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March 24, 2015

Stephanie Godinez, Administrator
Crest Home Health

700 Ironwood Dr, Suite 255
Coeur D'Alene, 1D 83814-4401

RE: Crest Home Health, Provider #137070

Dear Ms. Godinez:

This is to advise you of the findings of the Medicare/Licensure survey at Crest Home Health,
which was concluded on March 12, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction.

An acceptable plan of correction (PoC) contains the following elements:

o Action that will be taken to correct each specific deficiency cited;

¢ Description of how the actions will improve the processes that led to the deficiency cited;

¢ The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited,

e A completion date for correction of each deficiency cited must be included;

¢ Monitoring and tracking procedures to ensure the PoC is effective in bringing the Home
Health Agency into compliance, and that the Home Health Agency remains in compliance
with the regulatory requirements;

e The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and

‘e The admimstrator’s signature and the date signed on page 1 of the Form CMS-2567 and

State Form 2567.
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After you have completed your Plan of Correction, return the original to this office by
April S, 2018, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
write or call this office at (208) 334-6626, option 4.

Sincerely,

GARY GUILES SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/pmt

Enclosures
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_April 3, 2015
RECEWED
Idaho Department of Health & Welfare 5 905
3232 Elder Street APR o 8 20K
P-0. Box 83720 EACILITY STANDARDS.

Boise, ID 83720-0009

RE: Crest Home Health, Provider #137070
Dear Mr. Guiles and Ms. Creswell:

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567 listing Medicare deficiencies
and Plan of Correction from the Medicare/Licensure Survey for Crest Home Health, which was
concluded on March 12, 2015.

If you have any questions, please write or contact us at 208-765-4343.

Thank you so much for the opportunity to improve our patient care. It was a pleasure working with you
throughout the Medicare/Licensure Survey process.

Sincerely,

C_ Dotiirspen__

Stephanie Godinéz, RN
Administrator
Crest Home Health

t: 208-765-4343 * :208-667-0494 * 700 Ironwood Drive, Suite 255 * Coeur d’Alene, 1D 83814
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The following deficiencles wears clted during the
] recertificetion survey of your home health agency

; conductsd frorm 3/059/15 through 2/12/15.
_ Surveyors cenducting the recertification were;

Gary Gufles, RN, HFS, Tesm Leader
Don Sylvester, RN, HFS

The fo!!oMng acronyms wera uged in this report;

COTA - Certified Oceupational Therapy Assistant
te - treatment
1 10T - Interdiselpiinary Team
LESW - Licensed Clinical Social Worker
OT - Cocupalional Therapist oL
PDC - Plan of Care . .

FT - Physical Therapist
PTA - Physical TharapyAssnstant
RN - Registerad Nuraa
SN - Skillad Nurse .
G 190 484.32(a) SUPERVISION OF PHYSICAL & @180
OCCUPATIONAL

Services fumished by a qualified physical therapy
assistant or qualified ccctpational therapy -
asalstant may be furnished under the suparvision |’
of a qualifed physical or occupational therapist. A
physical therapy assistant or ccoupational therapy
; assistant performs services planned, defegated,
and supervised by tha therapist.

 This STANDARD is not met a3 evidencad by: . :

. Based on staff inferview and raview of medical ) | .
records and agency policies, it was detarmined

the agency failed to ensure cccupational therapy | - !

. | services were provided by or under the
| i .
TR . {8} DATE

LARORATORY BIRECTOR'S OR FROVIDERSUFPLIER REPRESENTATIVE'S JGNATURE 4V / TITLE
215"

o Cres- Al M painis );/&747/

Ay dafigiency stalamant andrng with an asterisk {*) denctes a deficiency which the instiution mayhe exsiead fram cormecting providing it is determingd that
sther eafequanda pravide eufficiant protaction to the patients. (See Insiuclions } Except for riursing homes, th findings stated atiove are disclosuble 00 days
ollowing tha dute: of slivey whether or net s plan of correction ks provided. For nursing homes, the above firklinga'and plans of corracifon ama discloaable 14
{ays foflowing the dele these dotuments e made avaiiable o the fevility, If defictancles are cilad, an approved phin of coreciion Is mquisiia tn mnﬂnued

