"~ 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:/ivww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

March 5, 2015

Ms. Robin Frasier

VNA & Hospice Of SVHC
1128 Monument Avenue
Bennington, VT 05201

Dear Ms. Frasier:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 10, 2015. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Aoagonne £ Lot b

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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Voeational Rehabilitation
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G 144! Continued From page 1
i counselor had never replied fo a message left on
i the counseling service's phone line.
£ On 11/23/14 the patient was admitted to the

' present and upset. At this time the CM/SN was
rinformed of the first suicide attempt when the

; patient cut histher wrist with a razor. The patient
i was brpught to the ER and reieased the same

! evening. The next evening the patient needed to
; be moved after lying in the road in a suleide

| attempt. When the nurse arrived the patient

i admitted to feiling suicidal.

1 The patient was held in the ER for a period of

: time without being admitted to the hospital or

! evidence in the record of when the patient

i returned home or when the HH agency became
" aware of the return home. The first visit made

i was a Physical Therapy (PT) evaluation on
12/2114. A SN visit was made on 12/4/14. There
_is no information in the record describing the

. patient's course in the ER or any coordination

" between the ER, the attending physician, the

: counseling service and the HH agency. The

! Skilled Services Manager and the Case Manager
: confirmed in interviews on the afternoon of

i 2010115 that there was no information from the

 date of his/her return home was not available.

- Worker {MSW) on 2/12 15, No MSW visit was

: conducted and there is no evidence of follow-up
1 by the CM or the Manager of Skilled Services

: who also oversees the MSW's. Both managers
i confirmed In interviews on the afternoon of

© 2/10/15 that there had been no follow-up to

| assure that the visit was conducted.

i discharged from hpme care services. There is np |

' The patient also requested a visit from the Socia! !

- Southwest Vermont Medical Genter ER when the |
: SN arrived at the residence tp find the ex-spouse :

¥

t
t

¢ ER regarding {he patient's stay and that the exact

i
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G 164 | 484.18(b) PERIODIC REVIEW OF PLAN OF

| CARE

i Agency professional staff promptly alert the

! physician fo any changes that suggest a need to
i alter the plan of care. :

: This STANDARD is not met as evidenced by:
: Based on record review and Interviews the _
. agency failed to assure that professiona) staff ;
. promptly alerted the physician of any changes
that suggest a need to alter the plan of care for
Patient #3 (P#3) in a sample of 3 reviewed,
Findings include:

' Per record review Patient #3 (P#3) had an

- episode of self-harm on 11/21/14 when sthe
admitted to the nurse that s/he had cut his/her
» wrist with a neadle to help him/her focus and

f reduce anxiety. S/he denied any suicidal ideation |
. at that time but later that evening cut his/her wrist :
~with a razor In a suicide attempt. At the time of

- the first incident the patient did admit to being 3
.very depressed. There is np evidence in the :
- record that the patient's attending physician and

' counselor had been rotified of the incident of

. self-harm and an idenfified increase in the :
: patient's Depression. The Case Manager/ Skilled :
. Nurse (CM/SN) confirmed that the attending
physician had not been notified of the incident
and that the counselor had never replied to a E
: message left on the counseling service's phone
fine.

T
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Periodde Reoview of Plon I (are.

e e s

G 164
G164

Tl

es et S ﬂ(ﬁ' A neld
1 alier pPlan ? ane.
Plam 3 Correchan 1
1y Twa bivecte ¥ Hame st will
renew [revise rwaryg pri4
A5 hedt%s /’5 =7 2., 20157

PATIENT PLAN ¥ (ARE

MNMLASUreinlnsd i
Reviens] rev)sed Hate i piet
(2) PMijﬁﬁ it Mlaveh 15,
En WL Speli adasts Wil cprdanatt
linpa” 71 Elindeand Managen; fine v
AU gt (1n verb ol and vl s

fomar]

.

