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P o 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

Celine McGill, Administrator
Bayada Home Health Care

80 Pearl Street

Essex Junction, VT 05452-3668
Provider ID #:477019

Dear Ms. McGill:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on February 6,
2014.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

j,—,w/ir’ww

Frances L. Keeler, RN, MSN, DBA
Assistant Division Director
State Survey Agency Director

FK:jl

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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!
G 000 | INITIAL COMMENTS G 000

* An unannounced onsite self report and compiaint

! investigation was conducted on 01/14/14 -

£ 01/15/14 by the Division of Licensing and
. Protection and completed on 02/06/14. The
t following are Federal deficiencies,
G 105 | 484.10(b)(3) EXERCISE OF RIGHTSAND
RESPECT FOR PROP

G 105

Bayada works hard to ensure that all client rights are

' The patient has the right to have his or her 3/15/2014

- property treated with respect.

respected. Bayada became aware of a situation with
Patient #2 where their Rights were not respected.
Following an Investigation the employee

[was terminated, appropriate Agencies notified anda |
‘reimbursement made to the Patient.

:Bayada will revise policy 0-4550 to more clearly
Eaddress exploitation.. Confirmation of changes will
be made by Administrator.

Bayada will re-cducate all office and field employees

1. The HHA aide failed to comply with patient's On Client Rights, referencing policies 0-4550 and
rights by taking money for personal use. Per a f 0-4595.
complaint to DLP, {Division of Licensing and ; (attached)
Protection) Patient# 2's family stated they were ‘Branch Director is responsible for implementation
geing over the patient's C_h.ECk book a,”d that ;and will confirm completion to Administrator. i 3-25-14
there were in the handwriting of her aide for $50 - EDumg New Hite Oientation, the Client Services

$100 checks made out for cash to run errands. !
! Additionally, On 9/27/13 & ¢heck made out

: This STANDARD is not met as evidenced by:
on interviews and record review 1 staff person |
failed to respect the personal property of 1 patient
in the targeted sample. (Patient #2) findings |
include:; i
|

| Manager will provide new employees with

. directly to [the aide] for $350.00 from the back of .expanded education specific to Client Rights
 the checkbook and on 10/30/13 a check was jreferencing policies 0-4550 and 0-4595.
made out directly to [the aide] for $150.00 from iThis new education will be added to the Personnel
. the back of the checkbook. Patient #2 stated that File Checklist. Personnel files of New Employees will
 [s/he]did not consent to money and or give gifts to be audited monthly for 100% compliance with this
the aide and was adamant that she did not : irequirement for 3 months then quarterly during the |

author_’ize 'these transactions. Per thfe_ Agency's | corporate quality survey ‘
investigation the aide admitied to writing checks ; ;
to her/him self from the client's account. S/he L ‘ :
:jheposneg me fdungs in getrlhlﬁ ctwr::l Iaccgtér;]t agd ; PO( Waﬂ Py M

en used the debit card to allegedly purchas S Cananeno/ F Kaatu L3436y

L i
LABQ RY TOWS GR PROVIDERISUPPLIER,REPRESENTATIVES SIGNATURE TITLE {Xp) DATE
00 [ et Fatos =14/ ry

Any deficiency statemant ending with an asteribk (% denates s deficiency which the institution may be excused from correcting providing it is deteﬁn that
othar safeguards provide sufficient protaction te tha patients. (See instructions.}) Except for nursing homes, the findings stated above are disclosabie SO days

foilowlng the date of survay whether of not a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclnszllble 14
days following the date these documents ars made available to the facility. it deficiencies are ciled, an approved plan of correction is ragulsite to continued

program participation,
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G 105 Continued From page 1 | G ‘105E
{ items for Patient#2. The two checks found by f ?
: family totaled $500.00. | i
i Per review of the Agency’s policy#1- Standard of i
Conduct - | will respect the client's homes and | f
» praperty by not taking objects br money that ; !
belong to them, or accepting any maney or gifts !
from them. 3' ’
Per Interview on 01/14/14 at 3:41 PM the Branch E
Manager confirmed that the aide failed to respect ;'
the patient's property by taking money without |
| permission. ' ‘
G 106 | 484.10(b)(4) EXERCISE OF RIGHTS AND G 106!

. RESPECT FOR PROP

. The patient has the right fo voice grievances

| regarding treatment or care that is (or fails to be)

! furnished, or regarding the lack of respect for
property by anyone who is furnishing services on

| behalf of the HHA and must not be subjected 1o

I discrimination or reprisal for doing so.

