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INITIAL COMMENTS

A full hospital survey, as authorized by the
Centers for Medicare and Medicaid Services, was
conducted from 10/08/12 - 10/10/12, subsequent
to a complaint survey completed on 08/08/12.
During the complaint survey, the Conditions of
Participation (COPs) for Quality Assurance and
Performance Improvement and Discharge
Planning were not met. The full survey completed
on 10/10/12 included a Life Safety survey and
investigation of 2 complaints. The following
regulatory violations were found.

482.21 QAPI

The hospital must develop, implement and
maintain an effective, ongoing, hospital-wide,
data-driven quality assessment and performance
improvement program.

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; involves all
hospital departments and services {including
those services furnished under contract or’
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospital must maintain and demonstrate
evidence of its QAPI program for review by CMS.

This CONDITION is not met as evidenced by:
Based on staff interview and record review, the
Condition of Participation : Quality improvement
and Performance Improvement Program was not
met based on the hospital's failure to meet the
requirement's for quality improvement and related
nursing care and discharge planning prior to
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program participation.
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| including documentation of the plan, a system for
‘monitoring progress of the plan and ongoing

Continued From page 1

discharge of one applicable patient in the sample.
Patient #1 was placed at risk upon discharge by
the hospital's failure to assure that all
components required for safe discharge from the
hospital had been met prior to discharge. A
patient who required specialized equipment
subsequent to placement of a tracheostomy was
discharged home without assuring that the
suctipn machine was in the home and training
provided to the patient and spouse, prior to
discharge from the hospital. The hospital
completed a root cause analysis subseguent to a
patient adverse event report on 5/3/12; however
the hospital failed to identify all deficient practice
and failed to initiate an appropriate action plan,

evaluation and analysis of the plan's progress by
the Quality Depariment.

Refer to TAGS A 287, A 288, and A 302
482.21(c)(2) QAP! IMPROVEMENT ACTIVITIES

[Performance improvement activities must track
medicai errors and adverse patient events,] and
analyze their causes, and ... '

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
hospital's QAPI committee failed to develop and
document data for a corrective action plan in
response to an adverse patient event reviewed
during a Root Cause Analysis (RCA) for 1
applicable patient in the fotal sample of 11 patient
records reviewed. {Patient #1). Findings include:

Per review of the medical record for Patient #1
and interview with hospital staff from Discharge
Planning, Nursing Services, Respiratory Therapy
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1 and Quality improvement on 8/7/12 and 8/8/12,
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the hospital's QAPI response to an adverse
patient event failed to completely identify causes
which contributed t0 the event during the RCA
(Root Cause Analysis) process. The QAP
response failed to show evidence of follow up
with corrective action plans and faifed to include
written data of the audits being completed by
responsible department staff (Nursing and
Respiratory Therapy). The QAPI response failed
to address the lack of patient teaching and care
planning regarding self care for a newly placed
tracheostomy.

A reguiatory complaint regarding incomplete
discharge planning was investigated after Patient
#1 died within hours of discharge from the _
hospital's medical surgical unit on 4/26/12. The
patient had received emergent placement of a
tracheostomy after experiencing respiratory
failure. The patient was hospitalized at CVMC
during the period from 3/21/12 - 4/26/12,
excluding a 5 day hospitalization at another
hospital from 4/18/12 - 4/23/12. The hospital
course included inpatient status in the [CU for
almost 1 month. in addition to respiratory failure,
diagnoses included multiple co-morbidities
contributing to the patient’s acute medical
condition. The patient was discharged home
from the hospital with no evidence of adequate
training to assure competency for self care of the
new tracheostomy post discharge. CMs (case
managers), RTs (respiratory therapists) and RNs
(registered nurses) failed to assure that
necessary medical supplies, including a suction
machine, were available in the home prior to the
patient's arrival home. The patient was
discharged at 12:35 PM on 4/26/12 and the
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suction machine arrived at the home at 5:28 PM,
tater the same day, per interview with the Director
of Cardiopulmonary Services on 8/7/12 at 3 PM.
He confirmed that the respiratory therapist
working with the patient on 4/26/12 spoke with the
CM and it was then discovered that no
arrangements had yet been made to order a
suction machine for delivery to the home that day.
Per review of the Discharge Insiructions Sheet
signed by the Registered Nurse (RN) discharging
the patient home on 4/26/12, the form was
incomplete and had nothing written in the section
for home medical supplies. Page 2 of the form
revealed the section of the form for patient
education was blank, as well as the area for other
instructions. During interview on 8/8/12 at 3:17
PM, the CM responsible for the discharge plan
confirmed that no one was aware the patient
needed suctioning equipment at home unti the
day of discharge. A discharge note by the CM
dated 4/26/12 at 1402 stated "respiratory therapy
is working on obtaining the suction equipment
she will need at home". This note was written 1
and 1/2 hours after the patient's discharge from
the hospital. ' ’

Per review ofa CM late entry progress note for
4/26/12 at 1615 (written at 1335 on 4/27/12), "CM
spoke with spouse who expressed concerns
regarding -----(patient's) inability to cough up
mucus and that the suction equipment had not
yet arrived. -~ (patient) responded in the back
ground that "l can't cough anything up and ! can't
breath". The CM gave instructions fo the spouse
and said if the patient could not breath to return to
the Emergency Department via ambulance.

> Although the spouse called back a short time
later and said that —-{patient) feit better, this was
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¢ Medical Director for Quality improvement stated
i that s/he felt that they met the priority of the RCA

‘in the plan. The DCPS alsp cpnfirmed that

a potentially dangerous situation for the patient.

During the hpspital's RCA, staff failed to identify
all of the issues that contributed to this event.
During interview on 8/8/12 at 4:18 PM, the

by determining who is respensible for respiratory
equipment at discharge. A checklist was

designed fo assure all necessary
referrals/equipment was in place for future
discharges home. Although the Director of
Cardiopulmonary Services (DCPS) developed an
audit form fo review all discharges for evidence of
appropriate discharge services, and provided
education to his staff, he failed to assure written
data was completed to show evidence of
compliance, adherence to the Pl plan and
evaluation of needed changes to the interventinns

respiratory therapists are responsible for patient
teaching on trach self care, a responsibility
shared with nursing staff, and that his staff failed
to decurment adeqguate evidence of
teaching/patient/spouse competency for trach self
care prior to discharge home from the hpspital.
At approximately 9 PM on 4/26/12, in the
presence of the Home Health RN, the patient
collapsed on the bedroom floor and EMS was
called to fransport to the Emergency Department,
where the patient expired. The hospital QA
response was not sufficient to assure that a
similar situation with potentially life threatening
consequences for a patient would not occur
again. There was no nursing action plan as a
result of the RCA, per interview with the RN
Director of Critical Care Services on 8/8/12 at
8:20 AM. S/he stated that s/he was not aware of
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“any QA plans for nurses re;discharge process,
patient education and patient care planning. The
Director of Quality Assurance, interviewed on
8/8/12 at 3:30 PM also confirmed that she was
not aware of any quality response plan for
corrective action regarding this patient's care and
dischdrge process from the nursing department.
She stated that the usual precess for a RCA has
been to utilize a tracking tool to monitor what the
corrective plan is, where staff are in the process,
communication with work groups to assure that
process is on-going and evaluation of actions fo
maintain compliance. The Director stated that she
was on a leave of absence during the RCA for
this patient. The hospital failed to assure that
trained staff were available to carry on QA
activities during the Director's absence. In
addition, the Director stated that the RCA was not
brought to the hospital wide Quality Coundcil
meetings for review May and July, 2012.

During interview on 8/8/12 at 4:20 PM, the staff
member conducting the RCA stated that a
committee was devised to determine who was
responsible when a patient with a tracheostomy
was being discharged home, including what each
discipline was responsible for. A checklist
document was devised which has not yet been
implemented. There have been no follow up
meetings or-evidence of follow up contact with
committee members since the RCA meeting by
the responsible Qualily staff. The Director of QA,
who was aiso present for the interview, confirmed
that the hospital's quality assurance staff had not
followed the department's procedural processes
for this case.

A 288 : 482.21(c)(2) QAPI FEEDBACK AND LEARNING

[Performance improvement activities must track

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING .
B. WING c
470001 ' 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- BOX 547
CENTRAL VERMONT MEDICAL CENTER
BARRE, VT 05641
) 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
A 287 | Continued From page 5 A 287

/f//,g/('z_

aossl Lea Plan st Cocvection) Wiz
_ -

DFL (0 atee g lecs

AT o TR0 ak

Ceeo Plan 8¢ Coveechkon. | 0 a1

NEBF7 (Do drre gleds
@@M‘ Ci«:o'yw—as[vj 2t )/VZJQ'

. FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D SZFT11

Facifity 10: 470001 . - If continuation sheet Page 6 of 28
e 3/ yE 9

I 11-7-1>




PRINTED: 10/16/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIDN IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING %
470001 ' 10/10/2012
NAME OF PROVIRER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ’
. BOX 547
CENTRAL VER EDICAL CENTER X
MONT M BARRE, VT 05641 .
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 5} PROVIDER'S PLAN OF CORREGTIDN - {X8)
PREFIX {EAGH DEF!GIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHDULD BE COMPLETION
TAG REGULATORY OR 1SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENGY)
Continued From page 6 A288

A 288

medical errors and adverse patient events,
analyze their causes and] implement preventive
actions and mechanisms that include feedback
and learning throughout the hospital.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the
hospital failed to assure that it's performance
improvement plans were implemented and failed
to assure that mechanisms to inciude feedback
and learning extended throughout the hospital
regarding patient care for one applicable patient
in the sample. (Patient #1). Findings include:

Per interview on 8/8/12 at 4:30 PM, the QA staff
member who was responsible for conducting a
RCA (on 5/3/12) after an adverse patient event
confirmed that s/he had not had follow up
meetings with the subcommittee to evaluate and
moniter the quality improvement process.
Aflthough nursing staff was involved in the
discharge of the patient on 4/26/12, no
performance improvement activities were put into
place as a result of the findings of the RCA
meeting. The Medical Director of Quality also
confirmed that during the RCA they did not
acknowledge the lack of of patient/significant
other education prior to discharge to assure safe
management of the patient's tracheostomy. The
RN Director of Critical Care Services confirmed
during interview on 8/8/12 at 3:45 PM that he was
not aware of any corrective actions put into place
for re-education of nursing staff regarding RN
teaching of tracheostomy care in preparation for
discharge home for the patient /significant other.
He also confirmed that there was no care plan for-
patient/significant other education for
tracheostomy care at home.’
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A 288 | Continued From page 7

Although the Respiratory Department did initiate
some corrective action plans, they were not fully -
operationalized and there was no evidence of
monitoring and assessment of the ongoing
corrective action plan by the department director.
This was confirmed during interview with the
Director of Cardiopulmonary Services on 8/7/12
at 3 PM. The director also confirmed that he was
not documenting the chart audits/results data that
he was completing as part of the corrective
action. '

During interview on 8/8/12 at 4 PM, the Director
of Quality Assurance confirmed that the hospital's
improvement plan after the RCA was lacking in
follow through and analysis of the needed
corrective actions necessary to assure safe
patient care and planning refated to discharges
hame with a newly placed tracheostomy requiring
self care.

A 291 482.21(c)(3) QAPI SUSTAINED IMPROVEMENT:

[The hospital must take actions aimed at
performance improvement and, after
implementing those actions, the hospital must
measure its success, and] track performance to
ensure that improvements are sustained,

This STANDARD is not met as evidenced by:
Based upon observation, staff interview and
record review, the hospital failed to ensure
performance improvement actions, previously
implemented for infection control deficient
practice, were sustained. Findings include:

A deficient practice was identified during a
complaint survey on 7/31/12, related to failure of
gl OR {operating room) staff to wear head

|
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*| coverings and masks in @ manner that covered all

| nurse, circulating nurse and anesthesiologist
; were ali obhserved wearing PPE (hair coverings)

| jewelry whila actively involved in a surgical

i hospital failed to assure that a guality

Continued From page 8

areas appropriately during surgical procedures.
During interview, on 7/31/12 at 4:00 PM the
Infection Control Nurse stated that per hospital
policy and standard of care, PPE (Personal
Protective Equipment), including head covers that
completely cover all hair, and facial masks,
completely covering nose and mouth, should be
warn by anyone entering an OR in which an
active case is in progress. However, during a tour
of the perioperative area on 10/9/12 at 11,20 AM
with the VP of Medical Affairs and the Director of
Ambulatory Nursing Services, in OR #3 the scrub

that failed to completely cover their hair and

procedure. Although the Director for Ambulatory
Nursing Services confirmed frequent
auditing/surveillance of staff in the operating
rooms had been conducted, the deficient practice
had not been corrected as of 10/9/12,
improvement actions associated with this plan to
correct this deficient practice and breach of
infection control policy had not been sustained.