-

mca.;v
petpred

Edu e aBitn handnid

o oF 1K attendand will bt
L gven umfien madeinals ‘
Crmplehon A ate ﬂj"mw 20, 20151
) dhstirvation of complianct pit/
fh«! cmy‘lrrmd Iaf Fne Clonacrd
AN Ao Ay A nath
L fia ieeqis Nurse withg
f-cmnpw(m Anp S Aprl >, 2405
COrPLET TN DATE /7' Sl e 15

g

G 176/ Duties i fna Reqislered Nause

Fo Al Muasing 577 e
fwfdmczj ﬁw M";g : Pﬂ—wfzm M—o%ﬁ

- Mg hid ma'nufes and 5 - Sh4e)

L %, / \v’:ﬂ(0
T k&;ﬁ‘gw@%"m

e el Feved Nuse Prephies Elont
LA p V04vess notes, capw ajes
S.eavieesT | NTEvyns .
OPus pews ik Of chrdnges in

Fhephgsictan and

FORM CM5-2567 (02-99) Previous Versions Obsolste

Event iD; LYGSt1

Fachity 1D: VT477017

if continuation sheet Page 3 of &



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/12/2015
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT

AND PLAN OF CORRECTION

OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA

IBENTIFICATION NUMBER:

4777

(X2) MULTIPLE CONSTRUCTIDN {X3) DATE SURVEY

A BUILDING COMPLETED
C

B. WING 02/10/2015

NAME OF PROVIOER OR SUPPLIER

VNA & HOSPICE OF SVHC

STREETAQORESS, CITY, STATE, ZIP CODE
1128 MONUMENT AVENUE
BENNINGTON, VT 05201

. progress notes, coordinates senvices, informs the i
: physician and other personnel of changes in the
: patient's condition and needs.

: This STANDARD s not met as evidenced by: i

-and needs for Patient #3 (P#3) ina sample of 3 .
! reviewed. Findings include: :

: Per record review Patieni #3 (P#3) had an :
: episode of self-harm on 11/21/14 when s/he
“admitted o the nurse that sfhe had cut his/her

{ wrist with a needle to help him/her focus and

. reduce anxiety. S/he denied any suicidal ideafion
: at that time but fater that evening cut his/her wrist

! the first incident the patient did admit to being

- very depressed. There is no evidence in the

' record that the patient's attending physician and
i counselor had been netified of the incident of

: self-harm. The Case Manager/ Skilled Nurse i
i {CMISN) confirmed that the attending physician |

! be moved after lying in the road in a suicide

Based on record review and interviews the
agency failed to assure that the registerad nurse |
prepared clinical and progress notes, coordinated .
services, informed the physician and other
personne! of changes in the patient's condition

with a razor in a suicide attempt. Af the time of

had not been notified of the incident and that the |

! counselor had never replied lo 2 message lefi on [

the counseting service's phone line.
On 11/23/14 the patient was admitted to the

. Southwest Vermont Medical Center ER when the
{ 8N arrived at the residence to find the ex-spouse :
- present and upset. At this time the CM/SN was ¢
tinformed of the first suicide attempt when the
. patient cut his/her wrist with a razor. The patient |
- was brought fo the ER and released the same |
i evening. The next evening the patient needed to !
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G 176 | Continued From page 4
' attempt. When the nurse arrived the patient
i admitted to felling suicidal.
. The patient was held in the ER for a period of
* time without being admitted to the hospital of

. evidence in the record of when the patient

, returned home or when the HH agency became
. aware of the retum home. The first visit made

: was a Physical Therapy (PT) evaluation on

. 12/2/14. A SN visit was made on 12/4/14, There
i Is no information in the record describing the

| patient's course in the ER or any coordination

: between the ER, the attending physician, the

. counseiing service and the HH agency. The

sconfirmead in interviews on the afternoon of
. 2110/15 that there was no information from the

. date of his/her return home was not available.

: The patient also requested a visit from the Social
: Worker (MSW) on 2/12 15. No MSW visit was

. conducted and there is no evidence of follow-up
: by the TM or the Manager of Skilled Services

i who alsp oversees the MSW's. Both managers

: confirmed in interviews on the afternoon of

© 2110115 that there had been no follow-up to

- assure that the visit was conducted.

| I

 discharged from home care services. There is no ;

!
i
T
i
i
i
|
]
:

i Skilled Services Manager and the Case Manager g

' ER regarding the patient's stay and that the exact |

j

G176

i

i
i

FORM CMS-2567(02-99) Previous Versions Obsolete Event iD:LYGSt1

Facilily {D: VT477017 If continuation sheel Page Sof 5




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