rogram partiefpation.
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G 190 Continued an:m pgg_ef1 2 of 41 nations ¢4 and G190 ¢ 100 484.32(a) SUPERVISION OF
supervision of an or 2 of 11 patients {#1 an :
#12) who recieved occupational therapy services PHYSICAL & OCCUPATIONAL THERAPY ;
and whose medical records were reviewed. This dmini d d !
had the potential to prevent the agency from Agency Administrator educated Home
meeting patients therapy needs. Findings Health team regarding services furnished . Y / z/ <
include; by a qualified occupational therapy /
) o assistant may be furnished under the |
1. Patient #1's medical record documented a 77 ervision of lified onal !
year old male who was admitted for home healith superviston ol @ qualiilec occupational -
services on 10/25/12, related to wound care for therapist. ~ An  occupational therapy
lower leg uicers. Addifional diagnoses inciuded assistant performs services planned, |
late effects of cerebrovascular disease, delegated, and supervised by the |
hemiplegia, and chronic venous embolism and therapist !
thrombosis. He received occupational therapy pist. ?
services from 1/09/15 untit 2/26/15. ) ) :
Occupational Therapy and Occupational .
Patient #1's last visit by the OT was dated 1/30/15 Therapy  Assistant  to  document |
at 12:05 PM. The OT documented a plan for collaboration between disciplines for any i g '
tient #1 to have th ices 3 ti : njam
Patien 0 have therapy services 3 times a delegation, modifications to Plan of care |
week for 1 week beginning on 1/26/15. o/ ¢ d | A :
Subsequent visits were conducted by the COTA, an . OF progress towards goals per Agency
These occurred on 2/03/15, 2/04/15, 2/09/15, Policy and Procedures and Regulatory
2/12/15, 2M19/15, and 2/26/15. Guidelines. ?
The OT visit note, dated 1/30/15 at 12:05 PM, Director of - Clinical Services and/or .
stated "Met with COTA to discuss progress. No designee  to dit f islon
adjustments to tx plan to be made at this time." g?, bau o for  supenvision
An "IDT Conference Report,” dated 2/12/15 but compliance  between  Occupational |
not timed, stated Patient #1 was progressing Therapy —and  Occupational  Therapy '
towards_his occupational therapy goals. The only Assistant x 1 month. Clinical Programs to . MAnN
person listed at the IDT conference was the RN. audit quarterly 10% of Active charls and . \I_/Y j
A plan for continuing cccupational therapy 4% of disch d charis beginning May
services was not documented. Other than the ° enared charts beginning May
1/30/15 OT note, no direction to the COTA was 2015 to include supervision, delegation, |-
‘ documented by the OT since that date, and plan of care designated for the
; . . _ occupational therapy assistant by the |
Patient #1 was recertified for care and a new occupational therapist ‘
i POC was implemented on 2/12/15, The plan P pist.
| stated Patient #1 was to receive occupational
1A CMS-2567{02-99) Previous Versions Obsolete Event ID:UL7K1E Facility [D: OAS001140 If continuation sheet Page 2 of 10
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pag G__190 484.32(a) SUPERVISION OF -

‘involved in this POC.

| on 1/23/15, 1/29/15, 2/02/15, 2/03/15, 2/05/15,

therapy 1 time the first week, 2 times the second
week, and 1 time the third week. No
documentation was present to show the OT was

No OT note was documented after 1/30/15.
Patient #1 was discharged from therapy services
by the COTA on 2/26/15, 27 days aiter the OT
had last seen him. The COTA provided exclusive
services to the patient for 27 days and then
discharged him without documented direction
from the OT.

The OT was interviewed on 3/12/15 beginning at
8:30 AM. She confirmed Patient #12's readiness
for discharge from occupational therapy services
and direction to the COTA who was providing
services were not documented. She stated
Patient #1's case was discussed with the COTA
on Sundays, but acknowledged this was not
documented.

Occupational therapy services were not provided
to Patient #1 under the supelrvision of an OT,

2. Patient #12's medical record documented an
87 year old female whose SOC was 1/26/15. She
was discharged on 3/03/15. Her diagnoses were
muscle weakness and depression.

Patient #12's POC for the certification period from
1/20/15-3/20/15 called for occupational therapy
services. The OT saw Patient #12 twice, on
1722115 and 2/11/15. The COTA saw Patient #12

2/09/15, 211715, 2(19/15, 2/23/15, and 2/25/15.

The OT's progress note, dated 2/11/15 at 2:00
P, did not mention plans for discharge. The j

PHYSICAL & OCCUPATIONAL THERAPY

Director of Clinical Services and/or
designee to audit 100% of all Re-
certifications for therapy services for an '
evaluation within 5 days prior to !
certification period ending for
collaboration, update and re-evaluation |
for Plan of Care for compliance x 3
months. g