Refer to Tag A-0749
482.21{d)(3) QAPI PROJECT
BOCUMENTATION

fThe hospital must document what guality
improvement projects are being conducted the
reasons for conducting these projects, and] the
measurable progress achieved on these projects.

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the

A 291

A 302

See Plan of Co veection

A D9y
Yxe=0 Cecomnas n1/

”//3//'3—;

0 & by

See Plan b Covrection,
Al a

o Alga,

Wil ia
e

P

wli 13
' C e oS

qu) AP

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: SZFT11

Facility 1D: 470001

If continuation sheet

IIN— 1-17-12

Page 9of 28




DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/16/2012
FORM APPRCVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER:

470001

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
10/10/2012

NAME OF PROVIDER OR SUPPLIER

CENTRAL VERMONT MEDICAL CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
BOX 547
BARRE, VT 05641

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST EE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TD THE APFROPRIATE DATE

DEFICIENCY)

A 302

A 395

patient event was properly documented and that

: Per interviews (8/7/12 and 8/8/12) with the QA
; staff assigned to conduct a RCA after an adverse

Continued From page 9
improvement project initiated after an adverse

measurable progress was achieved regarding the
care of one applicable patient in the sample,
{Patient #1). Findings include:

patient event, there were no transcribed notes
from the RCA; no documentation of a corrective
action plan for nursing staff re:patient care
planning and teaching in preparation for
discharge, no documentation of the respiratory
department QA audit process and no evidence of
written follow up and/or committee meetings to
measure progress in the corrective action plan.
The hospital completed a root cause analysis
subsequent to a patient adverse event report on
5/3/12; however the hospital failed to identify all
deficlent practice and failed to initiate an
appropriate action pian, including documentation
of the plan, a system for monitoring progress of
the plan and evaluation of the plan's progress by
the Quality Department,

482.23{b)(3) RN SUPERVISION OF NURSING
CARE

A registered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD s not met as evidenced by:
Based on staff interview and record review, the
hospitai failed to assure that RNs evaluated,
assessed and implemented a plan te provide
appropriate trracheostomy self care training o
Patient #1 and his/her significant other prior 10
discharge from the hospital fo the home setting.
Findings include:

A 302
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Per record reviews on 8/7/12 and 8/8/12, Patient
#1 had a trachepstomy placed during a hospital
stay and RNs failed to document adequate
teaching of self care for the patient/spouse in
preparation for discharge from the hospital to
home on 4/26/12. Review of nursing notes from
4/23M12 - 4/26/12 reveals incomplete
documentation regarding the skill level of the
patient in completing their own trach care. There
was no evidence of training in suctioning the
tracheostomy if it should become blocked by thick
secrefions. The patient expressed anxiety
regarding responsibility for his/her own care
during a meeting with a psychiatrist on 4/25/12,
The progress note stated "She looks forward to
going home but states she is afraid because if
there is a medical complication, she will not have
immediate help". There was no evidence that the
patient was given any written educational
materials regarding trachebstomy care upon
discharge on 4/26/12. There was no evidence of
any assessment of the patient's capabilities for
self trach care. Per review of the Discharge
Instructions Sheet, signed by the patient and the
RN on 4/26/12 at 12:35 PM, the sectipn regarding
patient education was blank. This was confirmed
during interview with the RN Director of Critical
Care Services on 8/3/12 at 3.45 PM. '
Refer also to A 386

482.23(b)(4) NURSING CARE PLAN

The hospital must ensure that the nursing staff
develops, and keeps current, a nursing care plan
for each patient

This STANDARD is not met as evidenced by:
Based on staff interview and record review, the

A 395

A 396
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hospital failed to assure that RNs developed and
kept current a nursing care plan for one
patienYtsignificant other regarding fraining of
tracheostomy care in preparation for discharge
home. (Patient#1). Findings include:

Per record review on 8/7/12, there was no
nursing care plan developed to address Patient
#1's needs regarding-education for him/her and
the spouse for total care/self care at home for a
newly placed tracheostomy during an extended
hospital stay. Review of the 'teach back checkiist'
notes (4/18/12 - 4/26/12) on 8/8/12 revealed that
the patient was instructed only briefly regarding
instillation of NS (normal saline solution) into the
trachea to Joosen mucus. There was no evidence
of training regarding how to suction the tfachea
for rermoval of excessive mucus if needed.
Although a RN documented that a booklet with
training matenials was given to the patient while
sfhe was critically ill in the ICLlJ, there was no

: evidence of follow through and return
demonstration for all necessary trach care to be
carried out by the patient/spouse after discharge
home on 4/26/12. The discharge instructions
sheet given to the patient by the RN at discharge
documented no educational matenals regarding
trach care in the education section of the sheet.
This was confirmed with the Director of Critical
Care Services on 8/8/12 at 3:45 PM.

Refer also to A395

482.24{c)}(2)(v) CONTENT OF RECORD -
INFORMED CONSENT

A 466

[All records must document the following, as
appropriate:]
Properly executed informed consent forms for

procedures and treatments specified by the

A 396
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medical staff, or by Federal or State law if
applicabie, to require written patient consent.

Soe lan o CovtecFion. | /51ial

This STANDARD is not met as evidenced by:
Based upon interview and record review, the
hospital failed o assure that a properly executed

anesthesia consent form was obtained for 2
patients in the applicable sample undergoing a

i surgical procedure (Patients #13 and #27).

I Findings include: :

A Yee Joc deepld
( P&Z“: P Cfufka\g\ ;/&‘U" Y

"/ 21—

1. Per record review and confirmed with the
Charge Nurse on 10/8/12 at 4.50 PM, there was
no signed anesthesia consent for Patient#13
who received a@nesthesia for a surgical procedure
on 10/5/12.

Per record review and confirmed with the VP,
Quality & Nursing/Chief Nursing Officer (CNG) on
10/9/12 at 1:15 PM, the Anesthesia Record for
patient # 13 states "anesthesia pre-op, patient
medicated and not consentable" and was
electronically signed by the Anesthesiologist on
10/6/12.

2. Per record review on 10/10/12, there was no
signed anesthesia consent for Patient #27, who
received spinal anesthesia for a surgical
procedure on 10/2/12. This was confirmed by
both the Director of Peri-operative Services and
the Vice President, Nursing and Quality/CNO
during separate interviews on the afternoon of
10/10/12.

In addition, per staff interview and confirmed with
the VP, Quality & Nursing/CNO on 10/10/12 at
1:15 PM, the facility policy titled Informed
Consent with an effective date 8/16/12 states that
Surgical or Invasive Procedure Consent should
be obtained for General or Spinal Anesthesia and
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A 749 | 482 42(a)(1) INFECTION CONTROL OFFICER a7a0|~ Sece dlaa of Correchoal ttfilia

: regarding the use of PPE when contact

RESPONSIBILITIES

The infection control officer or officers must
develop a system for identifying, reporting,
investigating, and controlling infections and
communicable diseases of patients and
personnel,

This STANDARD is not met as evidenced by:
Based on observations, staff interview and
record review the hospital failed to assure that
infection control measures were implemented in
an ongoing and consistent manner to assure
terminal cleaning in all operating rooms was
conducted; appropriate use of PPE (Personal
Protective Equipment) by all peri-operative staff
was worm in accordance with standards of
practice and compliance was maintained by staff

precautions are initiated. Findings include:

1. During a tour of the perioperative area on
10/9/12 at 11:20 AM with the VP of Medical
Affairs and the Director of Ambulatory Nursing
Services, in Operating Suite #3 the scrub nurse,
circulating nurse and anesthesiologist were all
observed wearing PPE (hair coverings) that faited
to completely cover their hair and jewelry while
actively involved in a surgical procedurs. Per
AORN (Association of periOperative Registered
Nurses) Journal, January 2012 Vol 85 No 1
"Implementing AORN Recommended Practices
for Surgical Altire, " Perioperative nurses should
not wear jewelry such as earrings,

rnecklaces........ that cannct be contained within
surgical attire because of the risk of
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contaminating the surgical attire” AORN further
states, "All personnet should cover their head
and facial hair when in the semirestricted and
restricted areas. Hair coverings should cover
facial hair, sideburns, and the nape of the neck.
Perioperative nurses can help minimize the risk
of surgical site infections by covering head and
facial hair...." AORN further statas " Skull caps
are not recommended because they do not
completely cover the wearer's hair and skin; they
fail to cover the side hair above and in front of the
ears and the hair on the nape of the neck". The
Director of Ambulatory Nursing Services
confirmed at the time of observation, staff were
not meeting standards of practice and were not
in compliance with hospital Infection Prevention
and Centro! Guidelines for Surgical Services last
reviewed 1/13/12 which states, per VII.,
Environmental Control D. - 2™ Hair covering will
be donned prior to entering the OR Suite and will
cover and contain all hair", This viclation of
hospital policy and standards of practice was also
confirmed on the moming of 10/10/12 with the
Manager for infection Prevention and Gontral.

2. While touring operating room Suite #2 and
#4 on 10/9/12 at 11:25 AM and 2:00 PM with the
Director of Ambulatory Nursing Services,
powder-like dust was observed on the ventilation
faceplates covering 2 out take airvents located
on the lower walls of each of the operating rooms.
The Director acknowledged housekeeping staff
assigned to perform terminal cleaning each night
in each of OR Suites would be responsible for
cleaning the ventilation faceplates. Per review of
the hospital's policy Infection Prevention and
Cantrol Guidelines for Surgical Services |, V.
Housekeeping: "Housekeeping will clean the
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department according to established department
policy and is responsible for floors, walls,
cabinets, chairs, and certain equipment.....this
terminal cleaning will include v. Ventilation
faceplates”. The policy further states: "Surgical
| procedure rooms and scrub/utility areas will be
terminally cleaned daily, regardless of whether
they are used that day. A clean surgical
gnvironment wilt reduce the number of microbial
flora present. This means that these rooms

hour period during the regular work week”. Per
interview on the morning of 10/10/12, the
Manager for Infection Prevention and Control
noted although Environmental Patient Safaty
Inspections did inspact the Operating Suites, the
ventilation faceplates had not been part of their
observations.

3. Per observations on 10/8/12, between 2:25 PM
and 2:30 PM, hospital staff failed to adhere to
orders for 'Contact precautions’ when entering
and leaving the room of & patient with a
suspected infection. Per record review on the
afternoon of 10/9/12, on 10/6/12 at 10:27 AM.
Patient #5, who was hospitalized for treatment for
cellulitis [a severe inflammation of dermal and
subcutaneous layers of the skin}, was placed ¢n
‘Contact Precautions' [Contact Precautions are
methods used to prevent transmission of
infectious agents which are spread by direct/
indirect contact with a patient or the patient' s
environment]. Per review of Patient #5’s medical
record, physician progress notes dictated on
10/7/12 at 3:44 P.M. regarding Patient #5's
cellulitis stated, "MRSA is likely" . [Methicillin
Resistant Staphylococcus Aureus (MRSA) is &

should be terminally cleaned once during each 24

A 749
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i anticipating that clothing will have direct contact
: with the patient or potentially contaminated

|
l

Continued From page 16

bacterium in infections that has developed a
resistance to muttiple antibiotics].

Per dbservation of Resident # 5 on 10/8/12 at
2:25 P.M,, the facility ' s Contact Precautions
sheet was present on the wall in the hallway,
outside the patient’ s room. The Coniact
Precautions sheet include: " Perform hand
hygiene between all patient contact and before
entering and leaving the room. Wear gloves when
entering room and for all patient contact. " The
precautions also list " wear a gown whenever

environmental surfaces or items in the patient ' s
rocm, " : _

Per cbservationon 10/8/12 at 2225 P.M,, a
physician entered Patient #5's room with gloves
on, but no gown, sat down on a chair across from
Patient #5, and performed a procedure on the
patient's left wrist. Per review, the Physician's
progress note, dictated on 10/8/12 at 2:52 P.M.
regarding the procedure on Patient #5 stated, " |
did express a smali amount of purulence
[containing or discharging pus}. at one site ...i
seni that for culture ".

Per observation at 2:30 P.M. on 10/8/12, after the
physician had left the patienf's room, a2 Social
Worker entered the room without performing
hand hygiene and without doning gloves or a -
gown. The Social Worker sat down in a chalr
across from the patient, and after speaking with
the patient exited the room without performing
any hand hygiene. '

Per interview on 10/9/12 at 3:09 P.M. both the
Physician and the Socia! Warker confirmed that
on 10/8/12 between approximately 2:25 PM and
2:35 P.M. they had each visited with. the patient.
In addition, they were-aware the patient was cn

AT749
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Precautions sign was posted on the wall outside
the patient ' s room prior to entering. . - . _
The Physiclan confirmed during an interview on. X) T4 ¢q n"/f)C"' < (ngw'é}jj
10/9/12 at 3:09 P.M. that sfhe had only used :
gloves while touching the patient and obtaining OQDA dccfmmx?ga 19/0') VZEa)
the culture, and stated, " Normally | would gown N :

up” . The Physician also confirmed that the lab ' H/ o

results from the culture sihe took would not be / / ‘3// e
available untif the next day.

