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2~ VERMONT
® AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http:/fwww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

May 15, 2015

Mr. Ronald Cioffi, Director
Rutland Area VNA

7 Albert Cree

Rutland, VT 05701-4648

Dear Mr. Cioffi:

Enclosed is a copy of your acceptable plans of correction for the federal recertification survey
conducted on April 9, 2015. Please post this document in a prominent place in your facility.

Sincerely,

v%“mxc(?é&%w,m

Suzanne Leavitt, RN, MS
Assistant Division Director
Director State Survey Agency

Developmental Disabilities Services Adult Services Blind and Visually Empaired
Licensing and Protection Vocationait Rehabilitation
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G 000 | INITIAL COMMENTS G000
G 121 Compliance with Accepted Profissional STT)
An unannguncaed recartification survey was .
conducted by the Divlsion of Licensing and The 1HA and iLs staft must comply with acceptable
| Protection from 4/6- 4/3/15. The following are
regulatory findings. . professional standards and - principles that apply to
G 121) 484.12(c) COMPLIANCE W/ ACCEPTED G121 . o
PROFESSIONAL STH professionals furnishing services in 2 HHA.
The HHA and its staff must comply with aceepted Flan of Correction:
professional standards and principles that apply ‘ o
to profeasionals furnishing services in an HHA. L. The Conununity Health Menager
] will review/develop the following
! policy as necessury by May 6, 20135
This STANDARD s nat met a8 evidenced by: *Vyccine Storage and Handiing/
Based on observation, record raview and Refriperator Maintemance
Interview the Agency faiied to follow accepted Measurement:
professional standards and principles that apply Review/Revised date on the
to conslstently monitor refrigerator temperatures policy
that contained vaccines In the branch office, and
failad to ensune that a vaccing was disposed of in .
' - Pt - L
a timely manner at the main office. Findings 2. In the month of Muy 2015, The Communily
inciude: Health Manager will provide the re-education
' - {in verbel and writicn format) Lo all of the
| 1. Per observation and record review of the HiHa braach office appropriate walf o the
| Refrigerator Lag In the Branch office, the policy of:
| temperatures were not monitared from *Vaceine Stocage and Handling/
! November 5, 2014 to present day. A total of four Refriperator Malatenance
packages of influenza vaceines, mutli-vial use Meusurement:
. and single dose packages, were in the Copies of Educational Handouts
- refrigerator in which the temperature gauge read Sign in sheet
29 F degrees. The packages' insert Information Staff nat in attendance will be givon written informatior
from Sanofi-Pasteur and Glaxe-Smith-Kline Complation dste: May 15, 2015
noted storage should be held at 35 -46 F P ' i
degress, Per interview and confirmed on
04/08/15 at10:15 AM the Travel Health Nurse
and the front office person, stated that the person | |
| who was assigned to monitor the refrigerator had | !
"left employment. The Nurse stated that the ‘ ; . )
, i IV AT As Z J e
LAB TITLE {

TORY DIREGTOR ’[) O PROVIDER/SUPPLIER REPRESENTATIVE'S SIBNATURE

X8 DATE
= 5’/9//5’

Any deficlency statement crding with an asted

sk (%) denates a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficiant protagtion tn the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

followlng the date of survey whether of not a plan of correction iz providad.
days following tha date lhese documents are made available

program pacticipation.
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G 121 | Continued From page 1 & 121 3. Randon monthly sudits of the branch office

retrigerators and contents will be completed
by the Community Health Monsger
Completlon date: July 31, 2015

expectation would be to monitor the temperature
every day. Sthe confirmed that monitoring the
temperatures were not done.

! Completion Date for G 121 July 31, 2015
2. Por ahservation on 04/08/15, the
medication/vaccine refrigerator at the parent
office contained a number of differant vaccines
and a PPD test sarum to test for exposure to
Tuberculasis. This is mostly used for staff testing.
The vial had no date of when it was opened. The
nurse in charge of the vaccinations stated that
they use the vial until it is gone, and that s/he did
not see the manutacturar's recommendation to

discard the multi<dose vial after 30 days. Per PLAN OF CORRECTION
interview on 04/08/15 at 11:45 AM, the nuree 63234 Assi and Duties of Home Health Alde

confirmed that the vial had besn opened
approximately 3 months, that it was not lzabaled
with the date it was opened, and was not
discarded after the recommended 30 days after
apening.

