2. VERMONT
& o 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://iwww.dail.vermont.gov

Voice/TTY (802) 871-3317

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

November 10, 2014

Ms. Robin Frasier,

Vna & Hospice Of Svhe
1128 Monument Avenue
Bennington, VT 05201

Dear Ms. Frastier:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 8, 2014. 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,

SN\

Pamela M. Cota, RN
Licensing Chief

PC:kc

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensine and Protection Vocationzal Rehabilitation
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G 000 ; INITIAL COMMENTS . G000|

An unannounced on site self report investigation
- was conducted cn 10/08/14 by the Division of : ;
- Licensing and Protection. The foillowing are ) }
Federai regutatory findings. ' |
G 105 484.10(b)(3) EXERCISE OF RIGHTS AND G105 Exevdd o J
RESPECT FOR PROP : /2256;72&7‘ e P

¥ M/fjb
The patient has the right to have his or her The panent M 5 v :

property treated with respect. [—;—L&ﬁc{z SM///SX 5P fcj‘k@

Plan &f (orrection |

This STANDARD is not met as evidenced by:

Based on on interviews and record review 1 staff (/) T b/f’t’-CfM Hrmelare |
person failed to respect the personal property of 1 m/rj} rem@w d,evd ot |
ﬁ;;g:;i?:élsu?et.he targeted sample. (Patient #1) flﬂ/ﬂ W? ng ;/[ Vgt/ra/(//
. ' : Vevise as ne 55
|
: 1. The PCA [personal care attendant] failed to  Vovem hev )0, 2—0/4' | L el
" comply with patient's rights by taking Patient #1's Patrents Ba nf's WZQSJWY‘? ’ﬂ,’
medicaticns. Perla comlplaint to the Agency on Moeasuy ement
07/27/14 , the patient voiced concern over ; A 4//“"
missing narcotic medications. The Choices for | L Review //WSCA o f’{’fﬂ
Care [CFC] Manager stated that Patient #1 was (2_) Bodqn . Nogven bee
called on the morning on 07/28/14 around 10:15 ﬂ GT s 2k AUSF
AM. and told the caller that one particular PCA L2014 e P
"was messing with my medications”. The patient CCoovdas Ade i T P ﬂﬂ ri f‘””’
further stated that the pills are placed ina cup by | and C U al ama
b pate, bt when e PCMemvesve 5t (in v
o issing and replaced wi .
another pill. Additionally.the PCA continued to MA M”Wﬁm’”mﬁ@ 4//{ |
: worked in Patient #1's home on 07/28/14, the day ﬁ 5f7L | o B l/\-/’S
i after the allegation and telephone call to the nts B// J/
Patient. PCA#1 was called into the office on Thi Pov Vi
07/29/14 and admitted to taking the narcotics and measuvrement:
g
was terminated. " Copres oF Education /\NAAMJIT

Per Interview on 10/08/14 at 10:01 AM PM the

CFC Manager confirmed that the PCA failed to L Mering mimyks

' 5141 (R Sh ‘
LABORATORY DIRECTOR PROVIDER/SUPFLIER REPRESENTATIVE S SIGNATURE TITLE (X6) DATE
Rovosed b Caor /o Bl Frear, ¢ Eo rofi] 14

Any deflmency statem nt ending Yith an aHensk {") denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nat a plan of correction is provided. For nursmg homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficienci [j are ciled, an approved plan of correction is requisite to contlnued

program participation. ac awf% AW ///Cﬂ/’q
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approved by the licensing authority as meeting
the standards established for licensure.

This STANDARD is nct met as evidenced by:

As is required in the Vermont State Statute Titie
33, Chapter 69 section 6903 , the HHA failed to
report to Adult Protective Services(APS) under

the Division of Licensing and Protection, i
allegations of exploitation, within 48 hours for 1 |
applicable patient and protect the valunable adult ;
during the investigation. In addition, failed to
perform the required background checks for one
applicable staff. {Patient #1) Findings include:

1. Per record review on 10/08/14 , the Home
Health Agency (HHA) failed to report an allegation
of exploitation to APS within 48 hours after
becoming aware of the allegations and protect
the alleged victim. Per review of the Agency's
investigation paperwork notes thata PCA
[personal care attendant] was made aware of the
patient's concern of missing narcotics on
07/27/14 while in the patient's home mid- day .
Additinnally, per review of the PCA schedule, the
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G 118 Continued From page 2 G118 ﬁ n jh%ﬁwd ‘

alleged perpetrator, PCA#1, continued to | rwf m A m‘ﬂm .