During this same interview, on 10/9/12 at 3:.09
P.M., the Social Worker confirmed that s/he did
not perform hand hygiene or don gloves and
gown up hefore entering the patient ' s room (per
the posted Contact Precautions), that s/he had
sat down in a chair next to the patient and could

| not recall if sthe performed hand hygiene after

| exiting the patient 's room. Per observation by
this surveyor on 10/8/12 at approximately 2:40
P.M. handwashing and/or sanitizing of the hands
was not completed by the Social Worker after
exiting the patient ' s room. '

Per interview with the Infection Control Nurse on
10/8/12 at 2:35 P.M., s/he confirmed that s/he
was present during the observations on 10/8/12,
and that neither the Physician nor the Sccial
Worker properly followed the facility ' s CDC-
hased Contact Precautions sheet that was posted
outside the patient' s room. The Infection
Control Nurse stated that the facility * s Contact
Precautions are taken from recommendations
from the Centers for Disease Control [CDC]
guidelines for ' Preventing Transmission of
infectious Agents in Healthcare Settings ' . - . , .
A 799 | 482.43 DISCHARGE PLANNING a799| See Plan of Covveckion | alalia

To4% 0¥, %10,820,522

The hospital must have in effect a discharge r
| planning process that applies to all patients. The X )G POC daaefilee
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hospital's policies and procedures must be
specified in writing. '

This CONDITION is not met as evidenced by: , Tee Van of Correckion. "t/ 4[]&
Based on staff interview and record review, the .
Condition of Participation: Discharge Planning D . A
was not met due fo the hospital's failure to assure /Q N / @ ? ? jé C (C“w’”fjd e/
that a comprehensive and accurate discharge i ) e . i :
plan was devised and implemented prior to St (e TEe f'{"{"\”m <
discharge of one applicable patient in the sample. 2 / /3 / /-
Patient #1 was placed at risk of harm/adverse )
outcome upon discharge by the hospital's failure
to assure that all components required for safe
discharge from the hospital had been met prior to
discharge. A patient who required specialized
equipment subsequent to placement of a
tracheostomy was discharged home without
assuring that the suction machine was in the
home and training provided to the patient and
spouse, prior to discharge from the hospital.

Referto TAGS A 808, A 810, A 820, and A 822, _ - )
A 808 | 482.43(b)(3) POST-HOSPITAL SERVICES A808| - S{ce Plan 6f Lovreikion [Wl4glin

|| The discharge planning evaluation must inciude PN T .V
an evaluation of the likelihood of a patient A ECS POC it s

needing post-hospital services and of the - _. . -5
availabiity of the services. { )ﬂ’i [ - ﬂ--“ﬂf*"@ 48 )) A8

This STANDARD is not met as evidenced by: & / 13 / /2 !
Based on staff interview and record review, the :
hospital failed to assure that discharge planners - :

identified all of the discharge services/equipment
needs required post discharge for one applicable
patient in the sample. (Patient #1} Findings .
include: ;

Per record review and confirmed by staff
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interview on &7/12 and 8/8/12, hospital staff Sae Plan of Cortection | talin
failed to assure that all necessary components of ‘ _
the discharge plan for Patient #1 were completed e e P BT
and/or arranged prior to discharge home on /Y FOS (70 & alidptes
4/26/12. Hospital staff providing care and 7 o
services fo the patient, including respiratory Ofvf-/"‘;x——’- C*’“”“‘\(’ R
therapists, RNs and CM all failed to assure that : iz, /(>

the patient's needs regarding trach care, including
necessary equipment and demonstration of
competency to complete care was completed
prior to discharging the patient home on 4/26/12.
Per interview on 8/7/12 at 2:58 PM, the DCPC

i stated that the respiratory therapist for 4/26/12
had obtained the physician order for home )
| suction equipment at approximate 2:45 PM, more
than 2 hours after the patient was discharged
from the hospital. He stated that he spoke with
the medical equipment driver who said that he
arrived af the home with the suction machine at ‘
't 5:28 PM. He confirmed that the when the CM .

called to patient's home at 3:30 PM, the CM was
told that the patient was short of breath. He

stated that the CM called the respiratory
department who instructed her to have the patient
call 911.

Refer also o A 287, A 395, A810and A 822
A 810 | 482.43(b)(5) TIMELY DISCHARGE PLANNING

A 810 SO_Q Plan 5’9 Lﬂ&”(fd’ﬁo\'\. H‘q“l
EVALUATIONS .

The hospital personnel must complete the AEIO Py ateenled

evaluation on a timely basis so that appropriate ' . ~
arrangements for post-hospital care are made Oﬂbm ()iwn«,ﬁ\ -'/’Q,L)

before discharge, and to avoid unnecessary
delays in discharge. . ; 1// 3/( -

This STANDARD is not met as evidenced by:
Based on staff interview and record review,
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hospital personnel failed to complete a timely

evaluation for all of the post hospital needs and
services prior to discharge for one applicabie .
patient in the sample. (Patient #1) Findings -

include: )
Per record reviews and information received from Set Plaw ot Lotreckion. wal i

an anonymous complaint, hospital discharge
planners failed to assure that all of the necessary

post hospital needs for Patient #1, who had a A P/ (RO pbaco el
newly placed tracheostomy, were made prior to i .
discharge from the hospital. The failure to assure D i,
that a suction machine had been delivered to the L ‘(Lm—@"”’”"’{-’ R
home prior to the patient’s arrival home from the i

hospital, placed the patient at risk of significant / /3 / /I~

harm from a failure {o have necessary equipment
available and evidence of competency to use the
equipment properly. A failure to communicate all
of the needs of the patient/spouse by hospital
staff including respiratory therapists, staff RNs
and CM (case manager) and obtain all necessary
physician orders and equipment needed prior to
discharge placed the patient at fisk of significant
harm. The hospital's policy “Discharge Planming”,
procedure, #8, states "Specific steps in discharge
planning undertaken by each discipline must
inciude: {a@) an evaluation of need; (b) education
and instruction of patient and family regarding the
patient's needs, and (c) providing for continuing
care following discharge to meet engoing needs."
During interview on 8/8/12 at 2:45 P, the
Director of Discharge Planning confirmed the lack
of appropriate discharge planning for the patient
and stated that s/he had instituted audits of
discharge instruction sheets for accuracy and
completeness of documentation in meeting
patient needs. '

Refer alsoto A 820
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DISCHARGE PLAN

The hospital must arrange for the initial Cow Han of Covveckwa| 14l

implementation of the patient's discharge plan.

This STANDARD is not met as evidenced by A 57 s U—') CC b dap e

Based on staff interview and record review, the D . .. i
hospital failed to assure that initial implementation U e bt s w TATETD R 3 iy
of the discharge plan regarding a physician I/
ordered referral for one applicable patient in the / g / /D

sample was implemented upon discharge.
{(Patient#1} Findings include: g

Per review of the Discharge |nstructions Sheet
dated 4/26/12 for Patient #1 on 8/7/12 and
confirmed during interview with the Director of
Discharge Planning on 8/8/12 at 3:10 PM, there
was no evidence that @ mental heaith referral
documented on the section “referral for
continuing heaith care or services at home" was
ever implemented prior to discharge. During
interview the Director of the department stated
that there was no formal process to assure that
this referral was picked up by anyone responsible . ;
for the discharge process, A consulting
psychiatrist's progress note dated 4/25/12 stated
"Make referral to WCMH" (a local mental health
service) "as well as VNA" {Visiting Nurses
Agsociation). At 3:40 PM, the director also
confirmed that if the Discharge Instruction Sheet
stated WCMH referral was indicated, the CM
“| would be responsible for calling WCMH. There _
was ho way to determine during the review if this
had been completed, based on the information /Q 5 )\ PO g e
obtained from staff and the record reviews. “/m PL} et AN

Refer also to A 810 : o > i
A 822 | 482.43(c)(5) PREPARATION FOR DISCHARGE .| A822| e Plan of Coveectuon . | Wa ia
) ' ’ / 3 f S
13 /12
FORM CMS§-2567(02-99) Previous Versions Obsolele Event ID: SZFT11 Facllity ID: 470001 If contiruation sheet Page 22 of 28 ’

W//// .//’7 ~/ ‘%



PRINTED: $0/16/2012
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ] COMPLETED
I A BUILDING
: ‘| B. wiING C
470001 ‘ ‘ 10/10/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
.BOX 547
CENTRAL VERMONT MEDICAL CENTER
BARRE, VT 05641
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
A 822 | Continued From page 22 A 822
As needed, the patient and family members or :
interested persons must be counseled to prepare |
them for post-hospital care.
This STANDARD is not met as evidenced by: J D [
y bé{l Plan of Co\{’/tfz,hm. HMH;

Based on staff interviews and record reviews, the
hospital failed to assure that the patient/spouse
were counseled on all aspects of post discharge
treatments/care to be done at home prior to
discharge from the hospital for one applicable
patient, {Patieni#1) Findings include:

A o — P wesea

(?ﬂ/Z:./T/;__;_, éjclvjﬂ&)?,.kﬁif_\) b Q/LJS /MJ

Based on record review and confirmed by staff _ % //'5 / [ 2>—
interviews on 8/7112 and 8/8/12, CVMC staff
failed to assure that Patient #1 and her spouse .
received appropriate education and training in the
care of a newly placed tracheostomy prior to
discharge home on 4/26/12. Staff also failed to
provide evidence of written instructions regarding
safe care of the tracheostomy upon discharge
home. The discharge instructions sheet dated
4/26/12, signed by the RN and the patient, was
left blank for the section entitled “patient
education’. Per review, the hospital's policy titled
"Patient & Family Education” states: "ltis the
poticy of CVMC to assure that patients and/for
their family, significant other, or caregiver are
provided with appropriate... 2) training to learn =
skills and behaviors that promote recovery and - :
improved function, and 3) referrals to assist with
care as needed. Staff will work to ensure that
patients and others involved in their care, have _ :
the necessary information including written
instructions to assist in the recovery 5
i process...after discharge. Ali disciplines involved X , .
in the care of a patient are responsible for :
providing appropriate explanations and teaching : o
based on the ongoing assessment of those

If continuation sheet Page 23 of 28
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{ cough up mucus and that the suction equipment

providing a suction machine for the home, and
had it ordered by the physician. A nursing
progress note dated 4/25/12 at 2234 hours stated
"Help...help, | am so anxjous | can't breathe..."
(patient words). PT instructed how to instil NS.
and cough via frach, declines suctioning
trach..Assessment: Alt in resp function; trach with
congested cough, chronic anxiety, cont. trach
training..” Although the note stated to continue
trach training, there was not documented
evidence that the patient/spouse demanstrated
competency with the frach care at any time during
the hospitalization. A CM progress note written on
4/27/12 at 1335 as a late entry for 4/26/12 at
1615 stated "CM spoke with (spouse) who
expressed ¢oncerns regarding --—'s inability to

had not yet arrived. --- responded in the back
ground "the nurse had shown me how to squirt
saline into my trach and then coughit onto a
napkin". She said several times, "l can’t cough
anything up and | can’t breathe”. The patient's
spouse was instructed to call an ambulance and
go the ED if unable to breathe. The CM spoke
with the spouse a short time later to inform him
that the suction equipment should be at the home
within 60 minutes and the home health agency
was called to have a RN visit ASAP, The spouse
decided to wait for the HHA RN's visit when the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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A 822 | Continued From page 23 AB22
needs." ’
 Based on review of the medical record and i o ; P
interviews on the afternoons of 8/7/12 and 8/8/12, Qoo Plan of Covrection| t1fala
the CM was not aware of the need for
patient/spouse teaching regarding suctioning and \ ‘ . -
overall care of the tracheostomy until the A § > /P Ol addegieect
respiratory therapist asked her questions 7Y T (/ 5, L’
concerning what post discharge service would be U Saldeen MWM{? Iy NS
-~ ) ~.

