2. VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

103 South Main Street, Ladd Hall

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

June 10, 2013

Robin Frasier, Administrator

Vna & Hospice Of Svhe

1128 Monument Avenue

Bennington, VT 05201

Provider ID #:477017

Dear Ms. Frasier:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 15, 2013.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

SNONNIN=N

Pamela M. Cota, RN

Licensing Chief
PC;jl
Enclosure
. 4
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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I , DEFICIENCY)

| |
G 000, INITIAL COMMENTS G 000484.18 Acceptance of Patients, POC, Med

Super
: - . tions taken to correct deficiency:
An unannounce - c ¢ 0 cort ;
dionsits re-gertihcation Surty G 158 . The Executive Director will send out a 6.5.13

" was conducted on 05/13- 05/15/13 by the Division
i of Licensing and Protection. The following are
Federal Regulatory findings. ; -
G 158, 484.18 ACCEPTANCE OF PATIENTS, POC, | the MD must be contacted to provide
MED SUPER | approyal of the initial plan of care
; gstablished on assessment; as well as for any
‘ changes to the plan of care during an open
pisode of care. These contacts must be
ocumented in a clinical note in the patients |
MR including order source (Telephone
i prder with readback, faxed order or
prescription found in home).-Complete
6/5/13

voicemail and written communication to all
clinical staff by June 7 to remind them that

Care follows a written plan of care established ;
and pericdically reviewed by a doctor of medicine,
osteopathy, or podiatric medicine.

This STANDARD is not met as evidenced by:
Based on record review and staff interview the
Agency failed to provide care according to written
: plans of care for 4 of 12 clients reviewed (Client
C#2, #3, #4, & #5) Findings include:

2. The VNA intake and leadership staff will
conduct a Process Flow Map by July 14 to
examine the intake referral process from
initial referral contact through initials visits
for all ordered disciplines to identify the
areas of variability and improve the
:consistency and reliability of the process and
‘to ensure orders for multiple disciplines are
completed.

1. Based on record review on 5/13/13, Client #5
received services prior to getting specific signed
physician orders. Client #5 was admiitted fo VNA |
services on 1/9/2013 for Physical Therapy (PT)
services for diagnosis of status post surgical
repair for spinal stenasis. Per review of the :
Physical Therapy Assessment completed on , 13. (a.)The Clinical Information Coordinator
1/9/13, the PTA indicated that Client #5 would ;currently performs an extensive Quality

i need 1-2 PT sessions a week for 1 week and i Assurance audit on all initial certification,
than need 1-2 PT sessions a week for 3 weeks. recertification and resumption of care orders
Per review of the medical record there was no to assure they are accurate, complete and

evidence that facility had obtained an order from : reflect the interventions to manage the
the physician for PT services that were comprehensive needs of the patient. As part
administered to Client #5 from 1/9/13 until the ofthis review beginning June 10 2013, the

client's discharge from services on 1/31/13.

; Per interview with the PT Clinical Coordinator on Iﬂ vC nesalid S Coamvmin o
« 5/15/13, s/he reviewed the medical record of - M AN M Glo/ 3

%Kczj OVIDER/SUPPLIER REPRESENTATNE‘SSIGWM ITif y xe) 7TE

Any deﬁc:ency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from comrecting providing it is determmed that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fotiowing the date of survey whether or not a plan of correction is provided. Far nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited. an approved plan of correction is requisite to continued

pragram pacicipation.

FORM CMS 2567(02-99) Prswous Vers-ons Obsolete Event 1D: EREH11 Fac«hty lD VT4?7017 : lf contmuaﬂon sheet Page 1 of4
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G 158 Continued From page 1

Client #5 and confirmed that the signed order that :
was in the medical record for Client #5 was
signed on 2/16/13 which was 6 days after Clent
_#5 was discharged from receiving PT services.
i The PT Clinical Coordinator reviewed the medical
. records for Client #5 and confirmed that from
1/9/13 thru 1/31/13 there was no signed written or ]
verbal order from the physician indicating the :
need to provide PT services to Client #5.

