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:/Mmww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

February 10, 2015

Ms. Wendy Beatty, Administrator
Crescent Manor Care Cirs

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
January 7, 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,

-Pm&;mwxzmm

Pamela M. Cota, RN
Licensing Chief

PCjl

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F aoo} INITIAL COMMENTS
|

An unannounhced ansite recertification su

| Protaction on 1/8-7/2015. The following r
- deficlericies were identified as a resull of
recertification survay, Findings include:
F225|48313 ) N0, ()2 (&)
s8=0  INVESTIGATE/REPORT
ALLEGATIONS/INDIVIOUALS

! The facility must not employ individuals v

been found guilty of abusing, neglecting,
‘ mistreating residents by a court of law; @
| had a finding entered into the State nurs
| regisiry concerning abuse, neglect, mist

J or licensing authorities.

’ including injuries of unknown source an

| misappropriation of resident property a

¢t immediately to the administrator of the f
to other officials in accordance with Statg
I through established procedures (includis
| State survey and certification agenacy).

The facility must have evidence that all
violations are thoroughly investigated, a
| prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be
to the administrator or his designated

| was conducted by the Division of Licansing &

. of residents or misappropriation of their property, !
and report any knowledge it has of actions by a
court of law against an employee, which|would
indicate unfitness for service as a nurse @ide or

' other facility staff ta the State nurse aide] registry

The facility must ensure that all alleged viclations
| Invalving mistreatment, negliect, or abuse,

ES .
LLIA (X2} MULTIPLE GONSTRUCTION (%3) DATE SURVEY
e n BULDING - COMPLETED
B WING 01/07/2015
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D -PROVIDER'S PLAN OF CORRECTION (X6}
LL . PR'EH)( (EAGH CORRECTIVE ACTION SHOULD BE COMgA-T‘?-gloN ]
N} TAG CROBS-REFERENGER TO THE APPROPRIATE
DEFICIENCY)
The following constitutes the [
F000| facility's response to the findings of
the Department of Licensing and
ey Protection and does not constitute
squlatory an admission guilt or agreemeant of
the the facts slleged or conclusinons set
for the summary statemant of
F 225 v

vho have
or

I have

B aide
eatment

reported
citity and
law

g to the

Hlleged
nd must

reported !

|

daficiencies.
F225

1. Resident # 87 had no
negative effects as a result
of this zlleged deficient
practice,

2. All residents have the
potential ta be affected by
this alleged deficient
practice.

3. Staff have been re-equcated
on the palicy of reporting ail
alleged violations
immeadiately in accordance
with state law,

‘4. Audits are ongoing ta to

assure campliance. Resufts
wilt be reported 1o the QAP

by the DNS for 3

conmmittes

manths. .

. Corrective action completed
February 1, 2015.

LABORATORY DIRECTOR'S /SUPPLIER REPRESEN

TATIVES SIGNAT URE

CTITLE

NHA

(XB) DATE

29 1%

Any deficiency statement ending with an asterlsk () denoies a
other safeguards provide sufficient pretaction to the patiants. (El
following the date of survey whether or nat a plan of corraction
days following the date these documents are made available to
program participation,

deficiency which the institution may be excused fram cormeeting praviding it is determined that
ee instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
s provided. For nursing homes, the above findings and plans of correction ars disclosable 14
the facility. I deficienciea are cited, an approved plan of correction is reguisite ta continued
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|
F 225% Cantinued From page 1
representative and to other officials in ac¢ordance
1 with State law (including to the State survey and
certification agency) within § warking dayg of the
l incident, and if the alleged violation is vevl\ified
|
I
l

J
I
l
|
l

appropriate corrective action must be taken.

i This REQUIREMENT is not met as evidrznced
by: '

| Based on staff interview and record revipw, the
1 facllity Tailed to report an allegatian of
| inappropriate physical contact between nesidents
+ far 1 of 26 residents in the Stage 2 sample,

i Resident #87. Findings include:

|
. |
| During review of the admission record far I
i Resident #87, it weg noted that a nurse progress |
| note dated 12/6/14, written at 7:00 PM, indicated, ’
| Resident #87 may have been touched
linappropriately by ancther resident. S/he is ‘
| placed on g (every) 16 min (minute) checks and
i appropriate staff are notified. Per interview with ‘
| the Licensed Practical Nurse (LPN) whd was the |
jon call supervisor at that time, s/he did not gat the
f information regarding an alleged inciderit until i