"'///5/))_
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Anesthesia services must be consistent with
needs and resources. Policies on anesthesia
procedures must include the delineation of
pre-anesthesia and post-anesthesia
responsibilities. The policies must ensure that the
following are provided for each patient Anesthesia
services must be consistent with needs and
resources. Policies on anesthesia procedures
must include the delineation of pre-anesthesia
and post-anesthesia responsibilities. The policies
must ensure that the following afe provided for
gach patient: :

This STANDARD is not met as evidenced by:
Based on staff interview and record review,
Anesthesia services failed to develop policies and
procedures specific to delivery of anesthesia
services consistent with the needs of the hospital
and with recognized standards of anesthesia
care. Findings include:

Anesthesia services was unable o provide
palicies and procedures specific to the delineation
of pre-anesthesia, intraoperative/procedural and
post-anesthesia responsibilities of this service as
it relates throughout the hospital. Aithough a
policy existed within the "Completion of Medical
Records” (effective 2/17/11) which addressed
responsihilites of Anesthesia services to
complete specific-documentation in patient
medical records and a second policy "Guidelines
for Moderate Sedation/Analgesia” (effective
8/20/12) defined the management of sedated
patients and estabiishing criteria for credentialed

o) D SUMMARY STATEMENT OF CEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
y ‘, o /7 - —
A 822 Continued From page 24 A 822 A § ’>B/_3"/¢f: éf /?/WWW;%/LJ e
patient felt better after a few minutes had passed. i u”f“;L 1;"".’7 7 J/J 01
Refer also to A 287 , /3]0
A1002 | 482.52(b){(1) PRE-ANESTHESIA EVALUATION a1002| %, D{.EL.[A o€ (v vee oo, W |5’] {2

[ GO D P0C fdempdss
A 4
‘f/}fffwﬁ_% éjc iy

/f'/‘,,;./)_

Soe Plan of Covveckion. Fuslia

/’?«ﬂm
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A1002

i

; services existed regarding the delivery of care to

Continued From page 25

staff (to include Anesthesia services for
monitored anesthesia care) and nursing
responsibilities during moderate sedation
procedures, no policies specific to Anesthesia

include: Infection Contral methods, safety
practices in all anesthetizing areas; protecols for
supportive life functions; reporting reguirements;
documentation requirements and monitering,
inspection, testing of anesthesia equipmernt.

Per the American Society of Anesthesiology
{ASA) The Organization of Anesthesia
Department; Commitiee of Origin: Quality
Management and Department Administration
(Approved by the ASA House of Delegates
10/15/2003 and last amended on 10/22/08)
states: The direcior of the anesthesia department
should be responsible for the foilowing:
*Participating in the development of, and
enforcing pelicies and precedures relating to the
functioning of anesthesia personnel and the
administration of anesthesia throughout the
hospital. This should include the development
and maintenance of a written policy defining the
perioperative care of patients that may
appropriately be provided in the facility, based
upon consideration of age, risk categories,
proposed procedure, and facility equipment and
nursing capabilities.” In addition the ASA also
recommends "A description of the details of the
operation of the anesthesia department, inciuding
all policies and procedures applicable to
personnel in the department, should be compiled
in a'single set of rules and regulations orin a
procedure and policy manual."

Per record review, on 10/8/12 Patient #31

A1002

~

Moo Joc EOT I 5
{ yz;i_b‘“’c (f(--tfz7’uv?§") ﬂti) ﬂj
NIy

Soe Vlawn ef Coveection] L<ia
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!'the patient has requested such a meeting to

#31 completed a "Patient Questionnaire" at his
physician's office. Using this form, which was
developed by Anesthesia services, the patient
answers several questions which then determines
if the patient would have a "face to face"
pre-anesthesia assessment prior to the day of
surgery. Per interview on the morning of 10/8/12,
the Director, Ambulatory Nursing Services stated
once completed, the "Patient Questionnaire” is
faxed to Pre-Op screening staff who then provide
the guesticnnaire to anesthesia staff for review. i
the patient answers "yes" to questions in the
middle column, then a pre-anesthesia visit will be
scheduled prior to the day of surgery to allow a
complete anesthesia assessment or o meet with
the patient several days before the procedureif -

discuss the anesthesia process. Although Patient
#31 had answered "yes" to middle column
questions fo include: s/he had a history of chest
pain coming from his/her heart, had a heart
attack, has untreated high blood pressure and
has a heart murmur followed by a cardiologist, a
face to face anesthesia prescreening prior to the
day of surgery did npt occur. The patient did
receive a pre-anesthesia screening on the
morning of surgery. When asked if there was a
policy regarding this pre-anesthesia screening,
the Vice President of Medical Affairs confirmed
on- 10/9/12 at 8:20 AM, no policy existed. Per
interview on 10/9/12 at 2:05 PM Anesthesiclogist
#1 confirmed the use of the "Patient .
Questionnaire” allowing screening of the patient
4.6 days prior to a surgical procedure requiring
anesthesia sarvices. S/he further stated if the
review is not done and a pafient presents with
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health issues that may be affected by anesthesia,
then the surgery is canceled. This would create
an inconvenience for the patient and disruption of
cperating room scheduling. Per review, the
Quality Assessment completed by
Anesthesiologist #2, who provided anesthesia to
Patient #31 on 10/8/10, noted the patient
experienced "Prolonged Hypertension" during the
course of surgery.
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A 000 Initial Comments

A full hospital survey, as authorized by the Centers for Medicare and Medicaid Services, was
conducted from 10/08/12 — 10/10/12, subsequent to a complaint survey completed on 08/08/1 2.
During the survey, the Conditions of Participation (COPs) for Quality Assurance and Performance
Improvement and Discharge Planning were not met. The full survey completed on 10/10/12 included
a Life Safety survey and investigation on 2 complaints. The following regulatory violations were
Jound.

A 263 482.21 QAPI

The hospital must develop, implement and maintain an effective, ongoing, hospital wide, data-driven
quality assessment and performance improvement program.

The hospital’s governing body must ensure that the program reflects the complexity of the hospital’s
organization and services, involves all hospital departmenis and services (including those services
Jurnished under contract or arrangement); and focuses on indicators related to improved health
outcomes and the prevention and reduction of medical errors.

The hospital must maintain and demonstrate evidence of its QAPI program for review by CMS.

The CONDITION is not met as evidenced by: Based on staff interview and record review, the
Condition of Participation, Quality Improvement and Performance Improvement Program was
not met based on hospital’s failure to meet the requirements for quality improvement and related
nursing care and discharged planning prior to discharge of on applicable patient in the sample.
Patient #1 was placed at risk wpon discharge by the hospital's failure to assure that all
components required for safe discharge from the hospital had been met prior to discharge. A
patient who required specialized equipment subsequent to placement of a tracheotomy was
discharged home without assuring that the suction machine was in the home and training was
provided to the patient and spouse, prior to discharge from the hospiial. The hospital completed
a root cause analysis subsequent to a patient adverse event report on 5/3/12; however the
hospital failed to identify all deficient practice and failed to initiate an appropriate action plan,
including documentation of the plan, a system for monitoring progress of the plan and ongoing
evaluation and analysis of the plan’s progress by the Quality Department.

Refer to TAGS 4 287, A 288 and A 302

Central Vermont Medical Center Plan of Correction

¢ Central Vermont Medical Center formally responded to the standard level
deficiencies referenced in the above text at the standard level.

e A contract was executed on 9/21/2012 for services from The James M. Jeffords
Institute for Quality. Central Vermont Medical Center has contracted with the
Jeffords Institute (JI) to provide consultation and oversight to the CVMC Quality
Management Department. A new Director of Quality position was approved by the
CEO 1n September 2012. This new position will report to the VP for the J1 and the



CVMC VP for Quality and CNO. The new position will provide oversight and
leadership of the Quality Management staff. All root cause analysis will be conducted
by the Jeffords Institute Patient Safety staff until such time as the CVMC Quality
Management staff are able to re-assume those functions.

* A Performance Improvement Committee (PIC) was chartered by Central Vermont
Medical Center (CVMC) Senior Management and approved by the CVMC BOT on
9/26/2012. This committee will provide oversight for performance improvement and
patient safety activities for the organization. The PIC is a multidisciplinary
committee comprised of senior management, physicians and nurses. The committee is
chaired by the CEQ and reports directly to the CVMC Board level Quality Council.

e Inaddition, oversight will be provided by the Fletcher Allen Partners (FAP) Board
Quality Committee. This committee is comprised of senior management from Central
Vermont Medical Center and Fletcher Allen Health Care. Relevant performance
improvement and patient safety activity will be reported to the joint FAP Quality
Committee on a quarterly basis. The VP of the Jeffords Institute for Quality serves as
staff to this Board level committee.

» A system for tracking root cause analysis and the related performance improvement
activities was instituted etfective October 2012. Going forward, root cause analysis
performance improvement activities will be reported upon completion. Progress to
plans wiil be tracked by the Quality Management staff at the 3, 6, and 12 month
intervals. Beginning November 2012, root cause analysis action plans completed by
the Jeffords Institute will be reported by the Jeffords Institute, Director of Patient
Safety to the CVMC Performance Improvement Committee.

A 287 482.21 (c)(2) QAPI IMPROVEMENT ACTIVITIES

[Performance improvement activities must track medical errors and adverse patient events,] and
analyze their causes, and....

This STANDARD is not met as evidences by: Based on staff interview and record review, the
hospital’s QAPI committee failed to develop and document data for a corrective action plan in
response to an adverse patient event reviewed during a Root Cause Analysis (RCA) for 1
applicable patient in the total sample of 11 patient records reviewed. (Patient #1). Findings
include:

Per review of the medical record for Patient #1 and interview with hospital staff from Discharge
Planning, Nursing Services, Respiratory Therapy and Quality Improvement on 8/7/12 and
8/8/12, the hospital’s QAPI response to an adverse patient event failed to completely identify
causes which contributed to the event during the RCA (ROOT CAUSE ANALYSIS) process. The
QAPIresponse failed to show evidence of follow up with corrective action plans and failed to
include written data of the audits being completed by responsible department staff (Nursing and
Respiratory Therapy). The QAPI response failed to address the lack of patient teaching and
care planning regarding the self-care for newly placed tracheosiomy.



A regulatory complaint regarding the incomplete discharge planning was investigated after
Patient #1 died within hours of discharge from the hospital's medical surgical unit on 4/26/12.
The patient had received emergent placement of a trachesotomy after experiencing respiratory
Jailure. The patient was hospitalized at CVMC during the period of 3/21/12—4/26/12, excluding
a 5 day hospitalization at another hospital from 4/18/12 — 4/23/12. The hospital course included
inpatient status in the ICU for almost 1 month. In addition to respiratory failure, diagnoses
included multiple co-morbidities contributing to the patient’s acute medical condition. The
patient was discharged home from the hospital with no evidence of adequate iraining to assure
competency for self-care of the new tracheotomy post discharge. CMs (case managers); RTs
(respiratory therapists) and RNs (registered nurses) failed to assure that necessary medical
supplies, including a suction machine, were available in the home prior to the patient’s arrival
home. The patient was discharged at 12:35PM on 4/26/12 and the suction machine arvived at
the home at 5:28 PM, later that same day, per interview with Director of Cardiopulmonary
Services on 8/7/12 ai 3PM. He confirmed the respiratory therapist working with the patient on
4/26/12 spoke with the CM and it was then discovered that no arrangements had yei been made
to order a suction machine for delivery to the home that day. Per review of the Discharge
Instructions Sheet signed by the Registered Nurse (RN) discharged the patient home on 4/26/12,
the form was incomplete and had nothing written in the section for home medical supplies. Page
2 of the form revealed the section of the form for patient education was blank, as well as the area
Jor other instructions. During interview on 8/8/12 at 3:17PM, the CM responsible for the
discharge plan confirmed that no one was aware the patient needed suctioning equipment at
home until the day of discharge. A discharge note by the CM dated 4/26/12 at 1402 stated
“respiratory therapy is working on obtaining the suction equipment she will need in the home "
This note was written 1 and % hours afier the patient's discharge from the hospital.

Per review of a CM late eniry progress note for 4/26/12 at 1615 (written at 1335 on 4/27/12),
“CM spoke with spouse was expressed concerns regarding ----- (patient’s) inability to cough up
mucus and the suction equipment had not yet arrived, ------- (patient responded in the back
ground that “I can’t cough avything up and I can’t breath”. The CM gave instructions to the
spouse and said if the patient could not breathe to return to the Emergency Depariment via
ambulance. Although the spouse called back a short time later and said that - (patient) felt
better, this was a potentially dangerous situation for the patient.

During the hospital’s RCA, staff failed to identify all of the issues that contributed to this event.
During interview on 8/8/12 at 4:19PM, the Medical Director for Quality Improvement stated
that s/he felt they met the priority of the RCA by deiermining who is responsible for respiratory
equipment at discharge. A checklist was designed to assure all necessary referrals/equipment
was in place for future discharges home. Although the Director of Cardiopulmonary Services
(DCPS) developed and audit form to review all discharges for evidence of appropriate discharge
services and provided education to staff, he failed to assure writien data was completed to show
evidence of compliance, adherence to the PI plan and evaluation of needed changes fo the
interventions in the plan. The DCPS also confirmed that respiratory therapist are responsible
Jor patient teaching on trash self-care, a responsibility shared with nursing staff, and that his
staff failed to document adequate evidence of teaching/patient/spouse competency for trash self-
care prior to discharge home from the hospital . At approximately 9PM on 4/26/12, in the
presence of the Home Health RN, the patient collapsed on the bedroom floor and EMS was



called to transport to the Emergency Department, where the patient expired. The hospital QA
response was not sufficient to assure that a similar situation with potentially life threatening
consequences for a patient would not occur again. There was no nursing action plan as result of
the RCA, per interview with the RN Director of Critical Care Services on 8/8/12 at 8:204M.

