2~ 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:/iwww dail. vermont.gov

Voice/TTY (802) 871-3317

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

October 15, 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
September 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,

<1><?mhmcam\3

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| An unannounced onsite extended survey was | | |
| conducted by the Division of Licensing and | 1. Resident # 2,3,4,5,6,9,10 had no |
| Protection on 9/28/18 through 9/2815. The negative effects as a result of this
| extended survey was conducted as @ result of the alleged deficient practice. Al
] Immediate Jeopardy to the health and safety of | following physicians have been
| residents as identified on 9/16/15 constituting o fetter of their untimely |
| substandard Quality of Care. The findings ofthe | | "F’?f‘e“ via letter ol ihet |
extended survey are as follows: | | visits. |
F 387 | 483.40(c)(1)-(2) FREQUENCY & TIMELINESS F 387 ' alobe |
as=g | OF PHYSICIAN VISIT 2. Aliresidents have a potential 1o
i affected by this alleged deficient ‘
The resident must be seen oy @ physician at least practice. |
‘ once every 30 days for the first 90 days after -
admission, and at least once every 60 days i
thereafter. I 3, Aspreadsheet has been developed |
i A physician visit is considered timely if it eccurs ta communicate ":" required ;’:"
ot later than 10 days after the date the visit was . dates. A copy will be giuen o The
required, administratar and Medical

Director. A reminder letter wil} be
l sent a week prior if the physician
This REQUIREMENT is not met as evidenced has nat seen patient.
Administrator wlil speak with
physicians who are untimely and
infarm the Medical Director.

Y

Based on staff interview and record revigw, the
facility failed to ensure physician visits were made
in a timely manper for 7 of 18 sampled residents (

Residents #2, 3, 4, 5, 6, 9, 10). Findings inglude: .
4. Audits are ongoing to to asslre

Per record review on 8/28/18 and 9/26/15, there compliance. Results will be
was no evidencs in the clinical records of the reported to the QAP committee by
following residents that they had been seen by & © the DNS for 3 months.
physician every 60 days as required by
j regulation:

| i . : ., Correctiva action completed
Resident # 5 - Admitted 6/10/13, Last Medical .k
Doctor (MD) visit 4/14/13; : Octoberld, 2015.

Resident # 2 - Admitted 3/24/14. MD progress :
e F3%'7 POl accepted 1liy i'\’\ibm-rmu\éd\ﬁm

——, ——
LABCRATORY DIREGTOR'S OR ROV H@LIER EPRESENTATIVE'S SIGNATURE TITLE (%8) DATE
| : < N A 10, 14.15

Any deficiency statement snding @f_ﬁp an asterisk (“} den{ot s a deficiency which the institution may be excusad from corracting providing it is detarmined that
wther safeguards provide sufficiant protection 16 the patigfits. (See instructians.) Except for nursing hames, the findings statad above aré disclosablg 90 days
following the date of survey whether of not a plan of carrection is provided. For nursing homes, the above findings and plans of correction are disclosabia 14
days follawing the datg these documents ara made availabie 10 the factity, If deficiencies are cited, an approved plan of correclion is requigite to continued
prograrm participation,
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| netes 12/3/14, 3/11/15, 6/30/15:

' Resident #10 - Admitted on 10/28/13. MD

" progress notes 12/18/13, 2/19/14, 6/25(14,

: 10/6/14 and 5/2/1 5. The resident was seen

| 8/2015, three months after the required visit,

| South Unit Manger confirmed the untimely visit on
£ 9/29/15 at 11:15 AM.

| SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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notes on 7/14/14, 10/18/14, 3/11/18, 8/3115,
918186,

Resident # 3 - Admitted 9/27/10. MD progress
notes 10/18/14, 3/11/18, 6/9/15,

Resident # 4 - Admitted 10/8/14. MD progress

Resident #6 - Admitted on 4/24/14. MD progress
notes 7/4/14, 9/10/14, 12/3/14 and 3/1/15;
Resident #9 - Admitted on 12/6/13. MD progress .

noles 10/5/14, 1213114 and 3/1/15. I

The above findings were confirmed by the North
Unit Manager on 9/29/15 at 10:25 AM.

“The attached constitutes the facliity's
response to the findings of the Department
of Licensing and Protection and does not
constitute an admission guilt or agreement
of the facts alieged or conclusions set for the
summary statement of deficiencles.

1. Medical Director participated in
QA 10/13/2015.

F 520 483.75(0)1) QAA F 520 ‘
s8=g: COMMITTEE-MEMBERS/MEET 2. Noresidents are affected by this
| QUARTERLY/PLANS deficient practice.
|
A facility must maintain a quality assessment and E - .
assmatr);ce committee conimtmg of the director of 3. QAls been changed o a day that
nursing services; a physician designated by the the Medical Director is gvailzble ta
facilily; and at least 3 other members of the participate quarterly.
facility's staff. ‘
4. 5ignin sheets will verify
The quality assessment and assurance comypliance. Results wili be
 committee meets at least quarterly o identify | reparted to the QAP committee by
issues with respect to which quality assessment the Administrator for 3 manths.
and assurance activities are nacessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencias.
5 Corrective actien completed
AState or the Secretary may not require October 13, 2015.
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disclosure of the records of such committee

‘I cxoopt incofar ag cuch digclesura it related tn tha

compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify

a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview with the Nursing Home
Administrator and confirmed by attendance
records, the facility failed to assure thata
designated physician attended the quality
assurance (QA) committee meeting that is
required to meet quarterly.

Per Interview with the Licensed Nursing Home

twha is a member of the QA commitiee, has not
"been in attendance in any of the following
meetings: 8/14, 11/14, 12/14, 1/15, 4/15 and
5/15. Attendance recards show that there has
net been any physician presence at any of the
mestings noted above.

- and correct quality deficiencies will nat be used as

Adrministrator on 9/20/15 at approximately 11 AM,
| sonfirmation was made that the Medical Director

F 520
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