: This STANDARD is not met as evidenced by:

. Based on interview and record review the Home
! Health Agency (HHA) failed to investigate timely

| grievances made by 2 of 4 patients in the sample
(Patient # 3 & #4). Findings include;

1. An anpnymous complaint was received on

! 10/01/13 to the Divigion of Licensing and
Protection (DLP) regarding missing money for
Patient #3. Per record review on 01/14/14 Alde
#1 failed to timely report the concern over missing
money at least a week prior to the HHA's interna}
investigation. A Service Coordination note
states "on 10/01/13 spoke to [aide #1] stated that
on 09/25/13 [patient] could nat find any money to
go shopping .. [patient] has accused [aide#2] of

G106 Patient Rights :
Bayada works hard to ensure that all dient
rightsare respected. Bayada became aware of a
situation with Patient #2 where their Rights
were not respected.

Following an Investigation the employee

was terminated, appropriate Agencies notified
and a reimbursement made to the Patient.
However Bayada Staff responded to client

exploitation under the complaints reporting
timeliness rather than the 48 hour

exploitation requirement,

Bayada will revise policy 0-4550 to more clearly | 3-25-14
address exploitation . Confirmation of changes

will be made by Administrator.

The office Director will re-educate all office 3.25.14

and field employees onClient Rights,
referencing policies 0-4550 and 0-4595.
(attached) Branch Directors will confirm

training completion to Administrator.
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l
G 108 ‘ ;C:;:l;u[: c:dz::r;l page 2 G 106 The Bayada Vermont Administrator will receive April 1, 2014
: o from each Branch Director a quarterly summary
ivestgation. which was not saned or deted, | T mdemean comt o e ppese o -
. sent to DLP on 10/11/13, states that six aides ' identifying any statewide trends.
 were interviewed and the expressed that patient Any trends are to be reviewed at quarterly Director
: #3 is "confused and often misplaces belongings”. - meetings in order to develop appropriate QI
! It also notes that the Patient has in the past " measures.
' expressed disapproval of Aide #2 for personal
' reasons. Per interview on 01/14/15 at 11:30 AM During New Hire Orientation,the Client Services 3.25.14
' the Clinical Manager acknpwledged that there are | . Manager will provide all new emplayees with
not any written statements from the staff : expanded education specific to Client rights
regarding the above concemns and confirmed the | | referencing policies 0-4550 and 0-4595. Ongoing
stalements are "summaries'. Sthe further stated | and Policy will be reviewed during the employees
"truthfully [aide#1] didn't believe the accusation pf annual evaluation.This new education will be
missing money so didn't think to report but E‘;‘dedft;theé) “510 nnel F‘:fl (b:h edg.‘ St“ip emz'hr{df
certainly staff should know to report tgose things | o0 co;gliar:cf; s rc::?ill'e:tt:cnltnf(cjnlrl 5
i n the orientation booklet” Sfhe was not | . i
23rlésitfe gt:ff ::e in—se:\‘?iced on a yearly basis i zﬁfﬂm then quarterly during the corporate quality
* regarding abuse, neglect or exploitation. : ¥
. Per review of the orientation hooklet ‘Becoming a |
: - hero'; page 29, does not clearly state what !
| ‘exploitation’ means and what guidefines should , ' ;
be used by staff. The booklet states to "see | t
| Policy#0-556, however, upon review of policy ’
i #0-556 there are no guidelines or indications for |
' the meaning of exploitation and the policy only l
, Speaks about abuse and neglect, ;
| Per interview on 01/14/14 at 1:20 PM the Division |
 Director confirmed staff failed to report the '
| grievances Patient#3 expressed to staff on
| several occasions.
;2. Per review on 01/14/14 Patient's #4 made
i several allegations of missing property to four
i aides which were not reported timely. During the
| course of the Agency's investigation on 12/06/13 - . :
’ 12/23/13 the written statements by four aides ! :
show that staff were aware of alleged concerns i
' of missing property but 'thought [patient#4] was | |
FORM CMS- 2567(02 98) Previous Verslons Obsolete Event 1D: KTMN11 Faclity |; 477018 If continuation sheet Page 3 of 6
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I was documented. Per a visit note of 11/05/13

! states "no wound dressing- intact". Visit nofe of
i 11/06/13 states - PRN (as needed) changed

] dressing but right leg wound large check again

i next visit".