2. Perrecord review an 05/13/13 the Agency
failed to follow the written care plan for Client #2,
who has a history of diabetic neuropathy and
chronic ulcers to the feet.  The care plan states
| that staff should assess the wound on the right
i great toe, which is “open to air", as well as to :
i follow the dressing procedure to the left foat. Per -
observation of a wound dressing for Client #2 on
05/1313 at 12:45 P.M. the staff nurse applied a
wound dressing to the left foot, however did not
assess the right great toe wound.

Per interview on 05/14/13 at 911 :05 A M. the
Clinical Director stated that “"the nurse probably
didn't check it because | think it is healed", but
was unable to show documentation that the right
toe was indeed healed. The Clinical Director
acknowledged that even if the toe was healed,
given the client's history, nursing should assess
the feet at the time of visits and that they did not
follow the current plan of care.

3. Per record review Client #3 services prior to
getting specific signed physician orders. Client
#3 had a physician order/referral dated 12/04/12
for a P-T evaluation. The client received the P-T :
evaluation visit on 12/06/12. The client also
received PT visits on the 10th, 13th 18th and 20th

G 15&linical Information Coordinator will

validate MD contact via clinical note for all

planned orders and interventions by each
discipline included on the certification,

recertification and resumption of care orders.

Any variance will be reported to the
clinicians real time to ensure both MD
contact and documentation are complete.

(b.)The VNA& Hospice did not have an
tablished procedure for the QA of

sipplemental orders. Beginning 5/28/13 the

linical Information Coordinator will review

‘ s:upplemental orders for accuracy prior to
sending them to ensure there has been

ill be reported to the clinicians real time

b support the addition/changes are
omplete.-New process initiated 5/28/13.

o . ot o <

4. By June 30,2013 the Clinical

collaboration with the Clinical

documentation of MD contact. Any variance

to

insure both MD contact and documentation

Coordinator of Quality and Education in

Information Coordinator and Program

Managers will coordinate an educational
program for appropriate clinical staff on
documentation of physician contact and

agreement of POC in the EMR.

Monitoring/Measurement:
Measurement: Copies of the written
Touch Today” re: the above
announcement and a list of staff
included on both the written and
voicemail distribution lists will be
recorded.

——

“In 6.5.13

FORM W?T(OZ&Q) Previg jVW Event ID: EREH11 Facmty i0: \IT477 17
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G 158 Continued From page 2 G 168D2. Copies of the sign in sheet, handouts, 7.1.13
| of December 2012. Per interview on 05/15/13 at eopics of LIS Eioath oW Ldd il
£ 10:45-A.M. the Physical Therapy Director stated E outcomes/process 1rpproyements will be
that “although we had a referral there is no ] regorded, Charcandits will be complere
i evidence that we communicated with the i toassure follow through on all orders :
, physician that we were planning on providing :  (see Measurement under number 3 ;
i services, what type and the frequency of the below).
_visits". S/he confirmed that the physician was not l .
natified. , 3. Ten percent of the active and ten percent  7.1.13
o i i of the discharged records per quarter
4. Per record review of Client # 4 on ! will be audited by the Clinical
05/13/2013, the physician orders an the referral Information Coordinator or designee
to the Home Health Agency are for PT and OT beginning July 1, 2013 for 4 consecutive
and Skilled Nursing services. Client # 4 was quarters through June 30, 2014 to assure:
I discharged from the hospital on 10/19/2012 with -a. documentation of MD contact
. an entry that day that reads, "Services necessary: | including order source for all new or
PT OT, SN.“ Only skilled nursing was ordered revised orders is complete and: b. to
| and there is no evidence in either the electronic assure that ordered services and
or hard copy of the medical to support that the interventions have been delivered as
therapy services were offered to the client and ordered. Variances will be discussed
| declined. with individual clinicians 1:1 and
variance patterns will be tracked for
i Agency staff confirmed during interview on : ongoing process improvement efforts.
: 05/15/2013 at 10:38 am that the original hospital ‘
discharge forms dated 10/19/2012 included i4.  Copies of the sign in sheet, and handouts
orders for PT and OT and that these services I will be recorded. Chart audits will be
_were neither offered or furnished to Client # 4. i complete to assure follow through on all
G 173 ! 484.30(a) DUTIES OF THE REGISTERED G 173! orders (see Measurement number 3
NURSE : above).
The registered nurse initiates the plan of care and "Actions taken to correct deficiency:
necessary revisions. G173 1. The VNA has an established verbal and l6.10.13 -
; i written communication system for
i important department and health system
: This STANDARD s not met as evidenced by: announcements entitled “In Touch
* Based on observation, record review and . Today”. The Executive Director will
interview the registered nurse failed to make I provide clinical staff with weekly
necessary revisions to the plan of care for 1 of 5 ’ reminders for 3 months beginning June
clients in the sample. {Client # 2}. Findings | 10, 2013 to review and update Care Plans.
Facllity 10: If continuation sheef Page 3 of 4
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l 1
G 173 Continued From page 3 ! G 172 The Clinical Coordinator of Quality and
include: ’ Education in Collaboration with the

