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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) 241-2345

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

March 17, 2011

Barbara Keough, Administrator
Manchester Health Services
Po Box 1224
Manchester Center, VT 05255
Provider ID #:477009

Dear Ms. Keough:

Enclosed is a copy of your acceptable plans of correction for the Federal survey conducted on
February 2, 2011.

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

Sincerely,

SRR\

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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| INITIAL COMMENTS

An unannounced recertification survey was

| eonducted by the Division of Licensing and

- | Protection from 1/31/11 to 2/2/11. The following
regulatary violations were identified.
484,12(c) COMPLIANCE W/ ACCEPTED

.| PROFESSIONAL STD' -

The H_HA and its staff must comply with accepted

professional standards and principles that apply
to profeéssionals fyrhi‘shing‘ services inan HHA.
Fl H “J ' L . "' ot . \.\.“. . .

S . . -
1

| This STANDARD 'is not met as evidenced by:
Based on observation and confirmed through
" | staff interview and record review, the agency,
.| nurse failed to comply with acceptable '
| préfessional standards of practice during the
| provision of wound caré for 1 patient in the

| targeted sample. (Patient # 2) Findings include:

1. -Per observation of a dfessing change
procedure for Patient # 2 on 02/01/11 at 11:20
AM_the Registered Nursé (RN) failed 10 keep the
b | ivourld free from cross contamination while
. -| cleaning an open wound. The nurse, took a

- |isaling soaked gauze and stroked from the top of
1| the Jeg, over the ppen wound and then to-the

'|!bottom. of the:leg, thereby not cleaning from & .
Jeast contaminatéd area, . Per interview with the
1 | -clinical manager on 02/01/11-at:12:30 PM, she
© " I iconfirmed:that the dressing change was fot done.|
..+ |:pef professional standards. '

‘Ret: ,'Basic Nursing —Theory, and Practice ; Perry
. |land Potter, The C.V Masby Company 1957

484 | 484.18(b) PERIODIC REVIEW OF PLAN OF
'CARE : . |

G000

G 121

TR

G121

. The Agepcy take the followjing corrective
actions: , ;
The involved RN was instructed by the
: Clinical Supervisor on wound care standards i
of practice..

All registered nurses will attend an Agency :
In-service on principles of wound care. 3/1872011
Following the in-service, the Clinical Supervisor

| will make home visits to observe the

| performance of each nurse performing wound

care, 4/15/2011 ¢
At least annually, the Clinical Supervisor, ‘ !
to ensure compliance with wound care
standards of practice, will make home visits 5

to observe nurses performing wound care. 4/15/2011 {

| a13) 0L Atoeped 3 ss{,i” |
No.cx\mmm\ SVt |

2501 !
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G184
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ORY DIRECTOR'S DR
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ROVIDEF/SUPPLIER REPRESENTATIVE'S SIGNATUR L?LE

21770
o/

AN

1

é |, ather aa fic rotectigh ta e pa

Pt foliowing the date of Survey wiiether or not 8 plah of 6o e
i ' - days following thé ddle these déeuments' are made svalleble to the facility. |

‘41 Any deficiency staterrient ending an-astatekX") denotas 2 deficiency which the institution my be
rfequards provide sufficiant protection ta fhe patients. (See instructions.) Except for nursing hom:
' 8' ; fraction is provided. For nursing homes,'the absv
§ deficiencies are cited, an approved

may be excused from correcting providing it i/ detybmined that SR
“homes. the findings stated abave are disclogable 90 days 3
o findings and pians of correction are isclosable 14
plan of correction is requisite to continuad