worked in Patient #1's home on 07/28/14, the day ;mn W rfv

after the allegation and a telephone call to the ‘ (‘5) A/M&(A 1 VWMS adt fa

Patient to confirm the facts. ‘ M5 Cpmp{,t ance yill j

Per interview at 10:01 AM the Choices for Care plrjed Ne copvber

[CFC] Manager stated that s/he received a Lgﬁ

texted from the PCA on the evening of 07/27/14 | /2"""’ 2014, Wi A %9/4

noting [s/he] 'was worried about what the client dak ¢ /’ bféémb{’/‘/ /2~

said about staff taking pills". The CFC Manager imed SUN)}”}"@!’Lt

stated that Patient #1 was called the next ‘

morning on 07/28/14 around 10:15 AM. and was /*MM 7‘W{ }-&6

told that one particular PCA [ PCA#1] "was f C#mpbtm_be P ﬂ

messing with my medications". The patient Cmp Lot o olafe &G 11g

further stated that the pills are placed in a cup by

the patient, but when PCA#1 leaves, the narcotic 18 Pecember 1270, 2014

pills are missing and replaced with ancther pill. i
PCA#1 was called into the office on 07/29/14 and ' |
admitted to taking the narcotics. APS was ;
contacted later that afternoon.

The CFC Manager confirmed that a report had
not been made to the APS hotline within 48 hours
of the suspicion of the allegations of exploitation :
and that the alleged perpetrator continued to work -
in the the patient's home after the allegation.

- 2. Per the Regulations for the Designation and : é:#z | 5 /| A Hime He atfn ﬂ }
, Operation of Home Health Agencies effective ; / v 4
July 1,2007. 5.1 A home health agency shall not | ghall nof W J:,jo//w f CANVC
: ; | Covhact M/f/'h/‘ é
employ or have a contract with any direct-care ' a ‘A/ s m
personnel without satisfactory results from the ; pé’/f/jm ned wifriuf 372
Adult Abuse Registry and the Child Abuse : i V@j aj, m fur AAuet and 1
Registry and without having conducted a Vermont V5t re fjﬁ/ GZ;:% i
criminal record check in compliance with the ; VI Conditer e d A
. Department ' s background check policy. Per : ?A’mmj_!}éw.”lu M,Q Vecmi&hAJp
. review of 5 PCA's personnel files, one PCA _ LAY
[PCA#1] did not have a background check upon Plan g} Qorvectiors
hire. The PCAwas hired on 05/05/14 for the (,) g HR M wtrvent will cmdaof
Home Health Agency but the background checks J /s
were noted from the previous employer. Per \"MW’/ Y de A st [?,eg W
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G 118 Continued From page 3 G 118 Vevment Cv T ad Recnd
interview on 10/08/14 at 11:36 AM the Human Chachts on all et care
- Resource staff stated that PCA#1 had worked Lrnp logaLs pricv fo Hheir
" for another facility, which is also part of the ' ﬁpsf Wit A5 5'5 n et
Corporation, and acknowledged that "we didn't .
think we needed do ancther one”. S/he ‘ medas suement: 9
confirmed that the background check : A udit g diwect CAC
was not completed for PCA#1 upon hire to the %/ d,s ,,.j;/,f he c,md,ud(dm"
Home Health Agency. ; e hasis K Nfvemhe#
G 173 484.30(a) DUTIES OF THE REGISTERED P G173 2414, / nberv M 2014
- NURSE | ¥ hu'd%ﬂ' f 2015  ensure
‘ - ChrplA
The registered nurse initiates the plan of care and Ale TN Sf IZe
necessary revisions. C”mfu/h m dL v “y B/, 24

GIF? ’DMT?C/S MUJ]SWCKNMJL
This STANDARD is not met as evidenced by: The vedl's vod. PUTSC /Mﬁﬂ/k

~ Based on record review and interview the WA
' registered nurse failed tb make necessary bt plamn E‘j caxe and N 5@

" revisions to the plan of care for 1 of 3 patients in Ve 5ToNS.
the sample. [Patient # 2]. Findings include: P)asn 37L Corr’eoﬁl‘n
1. Patient # 2 was admitted in April 2014 under (1) Thu Directn s /—}rmt Canve pifl
the Choices for Care highest needs which KMM/&U/VWP o M’)%
includes personal care and homemaking ‘ AU a5 racess ),,y
services. Per the care plan the Personal Care P |
Attendants { PCAs) are to assist with showers, Novernhen [0, 24/4 !
provide skin care such as applying lotion and s : PLAN o} ¢ARE
general homemaking duties such as make the nedas v ement :
bed, faundry, cleaning and errands. ,795;(
Per review of the PCg\'s record [telephony notes] of_/%li }': ?\:/e ;1&1/ %S:/L/ hevel