Sthe stated that s/he was not aware of any QA plans for nurses re: discharge process, patient
education and patient care planning. The Director of Quality Assurance, interviewed on 8/8/12
at 3:30 PM also confirmed that she was not aware of any quality response plan for corrective
action regarding this patient’s care and discharge process from the nursing department. She
stated that the usual process for a RCA has been to utilize tracking tool to monitor what the
corrective plan is, where staff are in the process, communication with work groups to assure that
process is on-going and evaluation of actions to maintain compliance. The Director stated that
she was on leave of absence during the RCA for this patient. The hospital failed to assure that
trained staff was available to carry on QA activities during the Director’s absence. In addition,
the Director stated that the RCA was not brought to the hospital wide Quality Council meetings
Jfor review May and July, 2012. During interview on 8/8/12 at 4:20PM, the staff member
conducting the RCA stated that a committee was devised to determine who was responsible when
a patient with a tracheotomy was being discharged home, including what each discipline was
responsible for. A checklist document was devised which has not yet been implemented. There
have been no follow up meetings or evidence of follow up contact with committee members since
the RCA meeting by the responsible Quality staff. The Director of QA, who was also present for
the interview, confirmed that the hospital’s quality assurance staff had not followed the
department’s procedural processes for this case.

Central Vermont Medical Center Plan of Correction

o A contract was executed on 9/21/2012 for services from The James M. Jeffords
Institute for Quality. Central Vermont Medical Center has contracted with the
Jeffords Institute (JI) to provide consultation and oversight to the CVMC Quality
Management Department. A new Director of Quality position was approved by the
CEO in September 2012. This new position will report to the VP for the JI and the
CVMC VP for Quality and CNO and provide leadership and oversight of the Quality
Management staff. All root cause analysis will be conducted by the Jeffords Institute
Patient Safety staff until such time as the CVMC Quality Management staff are able
to re-assume those functions.

» The Performance Improvement Committee (PIC} was chartered by Central Vermont
Medical Center (CVMC) Senior Management and approved by the CVMC BOT on
9/26/2012. This committee will provide oversight for performance improvement and
patient safety activities for the organization. The PIC is a multidisciplinary
committee comprised of senior management, physicians and nurses. The committee is
chaired by the CEO and reports directly to the CVMC Board level Quality Council.

e Inaddition, oversight will be provided by the Fletcher Allen Partners (FAP) Board
Quality Committee. This committee is comprised of senior management from Central
Vermont Medical Center and Fletcher Allen Health Care. Relevant performance
improvement and patient safety activity will be reported to the joint FAP Quality



Committee on a quarterly basis. The VP of the Jeffords Institute for Quality serves as
staff to this Board level committee.

A system for tracking root cause analysis and the related performance improvement
activities was instituted effective October 2012. Going forward, root cause analysis
performance improvement activities will be reported upon completion. Progress to
plan will be tracked by the Quality Management staff at the 3, 6, and 12 month
intervals. Beginning November 2012, root cause analysis action plans completed by
the Jeffords Institute will be reported by the Jeffords Institute, Director of Patient
Safety to the CVMC Performance Improvement Committee.

The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.

The Discharge Planning and Patient Discharge (A309) policy was revised by the
Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership




and the Vice President of Medical Affairs as the redesign was being tested beginning
in September 2012 with completion on 11/7/2012. Education on the revised process,
policy and checklist was communicated through appropriate staff meetings and via
electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopulmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September, The patient and family tracheostomy care instructions
were implemented in September 2012, An audit tool was developed to evaluate the
Respiratory Therapists’ documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the

Multidisciplinary Assessment and Planning (A210) policy. This was completed
onll/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Fanuly Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

Compliance with the Discharge Planning and Patient Discharge (A309) policy will be
monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

Compliance with the Patient and Family Education Discharge (A301) policy will be
meonitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.




A 288 482.21(c)(2) QAPI FEEDBACK AND LEARNING

[Performance improvement activities must track medical errors and adverse patient events,
analyze their causes and] implement preventive actions and mechanisms that include feedback
and learning through the hospital.

This STANDARD is not met as evidenced by: Based on staff interview and record review, the
hospital failed to assure that it's performance improvement plans were implemented and failed
to assure thai mechanisms to include feedback and learning extended throughout the hospital
regarding patient care for one applicable patient in the sample. (Patient #1). Findings include:

Per interview on 8/8/12 at 4:30PM, the QA staff member who was responsible for conducting a
RCA (on 5/3/12) after an adverse patient event confirmed that s/he had not had follow up
meetings with the subcommittee to evaluate and monitor the quality improvement process.
Although nursing staff was involved in the discharge of the patient on 4/26/12, no performance
activities were put info place as a result of the findings of the RCA meeting. The Medical
Director also confirmed that during the RCA they did not acknowledge the lack of
patient/significant other education prior to discharge to assure safe management of the patient’s
tracheviomy. The RN Director of Critical Services confirmed during interview on 8/8/12 at
3:45PM that he was not aware of any corrective actions put into place for re-education for
nursing siaff regarding RN teaching of tracheotomy care in preparation for discharge home for
the patient/significant other. He also confirmed that there was no care plan for
patient/significant other education for tracheotomy at home.

Although the Respiratory Department did initiate some corrective action plans, they were not
Jully operationalized and there was no evidence of monitoring and assessment of the ongoing
corrective action plan by the department director. This was confirmed during the inferview with
the Directors of Cardiopulmonary Services on 8/8/12 at 3PM. The director also confirmed that
he was not document the chart audits/results data that he was completing as part of the
corrective action.

During interview on 8/8/12 at 4PM, the Director of Quality Assurance confirmed that the
hospital’s improvement plan afier the RCA was lacking in follow through and analysis of the
needed corrective actions necessary (o assure safe patient care and planning related to
discharges home with a newly placed tracheotomy requiring self-care.

Central Vermont Medical Center Plan of Correction

e A contract was executed on 9/21/2012 for services from The James M. Jeffords
Institute for Quality. Central Vermont Medical Center has contracted with the
Jeffords Institute (JI) to provide consultation and oversight to the CVMC Quality
Management Department. A new Director of Quality position was approved by the
CEOQ in September 2012. This new position will report to the VP for the JI and the
CYMC VP for Quality and CNO and provide leadership and oversight of the Quality



Management staff. All root cause analysis will be conducted by the Jeffords Institute
Patient Safety staff until such time as the CVMC Quality Management staff are able
to re-assume those functions.

The Performance Improvement Committee (PIC) was chartered by Central Vermont
Medical Center (CVMC) Senior Management and approved by the CVMC BOT on
9/26/2012. This committee will provide oversight for performance improvement and
patient safety activities for the organization. The PIC is a multidisciplinary
committee comprised of senior management, physicians and nurses. The committee is
chaired by the CEO and reports directly to the CVMC Board level Quality Council.

In addition, oversight will be provided by the Fletcher Allen Partners (FAP) Board
Quality Committee. This committee is comprised of senior management from Central
Vermont Medical Center and Fletcher Allen Health Care, Relevant performance
improvement and patient safety activity will be reported to the joint FAP Quality
Committee on a quarterly basis. The VP of the Jeffords Institute for Quality serves as
staff to this Board level committee.

A system for tracking root cause analysis and the related performance improvement
activities was instituted effective October 2012. Going forward, root cause analysis
performance improvement activities will be reported upon completion. Progress to
plan will be tracked by the Quality Management staff at the 3, 6, and 12 month
intervals. Beginning November 2012, root cause analysis action plans completed by
the Jeffords Institute will be reported by the Jeffords Institute, Director of Patient
Safety to the CVMC Performance Improvement Committee.

The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.

The Discharge Planning and Patient Discharge (A309) policy was revised by the
Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the




Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership
and the Vice President of Medical Affairs as the redesign was being tested in each
beginning in September 2012 with completion on 11/7/2012. Education on the
revised process, policy and checklist was communicated through appropriate staff
meetings and via electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopubmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists” documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onl1/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12. ‘

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
1172/12.




¢ Compliance with the Discharge Planning and Patient Discharge (A309) policy will be

monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

e Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.

A29] 482.21(c)(3) QAPI SUSTAINED IMPROVEMENT

The hospital must take action aimed at performance improvement and, after implementing these
actions; the hospital must measure its success, and track performance to ensure that
improvements are sustained.

This standard was not met as evidenced by: Based upon observation, staff interview and record
review, the hospital failed to ensure performance improvement actions, previously implemented
Jor infection control deficient practice was sustained. Findings include:

A deficient practice was identified during a complaint survey on 7/31/12, related to failure of all
OR (operating room) staff to wear head coverings and masks in a manner that covered all areas
appropriately during surgical procedures. During interview, on 7/31/12 ar 4:00 PM the
Infection control Nurse stated that per hospital policy and standard of care, PPE (Personal
Protective Equipment), including head covers that completely covered all hair and facial masks,
completely covering nose and mouth, should be worn by anyone entering an OR in which an
active case was in progress. However, during a tour of the perioperative areas on 10/9/12 at
11.20 AM with the VP of Medical Affairs and the Director of Ambulatory Nursing Services, in
OR #3 the scrub nurse, the circulating nurse and the anesthesiologist were all observed wearing
PPE (head coverings) that failed to completely cover their hair and jewelry while actively
involved in a surgical procedure. Although the Director for Ambulatory Nursing Services
confirmed frequent auditing/surveiilance of staff'in the operating rooms had been conducted, the
deficient practice has not been corrected as of 10/9/12. Improvement actions associated with
this plan to correct this deficient practice and breech of infection conirol policy had not been
sustained

Central Vermont Medical Center Plan of Correction

¢ A memo from the Infection Prevention staff was sent on 10/29/12 to all staff reinforcing
the expectations outlined in the following Central Vermont Medical Center policies:
Hand Hygiene (IC-17), OSHA Blood Bome Exposure Control Plan (PPE) (IC 18) and
Isolation Precautions (IC-108). Reinforced in this memo was the expectation to wear
appropriate head covers while in the Operating Room. Noted was the expectation that
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hair and jewelry must be covered when in the semi-restricted and restricted areas of the
operating room. In addition, the referenced memo was sent from the Vice President of
Medical Affairs on 10/29/12 to all medical staff reinforcing the expectations outlined
above.

e On 10/25/12 the Vice President of Medical Affairs reviewed the expectations regarding
the appropriate use of head covers while in restricted areas at the Department of Surgery
Meeting.

s At astaff meeting on 11/1/12, the Director of Ambulatory Nursing Services reinforced
the expectations outlined in the Infection Prevention memo. Specifically, reviewing the
expectations outlined in the Central Vermont Medical Center Policies: Hand Hygiene
(IC-17), OSHA Blood Borne Exposure Control Plan (PPE) (IC 18) and Isolation
Precautions (IC-108). Noted was the expectation that hair and jewelry must be covered
when in the semi-restricted and restricted areas of the Operating Room.

» Usc of proper Operating Room head covering will be monitored by the Director of
Ambulatory Nursing Services and by Infection Prevention staff. Feedback regarding
compliance will be given to the Vice President of Medical Affairs and the Chief Nursing
Officer. Data will be reported to the Performance Improvement Committee by the
Infection Prevention staff.

A 302 482.21(d)(3) Q4 PI PROJECT DOCUMENTATION

[The hospital must document what quality improvement projects are being conducted the
reasons for conducting these projects, and] the measurable progress achieved on these projects.

This STANDARD is not met as evidenced by: Based on staff interview and record review, the
hospital failed to assure that a quality improvement project initiated after an adverse patient
event was properly documented and that measurable progress was achieved regarding the care
of one applicable patient in sample. (Patient #1). Findings include:

Per interviews on (8/7/12 and 8/8/12) with the QA staff assigned to conduct a RCA afier an
adverse event, there were no transcribed notes from the RCA; no documentation of a corrective
action plan for nursing staff re: patient care planning and teaching in preparation for discharge,
no documentation of respiratory department QA audit process and no evidence of written follow
up and/or committee meetings to measure progress in the corrective action plan. The hospital
completed a root cause analysis subsequent to a patient adverse event report on 3/3/12; however
the hospital failed to identify all deficient practice and failed to initiate an appropriate action
plan, including documentation of the plan, a system for monitoring progress of the plan and
evaluation of the plan’s progress by the Quality Department.
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Central Vermont Medical Center of Correction

A contract was executed on 9/21/2012 for services from The James M. Jeffords
Institute for Quality. Central Vermont Medical Center has contracted with the
Jeffords Institute (JI) to provide consultation and oversight to the CVMC Quality
Management Department. A new Director of Quality position was approved by the
CEO in September 2012. This new position will report to the VP for the JI and the
CVMC VP for Quality and CNO. The new position will provide oversight and
leadership of the Quality Management staff. All root cause analysis will be conducted
by the Jeffords Institute Patient Safety staff until such time as the CVMC Quality
Management staff are able to re-assume those functions.