IR 1 .
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- : 477009 8. WING 02/02/2011
.| NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE. ZIP CODE Lo
‘| MANCHESTER HEALTH SERVICES PO BOX 1224 -
1 i " MANCHESTER CENTER, VT 05255 |
i ey | . ¢ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION b o)
i1 | PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
{| L+ 7a6 |1 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSG.REFERENCED TO THE APPROPRATE | OAT
T ‘ DEFICIENCY) ";
Contiriued From page 1, G 164
Agency professional staff promptly alert the |
‘physician to any changes that suggest a need to
aiter the plan of care. -
e ) |
. . |
This STANDARD is not met as evidenced by:
‘| Based on record review and confirmed through .
interviews staff falled to conduct prompt physician ;
o | notification when care plan changes were made ] ;
i, ... |for2 applicable patient in the targeted sample. | ‘
S r(Patient #1, #3) findings inclide: ° ; |
771+ [1;Per record review on 01/31/11.a1 9:00 AM the G164
e v | Patient #1's plan of care (485) and physician's , , .
signed orders dated 8/30/10 - 11/28/10 directed ¢ Agency will take the following corrective
speach language therapy (SLP)for 1-2 visits per actions: . ) o
| month,- The Patient was visited by SPLon - . In-service to remgitruct ?mfesgxonal Flupcmns |
=" 1 10/08/10, however there were no further visits  on the Standard, including, but not limited to, o
‘.made by the SLP. A faxwas sent 7 weeks later ~* promptly notifying the physician of a delay in n
| om 11/23/10 to the physician, by the nurse, stating | |- starting care, when a patient refuses care, ‘
| the patient no iongef wanted SLP. services, ‘ + - and when a disciplin has completed the
however a sigried copy has nét been reteived as Planof Care. - o 3n8/11.
of the tecord review date. Per interview on Quarterly chait audit by QA coordinator to
14, » - 03/31/11 at 11:30 AM the Speech Language monitor compliance with Start of Care |
i 1 | Therapist cofifirmed that the physician was not requirements, discharge notification to 38
B hgtl%d‘insa-pr‘gr’npt manner.. .. physician, 4/15/2011 © 3
e S : 1 Gy (’Dc.)ru,q)kd alistn ‘ '
1|2, Per record réview on 01/31/2011 Patient #3 | D-Ciemdn ) Aot ;
 was referred to the Agency for Skilled Physical . :
| Therapy Services on.06/09/2010 the Initial visit |
. |-and assessment did not.occur.unti 06/24/2010,
4 "% "|.Thete is no evidence in the medical record that
(AR -i| thie physician was notified of the delay in starting
AR '| care,  This was. confirmed during an interview with e
g : .[the'p'r'.ysjcalktﬁer‘apy staff on 02/01/2011 at 1:45 |
Pl ot L pm. o | {
i1 6 166 484.18(c) CONFORMANCE WITH PHYSICIAN, G 166|
:’;‘; ;’;ll : I lth‘ERS L ;‘ , e ' ; \
5 RN B N : by ; ' i : . !
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| 477009 _pe ‘ 02/02/2011
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AP0 ey p! ] 11T SUMMARY STATEMENT OF DEFICIENCIES . o PROVIDER'S PLAN OF CORRECTION )
i PRBFNG | . (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
LUTAG . | -+ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE @ OATE
4 A - o . | DEFICIENCY)
T T - : T
Continued From page 2 -1 G166
Verbal orders are put in writing and signed and !
dated with the date of receipt by the registered : ;
. nurse or qualified therapist (as defined in section
484.4 of this chapter) responsible for furnishing or
supervising the ordered'services. -
- | This STANDARD is not met as evidenced by. L 6166 ;
' 'Basedon record réview and staff interviews, the . : | ' 1
.+, ageney failed to assurethat sighed Plans of Care ) e the following cortecti
el were recelved in a timely ‘man»ngr'for 2 patients. : e M@Mﬂmﬁﬂm
T | (#5, #6_).~Findings mcplude: ' A . Care: (Activities are now in effect.)
P o - L !, The Secretary/R tionist will log out the -
w11 Per rgcord re}view, Patient #5.had an original : Pl;s;fcm-p;::fo sending. 212272011
LA :(;prt:f;cgtnpnlStart of Care date o' 6/28/10 witha . When the signed Plan of Care is returned, 2/22/2011 |
. |r'ecert|fl‘?at|°n date of 7/26/10. The Plan of ’ | she will log it in. . !
b Care/Physician Orders for the recertification date . . The Secretary/Receptionist will check the :
. 't | & 7/26/1Q was signed By the physicianon - log weekly for POCs that have not been .

