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://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 2, 2015

Ms. Celine McGilll, Director
Bayada Home Health Care

80 Pearl Street

Essex Junction, VT 05452-3668

Dear Ms. McGill:

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,

Sincerely,

~Lagne & Lnitf 1,

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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G 000 | INITIAL COMMENTS G 000 AN :PO [

An unannounced on site investigation for four C}~ \ \‘{' | 0 b

Agency self reported incidents was conducted by %I ¥ 9 W (&\) ,2@ LS/
the Division of Licensing and Protection on ! :

08/28/15 - 09/29/15. The following Federal
regulatory deficiencies were Identified: After thorough review, research, and

G 1411 484.14(e) PERSONNEL POLICIES G 141 outreach to CMS’ Boston Regional Office,

Personnel practices and patlent care are we believe BAYADA has in fact met this

supported by appropriate, written personnel STANDARD and would like the opportunity
nolicies. . .
to further discuss this issue.
Personnel records include qualifications and After several years of operation under this
licensure that are kept cuent. model of parents and branches maintaining thc\r
own personnel recards and making them availaple
This STANDARD s not met as evidenced by i
. . X : to sury t, th h and 1]
Based on record review and staif interview the O surveyors u?fm reofufs Orough and ongoins
Agency failed to ensure that personnel praclices reseatch regarding this issue, as well as recent
are foliowed to meet regulatory requirements, guidance received from the Regicnal Office’s

The findings include; .
. Certification & Enforcement Branch, Northeas
1. During the unannounced on site investigafion Consortia Division of Survey & Certification
oh 09/28/15 and 08/29/15, branch staff personnel
filtes where not at the Main [parent] office. Per
review of the Federal Regulatory requirements for with th:e goals of the COPs and that BAYADA
Home Health Agencies under SOM [ State
Operation Manual] Chapter 2; 2182.1 states for

{“RO™, we belicve our approach is consistent

is 111 compliance with such standard. A

Personnel Files for Branches, "The parent office representative from the RO informed BAYADA
maintains current personnel records on all staff*. hat it i ;

) . . table for a branch to store it
Per interview at 2:00 PM the Administrator stated that it is acceptable for a branc _0 store 1is awi
that they {agency] “were working on getting the- personnel records. We were advised that shoul
personnel files in an electronic form" and the State or other entity decide to conduct a

confirmed the branch pergonnei files were not
availabie at the main [parent] office. survey at the parent office, the parent office
G 143 | 484 14(g) COORDINATION OF PATIENT G 143] would be responsible for obtaining the necessary

SERVICES records from the branch; and likewise, if the

LABORATORY DIRECTCR'S OR PROVIDERISUPPLIER REPRESENTATI THLE t%6) DATE

et o~ (V0 Giu /o, ém(mi N O kOfQQJ =y

S ey

Any deficiency statement ending with arl.aslerisk {*) denotes a deficiancy which the Instilution may be excused from carrecting providing it is determined that
other safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above ara disclosable 96 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these docurments are made avaitable to the faciity. if deficlenciss are cited, an approved plan of carrection is requisite to continued
program participation.

e e .
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G143 . surveyor were on location at a branch and asked
Continued Fromm F?agfa ! ) L G 143 to review personnet records from the parent office.
All personnel furnishing services taintain liaison . , .
to ensure that their efforts are coordinated We understand it is BAYADA's responsibility ¢
frffecfive!yfand support the objectives outlined in MM ensure survevors have access to all documentatign
e plan of care, A L
P 4 -?-: hecessary (o complete their review in a timely
\b manuner and are committed to ensuring any and
This STANDARD is not met as evidenced by, . : i
Based on record review and interview staff failed ¢ pil records requested for review arc promptly,
to coordinate services for 1 of 4 applicable cFientsC ' gentto the surveyors’ attention.
in the sample. {Client#4) Findings include: This is consistent with BAYADA’s approach
1. Per record review on 8/28/15 for Cilent# 4, | across 16 states and throughout all of its 75
;T;ho has(gp;ge)oial neegls[_thadt include ogcupational - Medicare certificd offices, in which 40 of these
erapy , @ speciaiized community agency .-
and social worker, the home health Ager?cy staff | offices operate within the parent/branch structurs.
did not communicated and/or coordinated the \ The Administrator of each Medicare Provider
objectives as outlined in the care plan. Per :"{} Number, including the one at issue, maintains
telephone interview on 09/29/15 at 10:53 AM the T g ’
Clinical Manager at the branch office stated, there "x responsibility for ensuring the branches maintain
was E.’ meeting with the physician, client and —L personnel records in accordance with [aw,
client's family regarding a change to services, S _ o
specifically 2 change to occupational services in —  regulations, and policics of BAYADA.
the home and other special needs. There is no Upon request of a surveyor, any personnel record
evidence as demonstrated by documentation that i . -
the occupationat therapist and the specialized is made available within a few hours.
community agency and social worker were G143 Coordination of Paticnt Services:
informed of what was discussed at this meeting. The initial complaint from the client #4 had beep
The Clinical Manager confirmed at 10:53 AM ddressed i
. th h a meeting held by the Branch
there is no evidence that the Agency maintain : ) rossed Trote .a g ey e
liaison between the OT, social worker and Director, community resource agency, and the
community resource. farnity, and had been resolved with no change tq
Also see (-144 the OT services for the client. 9/16/15
G 144 | 484.14{g) COORDINATION OF PATIENT (3 144 |Documentation of care coordination meeting
SERVICES has been updated to in¢lude discussion with the
The clinical record or minutes of case _ Branch Director,occupational therapist, social
conferences establish that effective interchange, worker, and community resource agency. 10/19/15
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The Director of Clinical Operations (DCO) and
G 144 | Continued From page 2 G 144