12/6M14. Per interview with the DON onj1/6/15 at )

3.05 PM, the incident was not reported {a her until
| 12/6/14 and the incident allegedly occutred on }
12/5/44. Per DON the incident was investigated

| by the facility and it was not felt that it wes a
reportable incident to the State Agency secondary
to the fact that during the interviews and through |
; statements from Resident #87, there were J
inconsistencies and the facility oid not feel that |
the incident had actually ocourred. r

F 279 483.20(d), 483.20(k)(1) DEVELOP
58=D | COMPREHENSIVE CARE PLANS

F 225’ Fﬁ% foL Q&C?kﬂ‘ B'I&hY 'M“\'(;{q M @‘F’

i

F27a

i

|
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1 A facility must use the results of the assepsment
'to develop, review and revise the resident's
| comprehensive plan of care.

I .
i The facility must develop a comprehensiye carg

F plan for each resident that includes meagurable
[ objectives and fimetables to meet a resident's

| medical, nursing, and mental and psychgsacial
| needs that are identified in the comprehensive

L assessment. '

The care plan must describe the services that are
to be furnished to aftzin or maintain the fesident's
i highest practicable physical, mental, an
! psychesocial wsll-being as required under
| §483.28; and any services that wouid otherwise
+ be required under §483.26 but are not provided
| due to the resident's exercise of rights under
| §4B83.10, including the right ta refuse treptment
l under §483.10(b)(4),

} This REQUIREMENT is not met as eviganced
by: :
! Based on observation, regident and sia

| interview and record review, the facility failed to
, develop a plan of care for self administriztion of
medications for 1 or 26 residents in the Btage 2
sample, Resident #54. Findings inciudg:

!‘ During interview with Resident #54 on 15115 at

| 1:47 PM, it was obsarved that s/he took
medication that was on the overbed table in front
| of him/her. This surveyor asked what it was that
| was being taken s/he stated, "my two Tramadol™.
Resident #54 continued to state that th

them when ready. Per cbservation during.

1. Resident 54 care plan has
been revisad to include self-
administration of

. madicaticns.

2. Residents who are able o
seif-adminisier medications
can be affected 48 a resuif of
this alleged deficient
prartice.

3. Residents that are identified

\ as 1o beipg able to self-

I administer medications will
be care planned for thal
performance. Staff will be in-
serviced on the policy and
procedure for self-
administration of
medications and timelingss.

4. Audits are onfioing to to

| medications are left by the nurse so s/hp can take

assure compliance. Results
wili be reported 1o the QAP
committee by the DNS for 3
manths.

5. Corrective action complated
Feprary 1, 2015
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| medication administration on 1/5/15 at 3:56 PM, it

| was observed that the Licansed Fractica Nurse

| (LPN), Unit Manager, prepared the medigations,

| took them to tha resident's room and left fne

i medications at the bedside for Resident #54.
Sihe stated that Tramadel 50 mg (2 taps)] and

| Ferrous Sulfate 325 mg were left at the bedside.

| interview with the LPN at this time confirmed that

| the medications are [aft at the bedside and the
resident takes them genarally within 1 haur of

- receiving them. The LPN stated that he
Tramadol is given four times a day at 7 AM, 12
Noan, 4 PM and 8 PM. When presented with the

. abservation that this surveyor had ohseryed a

-! dose of Tramadol 1aken at 1,47 PM, s/ha said

| that it is unusual that it was not taken sopner by |
the resident. The LPN stated that the nurses will
raturn to see if the resident has taken th
medication. The physician arder is 'may leave
single dose medication at bedside' and per .

| interview with LPN, single dose medication J
means each medication that is given within the

| same time frame. Confirmation was made by the J

| Unit Manager, that there is no evidence of a care

- plan involving self administration of medications )

| for Resident #54 and that s/he cannat confirm

- how the other staff administaring the Medications ’ \

| are checking to see that the resident has taken

' the medication and the time it was taken. \ .

