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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

June 20, 2013

Ms. Tracy Chellis, Director
Bayada Home Health Care
110 Kimball Avenue, Suite 250
So Burlington, VT 05403-6925

Dear Ms. Chellis:

Enclosed is a copy of your two acceptable plans of correction for the complaint investigation
conducted on April 30, 2013, in regards to State and Federal Regulatory violations. 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,

o~ e YN & O3
AT A Sy & ST X AN

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

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation




v

06/12/2013 08:45 BAYADA (FAX)B02 861 2921 P.003/005

DEPARTMENT OF HEALTH AND HUMAN SERVICES , ' " "FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
IND PLAN DF CORRECTION IDENTIFICATION NUMBER: ~ A, BUILDING COMPLETED
c

{ 477018 8. WinG 04/30/2013

NAME OF PROVIDER OR SUPPLIER ' SYREET ADDRESS, CITY, STATE. ZIP CODE
110 KIMBALL AVENUE, SUITE 250

DA HOME LTH CARE
2 e AR SO BURLINGTON, VT 05403

(Xd) D ! SUMMARY STATEMENT OF DEFICIENCIES is) PROVIDER'S PLAN OF CORRECTION i ®5)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE j COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE ;.  DAE
H
]

TAG

!
PREFIX ! i
! REGULATORY OR LSC IDENTIFYING INFORMATION] 1 TAG |
; | | DEFICIENCY)
T X T
: [ | i
. !

G 000 ; INITIAL COMMENTS

| An unannounced, on-site self report and }
complaint investigation was conducted by the |
Division of Licensing and Protection on !

1 04/30/2013. The following federal regulatory
f deficiencies were identified: |
G 156 ;484.18 ACCEPTANCE OF F'AT!ENTS POC i
I

i

|

I

!

N

i

] MED SUPER {

Care follows a wntten p!an or care established
| and periodically reviewed by a doctor ofmedicine,
f osteopathy, or podiatric medicine. '
i
R

[
!
!
j This STANDARD s not met as evidenced by: ! )
| Based on medical record review and siaff f . :
interviews, the home health agency failed to notify | I N P
“..  _ the primary physician of & missed nursing visit for - i :
{ 10of 1 clients (# 1), The speifics are as follows: i
I
|

i Per medical record review on 04/30 2013 in the l
‘ afiemnoon, Client # 1 was admitted for home care |
services on 12/22/2012 aiter a hospital stay for
‘ acute osteomyeiitis. Physician admisslon orders
. were for Skilled Nursing visits 1xAweek X 1 week, |
] Zxiweek x 1 week, and IX/week x 7 weeks. | .
During the week of 12/23/2012, the 2nd week of f
enied s .
] ﬁzz;ﬁegglﬂgnzuaggr‘fng ?odgggggw in ;Z . On following the plan of care and all missed visits will
: medical record to support that the physician was | )
notrF ed that the visit frequency for skilled Visits , Have supporting documentation on reason for the missed

was not as ordered on admission.and no ‘ . _
‘ evidence (o suggest that a 2nd visit was made. Visit and evidence of MD notification. Inservice will be

Thls is confirmed dunng interview with the clinical } Compieted on or before June 23,2013,
| é G

[y
irector on 04/30/2013 at 3:15 pm.
G 170 dﬁW e

G 170 484.30 SKILLED NURSING SERVICES
(xs) DATE

ABORATORY DIRECTOR'S OR FROVI BLIERIREP ENTATIVE'S SIGNATURE 2 TITLE
: rec tore_

ny deficiency statement ending' with an.éster[sk ) denotes 2 Hefi iclency which the instiution may be excused frorm comrecting providing & Is determined (hau
her safeguards provide sufficient protection ta the petisnts. {(See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
llowir~ ths date of survey Whether or not a plan of carrection Is provided. For nursmg homes, the abova findings end plans of coraction are disclosable 14
ving the date these documents are made availabis to the facillity. If deficiencies are uted an 2pproved plan of correction is requisits to continued

In-service will be provided to all staff caring for clients
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(%4) D SUMMARY STATEMENT OF DEFICIENCIES
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TAG

PROVIDER'S PLAN OF CORRECTION |
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G 170 , Coniinued From page 1
J The HHA furnishes skilled nursing services in
j accordance with the plan of care.

!
i This STANDARD is not met as evidenced by:

’ Based on medical record review and staff
| interview, the agency failed fo furnish skilled
i nursing services in accgrdance with the plan of
: care for 1 client in the sample of 1. The specifics

_are as follows:

! Per medical record review on 04/30 2013 in the |
afternoon, Client # 1 was admitied for home care |
services onh 12/22/2012 afier a hospital stay for J

| acute osteomyelitis. Physician admission orders
: were for Skilled Nursing visits Ix/week X 1 week,

IZXIWeek x 1 week, and ix/wesk x 7 weeks.
During the week of 12/23/20-12, the 2cd week of
- services, only 1 nursing visit Is documented as
having been done.  There is no evidence in the
; medical record to reflect why an ordered visit was f

| missed. l

_This is confirmed during interview with the clinical
director on 04/30/2013 at 3:15 pm. |
G 174 | 484.30(a) DUTIES OF THE REGISTERED
I NURSE

. The registered nurse furnishes those services
f requiring substantial and specialized nursing skill. |

[ . i

]This STANDARD is not met as evidenced by:
! Based on medical record review and staiff !
_[ interview the home heslth agency failed provide
I adequately trained registered nurses who could .
furnish those services requiring substanfia! and !
!

