AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse; (800) 564-1612
Fax (802) 871-3318

October 7, 2014

Mr. Joseph Woodin, Administrator

Gifford Memorial Hospital--Swing Bed Unit
44 South Main Street

Randolph, VT 05060

Dear Mr. Woodin:

Enciosed is a copy of your acceptable pians of correction for the survey conducted on
September 9, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies

may be imposed.
Sincerely,

I i ~{,,"‘. o 3
x}’zjf’? i e A Al

Frances Keeler, RN, MSN, DBA
Assistant Division Director
Director State Survey Agency
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L) D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFIGIENGY MUST BE PREGEDFED BY FULL PREFIX CH CORREGCTIVE ACTION SHOULD BE COMPLETION
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L PEFICIENGY]
C 000 INITIAL GOMMENTS ¢ 000| Swing Bed-CORRECTIVE ACTION PLAN
. 1, Patient Bill of Righls pamphlet for swing patipnts
An unannounced on-site Critical Access Hospital will be created and include the following:
| Swing Bed Survey was conducted on 9/8/14 by Residents rights _ .
the Division of Licensing and Protection. The Admission, transfer, and discharge rights
Special Requirements for Hospital Providers of Residents behavior and facility practices
Long Term Care Servicas {"Swing Beds™) 42 Patient uctivities
CFR Subpart £ 482.6€ was not met as evidenced Social Services
‘ by the following regulatary violation: Comprehensive care plan, and discharge planning
C 361 | 485.645(d)(1) RESIDENTS RIGHTS G 361| Dental Services

[The CAH ig substantially in compltance with the
followling SNF requirements contained in subpart
B of part 483 of this chaptsr]

(1) Resident rights {§483.10(b)(3)):

"The resident has the right to be fully Informed in

‘| language that he or she can understand of his or

her tatal health status, including but not limited to,
his or her medical condilion”

This STANDARD is not met as evidenced hy;
Based on staff and patient interview, the hospltal
failed to inform one applicable patient in writing of
his or her rights as a patient admitted to a
certified swing hed part of the hospital for 1 of 2
applicable patients. {Patlent#8) Findings include:

Per interview with Patient #9 on 9/9/14 at 11:45
AM, the patient indicated that he or she had
received a copy of his or her rights as a patientin
the hospltal on admission on 8/28/14. The written
copy of rights glven 16 the patient was reviewed
and was nofed fo he for admission to a hospital
bed, not a designated swing bed. During interview
at 2:05 PM, the V.P. of Hospital Services
confirmed that the hospital had not provided
Patient #9 with a copy of the swing bed Resident

Nutrition Services

Rehabilitative Services

2. Procese: When a patient is admitted to TCU,
registration staff will provide them with the patjent bill
of rights. Care management staff will then revigw this
with patients and answer any quéstions or concgrns '
they may have, Care management staff will thep
document this conversation in the patienf’s car¢
management flow chart .
Monitoring

1. Pamphlet will be completed and process will pe
instituted by 10/6/2014,

2. Registration stall and care management team
instructed regarding new process. Complete 10/1/2014
3. Quality Management.staff will audit all TCU Eatiem
charts for documentation in care management Jlow '
chart and report findings back to care managenent on
a weekly basis. Audit will continue for 3 minimum of
three monthg of 100% compliance, followed by fen
random chart audits quarterly for six months tq ensure
new process is sustained.

RESPONSIBLE PERSONS

Registration stafff Care Management Teamn- pr

vess
Quality Management- audit :
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Aay deficiency statamerit ending with an aslerisk (%) denotes a deficloncy which tha institullon may be excused from cotrectiag providing it is determined that
other safeguards provide sufiiclent protection to the patienle. (Ses Insiructions,) Except for nur
following the dele of survey whether or nol a plan of correctlon Is provided. For nursing homes,

days following the date these docatents are mads avallabla to the facility. If deficiencles are clled, an approvad plan of correction s requlslte to continuad
pregrem panticipation.

aing homes, the findings steted above are disclosable 90 days
the above findings and pians of comection ar disclosable 14
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C 361 | Continued From page 1 C 361
Rights required by regulation upon admission to a
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