reporting, and coordination of patient care does
occur.

This STANDARD is not met as evidenced by:
Based on record reviews and staff interviews the
agency failed to show in the clinicaf record case
conferences were conducted to provide for
effective reporting and coordination of client care
for 1 of 4 Clients (#4) in the sample. Findings
include:

1. Based on record review and staff interview,
agency staff failed to consistently document that
case confarences had occurred for Client #4
regarding special needs. Per record review thare
is no coordination notes between the Clinical
Manager {CM] and other staff, community agency
or social worker regarding the monthly on site
visits. In addition, the branch office was made
aware on 08/17/15 by family, of concems with
“poor communication between family-and clinical
manager". Per a telephone interview on 08/29/15
at 10;15 AM the CM at the branch office *
remembers writing information [ from a meeting
with the physician and family in July or August
2018] but my lap top is not working". The Branch
Director, who was present in tha Main office,
then instrusted the CM to “go to another
computer and fax us what you have".

At 10:42 AM a‘draft’ was sent that containad np
date and time. There was information regarding
speciaiists appointments, changes in health care
providers and other programs.

During the subsequent telephone call at 10:53
AM, the CM confirmed not ali coordination notes
were readily available, documented as well as the

above noted 'draft letter which was not reported

‘Sustained improvement and compliance will bel

Manager of Clinical Operations (MCQ) will
provide re-education to all Clinical Managers

and Clinical Associatcs on Policy 0-944 Client

Care Coordination. Specifics of the re-education

will include: When service is provided through
liaison with other organizations or individuals,
coordination of services is maintained by the
team effort of the Client Services and Clinical
Managers, and the information is documented
in the client ¢hart, Communication from other
sources, stich as reports from the aides/field
nurses and additional collateral contacts, must
be documented in the clicnt ehart, Corrective
action will also include implementation of a

structured process for interdisciplinary

conferences to review active clients, (2x/morith)

10 nssure actions and goals of services are
complimentary and evaluated related to goal
achievement, Monitoring: A 100% focus audit

10/30/15

of active clients with external agency involvement
will be condueted for 3 months by the DCO and MCO.

Additionally 10% of active clients will be auditgd

for 3 manths to ensure compliance with approp
care coordination. Results of audits will be repc

Administrator to monitor for ongoing complian

meonitored through quarterly record review by

Hate
rted to
cc. 12/10/15

the Clinical
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DURATION

The home health alde must complete training in:
- Communications skills.

- Observation, reporting and documentation of
patient status and the care or service furnished,

- Reading and recording temperature, puise, and
respiration,

- Basic Infeclion control procedures,

- Basic &lements of body functioning and changes
in body function that must be reported to an aide's
supervisor.

- Maintenance of a clean, safe, and healthy
environment.

- Recognizing emergencies and knowledge of
emergency procedures.

- The physical, emotienal, and developmenlal
needs of and ways to work with the populations
served by the HHA, Including the need for respect
for the patient, his or her prlvacy and his or her

property.

Appropriate and safe technigues in personal
hygiene and grooming that include--

- Bed hath.

- Sponge, tub, or shower bath,

- Shampuoo, sink, tub, or bed.

- Nail and skin care.

- Oral hyglens.

- Toileting and elimination.

- Safe transfer technigues and ambulation.
- Normal range of motion and positioning.
- Adequate nulrition and fiyid intake.
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. ity depart It
G 144 | Continued From page 3 G 144 Standards and Quality department as well ag
and coordinated with staff and other personnel peer to peer reviews at the branch office level,
providing services to Client #4. G144 Coordination of Patient Services:
Also see G-143 -* this is a repeat deficiency The Clinical Manager responsible for the care | 10/15/13
G 206 | 484.36(a)(1) HHA TRAINING - CONTENTAND G 208| coordination documentation has been counseled

and re-educated regarding the care coordination
documentation deficiencies relative to client #4.
1 10/19/15
leted,

Documentation of subsequent care coordinatio
with the appropriate individuals has been comy
The DCO and the MCO will re-educate all
Clinical Managers and Clinical Assoeiates on
the following:

» Policy 0-944. Client Care Coordination.
Specifies of the re-education will include; Whan
service is provided through liaison with other
organizations or individuals, coordination of s
services is maintained by the team effort of the
Client Services and Clinical Managers, and the
information is documented in the client chart,

Communication from other sources, such as

reports from the aides/freld nurses and additiona
collateral contaets, must be documented in the
client chart

» Docutnent 0-3091, Clinical Managers Coordifation
of Serviees
+ Form 786, Coordination of services notes and
10/30/15

= Correetive action will also include implemcntlation

the electronic equivalent
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G 206 . of a structured process for interdisciplinary
i . . .
Continued From page 4 G 206 canferences to review active clients, (2x/month
Any other task that the HHA may chooss to have ta assurc actions and goals of services are
the home heatth aide perform. complimentary and evaluated related te goal
“Supervised practical training" means training in a *lachievement. Monitoring: The DCO and/or MO
taboratory or other setiing in which the trainee will conduct a 10% focused audit of active clients
dempnstrates knowledge while performing tasks 3 h iate d . J [
on an individual under the direct supervision of a X 4 manths to ensure appropriate documentatio L ot case
registered nurse or licensed practical nurse, conferences and care coordination. Results of atidits
will be reported to Administrator to monitor for 10/30/15
compliance. Sustained improvement and compliance
will be monitpred through record review inc[ujvc
This STANDARD is not met as evidenced by: of quarterly record review by the Clinical Standards and
Based on record review and Interviewe the Quality department as well as peer ta peer revigws
Agency failed to ensure staff who provided ‘
specific care and services to applicable clients at the branch office level. 172115
demonstrated kpowledge of those skllls. (Cllents G206 HHA training - Content and Duratipn
#1,#2 & #3 ) Findings inciude; . . .
Carcgiver competencies have been reviewed to
1. Per record review on 09/28/15 Cilent #1, who ensure assigned staff have the appropriate
was on Hospice, was receiving only personal tencies t (th lan specifics i
care services through this Agency. Although the compelencies to meet te carc plan specilics tay
LNA [licensed nursing assistant] training was client’s #2 and # 3. The deficiency related to
noted for basic care and services, there [s no . - :
: g ble to be
documentation that the LNA had additional caregiver training for client # 1 was unadle to
hospice specific tralning. The LTC{long term corrected as the ¢lient had expired. 10/9/15
care‘]-Car_af Dwecto_r at12:10 PM acknowledged An educator has been hired to provide Hospice
that “additional training would belter help staff ) . L
understand and what to expect with hospice specific training as needed. All clinical managers 9/28/15
clients” and confirmed that hospice specific will be educated by the branch director/designes o
training was not completed. . , .
Poliey #0-944 Field Employee Selection process,
2.. Per record review on 08/28/15, two of three Palicy # 0-5821 Competency Assessment HHA
staff reviewed did not have documented training . . , .
in assisting Client #2 with a specific skil,, as Policy #0-225 HHA Competency Evaluation Skills Cheeklist.
outlined in the care plan, The care plan dated Policy #0-3538 Medication Assistance of the HHA
3112115 and revised though 11/17/15 has a 10/ S
FORM CMS-2667(02-98) Pravious Varsions Obsolate Event iD: D21X11 Facltlty ID: 477019 If continuation sheet Page 50of 6
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) . The Clinical managers will supervise and
G 206 | Continuad From page 5 G 206 £ b The brancH
supptement medication form that directs staff to document competency assessment. The branc
follow a bowel regime requiring an enema every director/designee is responsible to review all applicant
3-4 days as needed, : P ; . :
Per review of the three LNA/PGAS, who are the mforma.non, mf:ludmg skilis chec}fllst to en.surc
primary care givers,and documented that they appropriate assignment and matching of skills
provided enema care, only one staff was noted to to the care plan, to include completion of HHA
have specific training for giving an enema, . . ,
Per Interview on 08/28/15 at 2:46 PM the Clinical competencies, including demonstration before
Manager stated "They shouldn't do anything independent assignment, ~ | 1o015
especially a skill ike an enema without prior ) . .
training". S/he confirmed that only one of the Compliance will be monitored monthly
three staff had been instructed and demonstrated by the branch dircctor/designee through record
the specific skill for this client. .
review of the employee files to assure competeney
3. During the record review on 09/28/15 Client completion before specific assignment. Results
#3's care plan has special instructions for : .
LNA/PCA staff to assist with self-administration of of the records roview will be reported the
medications, Per review of the LNA/PCA's Administrator to ensure ongoing compliance. | 11/7/15
training records there is no evidence that this _
training was provided to the LNA/PCA staff. The @O . 6:. ‘;) 0bh
Branch Director at 3:20 PM stated "we definitely
need to look at how we demonstrate . :
evaluations/competency of the PCA/LNAs, who
give special care especially med administration.
Clearly this is not happening with the staff that
were reviewed".
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