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

August 21, 2015

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 July
29, 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,

SRR

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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i
[ An Unanhounced on site investigatipn of 4 facility Residant #3 care plan was updated
E 59” I'Ep{}rtS was CDndUCtEd by the DiViS]OH Of tn meet the specif‘[c needg and
§ Licensing and Protactlo_n_on 712815, The interventlans that will help resident
; following regulatory deficiencies were identified: | © &3 with his ageressive behaviors
F 250 483.15(gx1) PROVISION OF MEDICALLY F250) 3 and potential needs
S55=g | RELATED SOCIAL SERVICE j -
| The facility must provide medically-refated social ! ze;'de.m: :: ; /:f:: :ff;ﬁ:; o
services fo attain or maintain the highest ehavior )
| practicabie pnysical, mental, and psychosocial P“Ys‘“a'aggre_“'““_ oy other
| well-being of each resident residents are identified as having
! | the potential to be affected.
|
| | Education has been provided o
This REQUIREMENT s not met as evidenced | social services and nursing on
r by uptating care plans, interventions
Rased on observation and medical record review and follow up for residents who
the facilty falled to provided medically-related have aggressive behaviors and/or
social services 10 aftain or maintain the highBSt are invoived in resident to resident
1 practicable physical, mental and psychosocial hysicelly aggressive altsrcations
! well-being for 2 of 6 applicable residents. prysically ag '
(Resident #1 and #3.) : .
The findings include the following: : An audit ool _has hef’" developed
‘ 0 ensyre sociai service folkow up,
i 1. Per medical record review Resident #3 was staff interventions and care pian
s admitted on 4/13/15 with diagnoses to include updates are completed. Audits wil
: Dementia with behaviors, Anxiety, and Acute be completed by the DNS weekly x
I Confusjon. 4 and monthly x 4. Results will be
o ] o . reported to QAP
Interdisciplinary Care Plan identifies that Resident :
! A has a prob!em |d3nt’ﬂ@d as, JHCI'E:ESECI Date of comp]iancg; August 13‘”
| Behaviors related to altered thought process. 3018
Resident #3 iz at rigk for abuse by othar residents
and/or staff related to agitated/physically - Respansible: DNS, Nurse Managers
aggressivefintrusive wandering behaviors. The and Social Services
| problem also decuments resident to resident ‘
| altercations on 521, 6/17, 7/4, 7113, 7/18 and ZN) e ML\'-P\{A #faoks vBehauad enl P
‘LARDRATORY Diﬂecromvmwsuwum REPRESENTATIVE'S BISNATURE TITLE (X&) DATE
L | Oomingstyodoy 81115

‘Any deficiency statement emiiré:ith an asterisk (*} denotes a deficienay which the institution may be exsused from carrezting providing it is determined that
‘sther sefequards provide suffickest protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are distiosable 90 days
‘toliowing the date of survay whether of not a of nursing homes, the above findings and plans of correction are disclasakle 14
kY- SO TETEAET E &S =Y G ap = -
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[program participation.
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plan of correction s provided. F
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F 250 ' Continued From page 1 i F280

f 7/27/16. The problem was initiated on 4/24/14
' and updated on 6/24/15. Care plan initiatives
ndentxfy approaches from Soclal Services as
L attempt to remove to quiet area if resident
! becomes agitated or aggressive, |

, ' Social Service (38) Pragrass notes identify
' documentation on 4/9/15 related to admission,
! 4/10{15 relates to Emergency Room transfer,
| 4/13/115 related to possible Hospice Services,
4/28/15 related to care plan mesting, 5/1/15
| reiated to Medicaid a pplication, 5/7/15 related to
| . financial concerns voiced by the resident's
. spouse, 7/7/15 related to care plan mesting with
discussion to palliative care orders and 7/19/15
related to the incident that occurred on 7/18/15,

Hnterview with the Nursing Home Administrator

- confirms that the documentation of 7/18/15 was
provided from the Social Service office, from
accumulated medicatl documentation that needs
' 1o be filed, There were no other documents
provided identifying that 88 has met the
requirements of the care pian as identified, nor

' has there been consistent foliow-up from

| previous incidents that have occurred since

- admission,

2. Per medical record review Resident #1 was
admitted on 12/6/13 with diagnoses to include
Persistent Mental Disorder with Behaviors,
Diverticulosis of the Colon and Hearing Loss.

 Interdisciplinary care plan identifies that Regident
; #1 has a problem of Viclence, related to risk for |
physical aggression towards others. The problem .
also documents resident to resident altercations -
! dated 3/4, 6/22, 6/22 and 7/18/156. The problem
| was initiated on 12/4/14 and updated on 5/28/15.