A Performance Improvement Committee (PIC) was chartered by Central Vermont
Medical Center (CVMC) Senior Management and approved by the CVMC BOT on
9/26/2012. This committee will provide oversight for performance improvement and
patient safety activities for the organization. The PIC is a multidisciplinary
committee comprised of senior management, physicians and nurses. The committee is
chaired by the CEO and reports directly to the CVMC Board level Quality Council.

In addition, oversight will be provided by the Fletcher Allen Partners (FAP) Board
Quality Committee. This committee is comprised of senior management from Central
Vermont Medical Center and Fletcher Allen Health Care. Relevant performance
improvement and patient safety activity will be reported to the joint FAP Quality
Committee on a quarterly basis. The VP of the Jeffords Institute for Quality serves as
staff to this Board level committee.

A system for tracking root cause analysis and the related performance improvement
activities was instituted effective October 2012. Going forward, root cause analysis
performance improvement activities will be reported upon completion. Progress to
plan will be tracked by the Quality Management staff at the 3, 6, and 12 month
intervals. Beginning November 2012, root cause analysis action plans completed by
the Jeffords Institute will be reported by the Jeffords Institute, Director of Patient
Safety to the CVMC Performance Improvement Comrmittee.

A 395 482.23 (b)(3) RN SUPERVISION OF NURSING CARE
A registered nurse must supervise and evaluate the nursing care for each patient.

This STANDARD is not met as evidenced by: Based on staff interview and record review, the
hospital failed to assure that RNs evaluated, assessed and implemented a plan to provide
appropriate tracheotomy self care training to Patient #1 and his/her significant other prior to
discharge from the hospital to the home setting. Findings include:

Per record reviews on 8/7/12 and §/8/12, Patient #1 had a tracheoiomy placed during a hospital
stay and RNs failed to document adequate teaching of self care for the patient/spouse in
preparation for discharge from the hospital to home on 4/26/12. Review of nursing notes from
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4/23/12-4/23/12 reveals incomplete documentation regarding the skill level of the patient in
completing their own trash care. There was no evidence of training in suctioning the
tracheotomy if is should become blocked by thick secretions. The patient expressed anxiety
regarding responsibility for his/her own care during a meeting with the psychiatrist o 4/25/12.
The progress note stated “she looks forward to going home but states she is afraid because if
there is a medical complication, she will not have immediate help”. There was no evidence that
the patient was given any written educational materials regarding tracheotomy care upon
discharge on 4/26/12. There was no evidence of any assessment of the patient’s capabilities for
self trash care. Per review of the discharge Instructions Sheet, signed by the patient and the RN
0 4/26/12 at 12:35PM, the section regarding patient education was blank. This was confirmed
during the interview with the RN Director of Critical Care Services on 8/8/12 at 3:45PM. Refer
also to A 396

Central Vermont Medical Center Plan of Correction

e The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesigned process
includes a standardized process and documentation tools. The redesign consisted of
small tests of change beginning with the medical/surgical unit and was spread to
relevant services. The discharge process redesign rollout and education will be
completed as of 11/9/12.

¢ The Discharge Planning and Patient Discharge (A309) policy was revised by the
Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

e The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.
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The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership
and the Vice President of Medical Affairs as the redesign was being tested beginning
in September 2012 with completion on 11/7/2012. Education on the revised process,
policy and checklist was communicated through appropriate staff meetings and via
electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopulmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists’ documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onll/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

Compliance with the Discharge Planning and Patient Discharge (A309) policy will be
monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.
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A 396 482.23(b)(4) NURSING CARE PLAN

The hospital must ensure that the nursing staff develops, and keeps current, a nursing care plan
Jfor each patient.

This STANDARD is not met as evidenced by: Based on staff interview and record review, the
hospital failed to assure that RNs developed and kept current a nursing care plan for one
patient/significant other regarding training of tracheotomy care in preparation for discharge
home. (Patient #1). Findings include: '

Per record review on 8/7/12, there was no nursing care plan developed to address Patient #1's
needs regarding education for him/her and the spouse for total care/self care at home for a
newly placed tracheotomy during an extended hospital stay. Review of the ‘teach back checklist’
notes (4/18//12) o 8/8/12 revealed that the patient was instructed only briefly regarding
instillation of NS (normal saline solution) info the frachea to loosen mucus. There was no
evidence of training regarding how fo suction the trachea for removal of excessive mucus if
needed. Although a RN documented that a booklet with training materials was given to patient
while s/he was critically ill in the ICU, there was no evidence of follow through and return
demonstration for all necessary trach care to be carried out by the patient/spouse after
discharge home on 4/26/12. The discharge instructions sheet given to the patient by the RN at
discharge documented no educational materials regarding trach care in the education section of
the sheet. This was confirmed with the Director of Critical Care Services on 8/8/12 at 3:45 PM.
Refer also to A395

Central Vermont Medical Center Plan of Correction

o Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed on
11/2/12.

o A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist, Nursing staff will have completed the
competency by 11/9/12,

e In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

¢ Compliance with the Discharge Planning and Patient Discharge (A309) policy will be

monitored by the Manager of Quality Management. A random sample of discharge
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checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be given to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

e Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be reported to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.

A466 482.24 (¢)(2)(v) CONTENT OF THE RECORD-INFORMED CONSENT

[All records must document the following as appropriate.]
Properly executed informed consent forms for procedures and treatments specified by the
medical staff, or by Federal or State law if applicable to require writfen patient consent.

This standard is not met as evidenced by: based upon the interview and record review, the
hospital failed to assure that properly executed anesthesia consent from was obtained from 2
patients in the applicable sample undergoing a surgical procedure (Patients #13 and #27).
Findings include:

1. Per record review and confirmed with the charge Nurse on 10/8/12 at 4:50 PM, there was no
signed anesthesia consent for Patient #13 who received anesthesia for a surgical procedure
on 10/15/12.
Per record review and confirmed with the VP, Quality and Nursing/Chief Nursing Officer
(CNO) on 10/9/12 at 1:15 PM, the Anesthesia Record for patient #1°3 states “anesthesia
pre-op, patient medicated and not consentable” and was electronically signed by the
Anesthesiologist on 10/15/12.

2. Per record review on 10/10/12, there was no signed anesthesia consent for Patient #27, who
received spinal anesthesia for a surgical procedure 10/2/12. This was confirmed by both the
Director of Peri-Operative Services and the VP, Quality and Nursing/Chief Nursing Officer
(CNO) during separate interviews on the afiernoon of 10/1/12. In addition, per staff
interview and confirmed with the VP, Quality and Nursing/Chief Nursing Officer (CNO) on
10/101/2 at 1:15 PM, the facility policy titled Informed Consent with an effective date
8/16/12 states that Surgical or Invasive Procedure consent should be obtained for General or
Spinal anesthesia and Conscious Sedation.

Central Vermont Medical Center Plan of Correction

s The Central Vermont Medical Center Informed Consent policy (A104) was updated by
the Vice Prestdent of Medical Affairs in collaboration with the Chief of Anesthesia and
the Anesthesia Quality Chair to include specific language regarding patients that are
unable to give informed consent. Clarifying language was added regarding accountability
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for obtaining consent for General, Regional (Spinal or Epidural) and Monitored
Anesthesia Care.

s On 10/31/12, The Vice President of Medical Affairs communicated the final version of
Informed Consent Policy (A104) to the Chief of Anesthesia and the Anesthesia Quality
Chair. On 11/5/2012, The Chief of Anesthesia and the Anesthesia Quality Chair
communicated the expectations outlined in the Informed Consent (A104) policy to the
Department of Anesthesia.

e Effective 10/22/12 the anesthesia consent form was added to the pre-operative checklist
process in the Pre-op Holding area by the Director of Ambulatory Nursing Services.
Items on the Pre-operative checklist will need to be completed prior to the patient -
progressing into the surgical suite. The nursing staff was educated to this process revision
by the Director of Ambulatory Nursing Services at the 11/1/12 staff meeting.

e Monitoring for completeness of anesthesia consents will be performed under the direction
of the Director of Ambulatory Nursing Services. Performance feedback will be reported
to the Vice President of Medical Affairs and the Performance Improvement Committee.

A749 482.42(a)(1) INFECTION CONTROL OFFICER RESPONSBILITIES

The infection control officer or officers must develop a system for identifying, reporting,
investigating and controlling infections and communicable diseases of patients and personnel.

This standards was not met as evidenced by: Based on observations, siaff interview and record
review the hospital failed to assure that infection control measures were implemented in an
ongoing and consistent manner to assure terminal cleaning in all operating rooms was
conducted: appropriate use of PPE (personal Protective Equipment) by all peri-operative staff
was worn in accordance with standards of practice and compliance was maintained by staff
regarding the use of PPE when contact precautions are initiated. Findings include:

1. During a tour of the perioperative area on 10/9/12 AM with the VP of Medical Affairs and
the Director of Ambulatory Nursing Services, in Operating Suite #3 the scrub nurse,
circulating nurse and the anesthesiologist were all observed wearing PPE (head coverings)
that failed to completely cover their hair and jewelry while actively involved in a surgical
procedure. Per AORN (Association of PeriOperative Registered Nurses) Journal January
2012 Vol. 95 Nol “Implementing AORN Recommended Practices for Surgical Altire,”
Perioperative nurses should not wear jewelry such as earrings, necklaces.... that cannot be
contained within surgical attire because of the risk of contaminating the surgical attire.
AORN further states “All personnel should cover their head and facial hair when in the
semi restricted and restricted areas. Head covering should cover the facial hair, sideburns
and the nape of the neck. Perioperative nurses can help minimize the risk of surgical site
infections by covering head and facial hair....." AORN further states “Skull caps are not
recommended because they do not completely cover the side hair above and in front of the
ears and the hair on the nape of the neck.” The Director of Ambulatory Nursing Services
confirmed at the time of the observation, staff were not meeting standards of practice and
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were not in compliance with the hospital Infection Prevention and Control Guidelines for
surgical Services last reviewed 1/13/12 which state, per VII., Environmental Control D.-2
“hair coverings will be donned prior to entering the OR suite and will cover and contain all
hair”. This vielation of hospital policy and standards of practice was also confirmed the
morning of 10/10/12 with the Manager of Infection Prevention and Control.

While touring operating room Suite #2 and #4 on 10/9/12 at 11:25 AM and 2:00 PM with
the Director of Ambulatory Nursing Services powder-like dust was observed on the
ventilation faceplates covering w out take air vents located on the lower walls of each of the
operating rooms. The director acknowledged housekeeping staff assigned to perform
terminal cleaning each night in each of the OR Suites would be responsible for cleaning the
ventilation faceplates. Per review of the hospital’s policy Infection prevention and Control
Guidelines for Surgical Services, V. Housekeeping . “Housekeeping will clean the
department according to established department policy and is responsible for floors, walls,
cabinets, chairs and certain equipment ... this terminal cleaning will include v. Ventilation
Jaceplates™. The policy further states: “Surgical procedure rooms and scrub/utility sinks
will be terminally cleaned daily, regardless of whether they are used that day. A clean
surgical environment will reduce the number of microbial flora present. This means that
these rooms should be terminally cleaned once during each 24 hour period during the
regular work week”. Per interview on the morning of 10/10/12, the Manager for Infection
Prevention and Conirol noted although Environmental Patient Safety Inspections did
inspect the Operating suiled, the ventilation faceplates had not been part of their
observations.

Per observations on 10/8/12, between 2:25 PM and 2:30 PM, hospital staff failed to adhere
to orders for ‘Contact precautions’ when entering and leaving the room of a patient with a
suspected infection. Per record review on the afiernoon of 10/9/12, on 10/6/12 at 10:27 AM
Patient #35, who was hospitalized for treatment for cellulitis [a severe inflammation of
dermal and subcutaneous layers of the skinj, was placed on ‘Contact Precautions’ [Contact
Precautions are methods used to prevent (ransmission of infectious agents which are spread
by direct/indirect contact with a patient or a patient’s environment]. Per review of patient
#5 s medical record, physician progress notes dictated on 10/7/12 at 3:44 PM regarding
Patient #5°s cellulitis stated, “"MRSA is likely”. [Methacillin Resistant Staphylococcus
Aureus (MSRA) is a bacterium in infections that has developed a resistance to multiple
antibiotics]. Per observation of Resident #5 on 10/18/12 at 2:25 PM, the facilities’ Conlact
Precautions sheet was present on the wall in the hallway, outside the patient’s room.
“Perform hand hygiene between all patient contact and before entering and leaving the
room. Wear gloves when entering room and for all patient contact.” The precautions also
list “wear a gown whenever anticipating clothing will have direct contact with the patient
or potentially contaminated environment surfaces or items in the patient’s room.”

