
~YERMONT
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,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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• The AgWjy wi1!take the followipg cOlTcctivtI actions: , . ,
i the, involved RNwas iltsn'ueted by the
; Clinical Supervisor on WOund carc standards

< I' of .praetic:e: .2131201 ]
All registered nurses will attend an Agency , Ii
In-service on princ:iples of wound care. 3/1812011
Followmg the In-service, the Clinical Supervisor
wlll make home visits to obserVe the I
perfonnance of each nurse performing wound I
care. 4/1512011
At least annually, the Clinical Supervisor, .
to ensure compliance with wound care
standards of practice, will make home vj,sl.ts
to observe nurses performing wound care. 4/15120J 1 I
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(EACH CORRECTIVE ACTION SHOULD ~E
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SUMMAR'\' STATEMENT OF DEFICIENCIES
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An unannounced recertification survey was
conducted by the Division of LicenSIng and
Protection from 1/31/11 to 2/2/11. The following
l1l.glJla~ryviolations were identified.
484,12(0) COMPLIANCE WI ACCEPTED
~RbFESSIONAL STD' .,

(X4) 10
.PRE"'P<TAG
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The Agency will take the following corrective
~:
In-service to reinstruet professional clinicians
on t'he,Standard, including, bUt not limited to,
promptly notifYing the physician of a delay m
starting care, when a patient refuses care,
and when a di~ciplin&; has. completed the
Plan ofCare.
,Quirterly chatt audit by QA coordinator to
monitor c;o!I'lPUanccwith Start ofeare
requirements, discharge notification to
physiciatl.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CE ,ERS R ME & MEDICAID SER CES

I STATEMENTOF DEFICIENCIES (X1) PROVlDERlSUPPI.U;;RlCLIA
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER:
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STREET ADDRESS, CITY, STATe, ZIP CODe
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F'ROVIDi:R'S PlAN OF CORREcrlON
lEACH CORR!!c1rJe: ACTION SHOULD BE

CROSS.RtFERENceo "0 THE APPROPRIATE
DEFICIENCY)

:r!.a AgenCY will take the following cmTectjve
actionS to ensure timely re.tYm oBba Plans of

.' ~: (Activities are now in effect.)
The SeCfCtarylReceptionist will log out the
Plans of Care prior to sendil:lg. .' 2122/2011:
When the signed Plan of Care is returned, 2122/201\;

! she will log jtin.
".' The~lReecptionist willcheckfbe
I. logweekly for poes that have not ~

returned in a week and call the provider, 2/2212011
Folders with poes wlJl be delivered to, ,
local physieians for sIgnature twiee a week, \

. ,.' instead of weekly, if indicated. 2/221201 J !
.,/. Whenever pos&ib1c~ the Plall, Qr Care

, will'be FAXed to the physician for :
signature. 212212011 \
The SecrewylReceptionist will notify 2122/2011
the Clinical supervisor of plans of Care
that have not been returned in a timely ManTlet'.
The Clinical Supervisor will tben telephone
tbe physician's office to request return of

2122/2011 'the poe.
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I~.' ", , AND P~N OFCORRECTION IDENTIFICATIONNUMElEFt:i ,.. , ,. .
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F:i'\; h;~INAME'QFiP~OVlDER OA SUPPLIER

;~I : 1111\11 !i~'~~~~~siE~~~L THSERVICES .

" l~tll".;.; (~) 16: 'I II :.1' ....'~UMMAR.~ STATEMENT OF DEFICIENCIES
,'ii' .'PRElFIXi ' . lEACH DEFICIENCY MUSt Be PRECEOI;O BY FULL
'~' ::iAG Ii .:, REGULATORY OR Lse IDENTIFYING INFORMATION)
'I 'I" , ';1' 'l,i. 1,1' "~I . '

H~'!i::,~ ' I' I ,:,1~~r'I'~U:\;", ~ 1~ Continued From page 2

IV:, !'I'I ii, . '
~',t, 111; '~.' I' Verbal orders are put in writing and signed and
~i'il11r ,~: 11 , dated WIthth~ date of ~iPt by the re~istere~
J~"l ; . ): ; nurse or qualified therapist (as defined In section',J I:'" : 484.4 of this chapter) ~spOoslble for furnishing or
••I" jf;1 I ) supervising the ordered seNices.
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" I ': This STANDARD is not met as evidenced by:
'j ,'\ , '1'Based on reoord.'revleW and staff interviews, .the
'r,I'; ;L'i, :i' '. ,:;" • age'l'IcYfailed toassure':th$tsigned F'lans.~f Care
'1.' '....:.•.•,Ii:.,r. ;: .. '. '", '1: ; ,'were, received in a timely manner,for 2 patl~nts. I;i,': ,':,1 ,: ;' , :: :,: .(#5, '#Ei). Findings include: ' , ., I :
!~hIi11:111!' :", 0', , ' ,"':"l'~Il'il