: Per interview on 01/15/13 at 11:58 AM the

: Clinical manager for home care stated that the

: expectation would be that the nurse would assess

on the visit first the actual wounds size and make
: note of the dimensions, wound bed granulatibn
" and any other other important information
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G 106 | Continued From page 3 G108
| confused”. Per interview on 01/14/14 at 11:52
i AM the Clinical manager stated "| am |
. disappointed that | didn’t hear right away” and |
. confirmed staff are expected to let us know when !
: patients report missing items. '
G 121 484.12(¢c} COMPLIANCE W/ ACCEFTED 3 G 121" Bayada patient #2 has been discharge from care
{ PROFESSIONAL STD ‘L I since the finding of this survey. Pursuant to
. | standards of practice issue regarding wound
I The HHAand its staff must comply with accepted : assessments and measurements, Bayada has taken
i professional standards and principles that apply : the following actions.
" to professionals furnishing services in an HHA. ¢ The Director provided a mandatory in-service to all | 2-10-14
. i field clinicians regarding wound management, and |
. j the clinicians completed competency testing. To |
. This STANDARD is not met as evidenced by ensure ongoing compliance, the Directorwill
. Based upon record review and confimed provide wound management and competencyin-
: through interview with the Agency Clinical service training annually thereafter.
E Director, nurses failed to provide adequate . The Director added to the point of care device a : 2-10-14
| assessmnts and mea sure[nents of m_fou.nds for ‘ weekly alert to perform wound measurements at
one applicable patient. (Patient#2) Findings i ; first visit of the week, When the alert is active on
include: . . . ; the clinicians’ device, the clinician cannot proceed |
i 1. Per record review Patient#2 was admitted for E with the visit until this alert is acknowledged and
i skilted nursing care for wounds. The doctor's : completed. 2/24/2014
- orders as noted on the 485 dated 10/22/13,
states 'Nursing to observe and assess The Clinical Manager or designee will review 4302014
: integument status’ and 1o aiso apply a dressing. required wound documentation with all field staff
! Per the initial visit note of 10/29/13 wound care upon start of care for wound care for 2 months
| was provided however, no wound assessment then it will be reviewed as part of the quarterly

coroporate survey
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G 230 484.36(d)(3) SUPERVISION :

| if home heaith aide services are provided to a
1 patient who is not receiving skilled nursing care,

|

- G 230,

G410 | SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX 1 (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHDULD BE COMPLETION
aG REGULATORY OR LSC {DENTIFYING INFDRMATION) TAG CROSS-REFERENGCED TO THE APPROFRIATE DATE
: ! DEFICIENCY) .
"G 121! Centinued From page 4 oG9
pertaining to the wounds. S/he confirmed that
staff failed to adhere {0 professional standards for .
assessing the integument status of the skin. : ‘
G211 484.36(b)}(1) COMPETENCY EVALUATION & ; G2H1 Competency Evaluation and in Service Evaluation
IN-SERVICE TRAI I : During the survey of 2/6/14 it was noted that Staffm 3-15-145
E ! fn;ber.s had compete{'xcy x]sesfsEems conlducted ina
. .. . R 4D using a mannequin. 0l eSC EPIOYEees werc
An individual may furnish home health aide f assignedgsolely to l‘llanvmcdicare cases. Apll Kidcs
services on behalf of an HHA onty affer that | working with
individual has successfully completed a ' Medicare Clients are required to demonstrate
| competency evaluation program as described in competency n the home on a live person.
: this paragraph. 3 Directors and Clinical Managers in all Bayada offices !
) will Review 100 % of the Aide personnel files to
. ensure that He required competency assessments
This STANDARD is not met as evidenced by: have been conducted 3-20-14
Based on review and interviews the Agency
 failed to have aids meet the Competency All ?ersom.lel ﬁ]es.ofAides. who are assigned to
i evaluation requirements. Findings include: . Medicare clients will be reviewed by
E ’ : ! Office Directors and Clinical Managers to
: ! ensure that all competencies have been
| 1. Per review of the competency skilis review for | demonstrated on 1 live person. 3.20-14
! three aides, one aide's skills were evaluated I Bayada Administrator and Division '
using @ mannequin. Per the Agency's Skills i Director will determine requirements for
Demonstrations Checklist dated 10/16/12 a i Competency assessment by program type
\ . : And initiate a state specific policy
I mannequin was used for 13 out of 18 skills used should this differ from cxisting policy
i for personal care and services. Per further Bayada Administrator and Division Director
; Teview there is no evidence that the PCA aides | : Will conduct an audit of 30% Aide Personnel files
! (personal care attendant) demonstrated skills : | reviews per quarterto ensure compliance for 12 4-1-14
i done at the bedside or with a volunteer in order to | | months from the acceptance of this POC.
| @ssure that the PCA was competent in those f
| skills. ;
i Perinternview on 01/15/14 at 9:45 AM the !
: Director and Clinical Manager confirmed that :
aides use mannequins during the skills fair and
i prior to staff going out to the home as part of the
: evaluation.