Per observation on 10/8/12 at 2:25 PM, a physician entered Patient #5°s room with gloves
on, but no gown, sat down on a chair across from Patient #5, and performed a procedure
on the patient’s left wrist. Per review, the Physician’s progress note, dictated on 10/8/12 at
2:52 PMregarding the procedure on Patient 35 stated, "1 did express a small amount of
purulence [containing or discharging pus] at one site....I sent this for culture”.
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Per observation at 2:30 PM on 10/8/12, affer the physician had lefi the patient’s room, a
Social Worker entered the room without performing hand hygiene and without donning
gloves or a gown. The Social Worker sat down in a chair across from the patient, and after
speaking with the patient exited the room without performing hand hygiene.

Per interview on 10/9/12 at 3:09 PM both the Physician and the Social Worker confirmed
that on 10/8/12 between approximately 2:25 PM and 2:356 PM they had each visited with
the patient. In addition, they were aware the patient was on Contact Precautions and that
the Contact Precautions sign was posted on the wall outside the patient's room prior to
enfering.

The Physician confirmed during an interview on 10/9/12 at 3:09 PM that s/he had only used
gloves when touching the patient and obtaining the culture and stated, “Normally I would
gown up”. The Physician also confirmed that the lab results from the culture s/he took
would not be available until the next day. During this same interview, on 10/9/12 at 3:09
PM the social Worker confirmed that s/he did not perform hand hygiene or don gloves and
gown up before entering the patient's room (per the posted Contact precautions), that s/he
had sat down in a chair next to the patient and could not recall ifs/he had performed hand
hygiene affer exiting the patient’s room. Per observation by this surveyor on 10/8/12 at
approximately 2:40 PM hand washing and/or sanitizing of the hands was not completed by
the Social Worker after exiting the patient’s room.

Per interview with the Infection Control Nurse on 10/5/12 at 2:35 PM, s/he confirmed that s/he
was present during the observations on 10/8/12, and that neither the Physician nor the Social
Worker properly followed the facility’s CDC-based Contact Precautions sheet that was posted
outside the patient’s room. The Infection Control Nurse state that the facility’s Contact
Precautions are taken from recommendations from the Centers for Disease Control (CDC)
guidelines for ‘Preventing Transmission of Infectious Agents in Healthcare Settings’.

Central Vermont Medical Center Plan of Correction

e Infection Prevention conducted an employee poll on 10/12/12 to solicit input for ways to

improve staff compliance with utilization of appropriate PPE. Based upon feedback
received, signage has been lowered to be more visible and yellow colored “precaution”
magnetic signs have been ordered to allow for more prominent visibility of this visual
aide.

A memo from the Infection Prevention staff was sent on 10/29/12 to all staff reinforcing
the expectations outlined in the following Ceniral Vermont Medical Center policies: Hand
Hyvgiene (1IC-17), OSHA Blood Borne Exposure Control Plan (PPE) (IC 18) and Isolation
Precautions (IC-108). Reinforced in this memo was the expectation to wear appropriate
head covering while in the Operating Room for staff that have reason to enter the area.
Noted was the expectation that hair and jewelry must be covered when in the semi-
restricted and restricted areas of the Operating Room. The referenced memo was also sent
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from the Vice President of Medical Affairs on 10/29/12 to all medical staff reinforcing the
expectations outlined above.

On 10/25/12 the Vice President of Medical Affairs reviewed the expectations regarding
the appropriate use of head covering while in restricted areas at the Department of Surgery
Meeting.

At a staff meeting on 11/1/12, the Director of Ambulatory Nursing Services reinforced
the expectations outlined in the Infection Prevention memo. Specifically, reviewing the
expectations outlined in the Central Vermont Medical Center Policies: Hand Hygiene
(IC-17), OSHA Blood Borne Exposure Control Plan (PPE) (IC 18) and Isolation
Precautions (IC-108). Noted was the expectation that hair and jewelry must be covered
when in the semi-restricted and restricted areas of the Operating Room.

Use of proper Operating Room head covering will be monitored by the Director of
Ambulatory Nursing Services and by Infection Prevention staff. Feedback regarding
compliance will be given to the Vice President of Medical Affairs and the Chief Nursing
Officer as appropriate. Data will be reported to the Performance Improvement Committee
by Infection Prevention staff.

Proper use of PPE and appropriate hand hygiene will be monitored by the Infection
Prevention staff. Data will be reported to the Performance Improvement Committee by
[nfection Prevention staff.

An “OR Daily General Cleanliness Checklist” was developed by the Director of Building
Services on 11/1/12. This checklist includes verification that wall vents are clean and free
of dust. The “Checklist” is utilized by housekeeping staff each morning prior to surgery
to ensure the room is ready for use. If a room is not ready for use, the housekeeping staff
will alert the OR CNC and appropriate follow-up actions will be taken and documented
prior to OR use.

The Building Services staff has been educated on the OR Daily General Cleanliness
Checklist and process by the Director of Housekeeping and their designee on 11/1/12,
'The Operating Room staff has been educated regarding the “Checklist™ by the Director of
Nursing Ambulatory Services at the 11/1/12 staff meeting.

The Environment of Care team will monitor vents in the Operating Room as part of the
Environmental Safety Rounds conducted every 6 months. Performance feedback will be
given to the Director of Housekeeping and the Vice President of Support Services.

The Building Services Housekeeping Supervisor will conduct weekly inspections to
ensure daily checks and overall cleanliness meets the required standards. Performance
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feedback will be given to the Director of Housekeeping and the Vice President of Support
Services.

A 799 482.23 DISCHARGE PLANNING

The hospital must have in effect a discharge planning process that applies fo all patients. The
hospital s policies and procedures must be specified in writing.

This CONDITION is not met as evidenced by: Based on staff interview an record review, the
Condition of Participation: Discharge Planning was not met due fo the hospital’s failure to
assure that a comprehensive and accurate discharge plan was devised and implemented prior to
discharge of one applicable patient in the sample. Patient #1 was places at risk of harm/adverse
outcome upon discharge by the hospital’s failure to assure that all components required for safe
discharge from the hospital had been met prior to discharge. A patient who required specialized
equipment subsequent to placement of a tracheostomy was discharged home without assurance
that the suction machine was in the home and training provided to the patient and spouse, prior
to discharge form the hospital.

Refer to TAGS A 808, A 810, A 820 and A 822.

Central Vermont Medical Center of Correction

o Central Vermont Medical Center formally responded to the standard level deficiencies
referenced in the above text at the standard level finding level

A 808 482.23(b)(3) POST HOSPITAL SERVICES

The discharge planning evaluation must include an evaluation of the likelihood of a patient
needing post-hospital services and of the availability of the services.

This STANDARD is not mer as evidenced by: Based on staff interview and record review, the
hospital failed to assure that discharge planners identified all of the discharge
services/equipment needs required post discharge for one applicable patient in the sample.
(Patient #1). Findings include:

Per record review and confirmed by staff interview on 8/7/12 and 8/8/12, hospiial failed to
assure that all necessary components of the discharge plan for Patient #1 were completed and/or
arranged prior to discharge home on 4/26/12. Hospital staff providing care and services to the
patient, including respiratory therapists, RNs and CM all failed to assure that the patient’s needs
regarding trach care, including necessary equipment and demonstration of competency to
complete care was completed prior to discharging the patient home on 4/26/12. Per interview
on 8/7/12 ar 2:58 PM, the DCPC stated that the respiratory therapist for 4/26/12 had obtained
physician order for home suction equipment at approximate 2:45PM, more 2 hours after the
patient was discharged from the hospital. He stated that he spoke with the medical equipment
driver who said that he arrived ar the home with the suction machine at 5:28PM. He confirmed
that the when the CM called to patient’s home at 3:30PM, the CM was told that the patient was
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short of breath. He stated that the CM called the respiratory department who instructed her to
have the patient call 911.
Refer to A 287, A 395, A 810 and A 822

Central Vermont Medical Center of Correction

o The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.

¢ The Discharge Planning and Patient Discharge (A309} policy was revised by the
Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

e The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planming and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

o The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership
and the Vice President of Medical Affairs as the redesign was being tested beginning
in September 2012 with completion on 11/7/2012. Education on the revised process,
policy and checklist was communicated through appropriate staff meetings and via
electronic communication.

e Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
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Director of Cardiopulmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists” documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staft was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onl1/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

Compliance with the Discharge Planning and Patient Discharge (A309) policy will be
monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee,

Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.

A 810 482.23 (b)(5) TIMELY DISCHARGE PLANNING EVALUATIONS

The hospital personnel must complete the evaluation on timely basis so that appropriate
arrangements for post-hospital care are made before discharge, and to avoid unnecessary delays
in discharge.

This STANDARD is not met as evidenced by. Bases on staff interview and record review,
hospital personnel failed to complete a timely evaluation for all the post hospital needs and
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services prior to discharge for one applicable patient in the sample. (Patients #1). Findings
include:

Per record reviews and information received from an anonymous complaint, hospital discharge
planners failed to assure that all of the necessary post hospital needs for Patient #1, who had a
newly placed tracheotomy, were made prior to discharge from the hospital. The failure to
assure that a suction machine had been delivered to the home prior to the patient's arrival home
from the hospital, placed the patient at risk of significant harm from a failure to have necessary
equipment available and evidence of competency to use all the equipment properly. A failure to
communicate all of the needs of the patient/spouse by hospital staff including respiratory
therapists, staff RNs and CM (case manager) and obtain all necessary physician orders and
equipment needed prior to discharge placed that patient af risk of significant harm. The
hospital’s policy Discharge Planning”, procedure, #8, states “Specific steps in discharge
planning undertaken by each discipline must include: (a) an evaluation of need; (b) education
and instruction of patient and family regarding the patient's needs, and (c) providing for
continuing care following discharge to meet ongoing needs.” During interview on 8/8/12 at
2:45PM, the Director of Discharge Planning confirmed the lack of appropriate discharge
planning for the patient and stated that s/he had instituted audits of discharge instruction sheets
Jor accuracy and completeness of documentation in meeting patient needs.

Refer also to A 820

Central Vermont Medical Center Plan of Correction

e - The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.

e The Discharge Plaoning and Patient Discharge (A309) policy was revised by the
Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.
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The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership

and the Vice President of Medical Affairs as the redesign was being tested beginning
in September 2012 with completion on [1/7/2012. Education on the revised process,
policy and checklist was communicated through appropriate staff meetings and via
electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopulmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planming and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists’ documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onl1/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

Compliance with the Discharge Planning and Patient Discharge (A309) policy will be
monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
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Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

s Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.

A 820 782.43(c)(3) IMPLEMENTATION OF A DISCHARGE PLAN
The hospital must arrange for the initial implementation of the patient’s discharge plan.

This STANDARD is not met as evidences by: Based on staff interview and record review, the
hospital failed fo assure that initial implementation of the discharge plan regarding a physician
ordered referral for one applicable patient in the sample was implemented upon discharge.
(Patient #1), Findings include.

Per review of the Discharge Instructions Sheet Dated 4/26/12 for Patient #1 on 8/7/12 and
confirmed during interview with the Director of Discharge Planning on 8/8/12 at 3:10 PM, there
was no evidence that a mental health referral documented on the section “referral for continuing
health care or services at home” was ever implemented prior to discharge. During interview the
Director of the department stated that there was no formal process fo assure that this referral
was picked up by anyone responsible for the discharge process. A consulting psychiatrist’s
progress note dated 4/25/12 stated " Make referral to WCMH” (a local mental health service)
“as well as VNA" (Visiting Nurses Association). At 3:40 PM, the director also confirmed that if
the Discharge Instruction Sheet stated WCMH referral was indicated, the CM would be
responsible for calling WCMH. There was no way to determine during the review if this has been
completed based on the information obtained from staff and the record reviews.

Refer also to A 810.

Central Vermont Medical Center of Correction

s The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.
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The Discharge Planning and Patient Discharge (A309) policy was revised by the

Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee {DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership
and the Vice President of Medical Affairs as the redesign was being tested beginming
in September 2012 with completion on 11/7/2012. Education on the revised process,
policy and checklist was communicated through relevant staff meetings and via
electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopulmonary Services educated Respiratory staft on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists’ documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmonary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onl1/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
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accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

» Inorder to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
11/2/12.

e Compliance with the Discharge Planning and Patient Discharge (A309) policy will be

monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.,

» Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be reported to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committec by the Chief Nursing Officer.

e On 10/31/12 The Vice President of Medical Affairs communicated to the inpatient
medical staff a reminder to be sure when recommending a consult or referral, the
physician must write an order for care management to coordinate the specific request
and make the necessary follow-up arrangements.

A 822 482.43(c)(5) PREPARATION FOR DISCHARGE

As needed, the patient and family members or interested persons must be counseled to prepare
them for post-hospital care.