'the physiciain sighed ahd fetumed POC , : s :
gt A i ettt
ot ﬁ:‘tbegrl'»g:&%eftf}eogrtiﬁcahon period which began |- - n instead of weekly, if indicated. 2/22/201) ,
"', | Pér review of the recertification period starting B yi%?;‘:‘{f&‘;f‘t‘;';x&%x;? ',

11/24/10, the physiclan signed the Plan of Care - i sigﬁ ature. - 2/22/2011 a

0 stampel 5|

Sl Y| on 47414, and the HH Ageney office stamped the : e L.
-1 . . |POC ashaving bé,e}}ft' received on 1/18/11, only six : 1t-hh: gﬁﬁ%@gﬁ'&“ﬁ;pﬁ?gp&m 2/z22011 %
L | days before the new recertification period began. | " that have not been returned in a timely manrier. !
~ . [Petnterview on.2/2/11.at 8:10 AM, the Clinical " The Clinical Supervisor will then telepbone
. | Supervisor confirmed that the signed | the physician’s office to request return of B
Recertification/Plans of Care were not returned to T the g oyc, ol | B

' | the agency in a timely manner. - !

[T A TR ST B : . Y i
2.'Per record review, Ratiént #6 had an original Gl PoC Au,\‘ep\d 3 |
o |'Certification/ Start of Care date of 3/18/10. :The D.Cirndan e | Bishs eN -
S gh'ysiqian signed the POC orders on 5/18/10, and | DOk o
{1 | the'HH Agency office stamped the POC as . | v : |
N AR T ot ' ; n

¢ 'h_'ns’-fzse"f(o‘a-ne);grevious
b AN

Vgreions Opsolete . Event ID:NOZK11 Facllity 1D VT477000 If continuation sheet Page 3 of 6
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.| confirmed that the inifial visit was not made on
oLan 3/12110 (per physician's start of care) but was

: »conﬁnned that.the physiclan was not notified that
C the start of care Wwas not. ungil 3/23/10..

VQWas refet‘red

4l (;(4) D] ' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
" PREFIX | . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTION SHOULD BE COMPLETION
nl o TAG ! 'REGULATORY OR LSC IDENTIFYING !NFORMATION) TAG CROSS-REFERENCED TO THE APPRQPRIATE OATE
: A 4 DEFICIENCY)
RN G 166 Contmued From page 3 L G166
' ' received on 5/21/10, which was 7 days after the \
. next recertification period started on 5/14/10. Per | i :
interview on 2/2/11 at 9:10 AM, the Clinical i
. ' Supervisor confirmed that the SIQned Plan of
e Care for this patient was not returned to the
agency in a timely manner. : :
484 55(a)(1) !NITIAL ASSESSMENT VISIT G332
The mmal assessment vasnt must be held either
" thhm 48 hours of referral, or within 48 hours of
i the atlent's retum home oronthe’ |
physicnan—order‘ed start of care date
ARG | I A |
) Thtsl STANDARD |s not met as evldenced by
- || Based ‘on record review and staff interviews, the VS S
- Agency failed to make an Initial visit within 48 G332 )
- hours of the physictan ordered Start of Care date o i
.| for two patients, (#3 #4). - The Azency wil the followj ]
“1:{ Findings include: i i sorrective actions:
u ! In-service for all professional ,
R ‘Per record review, Patient #4 was referred to | I clinical staff on the timeframe . !
}‘ "'| the Agency far Skiiled Physlcal Therapy services ' for the initial assessment visit. 3/18/2011 |
: on 3/12/10, with & verbal Start of Care date the : Notification of the physician if f
Lo ool same day: The Plan of Care developed by the + the visit is delayed or the paticnt/ ‘
LTI Physical Therapist had the Start of Care date as + i family request a different start i
; ot 3/28(10, which-was: the date the iniial therapy visit : date. 3/18/2011 |
! ['was made Per.interview on 2/1/11 at 1:45 PM, . | Quarterly Chart audit by the QA i
the Physical Theraplst stated-sthe . works part tlme ' Coordmator to assoss comphance 4/15/2011 |

‘with the agency;.and is.not: always available
tlmmed:ately when a referral is made. She .

fmade oh 3/23/10, 11 days later. In addition, s/he

M.

rd gewew on 01/31/2011 Patient # 3
the Agency on 06/09/201 0 for

2|4 e\

| f : ‘SKllled (?hysu:al Therapy The start of care is

¥ Q332 Pl Acu.p\u\ 3\\51\\
| D.Chiendon N GrnistueN

;

