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November 18, 2014

Ronald Cioffi, Administrator
Southwestern Vt Hospice Network
7 Albert Cree Drive

Rutland, VT 05702-0787

Dear Mr. Cioffi,

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
October 22, 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,

L duthle o]

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite Hospice Survey was

| conducted on 10/20/14 - 10/22/14 by the Division
| of Licensing and Protection. The following are
Hospice requlatory findings.

L 543 | 418.56(k} PLAN OF CARE L1543] <, athoted (p\o.n_ of
Ceone o ono

All hospice care and services furnished to
patients and their families must follow an
individualized written plan of care established by
the hospice interdisciplinary group in collaboration
with the attending physician (if any), the patient or
representative, and the primary caregiver in
accordance with the patient's needs if any of
them so desire.

This STANDARD is not met as evidenced by:
Based on recard review and inferview the
Hospice failed to provide services according to
the plan of care for 1 of 13 a patients in the
sample (Patient#8). Findings include:

1. Per review on 1021/14 of the clinical record
for. Patient #8, the plan of care/ Physician order -
(485 dated 04/08 -07/06/14) notes that the
narcotic count was to be done weekly. Per
review of the nursing notes from April 28th until
June 23.2014 the narcotics counts were not done
as care planned/ordered. No counts were done
on May 5, 19, 27 June 3, 8, or 9th. Additionally,
the nursing note of June 23rd states “all
controlled drugs were flushed down the toilet-med
count complete” . Per review of the Agency's
Policy and Procedure, staff are to dispose of
medications either in kitty litter, coffee grounds or
a 'safe green' material. :

Per interview on 10/22/14 at 2:14 PM the Clinical

A )
LABORATORY DIRECTOR'S OR F#VID SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide Suificient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made available (o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program padicipation.

If continuation sheet Page 1 of 8

FORM CMS-2567(02-99) Previous Versions Obsolete Event I0: TX1H11 Facility 1D 471507




PRINTED: 10/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 7 OMB NG. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
471507 B. WING 10/22/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE '
SOUTHWESTERN VT HOSPICE NETWORK 7 ALBERT CREE ORIVE
RUTLAND, VT 05702
X4 1D | SUMMARY STATEMENT OF DEFICIENCIES D ~ PROVIDER'S PLAN OF CORRECTION sy
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) g TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f : DEFICIENCY)
|
L 543 Continued From page 1 L 543!

i Manager confirmed the nurse did not do weekly
 narcotic counts on the above dates and staff did
not dispose of medications according to Policy
and procedures.

L 557 | 418.56(e)(4) COORDINATION OF SERVICES 1557 See atmcked Slaa
I »~

{The hospice must develop and maintain a o ‘G Coxie (”h o3
system of communication and integration, in
accordance with the hospice's own policies and
procedures, {o-] .

{(4) Provide for and ensure the ongoing sharing of
information between all disciplines providing care
and services in all settings, whether the care and
services are provided directly or under
arrangement.

This STANDARD is not met as evidenced by:
Based on interview and record review, the
Hospice agency failed to provide for and ensure
the ongoing sharing of information between all
disciplines providing care and services in all
settings for 1 of 13 patients in the sample.
{Patient#1) Findings include:

1. Per review of the medical record of Patient #
1 on 10/20/2014 at 11:30 am, the Hospice failed
to provide documentation to indicate why the start
of care was delayed for Patient # 1. ‘The referral .
was made on 11/20/2013 and the admission did
not occur until 11/24/2013. There are no notes or
sharing of information to indicate that the staff
made attempts to begin care earlier than
11/24/2013 or that the client delayed the start of
care. This is confirmed by staff during interview
on 11/2212014 at 3:30 PM.

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: TX1H11 Facility ID; 471507 If continuation sheet Page 2o0f8
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| follow through on orders for LNA services. LNA
- orders, dated 04/01/2014 for Patient# 1, are for 5

Continued From page 2 .

