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 State survey conducted on
February 2, 2011.

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

NUNRI Y-\

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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1 An uhatnnOunced State Designation survey was
| conducted.by the Division of Licensing and

| Protection from 1/3111 o 2/2/11. The following
- | regulatory violation was identified. :

7.3 (b) DISCONTINUATION OF SERVIGES H 735

Vl_l.~ Discontinuation of Services

| 7.3 When a home health agency identifiss a
need 1o discontinue of reduce services to a
patient, the home heaith agency ghall provide a
1 verbal notice, followed by a writien notice,

‘ accessible to the patient.

(b) All-notices shall include the reason for-the
discontinuation of services, the date services will
+'| be discontinued and information regarding the "¢
.| patient ' s right to appesl, if appiicable, and where | - -
| | to filé an appeal, the name and address of the
o Health Care Ombudsman or, if applicable, the
;i | State Long-Term Care Ombudsman and a
'{v'} statement that the patient may request that

; "'s'éWicéE contihue while the appeal is pending, If
. | applicable. ‘ ~
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This REQUIREMENT is not metas evidenced ' ‘
by _ . |

- | Based on record review and interview'the Agency
. | failed to provide information for 1 applicable .
client of their ight to appeal discontintied speech
langusge therapy (SLP) services. (Client #1)
Fin’dlpgs include:: - - - R

|
TR AL P S b . !
1. -Per record l‘eview;‘P'atient,# 1 was last visited I
by SLP on Oct 8, 2010, however, was discharged 1
from the (SPL)%servioe on 01/27/11, The agency i
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. Hi735! Continued From page 1 H 735 '
Yol dd not provide written information regarding the '
b patient's appeal rights, where to file the appeal
' 1 | and the name and the address of the Health Care
Ombudsman and/or State Long Term Care .
Ombudsman. Per interview.on 01/31/11at. \
| 11:30 AM the Speech Language Therapist i
| confirmed that a discharge notification letier had !
" | not been farmulated priof to discharge and that i
 the above information had not been pravided to |
| the client. |
' . e
1; H 735
g g e will take the foll ctive,
: actions: o
’ In-service for professional clinicians, including
i contracted, on State reduction/discharge
: " notification requirements, both verbal :
' and written. - s 3/18/2011 |
“ ' " The contracted therapists.will consult with '
" the primary clinician prior to reduction/

discharge to ensure that verbal and
1+ State written notice of reduction/

The primary clinician will maonitor the
provision of appropriate State
notices for reduction/discharge
by contracted therapists.
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