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=~ 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: (§00) 564-1612
Fax (802) 871-3318

December 23, 2013

Sandy Rousse, Administrator

Central Vermont Home Health & Hospice
600 Granger Road

Barre, VT 05641-5369

Provider ID #:477003
Dear Ms. Rousse:

Enclosed 1s a copy of your acceptable plans of correction for the survey conducted on November 20,
2013.

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

Sincerely,
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Frances L. Keeler, RN, MSN, DBA
Asststant Diviston Director
State Survey Agency Director
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An on-site recertification survey and complaint
investigation was conducted on 11/18/13 through
11/20/13 by the Division of Licensing and
Protection. The following regulatory viclations
were: identified:

G 121 | 484.12(c) COMPLIANCE W/ ACCEPTED G121 The mrge 1D %uﬁsﬁ en sz
PROFESSIONAL STD . 'h (i"Cd :
| has been iNSU
The HHA and its staff must comply with accepted ’II'D {,’él‘zlb ligh & tlean
professional standards and principles that apply Wé‘i’
to professionals furnishing services in an HHA. % e,[cj angl 6615856rs s
he sanitizedpnor ¥ 44
This STANDARD is not met as evidenced by: and QFJ—&F es . /. C/ oy g
Based on observation and confirmed through : . 1423/,
staff interview, the agency nurse failed to comply , . The Clems §b
with acceptable professional standards of wie Ais 0_6 €€ VI th the Saiiity
practice dufing the provision of wound care for 1 - i | 7O the. toehod ol
of 2 dlients in the targeted sample. (Patient #1) ‘ euna g [ Ff.[ﬂ,ll'fﬂ fﬂdﬂd{;a‘é
Findings include: f’a,,ilﬂr' tape. L AStLvL. . ¢ 5
| | measure as |~

1 Per observation of a dressing change for _ ey < /%(
Patient # 1 at 11:55 A M. on 11/18/13 the | :ﬂpréd Uh The. patits
Registered Nurse (R.N.) failed to establish a W sUnd Care ey and neuer
clean field and to assure that needed supplies A
were available prior to conducting the dressing Came trn Con tact L
changes. the elient ov The
In addition, the RN failed to sanitize scissors that 0}' ) cngﬂ%& The viliee
were used during the dressing change and : 1z y@ VYLOASAL
re-used a [paper] measuring tape. [,Lé{’d & b- \l"’*f’ o B
Per interview on 11/18/13 at 3:45 P.M., the nurse e d cungd Then
confirmed that she had " not used a barrier for “+ooTie + e

' the supplies because the house is dirty and if the mww_d Le '
supplies fell off [the barrier] | would have to start QLUL&-PDY O LlUate
all over again". S/he also acknowledged that . VWL AS UL F LTS and e
the scissors were not sanitized before or after use pro y‘LL[ clis Déréd ot

;wd)that the items needed were on the patient's ‘ a m ,ﬁd,h-ﬁ 5
A FL}O i
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Personnel practices and patient care are
supported by appropriate, written personnel
policies.

Personnel records include qualifications and
ficensure that are kept current.

This STANDARD is not met as evidenced by:
Based on record review and staff interview the
facility failed to ensure that personnel practices
are supported by appropriate writien policies that
meet regulatory requirements.. The findings
include;

1. Per review ofa sample of § nursing
employees, 4 of the 8 did not have annual
performance evaluations in their employee files.

Per interview with the Human Resource

employee on 11/20/13 |, he/she indicated that the
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bedside. When asked if the paper measuring , ] p
tape had been used for prior measurements the mpahﬂmb Clean UL
nurse answered 'ves' . W ban .
Per interview on 11/18/13 at 4:05 PM the Nursing o .
Supervisor, who was also present during the e are @M n6 oLy ],ibl"—}-
| observation of the dressing change, confirmed slci , déu{
the above findings that the nurse failed to follow UUMI'\C{ care Hs
appropriate standards of nursing practice for a,ﬂ(fl GLl ‘d
wound dressing changes.
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G 141 | Continued From page 2 G 141

agency staff, who do not work over 208 hours in a
calendar year do not receive an annual
performance evaluation,

Review of the agency policy and procedure tifled ‘ !
"Performance Evaluations" last reviewed and
revised in "02" indicates that "Employee annual
performance evaluations will not be required for
any staff member working 208 hours or less per
year."

Per review of the Federal Regulatory
requirements for Home Health Agencies indicates
under 215: "facility is required to do a
performance review of each aide at least every
12 months."