Per review of the medical record of Patient #1on
10/20/2014 at 11:30 am, the Hospice failed to

times per week 1, 7 times per week 1. LNA
services were not provided during this period of
time and there is no indication to alert other team
members as to why this happened. This is
confirmed by staff during interview on 11/22/2014
at 3:30 PM )

418.76{(d) IN-SERVICE TRAINING

A hospice aide must receive at least 12 hours of
in-service training during each 12-month period.
In-service training may occur while an aide is
furnishing care to a patient.

This STANDARD. is not met as evidenced by:
Based on interview and record review the
Haspice agency failed to assure all aides
received at least 12 hours of in-service training
during each 12-month period for 4 of 6 aides.
Findings include;

1. Review on 10/22/14 of the in-service training
records for the evidence of 12 hours of in-service
for Licensed Nursing Assistant {LNA}/Personal
Care Attendant {(PCA} revealed: LNA#1
completed only 1.30 hours; LNA #2 completed
only 3.5 hours; LNA #3 completed anly 5.30; and
LNA#4 completed only 5.30 hours. This was
confirmed on the afterncon of 10/22/14 by the
Human Resources Director.

418.76(d}(2) IN-SERVICE TRAINING

(2) The hospice must maintain documentation
that demonstrates the requirements of this
standard are met.

L 557

e atucted Nan
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L 620

L 622
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This STANDARD is not met as evidenced by:
Based on interview and record review, the
Hospice agency failed to assure documentation
was maintained to demonstrate training
requirements were provided and documented.
Findings include:

1. Per record review on 10/22/14, there was a
lack of evidence to demonstrate what required
training's had been provided to LNA staff, the
content of the fraining, the amount of time
designated for each topic and the assurance all
staff had attended when applicable. This was
confirmed on the afternoon of 10/22/14 by the
Human Resources Director. -
418.76(R){1)(i) SUPERVISION OF HOSPICE
AIDES

(1) Aregistered nurse must make an on-site visit
to the patient's home:

(i) No less frequently than every 14 days to
assess the guality of care and services provided
by the hospice aide and to ensure that services
ordered by the hospice interdisciplinary group
meet the patient's needs. The hospice aide does
not have to be present during this visit.

This STANDARD is not met as evidenced by:
Based on record review and interview the
registered nurse failed to make an on-site visit to
the patient's home: No less frequently than every
14 days to assess the quality of care and services
provided by the hospice aide for 2 of 5 applicable
patients (Patients #2 & #5) Findings include:

1. Per review on 10/21/14, Patient #2 had

L 622
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received LNA services from 04/29/14 - 06/03/14.
Per review of the nursing notes and supervisory
notes during this time period, the nurse made a
supervisory visit on 05/01/14 and approximately
one month later on 06/03/14. Per interview on
10/21/14 at 2:44 PM the Clinical Manager
confirmed the nurse failed to document that an
on-site 2 week supervisory visit was made in the
patient's home.

2. Per review on 10/22/14, Patient #5 was
assigned LNA services to assist with personal
care and activities of daily living. After a brief
hospitalization, Patient #5 was transferred on
8/24/14 to a long term care {LTC) facility due fo
the patient's wife’s inability to continue to provide
care within their home. Hospice services were
continued at the LTC facility for Patient #5 which
included both nursing and LNA visits, From
9/26/14 through 10/21/14 there was no evidence
in Patient #5's record of the registered nurse
conducting LNA supervisory visits. The omissions
were confirmed by the Hospice Clinical Manager

at 3:25 PM on 10/22/14. B _
L 632 | 418.76(h)(2) SUPERVISION OF HOSPICE 1632 See. attnled \aa
AIDES of  Cerre cHm)

{2) Aregistered nurse must make an annuai -
on-site visit to the location where a patient is

receiving care in ordér to observe and assess
each aide while he or she is performing care.

This STANDARD is not met as evidenced by:

A registered nurse failed to make annual on-site
visits to the location where a patient is receiving
care in order to observe and assess each aide
while he or she is performing care. Findings
include:

FORM CMS5-2567(02-99) Previous Versions Obsolete Event 1D: TX1HM Facitity 1D: 471507 . If continuation sheet Page 5of 8
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Per interview on 10/22/14 at 4:10 PM the Clinical
Manger stated that "we are suppose to do annual
on sites but the staff person who does the
scheduling is not available this week, | don't know
where that information is kept". The Clinical
Manager was unable to state nor show evidence
via documentation that on-site supervisory visits
in the patient's home were done annually . The
Clinical Manger, at that time, confirmed the
Hospice agency was unable to show evidence
how Hospice assures that all aides are
supervised on-site annually.

