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) 241-2345
To Report Adult Abuse: (800) 564-1612
' Fax (802) 241-2358

December 13, 2010

Kathleen Demars, Administrator
Lamoille Home Health & Hospice
54 Farr Avenue
Morrisville, VT 05661
Provider-ID #:477015

Dear Ms. Demars:

Enclosed is a copy of your acceptable plans of correction for the survey conducted November 1, 2010
through November 3, 2010.

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

Sincerely,

SNONNIN-N

Pamela M. Cota, RN
Licensing Chief

PCjl

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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. A BUILDING
. WING )
477015 ® . 14103/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
&4 FARR AVENUE
LAMOILLE HOME HEALTH & HOSPICE, MORRISVILLE, VT 05661
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G 000 | INITIAL COMMENTS ' G 000

An unannounced Federal recertification survey
was conducted by the Division of Licensing and
Protection between 11/01/10 - 11/03/10. The
following regulatory violations are related to this :
survey. :

G 121 484.12(c) COMPLIANCE W/ ACCEPTED G121} . RM‘ of et *2 has

PROFESSIONAL STD . .
. been inseruiced mdw:duaig

The HHA and its staff must comply with accepted cln 'C al .

professional standards and principies that apply bq t (ﬂlf&d’éf on

to professionals furnishing services in an HHA. : 'PFOQ) er (,UOLUYZL one "ﬁd’ll’ll\gw ,
3 ' 3

This STANDARD is not met as evidenced by: ' a- pU Sﬁx«: Q”s/ LP'\L’/ ?Tjs

Based on observation, record review and uwsergiced on IA/?,/i o ON

interviews the Agency failed to assure nursing \

staff complied with acceptable standards and 1 Pr OPGY' wound cQre "*f.’d(\r‘ﬂ(gm

principles that apply to providing nursing care for

1 applicable patient (Patient # 2) and for the U\Jrctbm PTQ*"DCGIS awm to

storage of influenza vaccines. Findings include: a\L CLPP( 0 Pﬂ ot €.

1. Per observation of a dressing change 3, Q).U)m %clds bemq ooy eq‘

procedure for Patient# 2 on 11/01/10 at 12:00 - P

PM. the Registered Nurse (RN) failed to ool Clnicans boﬁs

establish a clean field and/or barrier prior to :

conducting wound care. The nurse positioned the 4. Cln Leal Director w T80

patient's leg on the couch’'s arm and then . - make wnereased jountt

proceeded to open the packages of gauze, skin : , (.l}

prep, Q-tips and the dressing material on the arm Vis s (pﬁ‘h “:‘l el S*C(%

and the back of the couch without first o ,

establishing a clean field for the dressing | o ensure proper ..

materials. There was no barrier betwaen the leg ~+2chm %ug C.U'\OL dDLLLmeﬁo;hd)r)

wound and the couch and/or rug. .

Per interview on 11/03/10 at 10:30 AM the Clinical] '
Director confirmed that a clean field and barrier
should have been established prior to the wound l
dressing per acceptable wound care pracfices.

LABORATORY DIRECTOR'S OR PROVIDER/SUPF) EPRESENTATIVE'S SIGNATURE TITLE (x8) DATE

F<atriien) w I Exeeufive s o "> /10

Any deficlency statemenﬂending with an asterigk (*) denctes a deficiency which the institutien may be excused from correcting providing it is determined that
other sefeguards provide sufficient protéction to the patiants, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 deys
following the date of survey whether or not a plan of coreetion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. K deficiencias are cited, an approved plan of cortsction is raquisite to continued
program participation.
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' 1 :
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED:  Li/ie/aon0

CENTERS FOR MEDICARE & MEPRICAID SERVICES OMB NO. D938-0391
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER! - COMPLETED
- : A BUILDING
a77015 B. WING 11/03/2010
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE

54 FARR AVENUE
MORRISVILLE, VT 05661

LAMOILLE HOME HEALTH & HOSPICE

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION *®8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFEREI;gE'%I g)‘ ggs APPROPRIATE DATE
G121 Continved From page 1 G 121 , Wu s no va )
Lippincott Manual of Nursing Practice 8th : - Yy cC Lr
addition, page 10 and 724. " Stait feﬁ‘tq@fo‘jo .
2. Per observation on 11/01/10 at 10:00 AM and 2. (ost of vacene ondy ’
3:30 PM of a staff refrigerator in the kitchen-there : redngercchor bet ng &s sebsed
were 2 partial vials of the influenza vaccine stored . : .
on the middle sheff, which also contained food ot is fumne fof ;)urc.hczse :
and drinks. Per interview on 11/01/10 at 4.00 PM , . e
the Administrator stated that vaccines are not 3. t/accme ( Al ) bem7
stored in the staff refrigerator because this N ’ '
refrigerator did not have consistent temperatures. §7‘Df Qd at all '*‘ZNZZ'Z’(
Per interview on 11/02/10 at 8:30 AM the staff Ry
nurse stated that s/he ‘picks up the vaceings in . 00/0 / &/ -ﬁ?‘f‘f ’
the morning before fiu clinics and will bring extra
vials to the staff refrigerator in case these are 171 Exe C'.U:/TUC ) d/f' € C/Zh" ﬁ/u
needed during the day'. Sthe also confimmed that o va.cend
the vials observed the day before were left in the assure No Y '
staff refrigerator. be Stored n St
Per interview on 11/03/10 at 10:30 AM the : -
Clinical Director confirmed that the flu vaccines e efr lﬁﬂl’a..‘/'o/’,
are not to be stored in staff refrigerators. .
CDC Recommendations and Guidelines for Safe Gla) POL Atuxphed afio
Vaccine Handling and Storage, Item # P3035, D-CN\'WMEN\
July 2008,
G 230 | 484.35(d)(3) SUPERVISION G 230
If home health aide services are provided to a
patient who is not recetving skilled nursing care,
physical or occupational therapy or
speech-language pathoiogy services, the
registered nurse must make a supervisory visit to
the patient's home no less frequently than every
62 days. In these cases, to ensure that the aide
is properly caring for the patient, each supervisory
visit must oceur while the home health aide is
providing patient care.
FORM CMS-2567(02-89) Previous Versiona Obsolete Event ID; W4ATK11 Facity ID; VT477015 If continuation sheat Page 2 of 4
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Continued From page 2 G 230