- from 06/27/14 -08/12/14, the patient refused all
| skin care, lotion,shower and received only

~~

g/nf’h,emmﬁ" gﬂmw |

“homemaking services ie; cleaning, errands, trash 2.0/4, L Clenidal 3, el dLLS
removal. However, there is no documentation that’ ;
the nurse assessed or questioned the continual Yo Covvclin ade }/r/.r,fm the o
refusals of personal care or educated the patient ' Clonkeal Manadess, Frs re-sdue
of the need for personal care. (IR verburd and i’}w ML)
Per interview on 10/08/14 at 2:52 p.m. The ‘o all j;sfoved_ N 1

Pran of CARE ‘
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G 173 Continued From page 4 G 173 medsurvement :
. CFC Manager stated no personal care was being b O 079109 f _a,daca,i% mal
" given because the patient needed to 'get A el Mﬂ
comfortable with staff'. S/he confirmed that the . n [nufes
nurse did not make re-visions to the care plan. m"ﬂ’ / min F ;
G 233 484.36(e) PERSONAL CARE ATTENDANT G233 f n Tn shel |
EVALUATION REQU . s % not m atkhdance ,
/ vein v Fien pfrvm Lk

| This paragraph applies to individuals who are
 empioyed by HHAs exclusively to furnish
" persanal care attendant services under a !

Medicaid personal care benefit.

- An individual may furnish personal care services,

' as defined in §440.170 of this chapter, on behalf heq) naig N oo ber 11TV
- of an HHA after the individual has been found D""Mﬂ h (o IHEr /2/7‘7" 2414
-competent by the State to furnish thase services
for which a competency evaluation is required by measivement: ! he
paragraph (b) of this section and which the . Frun heme nsip il
. individual is required to perform. The individual Crvp st A
- need not be determined competent in those v Docrdm Fatioy )jz pofedl

“services listed in paragraph (a) of this section that .

the individual is not required to furnish.

. This STANDARD is not met as evidenced by:

’))Olmzr/va,bdm of chmplianit
nwill be pdeld e Clwuend

MM%V& ;6%%“’7‘2?

W

o pliance A&/vzy‘w 7 fa
| Sheved Nuwse

- ML@H d/‘{’mﬂ
needs

WS d &bsuwuil Dk /LW

Based on record review of in-service training het.
records and staff interview, the agency failed to ’4) Aundih af ednht Wﬁac
ensure that 1 of 2 Personnel Care Attendants m ¢ oA ;Z, tg{/“uf,cg m 7'7/:.6
[PCA)] abided by the requirements for home Jenid nurse ¥
- health aides listed at 42 CFR 484.36 . Findings ; ﬂ’s (ﬂ b‘iﬁ
include: recevalu d/h'j the? o
‘ needs will be 2i aledf’{y
1. Per record review on 10/08/14 , one PCA, i Clindcal Man
- who provides personal care services under the | tnt Direcin /ﬂﬂjc AVe
CFC Highest Needs program did not receive 12 | " &p-mpuh' slate )f bgc,gm het
hours of in-service for the year 2013. Per the i 2 51_ 2014
NetlLearning transcripts the PCA did not receive ¢
12 hours of pertinent and required training hours. | /mdjﬂ,vgmgﬂ/
Andif Fool reflads compli

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID; CBGONM

Facility ID: VT477017

If continuation sheet Page 5 of 6




D.EF’ARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/17/2014
FORM APPROVED
CMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATIDN NUMBER:

477017

(X2} MULTIPLE CONSTRUCTIDN
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
10/08/2014

NAME OF PROVIDER OR SUPPLIER

VNA & HOSPICE OF SVHC

STREET ADDRESS, CITY, STATE, ZIP CDDE
1128 MONUMENT AVENUE
BENNINGTON, VT 05201

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

(X4)1D
PREFIX
TAG

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CDRRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

G 233 Continued From page 5
Per interview the Human Resource staff at 11:45
A M. confirmed that the PCA did not have all 12
hours as reguired.

G 233

G2 Povspndd Cave ATlendant
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