FORM CMS-2567(02-99) Previaus Versions Obsolete Event [0 KTMN11
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physical br accupational therapy or
speech-language pathology services, the
registered nurse must make a supervisory visit to .
. the patient's home no less frequently than every
: 60 days. In these cases, o ensure that the aide
is properly caring for the patient, each supervisory
- visit must occur while the home heglth aide is

. providing patient care, i

I This STANDARD is not met as evidenced by:

. Based on record review and interview, the
_Agency failed to provide Registered Nurse {RN)
" supervisory visits for 1 applicable patient

" receiving non-skilled services. (Patient #2)

! Findings include:

|
|
|

| 1. Per review of the Patient#2's record, there
| was no evidence that RN supervisory visits were
i conducted with the care giver present in the ;
: home for nearly 1 year.  Per review on 01/15/14
a Patient #2 was receiving 3 hours of personal care
i aide{PCA) services par week from 10/18/12 until |
' 10/22/13. The patient's progress report as well
; as coordination of service notes from 10/18/12
L until 11/13/13 has np evidence that the PCAs
were supervised in the home while providing
service. This was confirmed by the Clinical ;
: Director on 01/15/14 at 1:30 PM. !
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G 230! Continued From page 5 (3 230

Supervision

Bayada has a policy that identifies

required frequency of supervision for

both staff and Clients. Frequency of Clinical
Management Visits and Staff Supervision

( Home Health) 0-492.

Each Branch office Director

Will review the supervision requirements
For each program that Bayada

Provides services.

Each Branch Director will review the
Client and Staff supervision requirements
for each of those programs with the
Clinical Manager .

3-15-14

Each Bayada office will review 25% of !325-14
active clients to review for supervision :
compliance and schedule supervision visits to
bring into compliance for a period of 3 months
for 100% compliance. Thereafter is will be

audited quarterly by the corporate quality office

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D KTMN11
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Home Health Care 807-857-5030

802-861-2921 fax
www.bayada.com

March 4, 2014

Ms. Frances Keeler, Assistant Division Director
Division of Licensing and Protection

103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306

Dear Ms. Keeler:

Bayada Home Health Care is requesting the opportunity for a review of the findings regarding Bayada
Survey dated 2/6/2014. We had contacted your office and sent an email that outlined our questions
referencing Federal Regulations; G 211, and G230 that we are seeking additional clarification. However,
we were unable to reach a state representative to clarify our questions prior to the submission deadline
of 3/4/2014.

We are requesting a meeting to discuss these findings, so that we may be in full compliance with the
federal and states regulations. Enclosed is our Plan of Correction which addresses all the deficiencies as
currently cited. We look forward to the opportunity to discuss our concerns, and I can be reached at
802-655-7111, or cmcgili@bayada.com , to schedule a time to review.

Sincerely,

Celine McdGill
Division Director
Administrator

Copy:

Nick McCardle
Division Director

Enclosures:
Bayada Home Health Care Plan of Correction

Compassion. Lxcellence, Reliability.
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H 001! Initial Comments H 001
§8=A
An unannounced onsite seif report and compiaint
investigation was conducted pn 01/14/14 -
01/15/14 by the Division of Licensing and
Protectipn and compieted on 02/06/14. The
following are State Designation deficiencies.
l
g'|55103] 5.3 Requirements for Operation H513 A review of Bayada Non-Admission report for 2013,
v . for O b listed 3 patients who were not provided services for
i V. Requirements for Uperation insufficient staffing in the county of Franklin, Bayada

had received an increase of referrals within this county
which historically was very low. With the emergent
demand Bayada placed recruiting ads targeting this
county, collaborated and shared staff with branch
offices to provide staffing assistance until appropriate

5.3 A hame health agency shall have the staffing
and supplies nece ssary to provide the services it
offers. Ahome health agency shall ensure that
services and staff are available to meet the needs
of patients who have been accepted for services

within the home health agency ' s specified staffing levels is achieved. Bayada has secured
geographic area and that there are contingency additional staff within Franklin County to meet the

i plans for each patient in the event of an needs of the geographic area, as of 3/5/2014.

i unexpected, temporary unavailability of Bayada branch office will contact sister offices to
scheduled services secure staff as additional staffing needs arise, Director

_— ] . will review staffing levels with Division Director

: Wb’?.is REQUIREMENT is not metas evidenced weekly for 4 weeks, then monthly thereafter.