G 224 | 484.36(c)(1) ASSIGNMENT & DUTIES OF G224
HOME HEALTH AIDE

Wrinen patient care instructions for the home health
Aide musl be prepared by the registered purse or other
Appropriate professional who is responsible for the

) _ . Supervision of the home health aide
Written patient care insiructions for the home P calth

health aide must be prepared by the registered
: nurse or ather appropriate professional who is

responsible for the supervision of the homme {
health aide urder paragraph (d) of this section. . :

Plan of Correction:

The Director of Homs Care will review/
Revise the following policy #s necessary

. by May 6, 2015:
| This STANDARD s not met as evidenced by: . *HHA Care Plan
. Basaed on observation, record review and : Maasurement:
interview with agency staff, the RN failed to wrte ; Review/Revised date on the
andfar update the Home Care Assistant (HCA) | policy

| Care Plan for 2 of 6 applicable patients. #1&#3 : - .
i i 1£De (A’A/}A,JA e ad yL\/Q//(Iﬂmna

- Li
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| are no check marka or other indicators when or
i under what circumstances s/he ambulates, uses

Term Cara Manager stated “sometimes the case
manager [soclal worker], the RN or the Scheduler
la LNA] will creats the cara ptan. Sfhe confirmed
ihat the telephony system doss not show if the
RN Initiated the care plan,

2. Per observation of care for Patiert #2 during &
home visit on 4/8/18, in the morning the patient
reccives personal care to include shower or bed
bath, shampoo, shave, dressing, transfer assist,
ambuiation assist, grooming, and feeding, In the
evening s/he recelves ciothing change assist,
wash up, incontinence care if necassary, toileting,
trarisfer assist and assist In bed mobliity. There ls
a computer generated list fplan of care in the
horne. The only individualization on the plan is
that the patient is shampooed on Tues and Thurs
and that s/he has a bath Mon, Wed, & Fri. There

the wheel chair, and needs other aspects of care.
There is a hand written note explaining care

written and signed by the LNAwho generally '
works both mornings and evenings during the :

GYAYEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERACUIA {x2) MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN QOF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
arrooy B. WiNG 04/09/2015
NAME OF PROVIDER OR BUPPALIER STREET ADORESS, GITY, BTATE. ZIP CODE
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(¥49 1D BUMMARY STATEMENT OF DEFIGIENCIES [s PROVIDER'S PLAN OF CORRECTION (X5)
PREFX (EACH DEFICIENGY MUST 8E PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTION EHOULD BE COMBLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TU THE APPROPRIATE DaTE
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G 224 | Gontinued From page 2 G 224
) Findings include:
1. Per observation of care on 04/07H5 by the 2. [C’)“'he moth of May 2015, The Diréctor
HCA for Patient #1, there was no cara plan tHome Cace will pravide the re-cducation
avallable in the horme. The HCA and patient (in verbel and writien formar) to ell applicable
stated that service has heen provided for many Managers, Schedulers, Clinicians and HCA’s
years, by only two care givers and by using the On the policy of'
telephony system, that the [written] care plan is * HHA Care Plan
not needed. ) Measurement;
Per record review on 04/08/15, although there is Meeting Minules
a State of Vermont Service Plan that notes the Copies of Educational Handouts
patient réceives personal care, there 18 no Sign in sheet
E;IS:Q?NC“ a specific care plan that was writen . Staff nor in attendance will be given written information
) : Caompletion date: May 30, 2015
04 :34 PM the Lon, '
Per interview on 04/09/15 at 2.3 ong 3. Random monlhly audits of compliance with the HHA Care

Plan policy will bo completed by the Scheduling Manager
reporting findings to the Direetor of Home Care
Completion dare: July 31, 2015

Completion Date for G 224 July 31, 2015
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week. In an Interview on 4/8/15 during the home
vigit, the LNA confirmed that s/he had written the
more explicit plan because s/he's there all the
time and that the folder contains all the
informatlon available in the home.

There I no plan in the heme which has been
written, indlvidualized, or signed by an RN.

In an interview on 4/9/15 at 8:20 AM, the RN
case manager confirmed that the computer
generated telephony list serves as the care plan
for thls patient, S/he stated that e/he was ot
aware of the requlrement that an Individuallzed
plan written by the RN rmust be prescnt in the
racord and in the home. S/he stated that the plan
in the home was in existence when s/he took over

i
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the case.
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