'
j: . 'II ,1.: PElr record raview, Patient #5~,~ad an original ;,t~~i,", i," ;., I ;Certific;ation/Start; of Care date of'5/26/10 with's I'\~~I]~II~I:!: t' ~ !.',:rec~rtifl~tion ~ate 017/26/10, The P,lan ~f

>1 i. 'lil '(/ " ' I.~Q:lr'e,JFlhysicia~Orders tor the recertification date I(' 'II!!' I II of 7126/~Owas-signed by'the physician on I:- l !ljI',lILjl,:.::I1 'SJ3111oj ,and the Home:Health (HH} Agency offICe I
I q ~I \' ,I'd;' , " starppeCl ttl'lit physi6ian\~la~ed,~na re~med poe
I.',Ahfl :"~}V'('::: as received on' 9/26/10.' This date"was two days ,
, jl'."'f'I'll: I • : ,:, . .' ~fter.tIienext tecertlfieation period which began
i., 'I.I, I' 'I!, ,.i,II'lli ; I, Ir,!." oh' 9/24/10." ,.
,1{ ~'~I',!'" ,. Per review of the recertification period startingt~;!~!~j~: I. " 11,,4/10, the phYSiciansignEld ~heP!E!"of C'il~e
':11, .~'';';; j on 1t4~H,a~d,~ tjH ~~rycy office stemped th~
".t.,....I::','.:.i ,PC9 ~shavlM9 bee.,n r~ ..\~ed.0.n.,.1/1S~11,only SIX,
.' i~i',. :idayS! before the new recertification penod began., .;
I~i.,: ii ';,' 'P'e~!in~N.iey.ron,2?2(1Jat 9:10 ~M. the Clinical

", i( ; ,! " Supervisor confirmed .thatthe Signed
,,./:I~:.. Recertification/Plans of Care were not retumed to
. \. ! ,I ' ' I the ag.ency in a timely manner.
,. , I .

!' I . I I ~ I ' " I" t, I' ," "I," r \ 1\ I ~~

1 \: ,. 2. P.~rrecord r~vlew, P.~~,ent#f? ,h~dan,origiI:'l8,1
~\.\I:" . ;" 9f;lrtjfiQatloniStart of ea~ da<~ of,3/18/1,O,:TM ,1: ! 'I;" " ~hyslcian signed the ~OC orde,rs o~ 5/18/10, and
1J 1

1
;~": ,', ' :. ' " lhe' ~HI Age'ney ~ffice$~mped the POC as
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'! the Agency wiU take the followmg
1 c:orteetim actions:
'i In-stlMCe for all professional
. i! Clinics.!' s1afr on the timeftame '
I' for ~~,in,ffil1asseSsment visit.
Notification of the physician jf

i, the vl$it is deJayed or the patient!
'i family request a different start
i date ..
: Quarterly Chart audit by the QA
I Coordinator to assess compliance.
'1"""""'---"--'-"'" ".. '
: <q33~ ~\)L .Aa.~\tA 3\\s1\\
, ' {).Ckt-\\bt~(Ul\ ~

Facility 10: VT477009

G332

ST,REET ADDRESS, CITY. STATE. ZIP CODE
POBO;l( 1224

MANCHESTER CENTER. VT 05255
10 PROVIDER'SPLANOft CORRECTION

PREFIX (EACH C:ORREC'f1VE ACTION SHOULO ae
TAG CROSS-REFeRENCEDTOTHE APPROPRIATE

DEFICIENCY)

MHS

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

S, WlNG _



I ~ '

, .
;.
,,

I,

(lIS)
cOMPLETION

OATE

... ~._.._._~--;":.-:,.'

PAGE 06

0210212011

PRINTED: 0211512011
FORM APPROVED

OMS NO. 093S-0a 1
(X3) DATE SURVtY

COMPI.ETED

If continuation sheet Pag!l 5 of

.'
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, The Agency wilt taIce the following

I
, oorrpetive ~ons:
The registered nurse involved in filing'I' the late Pollow.up assessment was

" re-irtstrueted by the Clinical Supervisor
'. -on the timehmes for completing
i all OASIS u$e$$ttlel1t$.' 21412011
An in.-serviee will be held to re-instl'Uct

! a1f~ional cliniciansaboutthe time-
. ~ frames for completing OASIS
': assessments. "'/1812011
, The QA coordinator ~.
! will monitor the timeliness of
I OASIS fol1ow-ups when checking
: 'the OASIS prior to submission to
t dataprocessing. 3/1812011
I Data Processing win monitor theI eMS error summary report at
; least quarterly and report to
i the Clinical Supervisor. 4/1512011
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