Per interview with the Human Resource
employee, he/she reviewed the regulatory
requirements under 215 and confirmed that 4 of 8
of the PCA/LNA's reviewed did not have annual
performance evaluations every 12 months. The
Human Resource Employee reviewed the
facilities policy and procedure for Personnel
Evaluations and confirmed that the policy
indicated that for employees the "Employee
annual performance evaluations will not be
required for anhy staff member working 208 hours
or less peryear.”

G 174 | 484.30(a) DUTIES OF THE REGISTERED G174 The Wﬁ{»{,{ il hold &l

NURSE L
| Ly annptat. Hi- Téd:
The registered nurse furnishes those services Sigills day Ln J’a/wud,
requiring substantial and specialized nursing skill. 904t 72) JE< fpbé CW
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Ui ted 1o
- Baq%f’( hini i [agn+>

FDRM CMS-2567(02-99) Previous Versions Obsolete ’ Event ID: K4HF11 Facility ID: VT477003 if continuation sheet Page 30f8

This STANDARD is not met as evidenced by:
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--dreseing change for 1 applicable patient. {Patient

Based on observation and staff interview, the
home health nurse failed to follow agency policy
and procedures during the provision of a
peripherally inserted central catheter (PICC)

# 2 Findings include:

On 11/19/13 at 12:15 PM the following
observations were made: Upon arrival to Patient
#2's home, Nurse #1, after sanitizing his/her
hands was observed removing a stethoscope and
blood pressure cuff from his/her nursing bag and
proceeded to take Patient #2's blood pressure
and pulse. After use, Nurse #1 failed to
cleanse/disinfect the reusable items before
returning them to hisfher bag. Per agency policy
infection Control-Bag Technique/Section: 07.01
tast updated 9/12 states the purpose of the
cleaning of reusable items is to "...reduce the risk
of cross-infection between patients via the visit
bag and the supplies it contains". Nurse #1 was
then observed preparing to change the extension
tubing attached to Patient #2's double lumen
PICC, however the nurse failed fo establish a
clean, work surface prior to opening supplies.
The patient had been sitting at a-table with an
oilcloth tabie cloth, no attempt was made by
Nurse #1 to establish a clean work surface prior
to preparing the suppiies. Nurse #1 donned
gloves, opened packaging, disconnected the
extension tubing, cleaned the catheter lumens,
attached new tubing and flushed the PICC. With
the same gloved hands, Nurse #1 began to
preparée the PICC dressing kit and loosened the
transparent occlusive dressing but did not
completely remove. Nurse #1 removed the
gloves and failed to sanitize. Per agency policy
Infection Control - Standard Precautions; Section:

07.16 secticn 6. d. i 3. "Always perform hand
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hygiene after remaoving gloves". Nurse #1 applied
sterile gloves and mask and proceeded to
complete the removal of the transparent
occlusive dressing. The nurse did not changé
gloves as per agency policy: Infusion Therapy -
Peripherally inserted Central
Catheter/Maintenance and Management of
Potential Complications: Section : 9.33: D.
"Dressing change” which states after removing
the transparent dressing "Remave contaminated
gloves and don new sterile gioves." After
completing the dressing change, Nurse #1
removed his/her gloves and failed to sanitize.
Upon realizing s/he had missed a step when
performing the dressing change Nurse #1 applied
gloves and removed the transparent dressing.
The nurse again removed the gloves, failed to
sanitize and donned sterile gloves to apply a
small disc to the PICC site and again applied a
fransparent dressing.

Per Lippincott Manual of Nursing Practice, 8th
Edition, Chapter 31, Infectious Disease page
1033 & 1034 "Fundamentals of Standard
Precautions" states "Hand hygiene is the singte-
most important measure to reduce the risks of
transmitting microorganisms” "It may be
necessary to clean hands between tasks on the
same patient to prevent cross-contamination of
different body sites. 2. Wearing gloves does not
replace the need for hand hygiene because
gloves may have small, inapparent defects or
may be torn during use; and hands can become
contaminated during removal of gloves."