« The home health agency failed to ensure that
. services and staff are available to meet the needs;
_ of patients within the heme health agency' 8
. northermn specified geographic area. This has the
- potential to effect all patients in this northemn
carea. Findings include: :

; 1. Review pf the Non-admissicn Report from
i March 2013 - September 2013 shows three

i patients not receiving admission for insufficient
| staffing. Per interview on 01/15/14 at 12:05 PM

! the Administrator confirmed that patients in

* Franklin County area were not admitted to the | ZPC( ace a,d.«@/ £ ) A0
' Home Health Agency for services during the i S € marano [ F il €37

I above time period stating "there just wasn't a .3 / 2 / I

| nurse up in the Franklin area”.
Division of Licensing and Protection
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H 517 5.7(a) Requirernents for Operation 1
88=0D

V. Requirerments for Operation

8.7 Ahome healih agency shall notify the
Department of all critical incidents among its

| current patient population within specified time

! frames below. Verbal reports shall be followed by
. a written report that summarizes the occurrence.

{a) Ahome health agency shall report any
- suspicion of abuse, neglect or exploitation as
: defined in 33 V. 8. A, §8902 to the Division of
| Licensing and Protection ' s Adult Protective
| Services unit within 48 hours.

\
\
1

This REQUIREMENT is not met as evidenced
| by:
" Based on record review and interview, the agency
" failed to report any suspicion of abuse, neglect or
exploitation as defined in 33 V.S.A 6902 tothe |
" Division of Licensing and Protection's Adult ;
' Protective Services (APS) unit within 48 hours for ;
. 1 applicable clients in the targeted sample. :
. (Patient #4), Findings include:

During record review on 01/14/15, the HHA failed :
- to report several incidents of alleged financial ;
" exploitation to APS within 48 hours after
" becoming aware of the allegations. On 12/01/12
a caregiver reported fo the Clinical Manager an
: allegation of missing maney andfor property. The
' Clinical Manager made a visit to the patient's
" home bn 12/03/13. The HHA made a report on
12/06/13 . The Home Care Director confirmed |
that a report had not been made fo the APS ;
hotiine within 48 hours of discovering the
allegations of financial exploitation.

Division of Licansing and Protection
STATE FORM

G809

Bayada will revise policy 0-4550 to more
clearly address

exploitation By 3/15/2014. Confirmation of
changes will

be made by Administrator..

Bayada will re-educate all office and field
employees on

Client Rights, referencing policies 0-4550
and 0-4595.

(attached} Branch Directors will confirm
training

completion to Administrator By 3/25/2014

The Bayada Vermont Administrator will
receive from each Branch Director a
quarterly

summary (in additional to all individual
ongoing

reports) of all incidents and complaints
for the purpose of identifying any statewide
trends.

Any trends are to be reviewed at quarterty
Director meetings in order to develop
appropriate

QI measures. 4/30/2014

H1702

During New Hire Orientation, all new
employees

will receive expanded education specific to
Client

rights referencing policies 0-4550 and 0-
4595,

Ongoing and Policy will be reviewed during
the

employees annual evaluation.
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complaint to DLP, (Division of Licensing and
Protection) Patient# 2's family stated they were
geoing over the patient's check book and that
there were in the handwriting of her aide four $50
- $100 checks made out for cash to run errands.
Additipnally, On 8/27/13 a check made out
directly to [the aide] for $350.00 from the back of
" the checkbook and on 10/30/13 a check was
made out directly tp fthe aide] for $150.00 from

: the back of the checkbook. Patient #2 stated that |
i [s/he]did not consent to money nor gave giftsto
i the aide and was adamant that she did not

- authorize these transactions. Per the Agency's

: investigation the aide admitted fo writing checks

| to herfhim self from the client's account. Sthe

i deposited the funds in her/his own account and

i then used the debit card to allegedly purchase
items for Patient#2. The two checks found by the
family tofaled $500.00. Its unknown how many

. other checks were written.