Clinical Information Coordinator will .
complete a staff educational program to ]
reinforce the importance of revising and ‘
ending care plan interventions in the :
EMR with patient condition I
changes/order changes.

| 1. Per observation of a wound dressing for Client |
#2 on 05/1313 at 12:45 P.M. the staff nurse :
. applied a wound dressing to the left foot, however
did not assess the right great toe wound. Per
. record review later that day, the care plan states
that staff should assess the wound on the right |
great toe, which is “"open to air", as well as to ! Monitoring/Measurement: !
- follow the dressing procedure to the left foot. ! li Copies of the written “In Touch Today”  6:10.13
Client #2 has a history of diabetic neuropathy and that include the above noted weekly
i chronic ulcers to the feet. reminders to update plan of care along

Per interview on 05/14/13 at 911 :05 A M. the ¢ with the distribution lists of staff
Clinical Director stated that “the nurse probably * included on both the written and
didn't check it because [ think it is healed". The voicemail distribution lists will be
Clinical Director that the care plan was not recorded from June 10, 2013 through
!'revised to reflect the client's current status or care August 12, 2013.
" needs. '
2l Copies of Educational Handouts, 7:1.13
Meeting Minutes, and Sign in Sheets
will be kept from staff educational

i ©  programs. Staffnot in attendance will
" receivé written information and 1:1
follow up with signature to assure they
received/understand the information. -~
Quarterly chart audits will be performed
on 10% open and 10% closed charts to
i compare assessment findings with care
i plan revisions to determine timeliness of
: l revisions. Audits will be performed by
I

the Clinical Information Coordinator or
designee for a minimum of 4
consecutive quarters beginning with
Quarter 4 0of 2013 (July-Sept).
Variances will be discussed with
individual clinicians and patterns will be
tracked for ongoing process
improvement efforts.

FORM CMS- 2567(02-99;rczous Vcrsﬁs W&u 10 EREH11 Facmty 1D: VT@ ‘ if oontmual7 sheet Page 4 of 4
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AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
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

June 10, 2013

Robin Frasier, Administrator

Vna & Hospice Of Svhe

1128 Monument Avenue

Bennington, VT 05201

Provider ID #:477017

Dear Ms. Frasier:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 15, 2013.
Follow-up may occur to verify that substantial compliance has been achieved and maintained.
Sincerely,

NN\

Pamela M. Cota, RN
Licensing Chief

PCil

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE : COMPFLETE
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) DEFICIENCY)
H 001[ Initial Comments : H 001 4A() Clinical Records
SS=A; ¢
. i i ctions taken to correct deficiency:
An unannounced on-site State Designation H1418 rocess Clarification: The VNA’s EMR

lj re-certification survey was conducted by the ystem (Allscripts) ensures VNA& l

| Division of Licensing and Protection: The - . : '

[ followin ot g tore B Hospice’s Compliance with HIPAA's !