418.76(k)(1) HOMEMAKER SUPERVISION AND
DUTIES

(1) Homemaker services must be coordinated
and supervised by a member of the
interdisciplinary group.

This STANDARD is not met as evidenced by:
Based on interview and record review there is no
evidence of supervision of the Homemakers
services for 1 of 5 applicable patients in the
sample. (Patients #5, ) Findings include:

1. Per record review, Patient #5 was admitted to
Hospice on 8/10/14. At age 90 and significantly
debilitated due to cardiovascular disease with
congested heart failure, Patient #5 was
dependent on his elderly wife for multiple needs.
A homemaker was assigned to assist with
housekeeping chores relieving Patient #5's wife
of some of the daily responsibilities she had
attempted to maintain. There was no evidence of
supervision of the homemaker staff providing
services for Patient #5.

418.104(b) AUTHENTICATION

L6832

L6638

L&79

See abboclod, oa
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All entries must be legible, clear, complete, and
appropriately authenticated and dated in
accordance with hospice policy and currently
accepted standards of practice. :

This STANDARD is not met as evidenced by:
The Hospice failed to have dated and
authenticated LNA/Homemaker care plans,
according to currently accepted standards of
practice for 5 of 9 applicable patients., (Patients
#2, #5, #6, #7 and #8) This has the poténtial to
affect all patients. Findings include:

Based on record review for Patients #2, #5, #86,
#7 and #9, who had or are receiving LNA and/or
Homemaker (HM) services, the care plans in the
electronic chart did not idenfify the author of the
LNA/HM care plans-nor were those care plans
dated. Per interview on 10/22/14 at 4:10 PM the
Clinical Manager stated " we can assume the
nurse initiated the LNA/HM care plan but [the
operating system] does not have a way to sign or
date the care plan. The nurse surveyor asked for
a prinfed hard copy to verify if a signature, date or
another method to identify the author could be
noted. No information was found on the hard
copies hor were there notations elsewhere in
patient charts of who composed the care plans
and when. B :
The Clinical Manger at that time confirmed the
LNAMHM care plans did not identify the author or
the date.

418.104(e)(1} DISCHARGE OR TRANSFER OF
CARE

(1) If the care of a patient is transferred to another
Medicare/Medicaid-certified facility, the hospice
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must forward, to the receiving facility, a copy of-
(i) The hospice discharge summary; and
(ii) The patient's clinical record, if requested.

This STANDARD is not met as evidenced by:
Based on record review and interview the
Hospice agency failed to forward, to the receiving
facility, a copy of the discharge summary, for one
applicable (Patient #6). Findings include:

1. Patient#6 was identified as being discharged
from services on 05/23/14. Per the case
conference note, states the family called the
Hospice to report the patients was being
transferred to a Veterans' Hospital, for various
reasons. There is no summary found in the
patient's record that contained information
regarding the patient's treatments, symptoms
and pain management or current plan of care.
Per interview on 10/22/14 at 4:10 PM the Clinical
Manager confirfhed that no discharge summary
was sent to the facility to which the patient was
transferred.

1682] Sec oHochads Aen

of Caocrcehons
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Rutland Area Visiting Nurse Assoctation & Hospice

1543 4.1856(b) Plan of Care

Plan of Correction:

A narcotic count sheet with be developed and left in the home for patients who have an MD order to
have their narcotics counted. The nurses will be required to document in their clinical notes, that the
narcotic count occuirred and the outcome of the count. A narcotic sheet will be developed and nursing
staff will be educated on the process at our next staff meeting on 11/12/2014. The clinical hospice
manager will review at the weekly IDT meetings, individuals who have an n MD order for routine counts.
The clinical hospice manager will review the clinical notes of nurses to assure appropriate
documentation of the narcotic count. We will review the Tracking and Disposing of Controlled Drugs in
the Patients home with the Nursing Staff during the 11/12/14 meeting. The Clinical manager will review
nursing notes to ensure that appropriate disposal of medication has been documented. The Policy on
Disposal has been attached to this plan of correction. The Policy is to perform a narcotic count every two

weeks unless otherwise ordered.

