L0 Loz 22 Unr BPEZIVZZ08 MRy




068/27/2014 15:35

DEPARTMENT OF HEALTH AND HYUMAN SERVICES
CENTERS FOR MEDICARE & MED|ZAID SERVICES

#1823 P. 004/004

PRINTED: 06/27/2014
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (1) PROJIDER/SUFFLIER/CLIA
AND PLAN OF CORRECTION IEN] IFICATION NUMBER:

475933

(X2) MULT/PLE CONSTRLCTION (X3) DATE SURVEY

A BUILITING COMPLETED
C

B WING 06/18/2014

NAME OF PRDVIDER OR SUPPLIER

CRESCENT MANOR CARE CTRS

STREET ADDRESS, CITY, STATE, ZIP CODE
312 CRESCENT BLVD
BENNINGTON, VT 06201

[

I PROVIDER'S PLAN OF CORRECTION i (X8}

" nat been aware that they wiare thers, The Unit
has residents with Dementfa, Mental Health
issues and Huntington's digease who mova freely
about the unit as well as sthff and visitors.

S

(X4) 1D SUMMARY STATEMENT {F DEFICIENCIES _

PREFIX - (EACH DERICIENCY MUST BE|PRECEDEO BY FULL PREFIX {EACH CQRRECTIVE ACTIOM $HOULD AE ¢ COMPLETION
e REGULATORY OR LEC IDENTI['YING INFORMATION) TAG CROBS-REFERENCED TQ THE AFPROPRIATE Qare

: DEFIGIENCY)
F 323 | Continued From page 1 F 323

This Plan of Correction is prepared and ;
submitted as required by law. By '
submitting this Plan of Correction, Crescent
Manor does not admit that the deficiencies
CM52567 exist, nor does the facility

admit to any statement findings, facts, or
canclusions that form the basis for the alleged
deficiency6. The facility reserves the right

to challenge in legal proceedings all
deficiencies, statements, findings,

facts and conclusions that form the

basis for the deficiency.
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