. Wing SIS aete tedUisiony Nongs. inimum Necessary and Need to Know i

: o . ules. Segregating programs by business a i

g;‘i’ 8 14.4(f) Clinical Records . H1418  ynit (Homecare, Choices for Care, Hospice) l
=B o allows the Case Managers access only to '

! XIV. Clinical Records heir pertinent business units/client ,

. i . o i information. Communication between Case -

*14.4 A home health agency ' s patient clinical Managers in the separate business units i
recorgis, whetber written or electronic, shall lequires other means of validating '
contain ata miimum: Coordination of Patient Services. ‘

. () Reports of all patient care conferences; 1. The Clinical Manager of Home Care in

collaboration with the VNA leadership team
. i . and Clinical Information Coordinator will
gh_'s REQUIREMENT is not met as evidenced review the following policies and determine
v . ) . if the content and clarity of the policies are
Based on record review and interview the Agency comprehensive. These policies will be
failed to document patient care conference notes narked either rexiowed or revisci as

i for 1 qf 2.Cho-|ces for_ Care (CFC) clients. (Client indicated following review by June 14:

- #1) Findings include: o Admission Policy

. . A inati Poli
Per review on 05/15/13 of the electronic record E gggﬂiﬁitﬁ?oﬁfaizrf{ o CO o;flyKee -
there was no documentation of a care P.olic pmg
conference regarding Client #2 's services or Y

i benefits among the clinicians. Per review, a .
nursing note dated 04/03/13 states that "a friend 2. (2] T L e e 320,13
was going to help find out information regarding collaboration. wii theR0106s 1o are'l el

" food stamps and other state programs". Per Manager and VNA Finance Manager will

; further review of the CFC chart the client is oraate 2 new TGhOREes types in the -

* eligible for the CFC program. Thereis no - Assignments screen in thq Allscrlpts

* evidence that nursing staff were aware of this {Homecare and Hospice Business Units by

. situation or that effective interchange occurred May 20. The first will be “Other Programs”™. .

! with Agency steff. Per interview on 05/15/13 at The .Inta‘l‘ke C(.)ordlnator or”C'llnlclan will

{ 12:02 P.M. the Clinical Director stated that staff specify “Choices for Care” in the ID field to |
will meet for care conferences however, “the md;cate any patient receiving these services.

: notes were written on paper and kept in a binder". 0C ) kfi/V

| The Clinical Director confirmed that the clinical ' a/cufw& S Crmvmeno /(51 ol S/

/

L

Divigsion

of GEendidg and mw v
LABORATZR@EI@%& OVIBERISUPPLIER REPRESENTATIVE'S SIGNATURE
6088
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STATE FORM

XFH511

I continuation sheet 1 of 2
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H141 i .
1418| Continued From page 1 H1418 The second type is “CFC case manager”. |
: record does not show all client care conferences. The intake Coordinator or Clinician will j
- specify either the VNA Case Manager or ,
: Council on Aging to indicate the agency |
'i managing the patients CFC needs. |
! 2. (b.) The LTC Manager will populate all . 5.20.13
current VNA& Hospice CFC clients in the
! assignments screen by May 20.
2. (c.) Beginning May 28" the VNA intake ~ [5.28.13
coordinator or designee will utilize the |

“patient master list” report in Allscripts EMR
to identify active CFC clients who are
referred to Homecare or Hospice, and
document the CFC case manager in the
Assignments screen on entering patient
intake information into the EMR.

3. (a.)The Clinical Manager of Homecare and 6.6.13
Hospice in collaboration with VNA
Administrative Assistant and Medical
Records Clerk will file the historical paper
Coordination of Care records in the patient
hard charts by June 6, and will file the
prospective COC paperwork in the hard chart
following team meetings.

