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December 21, 2015

Jeanne McLaughlin, Director
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Provider ID #:471506

Dear Ms. McLaughlin:

Enclosed is a copy of your acceptable plans of cotrection for the survey conducted on October 28,
2015.

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

Sincerely,
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Suzanne Leavitt, RN, MSN
State Survey Agency Director
Assistant Division Director
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ASSESSMENT

The hospice interdisciplinary group, in
consuitation with the individual's attending
physician (if any), must compiete the
comprehensive assessment no later than 5 _
calendar days after the election of hospice care in
" accordance with §418.24, i

This STANDARD s not met as evidenced by:
Based on medical record review and staff
interviews between 10/26 and 10/28/2015, the
Hospice failed tb assure that there was
consultation with the other members of the
interdisciplinary group [[DG), and that they
considered the information gathered from the :
initial assessment to deveiop an individual plan of |
care within the first five days, for 5 of 13 clients in
the applicative sample (# 1, 2, 3, 4, and 6): ‘

1. Per record review pn 10/26/15 , the nurse
failed to consult with the ail other members of the |
(DG, to consider the information gathered from |
the initial assessment dated 10/16/15 , so as a
group, develop the plan of care [POC] for Client
#2 There is evidence that the Medical Social ‘
Worker [MSW]was aware and agreed to the POC
on 10/20/15, while the Chaplin noted agreement,
11 days later, on 10/26/15. There is no evidence |
that the physician was also polled regarding the
POC. Perinterview on 10/27/15 at 3:15 PM the
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L 523 Continued From page 1

VP of Clinical Operations confirmed there was no
evidence that showed the physician was made
aware, contributed and/or agreed to the the POC :

2. Client #1 was admitted to Hospice services
pn 06/20/15. A comprehensive assessment was
documented as completed on 08/20/15, however, |
the POC was not completed in cansultation with

. the IDG, untif 6 days fater on 06/25/15. In
addition, the POC updates and/or information
from the 09/03115 {DG meeting was not found.
This was confirmed on 10/27/15 at 3:15 PM by
VP of Clinical Operations.

3. Per record review there was no evidence in the
“record of Client #6 that all members of the IDG
{Inter Disciplinary Group) were involved with
completing the comprehensive assessment and
development of the plan of care to address all
client's needs. On 10/27/15 at 3:15 PM the VP of -
Clinical Operations confirmed that there was no
evidence available that the {DG was involved in
the above.

i

4. Client #4 was admitted to Hospice on 4/12/15
with a terminal diagnosis of lung cancer. Per
review of Client #4's medical record, there was no |
evidence that all IDG members (Hospice Medical
Director, Social Worker, RN and pastoral or other .
counselor), had coltaborated within the first 5 :
days from the Start of Care to developed a plan

" of care to address the client's individual needs. It
was not until 4/21/15 when the 1DG decumented
the teams's review of Client #4's Hospice needs
and plan of care. Per interview on 10/28/15 at
9:45 AM, the VP of Clinical Operations confirmed
there was no evidence to confirm a collabpration
had accurred within 5 days of Client#4's
admission to Hospice.

L 523.
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5. Client #3 was admitted to Hospice on 10/7/15

. with a terminal diagnosis of bowel cancer. Per
review of Client #3's medical record, there was no
evidence that all |[DG members had cpilaborated
within the first 5 days from the Start of Care to

- developed a plan pf care to address the client's

“individual needs. The only documentation
identified was a note written by the Social Worker
upon start of care. Per interview on 10/28/15 at
11:50 AM, the VP of Ciinical Qperations
confirmed there was no evidence to confirm &

 complete collabgration had occurred within 5

" days of Client#4's admission to Hospice.
418.54(c)(7) CONTENT OF COMPREHENSIVE

 ASSESSMENT

L 531

-

. [The comprehensive assessment must take into
consideration the following factors:
{7) Bereavement. An initial bereavement
assessment of the needs of the patient's family
and other individuals focusing on the sccial, ‘
spiritual, and cuitural factors that may impact their
ability to cope with the patient's death.
Information gathered from the initial bereavement
assessment must be incorporated into the pian of -
care and considered in the bereavement plan of
care.

