
~YERMONT
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

February 10,2012

Tracy Chellis, Administrator
Bayada Nurses, Inc
110 Kimball Avenue, Suite 250
So Burlington, VT 05403-6925

Provider ID #:477019

Dear Ms. Chellis:

Enclosed is a copy of your acceptable plans of correction for the survey ,conducted on January 11,
2012.

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

Sincerely,

Pamela M. Cota, RN, MS
Licensing Chief
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, H 001/lnitial COl11ments
SS=Ai ', ' '

IAn unannounced Home Health Survey for ' '
Federal, Stiilte Deslg,natlon"~nd one complaiQt

, was conducted by the Division Qf.Ucensil}9 & ,
Protection between the dates of January 9
through Jaf1l!~ry 11, 2912. These are the St~te
Oesigliatlonfindings:' , : ..

H 639

i,
, " H 511

1
' 5.1 Reqirements for Operation

'SS;:;A '
. I V. Requirements for Operation

, ,"15.1 A liome health agency sh~li ~'ot,em~l~y r;>r
, ; have a contract with any dire.ct-care person'oel

w~th?utsati.s~act-ory :esu1tSJror:n the AdulrA~use, 11

RegIstry and the Child AbuSEl' RegIstry, and , " ,
witbout having conducted a Vermont criminal "

. ; record check in cOmpliance with 'the Department 1,1 .

,
:'5 background check poliCy.: . .' , ' ,

This R'EQU"REMENT 'is not '~et as ~vj~en~ed
! by:', ." , '

,.' : 'Based OT) Interview and record. review, the agency ,
; failed to assure the req'uired background checks '

Iwere condl,.lctecl for 1 of 8 8:PP,/icable etnploye~" .
Fin,qings lnelude: ' . , ' ... . .

I Per revie'w of a.Licensed'Narsing Assistant
personnel record on'1li 0!1'2, the Adutt anc! Child
~bu'se registry checks h9d not been condu9ted

1 for. Staff' member:#i, wno had been.'r~hired:by
~ the agency on ,81181201 O. This was, confirmed on

I the afternoon of 1/10(1;; by the f\ssociate Directot
fQr th~ ~ennington branch of this ag,ency. . . '.

, .

H 6391'6:'8 O('ganization, Services ~nd Adminlstration
SS=D ' .. ,

'i VJ: Organization, 'Services and Administration~. . . .' .

, i
I

Requirements for operation

Coordination of background checks for

potential hires and rehires will be centralized.

The administrative Coordinator in the Parent office

will receive all background check requests from the

Branch offfices, All background checkswill be completed;

and returned to the branches, Any backgrounds that

are unnaceptable will be copied to the Division Director. :
I

Review of the process will be provided to office staff

By 2/10/12 by the Branch Director.
, " j, ' .