N
-

R

e —t - e -

e ¢

initial competencies will be coriducted on ali

RN staff caring for IV clients on/or before 6/23/13

I
i Annual competencies will be-adhered to per policy #

; By all RN staff caring for IV clients. Written documentation
|

Of these competencies will be kept in employee file

Annual competency will be built into electronic mintmum

. Requirements for all RN staff caring for IV clients to

[
| " Prevent scheduling if RN is not compliant with current

j ol &%/W P00 “itrp1> Lo may 2o
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BAYADA HOME HEALTH CARE
4y 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION st
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i ] DEFICIENCY)
T 0 I
G 174 | Confinued From page 2 G 174, lx

specialized nursing skill for 1 client (Client # 1),
t requiring care of a PICC (peripherally insarted
central cathefer) line. The specifics are as

follows:

Per review of employee records and agsncy
. policies and procedures for care of PICC lines,

 the agency failed to assure that nurses caring for
J Client # 1 had current competencies around client

. high tech needs, PICC line competency for 1-

 registered nurse (RN) was documented as having

been last done on 05/10/2010. Per review of

" agency task assignments, this RN is responsible

for instructing nurses in the care of PICC lines.

e
sine

.- During interview with the RN at 3:15 pm &/
{ confirms that there has been no cunent
) compeiency evaluation since 2010 and that this

[ caring for PICC lines.

N

|

nurse is responsible for in-servicing other staffin

|

|

|
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MONTHLY MININMUM REQUIREMENT REPORT WILL BE RUN
AT THE BEGINNING OF EACH MONTH TO DETERMINE WHICH

CLINICIANS ARE IN NEED OF ANNUAL IV COMPETENCIES AND

CLINICAL MANAGER WILL BE RESPONS!BLE FOR ENSURING

ON A MONTHLY BASIS.

ALL REPORTS WILL BE KEPT IN A LOG BOOK FOR REVIEW

I

| |

THAT ALL CLINICIANS ARE UP TO DATE WITH IV TRAINING

M,tfﬂy
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PREFLX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROFRIATE DATE
: DEFICIENCY)
, H 00| Initial Comments H 001
: An unannounced, on-site self report and : )
compiaint investigation was conducted by the In-service will be provided to all RN staff
Division of Licensing and Protection on
04/30/2013. The following stzta regulatory - s ;
deficiencies were identified: ‘ Pro\_ndmg care to 1V clients on proper picc
z‘ line maintenance as per policy #0-750 i
H 822] 8 2(h) Skilled Nursing Services H B22
- _ and evidence of such in-service will be
. VIll.Skilled Nursing Services :
[ 8.2 The registered nurse shall: ' placed in employee ﬁle‘; Completion of
! (b) Regularly re-evaluate the patient's riursing in-service will be done on/or before 6/23/13
! nesds; :
_ initial competencies will be coriducted on all
) This REQUIREMENT is not met as evidenced
( : by: . RN staff caring for IV clients on/ar before 6/23/13
e Based on revlew of agency policies, client - .
medical record revlew and staff interviews, the
home health agency failed to regularly
re-gvaluaie the patient's nursing needs for 1 ¢llent ) . .
in the sample. The specifics are as follows: _ Annual competencies will be-adhered to per policy #
By all RN staff caring for 1V clients. Written documentatior
Per medical record review on 04/30/2013 in the - i g .
afternoon there is no evidencs in the chart of . ill be ket i | fil
Client # 1 o Indicate that the egency policy as Of these competencies will be kept in employee file
stated In Bayada policy # 0-790 P|CC Line -
-Dressing c¢hange and site care was followed.
There is no documantation to support that the v ;
external portion of the catheter of a PICC . built into electronic minimum
i {periphenally nseried centtal cathater) was - Annual competency wiil be built int ronic min
; measured with dressing changas during nursing | ] i .
| Visits dated 01/08/2013, 01/04/2013 12/27/2012 | Requirements for all RN staff caring for IV cfients to
or 12/21/2013 This is confirmed during interview [ ’
! with the clinical director on 04/30/2013 8t 3:156 " Prevent scheduling if RN is not compliant with current )
pm. ' {E 4/7 7 ? W } V4
- mf o 7 1 | policy. U ML%?G V2 Celon
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE 2
. DEFICIENCY) 2
f— H
H 824f Continued From page 1 H 824
H 824 8.2(d) Skilled Nursing Services H 824
S=D
: VIll.Skilled Nursing Services

8.2 The registered nurss shall;

I (d). Furnish those services requiring subsiantial
and specialized nursing skill;

[ This REQUIREMENT is riot met as evidenced

by:
Based on review of agency policles, client
medical record review and Staff interviews, the

home heslth agency failed to assure that nursing
personnel providing high tech care to 1 client
were properly trained to fumish specialized -

; services, The specifics are as fallows:

A,

Per review of personnel records and agency
policies, the facility failed to assure that the RN
providing services and responsible for the
instruction of ofher staff members was current In
competencies for caré of /VV/ PICC lines. The
last competency evaluation for 1 nurse is dated

: 05M10/2010. During interview on 04/30/2013 at
3:18 pm, the dlinical dirsctor confirms that
inservices for specialized care are not current and
- the expectation is that they be done at least

annually. . .

|
|
|

MONTHLY MININMUM REQUIREMENT REPORT WILL BE RUN
AT THE BEGINNING OF EACH MONTH TO DETERMINE WHICH
CLINICIANS ARE IN NEED OF ANNUAL IV COMPETENCIES AND
CLINICAL MANAGER WILL BE RESPONSIBLE FOR ENSURING
" THAT ALL CLINICIANS ARE UP TO DATE WITH IV TRAINING

ON A MONTHLY BASIS.

ALL REPORTS WILL BE KEPT IN A LOG BOOK FOR REVIEW
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