' FORM CMS-2887(02-8%) Previows Versions Obsoigte Event [D:8F71NM
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D . PROVIDER'S PLAN OF CORRECTIDN
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1

F 250 | Continued From page 2
| There are multiple approaches listed on the care
| plan that are the respensibility of the Social

} Service (58) department.

| 85 progress notes identify documentation reiated |
_to 1 altercation that occurred on 3/4/15. !
i Documentation ideniifies that 55 will continue to |
i monitor and offer support. 6/28/15 53 note J
g identifies a care plan meeting.
| Interview with the Nursing Home Administrator
- confirms that the documeniation dated 7/18/15
was provided from the 58 aoffice, from
accumuiated medical documentation that needs
to be filed. The S8 incident report identifies that
58 will foliow-up by 7/22/16 and will also continue
to offer support.  There were no other documents
provided identifying that $S has met the
requirements of the care plan as identified nor
| has there been consistent follow-up from
! previous incidents that have bcourred since
| admigsion,
F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO
$8=D | PARTICIPATE PLANNING CARE-REVISE CF

The residert has the right, unless adjudged

incompetent or ctherwise found o be

| incapacitaied under the laws of the State, o
participate in planning care and treatment or
changes in care and treatment.

i A comprehensive care plan must be developed
within 7 days after the compietion of the
comprehensive assessment, prepared by an
interdisciplinary team, that includes the attending
' physician, a registerad nurse with responsibility
far the resident, and other appropriate staff in

disciplines as determined by the resident's needs,

F 250

F 280
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(%3} BATE BURVEY

i legal representative; and periodically reviewad

1
' each assessment.

by
" Based on observation, madloat racord réview

 to update interdiscipfinary Care planfor 1 of 6
. applicable residents. (Resident #3.)

_The findings inciude the following:
!

- admitted on 4/13/15 with diagnoses to inciude
I Dementia with behaviors, Anxiety, and Acute
i Canfusion.

i wandering behaviars. The problem also
; documents resident to resident altercations an
L 5/27, 817, 714, 7113, THB and 7/27/16, The

| ron the care plan, dated for any other incidents
! docurmented. Nor ig there any evidence thata
‘care plan review look place. Interventions are
. consistent with the date the care plan was

‘ initiatad,

i Per interview with Licensed Practical Nurses

and, to the extent practicable, the participation of
the resident, the resident's family or the resident's

i and revisad by a team of quaiified persons after

i This REQUIREMENT is not met as evidenced

' and Gonfirmed by staff interview the faciiity failed

: 1. Per medical record review Resident #3 was

Interdisciplinary Care Plan identifies that Resident
#3 has a problem regarding tncreased Behaviors
reiated to altered thought process. Resident #3 is
at risk for abuse by other residents and/or staff
' related to agitated/physically aggressive/intrusive

i | problem was initiated on 4/24/14 and updated on
' 6/24/15. There are no new jnitiatives evidensced
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F 280 Continued From page 3 F 280

F280

Resident #3 care plan was updated
to meef the specific neads and
Intervantions that will help resident
#3 with his aggressive bahaviors.

Residents who reside at the canter
! are identified as having the
potential ta he affected.

Fducation will be provided for the
canter staff on reviewing and
revising resident care plans
specifically for behavior
management intarventions and
resident to resident altarcations.

Care plan audits will take place
waakly ¥ 4 and then monthly x4
with results reported through the
DAPE process. '

Date of compliance: August 18
2015

‘ Responsible: DNS and Nurse .
| Managers

(280 00C accepted 8]aollS MBervund o3| Prac
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PROVIDER'S PLAN OF CORRECTION

SE2E | ‘, HAZARDS/SUFPERVISION/DEVICES
‘ The facility must eénsure that the residant

!as is possible; and each resident receives

i prevent accidents.

of & applicable residents was adequately
suparvised to prevent resident to resident

| altercatipns perpetrated by Resident #3. The
{ fincing include the following;

|

i Per medical record review Resident #3 was

| admitted on 4/13/15 with diagnoses to include
- Dementia with behaviors, Anxiety, and Acute

| Confusion.

to Resident incidents ocourred:

resident sitting on it and as s/he began to yell,
| Resident #3 hit the sitting resident in the

| environment remaing as free of accident hazards

i adequate supervision and assistance dewces to

: This REQUIREMENT is not met as evidenced

| Based cn medical record review and confirmed
! py staff interview the facility failed to ensure that 1

|
! Per medical record review the following Resident

| 5/21/15: Resident #3 was pulling & chair with a

reside at the center are identified
#$ having the potential to be
affected.

- An interdisciplinary behavior team

will he formed to address and
discuss interventions to attam»t to
prevent further accidents, Care
plans will be updated specifically
for the behavior management
interventions in relationship to
resident bebaviors and resident to
resident altercations.

Care plan audits will take place
weekly x4 and then manthly x4
with results reported through the
QAP process,

Date of correction: August 18™
2018

Responsible: DNS and Nurse
Managars

P SUMMARY STATEMENT CF DEFICIENGIES D %5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FUII. PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAE | REGULATORY OR LSC IDENTIFYING INFORMATION) h.Te) CROSS-REFERENCED TO THEAF‘F‘ROF‘RIATF } DATE
DEFICIENCY)
- :
F 280 ; Continued From page 4 F 280 '
| (LPN) and & Licensed Nurses Aide (LNA},confirmn F323
| numerous initiatives that they utilize in caring for
| Resident #3 that are naot includad on the ; Resident #2 care plan was updated
- Interdisciplinary Care Pian. Per interview with the with interventions utilized that wil
f Director of Nurses, initiatives that are help residant #3 with his ageressive
. non-pharmacological, as discussed with direct behaviors.,
. care staff, are not documented on the care plan.
F 3231483 25(h) FREE QF ACCIDENT F 323 Residents with hehaviars who

F2a3 eoc accépu Biaolis mbertvand p4 b
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! forehead. No injury resulted.