Per interview on 11/20/13 at 3:20 PM, Nurse #1
confirmed s/he failed to cleansel/disinfect the

reusable equipment after use and prior to being
placed back into histher travel bag, noting "Sthe

FORM CMS-2567(02-92) Previous Versicns Obsolete Event iD: K4HF 11 Facifity iD: VT477003 If continuation sheet Page 5 of 8
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G 174 Continued From page 5 G174
sometimes cleans the equipment at the end of
the day”. The nurse further stated sfhe did not
have to change gloves after removing the
transparent occlusive dressing because s/he had
touched the underside of the transparent dressing
which s/he still considered "sterile” which
contradicts agency policy. ‘ . ) b lmQ
G 215 | 484 36(b)(2)(iil) COMPETENCY EVALUATION & G 215| Thi% Sh o
IN-SERVICE TRAI ey G 3 |
The home health aide must receive at least 12 we dis prate- e 1
hours of in-service training during each 12 month Fl WLU.: On L!/ (@p ff‘H’l@ )
period. The in-service training may be furnished T w‘ﬂ ) )
while the aide is furnishing care to the patient. 5m41(_‘ L2 eyy\,p léLbZC‘ us “
LM Lntre home

| Per interview with the Human Resource

This STANDARD is not met as evidenced by:
Based on record review and staff interview the
facility failed to ensure that facility personnel
received a personnel evaluation once every 12
months for 4 of 8 staff Licensed Nursing
Assistant/Personnel Care Aide (LNA/PCA). The
findings include;

1. Per review of a sample of 8 nursing
employees, 4 of the 8 (LNA's/PCA's} did not have
annual performance evaluations in their
employee files.

employee on 11/20/13 ‘he/she indicated that the
agency staff, who do not work over 208 hours in a
calendar year do not receive an annual
performance evaluation. ‘

Review of the agency policy and procedure titled
"Performance Evaluations” last reviewed and
revised in "2002" indicates that "Employee annual

)

progran [W)*&'ﬁbﬂ?;
hY LiyAs nolenagy
O coma. hoa ¥ %M).
The remalnirg(2 )S [
Weve exmplovgd as FEAS
Lin bl ka f”hfy
LTC prognam ang U
are. notr red +o b
follors %H%C{g& m@uA prs -
Cop) rward, The LV A [0
Paiing,é,c; have been P
reised such that e0en
LNA'S oridng 0% o7
hotins pnil ve
lan annuat. LLLAN nt

FORM CMS-2567({02-98) Previous Versions Obsolete

Event ID: K4HF 41

Facifity ID; VT477003 continuation sheet Page 6 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/04/2013

: FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: A BUILDING COMPLETED
477003 B. WING 11/20/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GDDE o
_ . 500 GRANGER ROAD
CENTRAL VERMONT HOME HEALTH & HOSPICE BARRE, VT 05641
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE' DATE
. DEFICIENCY)
| ' teor . -
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performance evaluations will not be required for The fmyw @é./}twau
any staff member working 208 hours or less per el Iheoniter”
year” | Aeparetment L s
o Cormpliance. U
Per interview with the Human Resource m %MLL'L" .
employee, he/she reviewed the regulatory ]3 QL[ i K
requirements and confirmed that 4 of 8 of the
PCA/LNA's reviewed did not have.annual
performance evaluations every 12 months. The
Human Resource employee reviewed the facilites
policy and procedure for Personnel Evaluations
and confirmed that the policy indicated that for
employees the "Employ=e annual performance
evaluations will not be required for any staff F{l
member working 208 hours or less per year.” o T o 5-}-& i L;,
G 229 | 484.36(d)(2) SUPERVISION G229 The. pmif.ééibm' K

The registered nurse (or another professional
described in paragraph (d)(1) of this section)
must make an on-site visit to the patients home
no less frequently than every 2 weeks.

This STANDARD Is not met as evidenced by
Based on record review and interview the agency
failed to assure R.N. superviscry visits cccurred
every 2 weeks for one applicable patient receiving
skilled services. (Patient#3) Findings include:

Per record review, the R.N. failed to conduct a
on-site, sUpervisory visit to patient #3, who ,
receives skilled services as well as LNA services
for personal care and assistance with activities of
daily living. Per record review on 11/18/13 of