This STANDARD is not met as evidenced by.
Based on medical record reviews and staff
-interviews between 10/26 and 10/28/2015, the
Hospice failed to assure that the initial
bereavement assessment for 3 of 7 clients (# 4,
5, and 7) include a bereavement plan of care,
sufficient to address the needs of the patient's
family and other individuals focusing on the

t
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at thirteen months.

10/28/2015.
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" soclhal, spiritual, and cultural factors that may
impact their ability to cope with the patient's

- death. information gathered from the initial

. bereavement assessment must be incorporated

; into the plan of care and censidered in the

' bereavement plan of care. The specifics are as

11, Client #5 died on 08/04/14, and the chart
review does not have evidence that a
bereavement assessment was obtained and or
provided to the family. Per interview on 10/26/15
at 1:08 PM the Bereavemant Goordinator stated
that a phone call is made and a letter is sent to
the identified perscn(s), snen after the death of
the loved one. There are additicnal mailings one, .

: ‘ three, six, nine and twelve manths plus a survey .

Per record review and

- confirmed with the Bereavement Coordinator on
10/28/15 at 11:15 AM, there is no documentation |
that an initial bereavement assessment was
completed for this client's loved ones.

1 2. Per record review in the aftemoon of

F10/262015, Client # 7 was admitted to Hospice

, services on 1/31/2015 and died on 4/09/2015. 1
There is no evidence in the medical record thata |
bereavement care plan was formulated prior to
histher death or at the time of the initial
assessment. This is confirmed during interview
with the Bereavement Coordinator on 10/26/2015
at 1,08 PM and again during interview on :

. 3, Glient #4, admitted to Hospice on 4/12/15, died |

cn 8/22/15, There was no evidence in the client's
. medical record that a bereavement care plan was |
i devejoped prior to his/her death or after the
' client's death. Documentation only included

L 531
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. services that are not provided by the VNA

attempts were made to contact the bereaved
family after Client #4's death. Perinterview during |
the morning of 10/28/15, the Bereavement i
Coordinator confirmed there was np evidence tp
support a bereavement care plan had been
developed for Client #4 and identified family
members of the deceased.

418.78 VOLUNTEERS

The hospice must use vbiunteers to the extent
specified in paragraph {e) of this sectipn. These
volunteers must be used in defined roles and
under the supervision of a designated hospice
emplayee.

. This STANDARD is not met as evidenced by:
" Based pn interviews and medical record review

the Hospice failed to consistently have a
designated VNA Hospice employee supervise the
volunteers. Findings include:

1. Perinterview on 10/27/15at2:13 PM the
Hospice Director (HSD) stated that the VNA
Hospice has a contract with an outside agency
that provides haspice volunteer services in the
southern Vermont area.  Currently there are
approximately & clienis receiving velunteer

Hospice. The HSD stated that supervision of the !
volunteers and hpspice iraining is provided by '
their contracted agency. Per review pfthe
process and the contract with this outside

agency, the information states that the putside
agency will supervise the volunteers, The HSD
confirmed that supervision is not provided by a
designated Hospice employes,

418.104(f) RETRIEVAL OF CLINICAL RECORDS

L 537

L 642

L 685.
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The clirical record, whether hard cepy or in
electronic form, must be made readily available
onh request by an appropriate authority.,

This STANDARD is nnt met as evidenced by:
Based on record reviews and staff interviews
between 10/26-10/28/2015, the hpspice failed to
assure that the medical record was readily
- available on request by the survey team for the
.13 medical records in the sample. Findings

Per record reviews conducted by four surveyprs
throughout the, three days cf survey, the
electronic medical records (EMR) were fimited in

regards tp available informaticn. There were a

" number of decuments and information that were ¢
net viewabie on the surveynr iaptops, provided by ¢
the facility, that could be found by agency staff
after searching, {for example, interoffice emails
were on other system applications, which were
npt viewable through the main documentation
program used by the surveyors. There was a
considerable amount of time lpst during survey
while staff attempted to find and provide
documentation and two staff members stated,
while assisting surveyors that they were unsure
why there were portions of the recprds that could
not be accessed by the team.

e ud
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Plan of Correction

Completion Date

Monitoted by

1.523

Hospice failed to assure there was
consultation with other members of the
IDG

Action taken to correct deficiency

Re-ceducation for Hospice admitting
nurses regarding documentation
requirements for collaboration with
Interdisciplinary Group (IDG) within 5
days of Start of Care (SOC).