G230

G 236

This STANDARD is not met as evidenced by
Based on staff interview and record review, the
agency failed to assure direct supervisory visits
were made for 1 applicable patient in the targefed
sample receiving unskilled personal care
services. (Patient# 3) Findings include:

1. Patient # 3 was recelving unskilled LNA andfor
Homemaker services weekly. Perrecord review,
batween 06/29/10 - 10/26/10, a 4 month period,
there was no 50 day direct supervision visits
documented. '

Per interview on 11/03/10 at 2:30 AM, the Lohg
Term Care Manager confirmed "there were no
direct supervisory visits made at that time.”
484.48 CLINICAL RECORDS

A clinical record containing pertinent past and
current findings in accordance with accepted
professional standards is maintained for every
patient receiving home health services. In
addition to the plan of care, the record contains
appropriate identifying information; name of
physician; drug, dietary, treatment, and activity
orders; signed and dated clinical and progress
notes; copies of summary reports sent fo the
sttending physician; and a discharge summary.

This STANDARD is not met as evidenced by:
Based on record review and staff interviews the
agency failed to have current and /or accurale
elinical records for 2 of 20 patients in the total
sample. (Patients # 1, 2) Findings include:

1. Per record review on 11/2/10 at 1 PM the
agency failed o have a copy of an Independent
Living Assessment (ILA) on file for Patient# 1, a

/, PcA has been and
was :5&70€fl./(3ed cvery
Lo days per CFC
regulatron- This was
a MG ‘pm’vem‘ not
, Kighest nraeds. |

). LAAs who ’,Droum(a .
'perSona,( cane 7o Pajmm's
oand o Yhe only
Oiscple homt oL
Su_pefumed evny 63
per r‘ejwlod'wn by kN
3. (FC requicction stle F |
no hoards on care oo - -
Pch | no durect SUpervisin
nepodad g(ao obys
“that homa.

4 LTC manoger ¥ ]
~Corknue 0 PR Superuision
S P conmtviue g4 62
do.L/ LANA S ULS 100
i LA only f medicaud
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G 236,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0838-0381
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUP| T
AND PLAN OF SD%RECTION o) maw%r—‘ucxmonpr'ﬁ%%éf :23::;}:?5 CONSTRUETION. rxa)ggfpfsﬁ?
B. WING
_ AT7015 - 11/03/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
54 FARR AVENUE
MOILLE HOME MEALTH & HOSPIC :
LA WE HEALTH & HOSPICE MORRISVILLE, VT 05661
Xd) I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caossasreasugsgéa cr\r:)s APPROPRIATE BATE
D
© G 236 | Continued From page 3 e, 236[
~ | selfdirected Ghoices for Care client . The skilled : - '
nursing plece of the assessment for the /. CO/O‘{ of ILA 76f }bo_:henf )
Home-Based Service Plan ( with & start date of , #| now wn chont
9/3/10 ) had been completed by the home heaith N le
agency for the Central Vermont Council for Aging A. Co,ptes of all porHens of reA
(CVCOA) who was the Case Manager fgr thls’ wil  be _p[ fed w Pcfhef’ﬁ‘ dhasrd )
patient, : B :
1 Offcs Manager oommed mir sy anager and Wurse completng SN portipn
anag e op
been on file at the office until the afternoon of ot ajsmu- Q}LU asSuye 1
11/2/10 when a copy was obtsined from the 00}9'-/ is made o ﬁ/u&n to
CVCOA. | 6l g d Lt _
2. Per record review Patient # 2 who was 3. WQ dﬂpa,m Yo laudt
admitied to the Visiting Nurses Association {VNA) g o el
on 07/22/10, had inaccurate pertinent past and £ chands eveny Six v
current medical information. The 485 plan of care Months a’sswre Complianc
dated 8/20/10 - 11/18/10, lists under Procedures ; 0 fo as ¢ C’
to "change lieostomy 1-2 week”, In addition, the 4. LTC manager +o Ver:ﬁ) OLiclids
Current Status section notes refers to . ,
‘management of urostomy”. The Physician's L_) E%)é\%% Acé%h’ld aﬁgoé_c&hi” a/\,. ?ﬁ l@k‘ ]fég! h
. | History and Physical as well as refarral notes 2 4 Bl + #5 5 be
states the patient has an ileoconduit. The initial |0~ 2D | /. Chant on pahent %2 Aals been
nursing note of 7/22/10 states patient has an alduted  corrected ancl ren (746
ileostomy while a subseguent nursing note of [ A
10/27/10 states 'changed ureterostomy', wih MD Correct d/cg Nneg:s
Per interview on 11/03/10 at 10;30 AM the Clinical . '
Director confirmed that the patient's record A R Fura GM RN 4t "'E:f( Au &T
contained inaceurate information. : AD10 R N Yo rev 1eu) re{efra,

Iformatun +o 485 and|utsit
notes . of errors furd regoried
Netiately 40 clinceal derector
S-Increased audids of chads

' OCCu.rwj weekly
4. Clinical Direckre + Lcn)[t/
Quclds _being olpng. Sdemales
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