LA Yo dy W‘&”'Hi
Ut mwd Zf?n the-
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patient #3's chart, the nurse failed to make timely ,
supervisory visit on two occasions. The nurse w10 ASSUe-
made a supervisory visit on 08/20/13 and the next ! &‘mpi; aNcL
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visit was due 09/03/13, which did not happen. —
The nurse made a supervisory visit on 10/01/3 TAh e @ U qi,{_,bf
and the next supervisory visit was 10/22/13,
nearly a week late. Per interview on 11/18/13 ' . Vi rrs
- . h ~N 2 AA 00 :
4:55 PM, the Clinical Director confirmed Me §emet ‘
supervisory visits did not occur every 2 weeks. )
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H 001| Initial Comments H 001
An unannounced on-site State Designation
survey was conducted by the Division of
Licensing and Protection on 11/18/13 through
11/20/13. The following regutatory violations were
identified: '
H 633( 6.7(e) Organization, Services and Administration | H 633 We d}slguh‘; this %Mﬂu/ﬁ ’

volunteers;

by:

volunteers; ‘

V1. Orgzanization, Services and Administration

6.7 Ahome health agency shall develop,

maintain, and upon request provide to the
Department, policies and procedures for, but not
limited to the following:

{e) Personnel, including but not limited to
gualifications, credentialing verification, staff
orientation, training and evaluation, and as
applicable, policies pertaining to students and

This REQUIREMENT is not met as evidenced
V1. Organization, Services and Administration

6.7 Ahome health agency shail develop,

malntain, and upon request provide ta the
Department, policies and procedures for, but not
limited to the following:

(e) Personnel, including but not limited to
gualifications, credentialing verification, staff.
orientation, training and evaluation, and as
applicable, policies pertaining to students and

1. Per review of a sample of 8 nursing
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employees, 4 of the 8 {LNA's/PCA's) did not have
annual performance evaluations in their
employee files.

Per interview with the Human Resource
employee on 11/20/13. | he/she indicated that the
agency staff who do not work over 208 hours in a
calendar year do not receive an annual
performance evaluation.

Per interview with the Human Resoclirce

employee, hel/she reviewed the regulatory
requirements and confirmed that 4 of 8 of the
PCA/LNA's reviewed did not have annual
performance evaluations every 12 months.

8.2(d) Skilled Nursing Services
VI Skilled Nursing Services
8.2 The registered nurse shall:

{d) Furnish those services requiring substantial '
and specialized nursing skill;

This REQUIREMENT is not met as evidenced
by:

Based on chservation and staff interview, the
home health nurse failed to follow agency policy
and procedures during the provision of a
peripherally inserted central catheter (PICC)
dressing change for 1 apphcable patlent (Patient
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On 11/18/13 at 12:15 PM the following alpue pirocfoins: o
observations were made: Upon arrival to Patient Nivse #1Yhas hacl L)LLQ‘ Hig)i13
#2's home, Nurse #1, after sanitizing his/her - dMH o F F’iLC e
hands was observed removing a stethoscope and
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then observed preparing to change the extension
tubing attached to Patient #2's double lumen
PICC, however the nurse failed to establish a
clean work surface prior to opening supplies.
The patient had been sitting at a table with an
oilcloth table cloth, no attempt was made by
Nurse #1 to establish a clean work surface prior
to preparing the equipment. Nurse #1 donned
gloves, opened packaging, disconnected the
extension tubing, cleaned the catheter lumens,
attached new tubing and flushed the PICC. With
the same gloved hands, Nurse #1 began to
prepare the PICC dressing kit and loosened the
transparent occlusive dressing but did not
completely remove. Nurse #1 removed the
gloves and failed to sanitize. Per agency policy
Infection Control - Standard Precautions; Section:
07.16 section 6. d. 1 3. "Always perform hand
hygiene after removing gloves”. Nurse #1 applied
sterile gloves and mask and proceeded to
complete the removal of the transparent
occlusive dressing. The nurse did not change

‘gloves as per agency policy: Infusion Therapy -

Peripherally Inserted Central
Catheter/Maintenance and Management of
Potential Complications: Section : 9.33: D.
"Dressing change” which states after removing
the trangparent dressing "Remove contaminated
gloves and don new sterile gloves.” After
completing the dressing change Nurse #1
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removed hisfher gloves and failed to sanitize.
Upon realizing sfhe had missed a step when
performing the dressing change Nurse #1 applied
gloves and removed the transparent dressing.
The nurse again removed the gloves, failed fo
sanitize and donned sterile gloves to apply a
small disc to the PICC site and again applied a
transparent dressing.

Per interview on 11/20/13 at 3:20 PM, Nurse #1
confirmed s/he failed to cleanse/disinfect the
reusable equipment after use and prior to being
placed back into his/her fravel bag, noting "S/he
sometimes cleans the equipment at the end of
the day". The nurse further stated s/he did not
have to change gloves after remaving the
transparent occlusive dressing because s/he had
touched the underside of the transparent dressing
which s/he still considered "sterile” which
contradicts agency policy.