\\5\,' ~C.ClQ~ MtJ. ~l2l1\~

I
~

.! 6.8 f\ home health agency shall 'develop a fee
Hvision'oF.Lic~ing a~d grot9:ron ~, /-." /. . ,

~~~' -C'd
c\BO'AATDRY DIRECTO~:S OR' PRO DER/SUPPLIER RE~~ESEI'jT~-ry~',S S1GN;TIJRE

TATE FORM

.-Fm.~ ' '
~ il,/ , S,." r7>'-~ ~c....tbi

PZT611

""B)DA~

SaI'Q.
II continuationshoot 1 of 5



DiviSIon of Licensina and Protection
PRINTED: 01/2512012
FORMAPPROVED.

(7.\5)
COMPLETE
DATE../

i
I .

I,
i

By 2/10/12

01/11/2012

(X3) DATE SURV~
CDMPLETI;O

H639

Organization, services and administration

All office staff will have a private pay fee schedule

readily available.The fee schedule will reflect fees

that do not fall below the medicaid minimums per

regulation.

Office staff will be educated as to the requirement to

offer such private duty services in the event that

insurance authorizations are delayed.

Branch Directors to confirm completion with

Division Director by 2/13/12
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. schedule which shall. be 'p~oVided tb all patier)t~or
! their legal representatiVes.and to the public uponI re~uest-:: . .' ." - '. .... . '. ' ..

i .'... I II~~ISREQ~'REMEN: is ~ot ~et, as evidenced

: Baseel.on recqrd review and staff interview, theI agency, failed to develop a fee schedule and .
.. ! provide it to 1 client (# 1) fn the applicable .....
. I' sample. Findingsi~~lu~e: . :

: Per record review and. staff interView,' the agency
'failed to .off~rClient #1. an alt?mative fee source.

.J for LNA services' pending private insurance. .'.
'1' authoriZation. Ciient #1 was. admitted to the .'
agency on 10/04/2011 wlt~ .0i"ders for l:NA .'
, services? times per week tQ assist with hislher. '.

I,sc:tivities of daily !iving. Per reco~dr~view ali '.' .'
01/09/2012 these services Qid not begin until'
, 10/191201', .15..d~ys Jat~r. .The~eis no evidence

I.in the:iecord tp support that the client was offered
. an option for a sliding fe~ ~cale to pay for the1?e ...
I ordered. services until the .'ins~rance :autnoriZ?tion
'/ was complete. The; clinical ma.nager'confirmed
during Interview on 01110/2012 'at 2:30 PM:that .

.'. the L.NA servicE?s did not begin unti/15 days after
: 'they were ordered and.that the agency d089. not
i have/does not provide a sliding fee scale as ~n .
I option for reimbursement. ..

H1424 11.4(1) Clinical RecordsSS;:;A
XIV.' . Clinical.Records

. , 14.4 . A home health ,agency I S patient clinical.
. 'records, '!Vhether written or elec.tronic; shall' .
I.c~~tain'at.a mlnim~m:.. . .

.i (/) A copy of any advanced directive, Do Not

/'
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Plan of care

Office staff and field staff will receive

ongoing,

education as to the requirement to provide PhysiCian

. .
II continuation sheet :3or 5

by 2/10/12. " :
\t\4-~~ 1>0(" aa.~ ~d-\\d--'

H1607 ~\W\~'I/

notification in the event of a delay in start of services.

!

review 20% of active clients for compliance by 2/20/12

and initiate efforts to bring deficiencies into compliance

by 2/25/12,

Bayada QA reviewers to review for compliance,

PZT611

H.1~07 "

'j Per record review on 01/1011'2 'Client #2, ft:3 and
'#4 did not have a copy ofthe Advanced, ' ,

.; Directives In the paper chart, The eli,ents had'
I been identffled In thq! hard copy and/or eleCf:rqnic

I,rsr;::ordas having Living Wills or.Advanced . '
Directives, however, 'there was no evidence that ,
i copies were <;>b~inedfor the cfJart~, .On 011.1-0/12 "

/

' at 2: 15 PM th,e Regional Dir.:ector confirmed there
were no copies of the .LivingWills/Advanced , '
,Directiv.es for these Cftents'. ' ',: .

• I ." • ' •••

H160!11~.7(a),?lan' of' care'
SS""D: , .

: XVI, Plan of Care

iQ.7 A home health agency and .th'epatient's I

p~ysjcian shall revre\y th~ plan for skilled care at , ,
"least once every 60 days or as, required by'a "

I specific p'rogram:". A home healt~ agency's , ".
professional staff shalt promptly. alert the ' , .
! physician to any changes that suggest a need to
" ! alter theplanof care., "

r ' (~) 'If a physician refers. a p"~~en~with a ' I
I specific plan of care that' ~hlJot be completed,

I until after an evaluation visit, the physician sh.al!' ,
be consulted to approve additions' or ' ./

! modifications to the ordered plan. Orders f0f. "
:.therapy service$ shall in,elude the type, modality, !

.ivision of LJcensin9 and Protection
TATE'FORM '. 8'8&
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, , SAYADA NURSES, INC

Electronic Medical record with clinicians

i This REQUIREMENT ,Is not met as evidence~
i~ , ,
'i Based on record,review a'nd staff interview the '
! agency 'fafted to notify the p,hysician of changes in
, I, the plan of care for 2 of 1?-clients in the targeted
,;sample or that s~rvi~s h~d riot' been delivered in
a timely manner. : .:,' " '
(Client #1 & #2) Findings include; .

i 1. Per record review'on 01/10/12 the physician
was not notrtlsd of cha,nges to the plan Df-eare' for
CHent #2. who was, recently hospitalizeq for '
general weakness and' a'fafl. Per the.~ferral ..
order b-f 12/18/11 it states, 'skilled nursing for vital

: signs. diel, assessment. physi9aJ therapy (PT) f~ri evaluation I exercise gait an.d b~lance am.!home
: aide for bath assistance and meal prep'., The '
.;. physician also stated: "please reinforce th'e }ls'~of
: tf1e rolling walker. a new asslstiVe device". P~r
I review of nursing note of12/20/11 it states,' ':
"Qlient will need (PT) eval for edl:lcation with use
. of rolling walker, a 'new d~vice.", The PT did not

, make a viSIT until 12/29/11, 1,2 days after, '
.admission. Per interview on '01l1Q/j2 at 3:1'5. PM
" the 'Regronal Director ano. Acting PiroCtor '.
confirmed that the client should've been seen,

, sooner and, the physician was not notified of delay
; in the plan of ~re.' ' . '.. ' ,

'12: Pe'r'rec~rd ~~ew on 01/09/2012. the agency
! failed to 'notffy the physician that LNA services,
j ordered when Client #.1 was admitted'on ' ,

1
'10'/02/2011. did not begin unti/l0119/2011, 17'
, di3YS later. The facility further failed to notify the
'I physician that O~cupationaJ The~py (On.
i ordered On 'admisslon wa~ not provi~ed tq the. 'f'
,: client as t~ient # 1 declined those seryices. Th,e
: ,

with a focus on generating notifications to

Physicians of any missed or declined visits

by 2/10/2012.

Each office will review 100% of EMR Charts

for any missed visits

by 2/10/12.

\\\~\)1 P\)lo.lt~~~'~ ~~r~

i
i
I

.
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: clinical manager confirmed ,dwing 'interview.'on '
; 01/10/2012 at 2:30 PM that th~ physician was not
, notifjed:of non-deli\(ery of ordered services for
i Client # 1. .. ,

i'
\
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