L543 P0C accephed 11hahy Sovwmans Rt jeme
{557 418.56 Coordination of Services

Plan of Correction:

On receipt of referral the patient and family will be contacted within 24hr to set up an admission. If the
patient or family chooses to defer the admission ouiside of the facility policy of admission within 24-
Aghr of referrals, then it will be documented by the Director of Hospice/Hospice manager/Hospice RN
within the clinical note. The MD and the Hospice team will also be notified of the patient/family
preference of admission date. All staff will be re-educated on the admission policy on 11/12/2014 during
the staff meeting. A new policy will be written to this effect and charged with the staff at the meeting.

Medical records were reviewed and showed that patient #1 has cancelled on April 1 & 2 and had LNA'S
services on the 3™ and 4™ of April. A note in the EMR from the Scheduler indicated that the patient
wanted to cancel some dates of Service. | have attached the supportive documents that | have
referenced. Every two weeks during IDT meeting, a review of LNA Services will be discussed and verified
during the meeting. The Hospice Clinical Manger will bring any scheduling discrepancy to the Scheduling

manager. A staff in-service on this practice will occur on 11/12/2014.
LSs7 ol ar‘_‘ce{)"l-\‘_d i iy $SPvusvisas Ry eti

1620 & L622 418.76 In Service Training

Plan of Correction:

The Director of Hospice will review/develop the following policy as necessary by December 1, 2014,
training and education of hospice aide. The CFC manager will provide education teo all PCA/LNA on the



policy. We will provide copies of educational handout, meeting minutes, sign in sheets, staff notin
attendance will be given written information. The HR department will provide quarterly progress report
to the CFC manager outline the status of the PCA/ ENA education hours on a quarterly basis,

Li2o & Libad PoC accephed Uhl Sevvumens exjrme

L629 418.76 Supervision of Hospice Aides

L638 418.76 Homemaker Supervision and Duties

Plan of Correction:

Hospice Clinical Manager will review patient records every 10 days to verify if a supervisory visit was
performed and documented. The hospice manger will notify the nurse if a visit or documentation has
not occurred. An in-service was held on 11/5/14 to re-educate the staff on supervisory visits
requirements. The registered nurse witl make an on-site visit within the first 14 days of Admission to
Hospice Services. The Clinical manger will review the visit during the IDT meeting on the patient
receiving Hospice Aid Services. Staff will be educated on this new process and be able to review the new

policy at the 11/12/14 staff meeting.
L3+ LL3E FOC accephed W] sormmons Ra ot

L679 418.10 Authentication

Plan of Correction:

The Nurse who generates the LNA/Homemaker care plan will print them out, sign, date and place in the
patient chart. The Hospice manger will review the charts on a monthly basis to ensure that the
LNA/Homemaker care plans are in the chart, signed and dated. The staff will be in services on 11/12/14

on this process.

L6714 foC accephed |y SeVrmoTS N | Prine
L682 418.104 Discharge of Transfer of Care

Plan of Correction:

The policy of the facility is to send out a patient discharge summary to the receiving facility. | have
attached a copy of the policy to this plan of correction. There will be an in-service on 11/12/2014 to
reeducate the staff on the policy. The Clinical manger will review all the discharges to ensure thata

discharge summary is sent {o all receiving agencies.

LB R PoC accepted Wby semmans R s



Rutland Area Visiting Nurse CLINICAL EXCELLENCE AND SAFETY
Association & Hospice (RAVNAH)

Policy Number:
CES.N45
Page 1 of 2

MEDICATION — Tracking and Disposing of Controlied
Drugs in the Patient’'s Home

NHPCO Standard({s): CES 4.4
Regulatory Citation / Other: 42 CFR 418.96(b), Proposed CoP 418.106(b)

PCLICY STATEMENT:
The hospice and the patient/caregiver share in the responsmllity for tracking, collecting and
disposing of controlled substances that are maintained in the patient's home.