¢ Per review of the Agency’s policy#1- Standard of
i Conduct - 1 will respect the client's homes and

Oivision of Licensing and Protection
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HWUZI Caontinued From page 2 H1702 H 1702 Patient Rights
H17025 17.2 Patient nghts H1702 Bayada works hard to ensure that all 12-15-13%
§8=D" client rights \are respected. Bayada
: XV, Patient Rights became aware of a situation
! with Patient #2 where their Rights were
17.2  Anpatient has the right to have his or her not respected. L !
properly and person respected by the home Fol!owmg an Investigation the employee
. health agency. 7 was terminated, appropriate Agencies
i notified and a reimbursement made to
{ the Patient
This REQUIREMENT is not met as evidenced
- by: . .
| Based on interviews and record review 1 staff Bayada will revise policy 0-4550 to more 3-15-14
* person failed to respect the perscnal property of 1 clearly address exploitation.
~ patient in the targeted sample. (Patient #2) | Confirmation of changes will
: findings include: be made by Administrator..
i .
! 1. The HHA aide failed to comply with patient's )
' rights by taking maney for personal use. Pera Bayada will re-educate all office and 3.25-14

field employees on Client Rights,
referencing policies 0- 4550 and 0-4595.
(attached) Branch Directors will confirm
training Completion to Administrator.

During New Hire Orientation, all new
employees

will receive expanded education specific
to Client

rights referencing policies 0-4550 and
0-4595

Ongoing
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[ XVil. Patient Rights

| 17.14  Apatient has the right lo appeal a notice
i of reduction or discontinuation of home health

| agency services or a denial of admission to the

. home health agency and to receive information

E about the appeai process

; This REQUIREMENT is not met as evidenced

- by:

: Based on interview and record review, the home
{ health agency falled ic assure patients were
¢ provided information about the appeat process
* regarding denial of admission for 2 of §
_applicabie patients in the sample. (Patlents # 1 &
! #4 ) Findings include:

1 1. Per record review on 01/14/14 and G1/16/14

. Patients #4 and #1 were denied admission to
! the agency on 07/18413 and 07/2813 |

! respectively. Per review of the Non-admission

i Report Patient # 4 was referred by the physician
“ on 07/17/13 for physical therapy and nursing.
The physical therapy[PT] care coordination note

| dated 07/18/13 states "declined by this therapist
" at this time as feel client is at risk being at

- home..” Per the Registered Nurse care

j

AND PLAN OF CO-RRECTION A BUILDING-
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H1702! Continued Fr ¢ H1702
. om page 3 ; A17o H1715
property by not taking objects or money that i Bayada Home Health Care strives to
belond to them, or accepting any money or gifts | meet the
from them. needs of all referrals and to clearly
~ Per Interview on 01/14/14 at 3:41 PM the Branch I communicate
~Manager confirmed that the aide failed to respect | with all referrals that cannot be served,
- the patient's property by takmg money without : including
permission. providing information as to how to
appeal the
- Also see Federal tag G-105 denial of services.
: The Directors will educate all Client
H1715} 17.14 Patient Rights t H1715 Service Managers and Clinical

Managers on the Vermont HH
designation requirements related

to client admission and discharge.
3/15/2014

The Division Directors will review
precess monthly with Directors for 3
months, then Quarterly at Directors
meeting to be reported to Administrator.
4/30/ 2014
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NAME OF PROVIDER QR SUPP'LIER

BAYADA HOME HEALTH CARE

STREET ADCRESS, CITY, STATE, ZIP CODE

80 PEARL STREET

ESSEX JUNCTION, VT 06452

XA
PREFIX |
TAS

SUMMARY STATEMENT OF DEFICIENCIES .
(EACH GEFICIENCY MUST BE PRECEDED BY FULL
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T

| 1D PROVIDER'S PLAN OF CORRECTION (X5)
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TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

H1715

Continued From page 4

coordination note of 07/18/13 states " Nursing
and PT have both refused to go into client's home
as they felt it is not a safe environment..... [client]
will continue with Bayada hourly team".

Patient #1 was denied admission after surgery on

- 07/28/14. Per interview on 01/14/14 at 12:12 PM
. the Division Director stated I do remember
. hearing about [Patient#1] and recall that there

was a feeling of [ not wanting to admit related to
past behaviors] but also stated that there should

: be a referral per the referral log. The Agency was
“ unable to find any additional information :
- regarding the referrals or case coordination that
. the patients received the appeal notics.

. The Division Director confirmed at 01/14/14 at

1 12:12 PM that Patient #1 and #4 did not receive
+ information about the appeal process for denial

and stated "the process didn't happen™.

I
!
i

H1718

:
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