E 6117115 staff withessed Resident #3 hitting

| another resident in the back of the head. No
Linjury resuited.

© 7/4115: Resident #£3 was sitting in the hall in a
| chair, when another resident ran over his/her . ‘ - i
foes. Resident #3 then hit the seated regident in ;
“the fap, Noinjuries resulted to either resident. ;
| 7/13/15: Resident #3 struck an employee in the : _
 chest. As s/he aftempted to hit the employee a The attached constitutes the facility's

i cszaicéngrgz:fr;i t?trulgg f;gjﬁg:rris:gsgt who was in respense to the findings of the Departmant

| 7/18115: Resident #3, with a picturs frame in of I.lcnlznsmg and Prot'ectlonland does not

: his/her hands, approached ancther resjdant and constitute an admission guilt or agreement

| broke the frame on the resigent's head. Resident - of the facts alleged or conclusions set for the
' #3 was then punched by the resident who had summary statement of deficiencies,
| been hit in the head. No'injurles resulted in to

i either resident.

| 7/27115; While in the activity room, Resident #3
' began hitting another resident in the head and
'then Resident #3 tripped an the wheel chair and
} fell to the fioar. No injuries resuited for to either
| resioent.

:

- Refer also to F250 & F280.

|
i
i
|
|
|
|
|
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F 274

483.20(b)(2)(i) COMPREHENS|VE ASSESS AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive assessment of a resident within 14 days afier the facility determinas,
or shpyld have determined, that there has been a significant change in the resident's physicel or mental
coqdltxon, (For purpose of this section, & significant change means a major decline or improvement in the
resident’s status thay will not normally resolve itsalf without further intervention by staff or by implementing
standard disease-related clinical interventions, that has an impact on more than one area of the resident's
health status, and requires interdisciplinary review or ravision of the care plan, or both,)

This REQUIREMENT is not met as evidenced by

Rased on medical record review and staff interview the facility failed to conduct a significant change
assessment for | of 6 applicable residents after a physical and/or mental condition improvement or decline,
for Resident #3. The findings include the following; -

Per medical record review, Rasident #3 was admitted on 4/13/15 with diagnoses to inciude Dementia with
behaviors, Anxisty, and Acute Confusion.

Minimum Data Set (MDS) admission assessment, which is 4 comprehensive resident assessment tool, dated
420715, completed by the Registered Nurse (RN), identifies that Resident #3 presents with
physical/verbal/invasive behavior towards others and resists care 4-6 days a week, The resident requires”
Extensive Assistance of 2 staff members with bed mobility, wansfer, ambulation, dressing, foilet use and
.personal hygiene.

MEXS quarierly assessment dated 6/25/18 completed by the RN, identifies that Resident #3 presents with
physical symptoms directed towards others 4-6 days a week, no verbal behaviorsl symptoms towards others
{which is an improvement from the last assessment), s tnvasive towards others and resists care daily (which is
a decline since the previous assessment). The resident requires Limited Assistance of 2 staff members with
bed mobility, transfer and ambulation (which is an improvement from the last assessment). For toflet use and
personal hygiene Resident #3 still requires Extensive Assistance with 2 staff membars,

A significant change reassessment fs indicated, instead of the abbraviated guarterly assessmeht, when a
resident is identified as having a decline or improvement in 2 or more areas related to ADL's and behaviors,

Nurses notes identify 6 incidents that Resident #3 was invoived in a resident 10 resident altercation on the
following dates: 5/21, 6/17, 7/4,7/13, 7/18, and 7/27/15.
Nurses nores identify 4 falls dated: 4/27, 5/5, 6/28, 713 and 7/27/15.

Medication adjustments were made to antidepressant angd antipsychotic medication on several eccasions and
the sealidens has cevelye? Injeciable antlpsychoude medicadon on ¥ ogcdfons 1N 10E TOONT OF APT, ©

aceasions in the month of May, § eceasions in the month of June and 11 occasions in the month of July.

Any deficiency statement ending with an asterisk {7) dsnates a deficiancy which Me instiution may be sxcused from cormseting providing ii i detervinad that other safeguards provids sufficient

. protection 3o the patients, (See instructions.) Bxcept for aursing hoes, the findings stated above nre disglosabie 80 dnys follewing the dute of survey whether or nat # plin of ¢orrection iv providad,

"_Feor nursing homes, the above findings und plans of carrection are disclosable 14 days following the date thess docuinents ars made availabls 1o the facflity, if deficiencies are ¢ited, un approved plan of

. The above isobmed deficiendcies pose no actual harm to the residents

_B310%
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F274  {Continusd From Page |
: The resident presented with multiple unstable condtions and required interdisciplinary reyigw or/or revision
of the care plan indicating a significant change assessment should of been completed.
*This is an "A" level citation,
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