PROCEDURES:
1. Atthe time when controlled substances are first ordered, the IDT:

a. provides a copy of the hospice’s written policies and procedures on the management and
disposat of controlled drugs o the patient or patient representative and famiiy;

b. discusses the hospice’s poiicies and procedures for managing the safe use and disposal of
controffed drugs with the patient or representative and the family in a fanguage and manner
that they understand to ensure that these parties are educated regarding the safe use and
disposal of controlied drugs; and

¢. documents in the patient’s clinical record that the written policies and procedures for
managing controlled drugs were provided and discussed.

d. ensures admission agreement signed by patient includes that patient has received policy.

TRACKING: :
1. The RN Case Manager or designee documents on the Medication Profife the date, medication

name and-strength, and-administration frequency.— -

2. Quantity dispensed of all confrolled drugs, ordered for and recejved by the patient, is 1o be
documented in the clinical record.

3. Controlled drugs will be counted by the nurse on the first visit made after the meds are
delivered. Documentation in the clinical record will include the date the medications were
delivered and the amount of medications present in the home. _

4. Every two weeks, or more oftenif circtimstances deterine 4 néed, during ihe visit in the’
patient’s home, the RN conducts a count of the amount or quantity of medication remaining
and notes any discrepancies between amount of medication admmtstered to the patient and
the amount of medication remaining.

5. The RN identifies and documents any misuse of controlled substances and notifies the
patient's attending physictan, the pharmacist and the Clinical Director for further intervention,

6. An Incident Report is completed for suspected ar actual diversion of controlled subsiances
and the interdisciplinary team, in consultation with the Hospice Medical Director, the patient's
attending physician and the pharmacist determine the appropriate course of action, including

reporting the diversion to appropriate authorities.

DISPOSAL:
1. Controlled drugs no longer needzad by the patient are disposed of in compliance with State and

Federal requlations and disposal instructions and activities are documented.
2. A hospice nurse, accompanied by a witness, is responsible for disposing of the patient’s drugs
by using Green Z Method. If Green Zis not available, may use coffee grounds, kitty litter, etc.
The RN and witness will sign the attached form validating what meds were disposed.
3. Afthe time of destruction, the following information is documented in the patient’s clinical
Record:
a. name and dose of the medication;
b. amount or quantity of the medication remaining and destroyed:;-
c. date of destruction and signature of the nurse and witness.
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4. In the event the patient/caregiver refuses to allow medication to be destroyed, the refusal is
documented in the patient's clinical record with the name and strength of the medication and
the amount remaining. Included with the documentation is the patient/caregiver's signature
attesting to the refusal, and the date the patient's attending physician was notified of the
refusal

5. if medications cannot be destroyed in the home and must be destroyed in the office due to
extenuating circumstances such as patient hospitalized or at family request, the
ManagerfAssaciate Director must approve first.  Medications brought back to RAVNAH will
be disposed of using Green Z, documented and witnessed, using the attached form.

Rewvised 021612
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TRANSFER OF A HOSPICE PATIENT Policy Number:
CES.T10

NHPCO Standard(s): CES9, CES 9.1, CES59.2, CES 0.3, CES 9.4, CES 21,5
Regulatory Citation / Other: Proposed CoP 418.104(e)

POLICY STATEMENT: Continuity of care is maintained when a hospice patient is
transferred to another treatment setting or provider.

PROCEDURES:

1. Transfer procedures are initiated when a patient requests or needs admission to
an inpatient facility, skilled nursing facility, assisted living facility, a hospice
residence, or another hospice or health care provider.

2. A written transfer summary is prepared for the receiving provider that includes, at
a minimum: :

the reason for the transfer,

a current medication profile;

documentation of the existence of advance directives and DNR status; and

a summary of the patient's current status and the prob!ems interventions,

and goals identified in the patient’s plan of care.

0o o

3. The patient's attending physician provides orders as appropriate for the transfer to
another provider.

4. Members of the interdisciplinary team and the hospice billing department are
notified that the patient has transferred to ancther provider.

5. The RN Case Ménager or the Social Worker provides complete documentation of
the patient’s transfer in the patient’s clinical record.
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