" Event 1D NOZK11

‘I ,41",';;' oy :3. :u ! ,-‘f'_' C . '

1
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;-C TE OR MEDICARE & MEDICAID SERVICES , OMB NO. 0938-0391
_ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA 10(2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
: AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: ' , COMPLETED
- ‘ s ‘ : A, BUILDING
T 477008 8. WING : 0210212011
. INAME OF PROVIDER OR SUPPLIER : STREET ADORESS, CITY, STATE, ZIP CODE '
e i At 3 : PO BOX 1224
(i -, MANCHESTER HEALTH SERVICES ' MANCHESTER CENTER, VT 05255
G4 Ty [ i SUMMARY STATEMENT OF DEFICIENCIES ' ‘ 1o PROVIDER'S PLAN OF CORRECTION )
i PREFIX (EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
"TAG . | +REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE | OATE
AN | ‘ | DEFICIENCY) |
2 | Continued From page 4 1 gan |
| dated 06/24/2010 when the first Physical Therapy L 1
. |Visit and assessment were made. The lapse of | . i
‘| tiné between the referral date and the initial visit ; ‘;
.| was confirmed by the Physical Therapy staff i :
‘ls | dlring jnterview on 02/01/2011 &t 1:45 pm. The - | i ;
| documentation does not indicate that the ! :
i 1L | physician was notified of the 15 day delay in | ?
+. "1 starting care. This is also confirmed during l '
interview with the Physical therapy staff on | i
o |02/01/2011 at 1145 pm. ' " b ;o
Aih ) 6399 | 484 55(d)(1) UPDATEOF THE G30| e e e
apeigfits L T COMPREHENSIVE ASSESSMENT i , G.339 :
i | ha ‘comprehensive assessment miust be ‘ o ,
Se R updated and revised (including the administration. : The Agency will take the foliawing
R | of the OASIS) the last 5 days of every 60 days  |= goprective actions: .
cad | beginning with the start of care date, unless there | The registered murse involved in filing
i 0 |is'a beneficiary elected transfer; or significant | | the late Follow-up assessment was |
1 LG ge | changein congition:resulting in @ new case mix. N re-fiistructed by the Clinical Supervisor
Healn) | assessment; or discharge and return to the same + i | -on the timeframes for completing ,
. ]iva . HHA during the 60 day episade. - ' all OASIS assessments. S 2kpon :
SS T R Y T ~ An in-service will be held to re-instruct i
Tl i <1 R Sl | ali professional clinicians about the time-
4 : .\ frames for completing OASIS :
A ST PR : ; | assessments. 3/18/2011.
|| This STANDARD.is not met @s evidenced by . ; The QA coordinator
N Based on.record review an d confirmed through 1 will monitor the timelitess of
| interview the agency failed to update the follow-up | OASIS follow-ups when checking
- |'éomprehensive pssessment every 60.days for 1 } -the OASIS prior to submission to
117 |15F 16 patientsiin the targeted sample, (Patient #2 | data processing. ] 3/18/2011
Dl Eihdingsair{éluqe:_ e et 1 Data Processing will monitor the
b e i CMS error summary report at
i 1per.récord review copducted on 02/01/11.a9:30 least quarterly and report to _
* |'AM Patient # 2 had a follow up @ssessment the Clinical Supervisor. 4/15/2011
N ;g&mpjkerthed géutfslde‘pf,the 55 - 60'day winoq‘olgaof . -
4 \ime. (The céitification period ended on 1, (
o ‘-‘ﬁmﬁéej?v’er. fhé assessiment was not completed until Q234 foe ’\u‘?u slist
" -lowioM1. Per interview during the afternoon on D Cakendan RN [ HSipta N !
1,02/01/11, the Performance Improvement | | é
| FORM gmszs:a?kdé;dé) i,;eviw,qg,,‘im Oesolsfe . ' . ., EventID:NOZK11 Facility 1D; VT477009 #f continuation sheet Page 5 of 8
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COQrd:qator conﬁrmed that the assessment was
Aot completad ‘within the last 5 days of the current
60-day certlﬂcatlon perlod
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