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AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street
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To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

January 5, 2016

Judy Peterson, Director
Visiting Nurse Association
1110 Prim Road

Colchester, VT 05446-6405
Provider ID #:477000

Dear Ms. Peterson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on November 24,
2015.

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

Sincerely,

Aagrre £ Lol 0

Suzanne Leavitt, RN, MSN
State Survey Agency Director
Assistant Division Director
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Anu d " lsint nvestiaat Related to interview on 11/23/15, for
nannounced, on-site complaint investigation toati jent omemaker services
was cohducted by the Division of Licensing and clarification, CI'E? gets :( endant services
Protection on 11/23/2015 and coneiuded on and not personal care atte )
11/24M5, There were Federal regulatory She was assessed at the time to only need

' violations Identified at this time, ' light housekeeping services which equals to
@ 108! 484,10(c)(1) RIGHT TO BE INFORMED AND G 1082 hours/week. The client was notified on
PARTICIPATE 10/20 that a new caregiver would start on

The patient has the right to be informed, in 10_/ 2L

advance about the care to be furnished, and of

any changes in the care to be furnished. 1 o
) ' Client was notified in advance through our

The HHA must advise the patient in advance of linteractive scheduling process, which Is
the disciplines that will furnish care, and the standardized for all clients scheduling, We
frequency of visits proposed to be furnished. | do not change the interactive schedula

 unless we have confirmed with the client

The HHA must advise the patient in édvance of
: ) " and caregiver. We did not document the

any change in the plan of care before the change

is mads. ! outcome of one meeting that occurred.
; ; . . Corrective Action Plan: 71
This STANDARD is not met as evidenced by: The Importance of documenting the \ IIT;'

Based on record review and client and staff

interview, the agency failed to notify 1 applicable discussion and outcome of all meetings with

client in the targeted sample, of changas in the clients in a case communication or visit note
care being provided. (Client#2) Findings in the open episode will be reviewed with all
include: | case managers, supervisors, and other

i appropriate staff.

1, Per interview on 11/23/15 at 9:20 AM Client
#2 stated that [s/he] has not received PCA

|
[personal care attendant] services for over a | Responsible Party:
month now"'. The Client further stated the Leslie Parker, LTC Director will monitor by
Agency-asked-to-taveamerting-with-the : 1 establishing a random chart review and by - o
complainant befora thley would send anyons back |! reviewing each documented complaint for O NGo g
and that [s/he] wasn't entitied to six hours @ the next year to make sure that

week any longer, Furthermore, the client was

told [s/he] would get a housekeeper when they documentation has been provided in the

. case communication note of the client’s  f&tlro }53
LABGRATORY DIRECTOR'S OR PROVIDERISUFPLIER REPRESENTATIVE'S SIGNATURE record. JATE

}M_AM M Ve 0{; QU&[L’E ' IZ-}'Z,Z_ht;’

Any datlclency s [atomantBnding with an astarisk (*) denoles a deficlency which the Istitutlon may ¥e excused from correcling providing it it determined that
other safeguards provide sufficient prolection lo the patients. {See Instructions.) Except for nuraing homes, the findinge etated sbove are disclosable 90 days
foliowing the date of survey whather cr nat a plan of corraclion is providad. For nuraing homes, the above findings and plans of comection’are disclosabla 14
days following the date lhese documents are made available to Iha faclity. If deficiencies are cied, an approvad pian of corraction 18 requislte to continued

program participallon.

B
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found someone. The client has had housekeeping
services' two times a week about six years now
dus to my gecident.

| Perrecord review of the client's schedule, was
seen on 10/08/15 and again on 11/09/15. During
the month the client was not found at home 3 out
of polentially 7 visits. However, on 10/14/15 the
sevices notes states 'needs new caregiver, on
10/20/15 20 demonstrates 'cllent called upset
caregiver [has] not returned' and on 10/23/15 the
notes states -'we need a meeling',

Per interview on 11/23/15 at 11:05 AM The
Director of Long Term Care(L.TC) stated that the
raqular caregiver did not want to return to this
client's home. The Director of LTC was aware
the client expressed frustration with the regutar
caragiver was not returning and "we had a quick
conversation and we asked would your like a sub
untll we get the full time person in December.
However there is no documentation s 1o the
outcome of the meeting on 11/03/15, If the client
was in agreement in waiting for a new care giver
of any changes to the plan of care.  Per intarviaw
on 11/23/15 at 2;18 PM the Supervisior of Case
Managemant statad that "today an asseasment
was done and authorized and approved for up| to
6 hors a week for moderate neads [homemaker],
That supervisor acknolwedged that “perhaps we
have not communicated timely with this client
about the changes”

G 144 | 484.14(g) COORDINATION OF PATIENT G444
SERVICGES -

Theclinioalaecord. orminutesof case

confarances astablish that effective Interchange,
reporting, and coordination of patient care does
oceur.