F 334 ] 483.25(n) INFLUENZA AND PNELIMOGQOCCAL J F- 334

S5=E | IMMUNIZATIONS

The facilify must develop policies and procedures
‘ that ensure that —-

(1) Before offering the influenza immunization, i

i each resident, or the resident's legal (
] representative receives education regaiding the

1 benefits and potential side effects of the [

L

F
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I immunization; . } i
| (i) Each resident is offered an Influenza - . it b o
| immunization October 1 through March 3 l 1. Residents #23, 50, 54 or 57
’l annually, unless the immqnlzatinn is medicaily | | had no negeative effects asa
! pontrai_r\dlcateq or thg rgsldent _has already been { ‘ result of this afleged deficient
Himmunized during this time period, |
| (fii) The resident or the resident's legal practice.
‘I representative has the opportunity ta refuse 2. Alfresidents who receive the
immunization; and , . ; ek
‘ (iv) The resident's medical record inciudels rnﬂuen.za vaccme‘ have the
documentation that indicates, at a minimum, the potential to be affectad by
following: . ) this aileged deficient practice.
(A) That the resident or resident's legal _ 3. Policy and Procedure has
| representative was provided education rgcarding ‘ + rolicyand Frocedudre has
l the banefits and potential side effects of |nfluenza been revised to ensure that
immunization; and ' each resident or the
(B) That the resident either received the RO
- influanza immunization or did not recelvea the resident’s legal
influen'za _immunization due to medical representative racejves
! contraindications or refusal, ‘ education regarding the
i The facllity must develop policies and prpcedures benefits and potential side
. that ensure that - effects of the immunizelion.
‘- (i) Before offering the pneumococcal ‘. Staff have [eceived oduent
' immunization, each resicent, or the resigent's | ATt Ravé receved education
; legal representative receives education regarding | regarding the reguirements
i ltrr;\emt:;rifgttiir?-nd pptential side effects nfthe ' for education and consent
{il) Each resident is offered & pnaumocceal : retated 1o the influenza
immunization, Unless the immunization is { © vaceine,
medically copiraindicated or the resident has : :
: : 4, Audit [ SCur M o
already been immunized: ! ‘ ueits will occur to assure
| (i) The resident or the resident's legal f compliznce. Results wiil he
representative has the oppartunity to refuse reported to the QAR
immunization: and -
: il . com 0 i -
(iv) The resident's medical recard includes _oon mittee by the SRC,
documentation that indicated, at a minimum, the 2. Corrective action completed
following; ‘ February 1, 2015,
l |
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' pneumococeal immurnization or did not rceive
| the pneumococeal immunization due to medical
| contraindication or refusal.
| (v As an aiternative, based on an assassment
i and practitioner recommendation, a secqnd
| pneumococsal immunization may be given after 5
| years following the first pneumococcal
immunization, unless medically contraingicated or
the resident or the resident’s legal repregentative
| refuses the second immunization,

i
l
| Th's REQUIREMENT is not met as evigenced
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F 334 | Continued From page & F 334
T (A) That the resident or resident's legal
representative was provided education regarding | |
| the banefits and potential side effects of I
| preumococcal immunization, and |
(B) That the resident sither received the | |
|

‘ Based on stafl interview and record review, the
facility failed to provide evidence that infarmed

i congenis for the administration of Intiuenza

| vaccine to 4 of & residents reviewed, Resicent

L #23, B0, 64 and 87, wers present, Findings

[ include:

|

| Puring record raview, it was found that there was I,
. No evidence in the medical record that informed |
consents were ubtained from Resident $#23, 80,

! 84 or 87 prior to the administration of th {
influenza vaccination per requirements.| Interview ,

| with the Infection Control Nurse on 1/6/15 at 9.28

' AM confirmed that evidence of the currgn J

! influenza vaccination information and aTslgned
consent was not pregent in the medical records /
nor in facility records. S/he also stated that the

\ facility practice is that the resident or famlly signs
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{ the informed consant only onice and it is carried
l over from year to year,

!

3 .
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