This STANDARD is not met as evidenced by: Based on staff interviews and record reviews, the
hospital failed to assure that the patient/spouse were counseled on all aspects of post discharge
treatments/care 10 be done at home prior to discharge from the hospital for one applicable
patient. (Patient #1) Findings include:

Based on record review and confirmed by staff interviews on 8/7/12 and 8/8/12, CVMC staff
Jailed to assure that Patient #1 and her spouse received appropriate education and training in
the care of a newly placed tracheotomy prior to discharge home on 4/26/12. Staff also failed to
provide evidence of written instructions regarding safe care of the tracheotomy upon discharge
home. The discharge insiructions sheet dated 4/26/12, signed by the RN and the patient, was left
blank for the section entitled ‘patient education.’ Per review the hospital’s policy titled *“Patient
& Family Education” siates: “It is the policy of CVMC to assure that patients and/or their
Jamily, significant other, or caregiver are provided with appropriate...2) training io learn skills
and behaviors that promote recovery and improved function, and 3) referrals to assist with care
as needed. Staff will work to ensure that patients and others involved in their care have the
necessary information including written instructions to assist in the recovery process... after

28



discharge. All disciplines involved in the care of a patient are responsible for providing
appropriate explanations and teaching based on the ongoing assessment of those needs.”

Based on review of the medical record and interviews on the afternoons of 8/7/12 and §/8/12, the
CM was not aware of the need for patient/spouse teaching regarding suctioning and overall care
of the tracheotomy until the respiratory therapist asked her questions concerning what post
discharge service would be providing a suction machine for the home, and had it ordered by the
physician. A nursing progress note dated 4/25/12 at 2234 hours stated “"Help...help, I am so
anxious I can't breathe...” (patient words). PT instructed how to instill NS and cough via trach,
declines suctioning trach... Assessment: Alt in resp function, trach training... " Although the note
stated to continue trach training, there was not documented evidence that the patient/spouse
demonstrated competency with the trach care at any time during the hospitalization. A CM
progress note written on 4/27/12 at 1335 as a late entry for 4/26/12 at 1615 stated “CM spoke
with (spouse) who expressed concerns regarding ----'s inability to cough up mucus and the
suction equipment had not yet arvived. ---- responded in the back ground “the nurse had shown
me how lo squirt saline into my trach and then cough it onto a napkin”. She said several times,
“I can’t cough anything up and I can’t breathe . The patient’s spouse was instructed to call an
ambulance and got to the ED if unable to breathe. The CM spoke with the spouse a shor! time
later to inform him that the suction equipment should be at the home within 60 minutes and the
home health agency was called to have a RN visit ASAP. The spouse decided to wait for the HHA
RN’s visit when the patient felt better after a few minutes had passed.

Refer also to A 287

Central Vermont Medical Center of Correction

e The Discharge Planning Improvement Committee (DPIC) was established on 8/28/12.
The multidisciplinary committee comprised of Nursing, Rehabilitation Services,
Respiratory Therapy and Care Management performed an extensive review of the
existing discharge process, documentation tools and policies. Based upon the review,
the discharge process, tools and related policies were redesigned to include a
multidisciplinary discharge assessment and planning process. The redesign includes a
standardized process and documentation tools. The redesign consisted of small tests
of change beginning with the medical/surgical unit and was spread to relevant
services. The discharge process redesign rollout and education will be completed as
of 11/9/12.

¢ The Discharge Planning and Patient Discharge (A309) policy was revised by the

Discharge Planning Improvement Committee on 8/31/12 to reflect the updated
Medical Surgical discharge process. The Discharge Planning and Patient Discharge
policy articulates each relevant discipline’s accountabilities related to discharge
planning and the discharge process. The policy was reviewed and approved by the
Discharge Planning and Improvement Committee and subsequently approved by the
Senior Leadership Team on 9/11/12. The referenced policy was updated to reflect
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process improvements for each service line and was finalized and approved by the
Chief Operating Officer on 11/2/12.

The discharge checklist was developed on 8/31/12 by the Discharge Planning
Improvement Committee (DPIC). The checklist supports the Discharge Planning and
Patient Discharge process. All members of the treatment team as appropriate
contribute to the process of discharge planning and utilize the checklist for
documentation. The Charge Nurse, is responsible for final review of the checklist
prior to the patient's discharge. The final review serves as a hard stop to assure that
appropriate services have been addressed prior to the patient’s discharge.

The Discharge Planning and Patient Discharge (A309) policy and accompanying
Discharge Checklist was reviewed with the appropriate staff by relevant leadership
and the Vice President of Medical Affairs as the redesign was being tested in each
beginning in September 2012 with completion on 11/7/2012. Education on the
revised process, policy and checklist was communicated through appropriate staff
meetings and via electronic communication.

Under the direction of the Director of Cardiopulmonary Services, Respiratory
Therapy created written instructions for patient and family tracheostomy care. The
Director of Cardiopulmonary Services educated Respiratory staff on the use of the
written instructions and the Discharge Planning and Patient Discharge policy during
staff meetings in September. The patient and family tracheostomy care instructions
were implemented in September 2012. An audit tool was developed to evaluate the
Respiratory Therapists’ documentation of patient teaching, including identification of
the teaching materials provided to the patient and family. The audits will be ongoing
with feedback to the Respiratory Therapy staff by the Director of Cardiopulmenary
Services. Audit results will be shared at the Discharge Planning Improvement
Committee meetings.

Nursing staff was required by the Nursing Directors to review and acknowledge
understanding of the Nursing Assessment and Documentation (N107) policy and the
Multidisciplinary Assessment and Planning (A210) policy. This was completed
onl1/2/12.

A web based competency was developed by the lead Nurse Educator and the Director
of Critical Care, to support the Discharge Planning and Patient Discharge policy and
accompanying Discharge Checklist. Nursing staff will have completed the
competency by 11/9/12.

In order to assure appropriate patient education documentation at discharge, the
expectations outlined in Patient and Family Education Discharge (A301) policy were
reinforced by the Nursing Directors with nursing staff. This was completed on
1172/12.
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¢ Compliance with the Discharge Planning and Patient Discharge (A309) policy will be
monitored by the Manager of Quality Management. A random sample of discharge
checklists will be reviewed for completion as specified by the referenced policy.
Performance feedback will be reported to the Nursing Directors, Discharge Planning
Improvement Committee and the Performance Improvement Committee.

e Compliance with the Patient and Family Education Discharge (A301) policy will be
monitored by the Nursing Directors or designee. Feedback for identified performance
improvement opportunities will be given to the appropriate Nursing Director for
follow up and action. Performance data will be shared at the Performance
Improvement Committee by the Chief Nursing Officer.

A1002 482.52(b)(1) PREANESTHESIA EVALUATION

Anesthesia Services must be consistent with needs and resources. Policies on anesthesia
procedures must include the delineation of pre-anesthesia and post-anesthesia responsibilities.
The policies must ensure that the following are provided for each patient: Anesthesia services
must be consistent with needs and resources. Policies on anesthesia services must include the
delineation of pre-anesthesia and post-anesthesia responsibilities. The policies must ensure that
the following are provided for each patient.

This standard was not met as evidenced by: Based on staff interviews and record review,
Anesthesia services failed to develop policies and procedures specific to delivery of anesthesia
services consistent with the needs of the hospital and with recognized standards of anesthesia
care Findings include:

Anesthesia services was unable to provide policies and procedures specific to the delimitation of
pre-anesthesia, infraoperative /procedural and post-anesthesia responsibilities of this service as
it related throughout the hospital. Although a policy existed within the “Completion of Medical
Records” (effective 2/17/11) which addressed responsibilities of Anesthesia services to complete
specific documentation in patient records and a second policy “Guidelines for Moderate
Sedation/dAnalgesia’ (effective 8/20/12) defined the management of sedated patients and
establishing criteria for credentialed staff (to include Anesthesia services for monilored
anesthesia care) and nursing responsibilities during moderate sedation procedures, no policies
specific to Anesthesia services existed regarding the delivery of care fo include: Infection
Control methods; safety practices in all anesthetizing areas; protocols for supportive life
Junctions,; reporting requirements; documentation requirements and monitoring, inspections
testing of anesthesia equipment.

Per the American Society of Anesthesiology (ASA) The Organization of anesthesia Depariment,
Committee of Origin, Quality Management and Department Administration (approved by the
ASA House of Delegates 10/15/2003 and last amended on 10/22/08) states: The director of the
anesthesia department should be responsible for the following: “Participating in the
developmeni of and enforcing policies and procedures relating to the functioning of anesthesia
personnel and the administration of anesthesia throughout the hospital. This should include the
development and maintenance of a written policy defining the perioperative care of patiernts that
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may appropriately be provided in the facility, based upon consideration of age, risk categories,
proposed procedure, and facility equipment and nursing capabilities”. In addition the AS4 also
recommends: “a description of the details of the operation of the anesthesia department,
including all policies and procedures applicable to personnel in the department, should be
complied in a single set of rules and regulations or in a procedure and policy manual.”

Per record review, on 10/8/12, Patient #3 1 underwent surgery for adenoidectomy. Prior 1o this
day surgery procedure, on 10/3/12 Patient #31 completed a “ Patient Questionnaire” at his
physician’s office. Using ihis form, which was developed by Anesthesia services, the patient
answers several questions which determine if the patient would have a “face fo face” pre-
anesthesia assessment prior to the day of surgery. Per interview on the morning of 10/5/12, the
Director, Ambulatory Nursing Services stated once completed, the “Patient Questionnaire” is
faxed to Pre-Op screening staff that then provide the questionnaire lo anesthesia staff for review.
If the patient answers “yes” to questions in the middle column, then a pre-anesthesia visii will be
scheduled prior o the day of surgery to allow a complete anesthesia assessment or to meet with
the patient several days before the procedure if the patient has requested such a meeting to
discuss the anesthesia process. Although Patient #31 had answered “yes” to middle column
questions o include: she had a history of chest pain coming from his/her heart, had a heart
attack, has untreated high blood pressure and has heart murmur followed by a cardiologist, a
face to face anesthesia prescreening did not occur. The patient did receive a pre-anesthesia
screening on the morning of surgery. When asked if there was a policy regarding the pre-
anesthesia screening, the Vice President of Medical Affairs confirmed on 10/9/12 at 8:20 AM, no
policy existed. Per interview on 10/9/12 at 2:05 Pm, Anesthesiologist #1 confirmed the use of
the “Patient Questionnaire” allowed screening of the patient 4-6 days prior to a surgical
procedure requiring anesthesia services. S’he further stated if the review is not done and a
patient presents with health issues that may be affected by anesthesia then the surgery is
cancelled This would create an inconvenience for the patient and disruption of operating room
scheduling. Per review, the Quality Assessment completed by Anesthesiologist #2, who provided
anesthesia to Patient # 31 on 10/8/12, noted the patient experienced “Prolonged Hypertension”
during the course of surgery.

Central YVermont Medical Center Plan of Correction

e A policy entitled Pre-anesthesia Evaluation was drafted and finalized on 10/31/12 by the
Vice President of Medical Affairs in collaboration with the Chief of Anesthesia and the
Anesthesia Quality Assurance Chair. This policy articulates a requirement that a pre-
anesthesia evaluation be completed and documented by an individual qualified to
administer anesthesia within 48 hours prior to an inpatient or outpatient surgery or
procedure requiring anesthesia services.
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In addition, the policy entitled Pre-Anesthesia Evaluation outlines the updated process for
the Pre-Anesthesia Screening Form (PAF). The PAF is completed by the patient in a
surgeon’s office when the surgical procedure is scheduled. This tool is part of an
assessment for patients who may need to be seen by an anesthesiologist for a pre-
operative evaluation prior to the day of surgery.

A policy entitled Post Anesthesia Assessment was drafted and finalized on 10/31/12 by
the Vice President of Medical Affairs in collaboration with the Chief of Anesthesia and
the Anesthesia Quality Assurance Chair. This policy articulates the requirement that a
post-anesthesia evaluation must be performed for each patient who receives general,
regional or monitored anesthesia.

The expectations outlined in the Pre Anesthesia Assessment policy and Post Anesthesia
Assessment policy was communicated by the Chief of Anesthesia and the Anesthesia
Quality Assurance Chair to the Department of Anesthesia on 11/5/12.

Effective 10/22/12 the Pre- Anesthesia Assessment was added to the Pre-operative
checklist by the Director of Ambulatory Nursing Services. The Pre-Anesthesia
Assessment will need to be completed prior to the patient progressing into the surgical
suite, The surgical nursing staff were educated to this process revision by the Director of
Ambulatory Nursing Services at the 11/1/12 staff meeting

Audits for complete pre and post anesthesia assessments will be performed under the
direction of the Director of Ambulatory Nursing Services. The pre-anesthesia assessment
documentation will be obtained prior to the patient going to the operating room or for
post anesthesia assessments — prior to discharge. Performance feedback will be given to
the Vice President of Medical Affairs and reported to the Performance Improvement
Committee

The Department of Anesthesia utilizes ASA guidelines to assure the standard of care is in
compliance with national guidelines. CVMC infection control guidelines and polices are
utilized by the Department of Anesthesia and Surgical Services to maintain infection
prevention standards.
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