FORM CMS-2367(02-89) Previous Verslons Obaolsle Event ID:AQWIT Faclity (D; VY477000 If gantinuation sheet Page 2 of B
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CENTERS FOR MEDICARE & MEDICAID SERVICES

This STANDARD is not met as evidenced by:
Based on record reviews and staff interviews the
agency failed {o show in the clinical record case
conferences were conducted to provide for
effective reporting and coordination of cllent care
for 2 of 3 Clients (#1 and #2) In the sample,
Findings Include:!

1. Based onh record review and staff interview,
agency staff failed to document that case
conferences andlor coordination had cccurred for
Client #1. Par record review on 11/23/15 the
Client was agmitted to Agency services for
nursing oversight from 06/19/15 - 9/18/15 and &
raferral was also made on 07/02/15 for "high
pricrity for medical social services (MSW)
oversight”. The MSW on 07/00/15 wrote "MSW
refarral not picked up since client is already
working with Community Health team social
worker and CVAA [counsel an aging] regarding
community resources/LTC planning options.” |
There in no further information as to the extent of
social services that whers belng provided by the
Agency, other contracted personnel or community
Fes OUrCes.

Per interview on 11/124/15 at 11:35 AM the MSW
stated " | guess | knew [client] before, | did speak
to the [family member] who said everything was
ok but yes | would do something different now"...
(since) it ia a valid point that [family membaer | was
suspecied of abuse”., The MSW further
acknowledgedthat. cerainhmovingfonvardwe.

STATEMENT OF DEFICIENGIES (X1} PROVIDERISURPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
* | AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
- 5
¢
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G 144 | Continued From page 2 G 144

G144 Coordination of Patient Services

Corrective Actlon Plan Client #1:

Education provided to MSW's about the
importance of documenting coordination of
care with other agencles when client is
referred to the VNA but not admitted.
Documentation should occur in a “not
picked up note” for the referral encounter
and should identify that a discussion was
held with related outside agencies regarding
care plan and coordination of services and
with the client.

How we will monitor:

Quarterly record review of documentation
for clients not picked up at referral/those
recelving 1 visit and/or discharged clients to
monitor documentation regarding care
coordination with other agencias.

2Ol

wolld look closely at things, wé probably will be
making at least a one time visit". The MSW
gonfirmed at that time that there was no
documentation as to how effective interchangs
and coordination of patient care had occurred and

Responsible Party:
Terry Paquin, Director of Aduit Home Care

IR e, T IL‘S"-V\!{J
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G144 Coordination of Patie i
) nt Servi
G 144 Continued From page 3 G144 ces
stated " honestly | can't remember if | did even Correctlve Action Plan Client
on Plan Clie :
make the call." [to the other communily fent #2
resources).

Provide remedial education. The importance

Also see (3-197 i
of deeumenting the discussion and putcome

2. Perrecord review on 11/23/15, Client #2 of all meetings with clients In a case ‘
clinlcal record did not have informatian regarding communication note in the open episode \2’[(6
a telephone conversation on 11/03/16, related to will be reviewed with ali case managers

the client's concerns. Per review of the
schedulefcase communication note dated
10/23/15 states 'we need a meeting”. Per.

supervisors, and other appropriate staff,

| interview on 11/23/18 at 11:08 AM the Director of ' In addition, we wlll review our policy and
l.ong Term Care (LTC) stated that the client, case . | process related to “Client Complaints”,
manageal and [the Director of LTC] spoke via
speaker phone to try to resolve the client's LTC Director will monitor by establishing a

concerns on 11/03/15. The is no documentation . .
re-capping the conversation or outcome of that random record review and by reviewing 2.0} (,
meeting but 'it was noted on my calendar [that a each documented complaint far the next
meeting took place]”, The Director of LTG year to make sure that documentation has
confirmed at 12:37 PM thera. was no been provided In the case communication
documentation of the conversation, other | note of the client’s record.
pertinent notes, nor did the complaint log identify
the issues .

Also see State tag H-645
G 195 | 484,34 MEDICAL SOCIAL SERVICES G 195

if the agency furnishes modical social services,
those services are given by a quallfied social

| worker or by a qualified soclal work assistant
under.the supervision of a qualified social worker,
and in accordance with the plan of care. The
social worker assists the physician and other
team members in understanding the significant

sosla-and-cmetionalfactorsreleted-to-the-heakh

privie) i lge ]l i)

'| problems,

This STANDARD is not met as evidenced by:

AT i 25 F 2 B0 A %
it continualion shest Page 4 of &
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The social worker falled o furnish social services
for 1 applicable cllent in the sample with
significant social and emotional factors. (Client
#1) Findings include:

1. Client #1 was admitted to Home Heath
sarvices on 06/19/15. Concerns were raised by a
private care giver regarding the home llving
situation. On 07/02/15 the Nurse wrote a
communication nate; ' high pricrity need MSW
[medical social worker) referral for oversight',
The MSW wrote order on 07/09/15  "MSW
referral not picked up since client is already
working with Communily Health team soclal
waorker and CVAA regarding community
resources/LTC planning opfions", However, there
is no further information regarding the living
sifuation, services or other social service needs.
The nursing hotes and the private caraglvers as
well ag the client, all stated safety issues at
home, as well as some rmedical health changes.
Per interview on 11/14/15 at 11:35 AM, the MSW
stated that this client was known from a previous
sarvice eplsode and had made a visitin Aprli 23,
2015. The client subsequentiy was discharged
from the Agency, was hospitaiized and returned
two months later to the Agency In June 18, 2015,
The MSW acknowledged that ‘things can change
In a two month parlod’.  There is no information

safety and services that may or may not have
been provided to meet her psychosocial well
being. ' '

regarding the current period and reiated issues of |

G195 Medlcal Soclal Services

MSW communicated with son that client
would not be followed by VNA Social
Services since client was supported by CVAA
and the community health feam. This phone.
call is documented In a nate in ¢llent’s
record. On 7/5/15 we obtained an MD order
which was signed on 7/13/15 explalning why
MSW services were not initlated, Also, on
7/9/15 the VNA provided a SN vislt which -
involved a meeting between VNA, a
caseworker with CVAA, and the client’s
caregiver to discuss |level of care needed.

Corrective Action Plan:

We will continue to notify and obtain orders
from MD when MSW services are not
indicated.

. The MSW.was.unahlelo.answerhow theclienf's
‘Bocial service needs were being adeduately,
including those services provided under
arrangement or contract. The M5V stated
“gertainly moving forward we would look closely

at things, we probably will be meking at least a

[ a"’\«} }2- 2% f’(f//
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G 195 Continued From page 5 G 1985
ona time visit from now on". G197 The social worker prepares clinical
G 197 | 484,34 MEDICAL SOCIAL SERVICES G 197] and progress notes
The gocial worker prepares alinical rogress : : .
notes. prep and prog i Corractive Actlon Plam:
| Review documentation standard for social ['2/"...
»work referral that Is not picked up. Staff will _ ‘-7
This STANDARD is not met as evidenced by: ' receive education thata “not picked up”
lﬁ:g;gIosno';?gfv':;:s;ﬁmgw)"f‘;ﬁre‘g‘*'t‘g g:: are note will reflect (as substantlated in this
P et
dlinical and progress notes for 1 applicable clients case) the reason for not admlttmg'tn YNA
(Client#1)’ Findings include | services, the current status of services
1. Client#1 was admitted June 19, 2015 with a pravided by other agencies, any outstanding
refetral for MSW services as réquested by the concerns regarding level of care, and
3&gﬂwngfnur5& Tthej I}:ISdW wrote on|‘07ltq9115 tommunlcation/coordination with other
" referral not picked up since client is VNA services involved i A
already working with Community Health team tl":aAMD ices involved in the client’s care and
social worker and CVAA regarding community :
resources/LTC planning options. ]
During Interview an 11/14/15 at 11:35 AM the ' Responsible Party:
MSW stated *I wished i had remembered to | Terry Paquin, Director of AHC will be | 2/29[6 -+
reference an April 23rd [prior service petiod] visit . responslble for
that she was working wittr Mental health worker ! C o w . " / . -
weekly", However, the MSW acknowledged that ! Rev(ljewmg nc:t pmkﬁd up” noteson a 6 Z0 [(‘
thare was no current Information as what actual | random sample of charts for the next six -
services were being provided, if there was any months.
attempts to place client in a safer environment
such as an assisted living/Nursing Home or
communication as (o the overall safety and
psychosoclal plan with these community
resources. The MSW confirmed "there ig no
documentation that | called the home... nor any
outside agency like the Community health tsam
_onthe-case-managerand-honestly.l cant
remember If | did [ make the cail]."
G 230 | 484.36{d)(3) SUPERVISION G 230
If home health aide services are provided o a
| At W ;2o /(((

QRM CM5-2587(02-09) Frevious Varslons Dbaolele
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G 230 | Continued From page 6 - G 230

patient who is not receiving skilied nursing care,
physical or occupational therapy or
speach-language pathology services, the
registered nurse must make a supervisory visit to
the patiert's home no less frequently than every
60 days. Inthese cases, lo ensure that the gide
is properly caring for the patient, each supervisory
viglt must occur while the home health aide is
providing patient care.

