7~~~ 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://www.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,

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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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On 11/23/14 the patient was admitted tp the

Southwest Vermont Medical Center ER when the

i SN arrived at the residence to find the ex-spouse

| present and upset. At this time the CM/SN was

| informed of the first suicide attempt when the

_ patient cut his/her wrist with a razor, The patient

I was brought to the ER and released the same

" evening. The next evening the patient needed to

: be moved after lying in the road in a suicide

. attempt. When the nurse arrived the patient

. admitted to felling suicidal.

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

i time without being admitted to the hospital or

: discharged from home care services. There is no

| evidence in the record of when the patient

| returned home or when the Home Health (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 is no information in the recard
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 2/10/15 that there was no

information from the ER regarding the patient's

stay and that the exact date of his/her return

home was not available.

The patient also reguested 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 CM or the Manager of Skilled Services

who also

oversees the MSW's. Both managers confirmed

| in interviews pn the afterncon of 2/{0/15 that

there had been no follow-up to assure that the

. visit was conducled.
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VIil. Skilled Nursing Services
8.2 The registered nurse shall:

(n} Inform the physician and other personnel of
changes in the patient's condition and needs ina
imely manner;

This REQUIREMENT is not met as evidenced
by:

Based con recerd review and interviews the
agency failed to assure that the registered nurse
informed fhe physician and other parsonnel of
changes in the patient's condition and needsin a
timely manner for Patient #3 (P#3) in a sample of
3 raviewed. Findings include:

Per record review Patient #3 (P#3) had an
episode of self-harm on 11/21/14 when s/he
admitted fo the nurse that s/he had cut his/her
wrist with a needie to help him/her focus and
reduce anxiety. S/he denied any suicidal ideation
at that time but iater 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
very depressed. There is no evidence in the
record that the patient's attending physician and
counselor had baen naotified of the incident of
self-harm and an increasea in Depression. The

i 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 message left on the counseling
service's phone iine.
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