17.7 Patient Rights

XVIl.  Patient Rights

17.7 A patient has the right to appropriate and
professional care in accordance with appropriate
standards of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview agency
nursing staff failed to provide care in accordance

with appropriate standards of nursing practice for r@ &

2 of 2 applicable patients ( Patient #2 & #1)
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standards of practice during the provision of a
PICC line dressing change. Patient #2, who
recently completed intravenous antibiotics for a

| septic knee, required a weekly PICC dressing

change. Upon arrival to Patient #2's home,
Nurse #1, after sanitizing his/her hands was
observed removing a stethoscope and blood
pressure cuff from his/her nursing bag and
checked the patients blood pressure and pulse.
After use, Nurse #1 failed to cleanse/disinfect the
reusable items before returning them to his/her
bag. Per agency policy Infection Control-Bag
Technigue/Section: 07.01 last updated 9/12
states the purpose of the cleaning of reusable
ftems is to "...reduce the risk of cross-infection
between patients via the visit bag and the
supplies it contains”. Nurse #1 was then
observed preparing to change the extension
tubing attached to Patient #2's double lumen
PICC, however the nurse failed to establish a
clean work surface prior to opening supplies.
The patient had been sitting at a table with an
oilcloth table cloth, no attempt was made by
Nurse #1 to establish a clean work surface prior
to preparing the supplies. Nurse #1 donned
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gloves, openad packaging, disconnected the
extension tubing, cleaned the catheter lumens,
attached new tubing and fiushed the PICC. With
the same gloved hands, Nurse #1 began to
prepare the PICC dressing kit and loosened the

.| transparent occlusive dressing but did not

completely remove. Nurse #1 removed the
gloves and failed to sanitize. Per agency policy
Infection Control - Standard Precautions; Section:
07.16 section 6. d. i 3. "Always perform hand
hygiene after removing gloves”. Nurse #1 applied
sterile gloves and mask and proceeded to
complete the removal of the transparent
occlusive dressing. The nurse did not change
gloves as per agency policy: Infusion Therapy -
Peripherally Inserted Central
Catheter/Maintenance and Management of
Potential Complications: Section : 9.33: D.
“Dressing change” which states after removing
the transparent dressing "Remove contaminated
gloves and don new sterile gloves." After
completing the dressing change, Nurse #1
removed his/her gloves and failed to sanitize.
Upon realizing s/he had missed a step when
performing the dressing change Nurse #1 applied
gloves and removed the transparent dressing.
The nurse again removed the gloves, failed to
sanitize and donned sterile gloves to apply a
smait disc to the PICC site and again applied a
transparent occlussive dressing.

Per interview on 11/20/13 at 3:20 PM, Nuirse #1
confirmed s/he failed to cleansé/disinfect the
reusable equipment after use and prior to being
placed back into his/her travel bag, noting "S/he
sormetimes cleans the equipment at the end of
the day". The nurse further stated s/he did not
have to change gloves after removing the
transparent occlusive dressing because s/he had
touched the underside of the transparent dressing
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which s/he still considered "sterile" which
contradicts agency policy.

2. Per observation of a dressing change for
Patient # 1 at 11:55 AM. on-11/18/13 the

‘Registered Nurse (R.N.} failed to establish a

clean field and to assure that needed supplies
were available prior to conducting the dressing
changes.

in addition, the RN failed to sanitize scissors that
were used during the dressing change and
re-used a [paper] measuring tape.

Per interview on 11/18/13 at 3:45 P.M., the nurse
confirmed that she had " not used a barrier for
the supplies hecause the house is dirty and if |
the supplies fell off [the barvier] | would have to
start all over again”.  S/he also acknowledged
that the scissors were not sanitized before or
after use and that the items needed were on the
patient's bedside. When asked if the paper
measuring tape had been used for prior
measurements the nurse answered 'ves'.
Perinterview on 11/18/13 at 4:05 PM the Nursing
Supervisor, who was also present during the
observation of the dressing change, confirmed
the above findings that the nurse failed to follow
appropriate standards of nursing practice for
wound dressing changes.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
VT477003 B. WING 1112012013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: ‘ 600 GRANGER ROAD
CENTRAL VERMONT HOME HEALTH & HOSPI
- _ : BARRE, VT 05641
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENCY}
H1707 | Continued From page 6 H1707

Division of Licensing and Protection
STATE FORM

6893

40YP11

If continuation sheet 7 of 7




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16