G230 Supervision
i This STANDARD is not met as evidenced by: Corrective Action Plan:
Based on record review and staff interview, the vy
; Ateid e have reviewed pur Internal process and
agency fafled to conduat supervisory visits of the will adhere to all applicable state and federal

Home Health Aide every 60 days as required for 1
of 3 clients reviewed (Client #2). Findings inolude: regulations and program rules.
Per record raview on 11/23/15, Cliant #2 was on
ihe Choices for Care program, and was recelving
homemaker (PCA) and case management
servicas. Per review of the case management
notes , Case Management visits were conducted
on 01/28/15, 05/21/15 and 10/07/15. Per
interview on 11/23/15 at 1015 AM the Case
Manager stated that the client is contacted every
guarter by phone or in person and there is np 60
day supervision of the moderate needs (PCA)
staff. Per review of the Independent Living
Assessment {ILA) shows the client recelving upto
& hours of moderate needs [homemaking
sarvices] per week. |

Per interview ga 11/23/15 at 218 PM the Case_
Management Supervisor stated that [s/he] met
with the client and "was still bothered that the
case manger did not pick upon the 10/07/15 visit,
the fact that [client) was not happy with services,
as [client]) didn't want to say anything in front of g (2730 A

FORM CMS-2667(02-9¢) Praviaus Verslons Obsolele Event ID: AQWZ11 Facliily ID: VT477000 If continuatlon sheet Paga 7 of 8
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the [PCA] who was present but [tired to]
elongated certain words and made a face to show
[client's] displeasure. "I guess if there i8 some
doubt we should've followed up [with the client]".
Tha Case Managemsnt supervieor confirmed
that the quarterly case management vigits were
not evary quarter, as well as, no 60 day
supervision of the PCA other than the annual
review.,

FORM CMS-2667(02-09) Previous Verlons Obsolele Event 10: AQWZN Faciity 1D VT477000 If gentinualion sheet Pags 8 of &
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Vi, Organization, Services and Administration

6.12  Ahomeheaith agency shall keep 8 log of
all complaints. The log shall include the date of
the complaint, name of complainant, subject of
the complaint, person assighed and the date and
rasolution of the complaint.

(8) The home heaith agency shall respond to
ali complaints, whether received oraily or in
writing, within 2 business days.

This REQUIREMENT I not met as evidenced
by:

Based on record review and interviews the
Agency failed to document on the complaint log
the existence of ali complains, subject, parson
assigned and the resolution of the complaints for
one applicabie patient in the sample. (Client #2)
Findings include:

1, The Agency falled to document complaints
flled with the agency regarding care and services
for Client #2. Per interview on 11/23/16 at 10:55
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vi NURSE A COLCHESTER, VT 08446
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PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
H 001} Initial Comments H 004
An unannounced, cn-site complaint investigation
was conducted by the Division of Licensing and
Protection on 11/23/2015 and cempleted on
11124/15. The following are State Deslgnation -
regulatory violations identified at thls time.
586%5 6,12(a) Organlzation, Services and Adminlstration| H 6486

H64

HG645

Corrective Action Plan:
Organization, Services, and Administration

' Corrective Action Plan:
The VNA Complaint Pollcy will be reviewed
with LTC staff, managers, and supervisors.

All documented concerns and/or complaints
received in person or by phone will be
' documented as per agency pelicy.

Monitar:

LTC Director will review ali complaint forms
for accurate documentation and timely
follow up, Compiaint documentation will be
forwarded to the Quality Department for
quality control and improvement purposes.

2

msoi%

AM the Dirgctor of Long Term Care(L.TC) and
case manager stated that they were “aware of
concerns” by client #2 and that s/he unhappy
about the care giver leaving and a concern about
a broken grill". The Director of LTC stated there

is " no complaint for wear and tear itams and this L e ) 1230 A f
Divizion of Llceneing and Proleclion
LABORATORY DIREC YO TITLE {8 DATE
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AMD PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING: ' COMPLETED
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VT477000 B. WING 11/24/2015
NAME OF PROVIDER DR SUPPLIER STREET ADORESS, CITY, 8TATE, ZIF GQDE
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DEFICIENDY)
H 845| Continued From page 1 H 845

| Is not on our list of things we put on the complaint

log.... | didn't take this as a problem". Per review
of the service order note dated 10/14 and
10/20/15 demonstrates the clisnt exprassing
'needs a new care giver' and ‘upset that care
giver has not returned’.” Per review of the the
Agency's Policy #13.9 shows the definltions as
“any expression of dissatisfaction by a ciient,
family and guardian about services or care
pravided....reduction of services/hour, ... inabillty
to visit, late visit, ,..other." The Direclor of LTC
stated at 11:05 AM that there was "a quick
converstation" [via telephene on 11/05/15]
regarding replacing the care giver. Howsver,
confirmed that there was no documentation as fo
the outcome of that telephone call nor any
notation on the complalnt log.

This i3 a ropeat violation.

Diwision of Oicensing =nd Prolection
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