10/31/2015

Cindy Scott,
Hospice Director

Measure/s put in place or

Audits for 100% of all SOC to ensure

10/28/15 thr

Cindy Scott,

'Bereavement Coordinators' around
requirement to complete assessment
and develop plan of care as necded for
all clients and designated bereaved,

systematic changes pur in place compliance for 30 days and then a 1/28/16 Hospice Director
to assure deficieney does not |, irmum of 20% for another 60 days
recur
Corrective actions that wiltbe  [Ongoing audits of minimum of 10% of Ongoing Anne Fecto,
monitored so deficiency does not all Hospice SOC. Quality Supervisor
recur -
L531 Hospice failed to assure the initial

bereavement assessment, including a

bereavement plan of care was

incorporated into the client EMR
© on taken to correct deficiency [Re-education of designated 10/31/2015 Cindy Scott,

Hospice Durector

Measure/s put in place or
systematic changes put in place
to assure deficiency does not
recur

Audits for 100% of all SOC 1o assess
completion of pre-bereavement and
plan of care for 30 days and then a
minimutn of 20% for another 60 days.

10/28/15 thru
1/28/16

Cindy Scott,
Hospice Director

Corrective acrions thar will be
monitored so deficiency does not
recur

Ongoing audits of minimum of 10% of

all Hospice SOC.

Ongoing

Anne Fecto,
Quality Supervisor

1642

Hospice failed to consistently have a
designated VNA employee supervise
contract volunteers,

Action taken to cotrect deficiency

Volunteer Coordinator to provide
supervisory oversight of all contract
volunteers

Week of 11/16/15

and ongoing

Darcy Sylvestre,
Volunteer
Coordinator

Measure /s put in place or
systematic changes put in place

Darcy Sylvestre,

te assure deficiency does not Volunteer Coordinator will be present Week 0f 11/16/15 |Volunteer
S at initial contract volunteer training and ongoing Coordinator
JC terpit
(.. 115

6o /A




Audits for 100% of all contract

Darcy Sylvestre,

fecur

volunteers to determine compliance Week of 11/16/15 |Volunteer
with supervision for 30 days. and ongoing Coordinator
Lurtective actions that will be Audits for 100% of all contract Darcv S)’].VES tre
. . ) . ) 3
monitored so deficiency does not |- ghinteers 1o determine compliance Week of 11/16/15 |Valunteer
with supervision for 30 days. and ongoing Coordinator

Lo42

Hospice failed to assure that the
medical record was readily available on
request fot the survey team for 13
medical records

We take exception to the comment that
there was a 'considerable amount of
time lost during survey while staff
attempted to find and provide ..." The
comment re; two staff members stated
unsure why portions of records were
not avatable - only access to staff was
Sheila Aubin and Cindy Scott - neither
of them made this comment. We ate
requesting clarificadon on this tag.

Action taken to correct deficiency

{
t

Doc Star has 9 Licenses that are used an
a daily basis by internal staff. In the
fucure, a designated medical record staff
with a Doc Star license will be available
to the designated VINH survey lead
during all future surveys to print
required documentation. Theze is no
reasen for emails ta be printed during a
survey because all documentation is in

the EMR.

Oct-15

Sheila Aubin, VT of
Clinical

Measure/s put in place or
systematic changes putin place
to assure deficiency does not

Sheila Aubin, VP of

recur Above Oct-15|Clinical

Corrective actions that will be

monitored so deficiency does not Sheila Aubin, VP of
recur Above Oct-15|Clinical

JECeri (2.7 3
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