~VERMONT AGENEY-OFHIMAN-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 on
November 1, 2010 through November 3, 2010.

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

Sincerely,

SNONWI WA

Pamela M. Cota, RN
Licensing Chief
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Disability and Aging Services ' Blind and Visually Impaired
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H 001| Initial Comments H 001
An unannounced on-site survey for the
Designation and Operation of Home Health
Agencies was conducted by the Division of
Licensing and Protection between 11/01/10 |
through 11/03/10. The following regulatory
violations are related to this survey.,
H1410| 1.1 Clincal Records L ato | . Qopy of A for padient
$3=D y i #] 1s now wn chat
XIV. Clinical Records o
14.1 A home heaith hall maintai 2. Copies of o Forior et
' 14, ome health agency shall maintain a . - ) e
| clinical record containing pertinent past and TLA wll be filed W ?o:h
current findings in accordance with accepted Charts. Nurse comp‘ﬁ.‘h.ﬂq

professional standards for every patient receiving
home health services.

This REQUIREMENT s not met as evidenced
by:

The home heaith agency failed to maintain a
current andfor accurate clinical recard 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 to have a copy of an Independent
Living Assessment (ILA) on file for Patient#1, a

self-directed Choices for Care client. The skilled |

nursing piece of the assessment for the
Home-Based Service Plan ( with a start date of

|
|
|

8/3/10 ) had been completed by the home heaith ;

agency for the Central Vermont Council for Aging

! (CVCOA) who was the Case Manager for this

patient.
On 11/3/10 at 10:45 AM the Clinical Manager and

i
§

! the Office Manager confirmed that & copy had not

3. Audding department wit
audset  CTC charts erery
Six F0 “weloe Monrhs Ho
Qssufe compheance.
4. LTC monager o verify
oudds are “being done
tmely and cho
as naaded.
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H1410| Continued From page 1 H1410 i *0»_2
been on file at the office until the afternoon of l. Chont on Teart '
11/2/10 when a copy was obtained from the }')CLS been au oLded, oNd-
CVCOA. , : J
vearped with MD 0
2. Per record review for Patient # 2 who was )
admitted fo the Visiting Nurses Association (VNA) Correct d 1%9005 IS .
service on 07/22/10, the record contained 2 ',’uﬂ Jume QA RN hird d
inaccurate pettinent past and current medical ’ 3V o revilew
information. The 485 plan of care dated 9/20/10 - August 20! 0. +o H
11/48/10, lists under Procedures to "change : * Lo crriachio”
ileostomy 1-2 week”. In addition, the Current | f ererc al m'fi 5 If
Status section notes "management of urostomy”. 485 —o VIS! notes . o
The Physician's History and Physica} and refe_rral s ‘F’ wnd Fepor‘*e
notes states that the patient has an ilecconduit. Exrvo o ¢ .o
The initial nursing note of 7/22/10 states the uywmadlaielq lneead
patient has an lleostomy while a subseqsent dire chor. ,
nursing note of 10/27/10 states ‘change ‘
ureterostomy'. 1030 AM th 3 Inc rfa?lﬂd}wg 0 Lmjccit U ~H
Per interview on 11/03/10 at 10 e ants Occ ﬁg
Clinical Director confirmed that the patient's O.ud-lj[s 8]
record contained inaccurate information. week \‘:j . o
st Record e 4. Clinical Direcor J
2151304 14.4(i) Clinical Records Veri FL} L s bé,LDC[
\V, Clinical Records ~
X1 inical Reco dOﬂL [ vZ,LL/ an 4 O.Qwa,uy )
144 A home health agency ' s patient clinical - 4o foc M\Q @alo O O (cﬁw. Q[\]
records, whether written or electronic, shall C{
contzin at a minimum: L. Copq O{‘ Aduvarnce 4
() A copy of any advanced directive, Do Not dwechve O ?o;hem 3
Resuscitate Order (DNR) or Clinician ' s Or'der for (.‘J‘\Of'k .
Lfe Sustaining Treatment (COLST), if applicable. 3 ant . v el
This REQUIREMENT is not met as evidenced .LL'.i‘\' revised +o do ujole,nJ
by _ N .
Based on record review and staff interview the Check electronic Lﬂ‘fbf ahon
agency falled to have a copy of the Advanced versus hard eopy
Directive in the the clinical chart for 1 pf 20 ) ‘
patients reviewed, ( Patient# 3.) Findings
Division of Licensing and Protaction .
STATE FORM L. WATK1 If continuation shest 2 of 4
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inc|ude: 3 ) A’Ud.)_*mq dCPWLmV\* ‘FO
. Joud LTC charts euvtny
Per record review ,the admission forms dated
10/02/09 in Patient # 3 ‘s record, were signed as gsix Yo —hwelve Mot rths
having an Advanced Directive, however there —
was no copy of the Advanced Directive in the $o asswe CON‘P“ ance
patients's chart ' — i
This was canfirmed by the agency's Long Term 4. LUC Hm er 1o Ve lﬁ{
Care Coordinator on the afternoon of 11/03/10. auudds b done QM
g S
11603 16.3 Plan of Care wsos. | Chants  coreécied G
XVl Plan of Care HN?\‘\ 9()(, ‘ \9-\4“0
16.3  Anpatient’s plan of care shalibe ina DWWK' ‘ﬂ'wﬂ We‘l
format accessible to the patient. | Plan ot Core wn home
of Po:h enty ¥ 3.
This REQUIREMENT s not met as evidenced .
by: A. Staff 3Nen wyitken and
Based on record review, abservation and staff n 4o ’
intefviews, the agency failed to have a plan of veroal” tnstrucho ‘ ent
care for 1 of 20 patients in the total sample. Notfy offiee from ‘P-[S_h
Findings include: }'\DN ‘& \ocaved
Conr ‘5 -
1. Per observation on 11/01/10 at 10:00 AM, o ﬁéL
Patient # 3 did not have a plan of care in the 3. LTC managver o5y
home chart directing the staff on patient care or Cose vno_nas <0 C};\a,d&
services, Per interview at that same time, the et
spouse stated that 'some of the staff just sit and .-eacth home Ubﬁfd +o
dont know what to do', Qassue p\em O‘f‘ care
Per record review on 11/02/10 of the clinical s w home if not
record, the notes on 04/13/10, 06/28/10 and
10/26/10 did not have a copy of or the Fhey also wul nohky
documentation regarding the patient's plan of D{{—xce/ LTC ma.no,gf-vf
care. In addition, the 10/26/10 visit note states ‘i“D. 'ﬁe,po r+t . .
"slient needs a plan of care, will bring on next visit
~ struggles with teliing personal care attendant
(PCA) what to do".
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H1603 | Continued From page 3 H1603 .
Per interview on 11/ 03/10 at 11:00 AM the Long
Term Coordinator confirmed there was no plan of ., LTC MGoNG. +o call
care . : ake NG
pahend hotes, T eased

home Otsrts, Chatic conpidan
rac_o{d 40 os3USe roC
accuraty, up To dak
and n p@em\s home.

K03 poc mo
O-Oiendon st |
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