3. (b) Beginning May 22, the Clinical 5.22.13
Coordinator of Quality and Education in

collaboration with the leadership team and

VNA clinical staff will trial use of the

Allscripts EMR for documentation of

Coordination of Care during formal meetings :

on a minimum of 5 active patients at each :
meeting through June 19, 2013. The purpose

of the trial is to determine the best

Division of Licensing and Protec

T M W

8899

XFHS11 ! : ? lfconllnua ion sh/et 20f2
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Ibcation within the EMR and critical content
fbr documentation of Coordination of Care
Team Meetings. Findings from the trial will
He utilized for staff education on the use of
EMR for documentation of COC meetings
Heginning July 3, 2013.

3. (c.) Beginning July 3, 2013
Documentation of Coordination of Care
"eam meetings will be completed w1th1n the
MR in a consistent location.
IDocumentation content will be consistent
dnd will minimally include disciplines
present for the discussion and detail
regarding the coordination of care among the
(his_cipline,sin_volved. A'sign in list for the -
mneeting will indicate clinicians present. The
|

-log of attendance will be maintained by the

Clinical Director.

4. By June 30 2013, the Clinical Coordinator
f Quality and Education will coordinate
with the Program/Clinical Managers, the re-
rducation (in verbal and written format) to
applicable clinical staff on the following:

Review of apphcable Policies: Admlssmn
‘Coordination of Care and
Documentation/Record Keeping

Use.of Allscripts EMR for documentation of
Coordination of Care meetings for all

batients in a consistent location and manner
peginning July 3, 2013.

Addition of new CFC resource types within
he EMR, role of the assignments screen.
'Staff role in coordinating care and '

. locumentation of coordination both in and

out of team meetings.

VNA & HOSPICE OF SVHC | BENNINGTON, VT 05201 |
X410 SUMMARY STATEMENT OF DEFICIENGIES ; o PROVIDER'S PLAN OF CORRECTION Lo
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL b PREFIX (EAGH CORRECTIVE ACTION SHOULD BE " COMPLETE
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H1418 H1418
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[ncorporated in oriehtation of all new clinical
employees starting 6/30/13 use of Allscripts
[EMR to document coordination of care.

Monitoring/Measurement:
L.

Review/Revised dates will be placed on
the policies on or before June 14, 2013.

(b) A Patient Assignment report will be

run on or before June 7 to reflect the
addition of the CFC case manager in

- . -patient records for all Active VNA

Homecare and Hospice Clients.
(c) The LTC Manager will complete a
quarterly chart audit beginning June

2013 (Q3) comparing 100% of the VNA -

and Homecare Active Census
Assignments with the CFC service list to
ensure the records reflect the client is
receiving services for both programs.
This audit will be completed for 5
Consecutive quarters through June of
2014 '

(a) Spot audit of a minimium of 10 active
charts for either paper . documentation or

- EMR documentation of COC meetings

will be done on or before June 30, 2013.
(b.) Copies of the EMR documentation
trial will be printed by June 19, 2013 and

utilized as part of the staff

education/training program re: use of
EMR for documentation of COC
meetings.

Oy ———— e

.14.13

6.5.13

6.30.13

6.19.13
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(c.) Measurement: The Clinical l
Coordinator of Education and Quality or
designee will perform quarterly chart :
audits on 10% open and 10% closed
charts to examine consistency of content
and location of Coordination of Care
meetings in the EMR for a minimum of
4 consecutive quarters beginning with
Quarter 4 of 2013 (July-Sept).
Variances will be discussed with
individual clinicians and patterns will be
tracked for ongoing process
improvement efforts.

ﬂ. Copies of Educational Handouts, 7.3.13
Meeting Minutes, and Sign in Sheets

will be kept from staff educational

programs. Staff not in attendance will

receive written information and 1:1

follow up with signature to assure they
received/understand the information.
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