om Oﬂm #

Policy No. 1300.08/1 (Attachment A)
Policy No. 500.62/3 (Attachment B) \

Policy No. 500.60/3 (Attachment C)
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COTA's note, dated 2/23/15 at 3:38 PM, stated
Patient #12 had fallen earlier that day without
apparent injury. Communication between the OT
and the COTA was not documented. The COTA
saw Patient #12 the final time at 10:16 AM on
2/25/15 and discharged her from occupationai § 236 484.48 CLINICAL RECORDS |
therapy services. The note stated the COTA |
finalized Patient #12's home exercise program I (©MR Vendor) suspended as of ! ¢
and discharged her from skilled occupational 03/24/2015 secondary to documentation 5/2*///
th_?rapy servéces. Agﬁt‘i’g c%mrgunication with the signature and related process errors. |
OT was not documented. No documentation was
Impl tati
present to show the OT assessed Patient #12's mplementat on, of paper documentation ;
readiness for discharge or instructed the COTA to nitlated per Policy and Procedure effective |
discharge her.- 03/24/2015. ;
The OT was interviewed on 3/12/15 beginning at Education provided to Home Health |
8'30AM. She confirmed P_atlent #12's readlr)ess disciplinary team regarding Home Health ! 3/20 //5
for discharge from occupational therapy services Policy & Procedure and Regulatory
and direction to the COTA were not documented. _ 6 !
Guldelines for note check in /time :
Occupational therapy services were not provided requirements for documentation
to Patient #12 under the supervision of an OT. compliance on 03/26/2015, '
G 236 | 484.48 CLINICAL RECORDS G236
) o ) Policy 900.52 {Attachment D)
A clinical record containing pertinent past and
cun; ent 'ﬁm:lngls "(‘j acc::o:'" dance t‘;’!th gt}cepted Director of Clinical Service and/or designee
professional standards is maintained for every . - :
patient receiving home health services. In [ to audit 100% of all new/recertlﬂf:atlon ;
addition to the plan of care, the record contains | Plan of Care(s) for ailergies, completion of ' MAIn
appropriate identifying information; name of ! 485 documentation of pertinent past and | O j
p?gsicnan_; d;UdQ» d(ije;aftyé;fel?‘[nelm, 3nd activity | current findings in accordance with '
orders; signed and dated clinical and progress .
notes; copies of summary reports sent to the ' accepted professnonal standards fo.r every |
! attending physician; and a discharge summary. © patient receiving Home Health Services x 1
_; month then Clinical Programs to audit
i quarterly 10% of Active charts and 4% of
| This STANDARD is not met as evidenced by: | | discharged charts beginning May 2015
r :
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G 236! Continued From page 4 G 236
Based on review of medical records and staff
interview, it was determined the agency failed to
ensure medical records contained complete
documentation for 6 of 12 patients (#1, #2, #3,
#95, #10, and #12) whose records were reviewed.
This had the potential to interfere with the clarity
of the record and impede coordination and safefy
of patient care. Findings inciude:

1. Patient #12's medical record documented an
87 year old female whose SOC was 1/26/15. She
was discharged on 3/03/15. Her diagnoses were
muscle weakness and depression.

Patient #12's medical record contained a
"Medical Social Worker Assessment,” dated
1/28/15 at 4:10 PM, which was signed 2/03/15 at
10:08 AM, 6 days later.

Patient #12's medical record contained an untitfed
progress note by the PT, dated 2/05/15 at 11.15
AM, which was not signed untit 2110/15 at 7:54
AM, 5 days later.

Patient #12's medical record contained an untitled
progress note by the PT, dated 2/09/15 at 12:55
PM, which was not signed until 2/15/15 at 4:53
PM, 6 days later. :

Patient #12's medical record contained an untitled
progress note by the RN, dated 2/11/15 at 1.00
PM, which was not signed until 2/19/15 at 2:58

PM, 8 days later.

The Director of Clinical Services reviewed Patient
#12's medical record and was interviewed on
3M2/15 beginning at 9:00 AM. She confirmed the
delays in staff completing and signing Patient
#12's medical record.

ORM CMS-2587{02-99) Previous Versions Obsolete Event 1D: UL7K11
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Staff did not complete and sign Patient #10's
progress-notes in a timely manner.

In addition, a physician progress note, dated
10/08/14, stated Patient #12 was allergic {o
iedine, The note staied it was faxed to the
agency on 1/19/15, the day prior to Patient #12's
admission. Her POC for the cerlification period
1/20/15-3/20/15 stated her allergies were
"Unknown." "Unknown" was also documented on
Patient #12's undated medication list from her
admission.

The Administrator reviewed Patient #12's medical
record on 3/11/15 beginning at 3:00 PM. She
stated the allergy documentation was a computer
giitch and the "Unknown" designation was
inadvertently entered into her record.

The agency did accurately document Patient
#12's allergies.

2, Patient #2's medical record documented a 48
year old male whose SOC was 1/26/15. He was
currently a patient as of 3/12/15. His diagnosis
was multiple sclerosis.

Patient #2's medical record confained an untitled
progress note by the RN, dated 2/11/15 at 4:10
AM, which was not signed until 2/17/15 at 1:07
PM, 6 days later.

Patient #2's medical record contained a "Medical
Social Worker Assessment,” dated 2/12/15 at
3:30 PM, which was not signed until 2/17/15 at
5:13 PM, 5 days later.

Patient #2's medicai record contained an untitled [
Facility ID: OAS001140 If continuation sheet Page 6 of 10
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progress note by the PTA, dated 2/16/15 af 10:53
AM, which was not signed until 2/23/15 at 7:01
AM, 7 days later.

Patient #2's medicai record contained an untitled
progress note by the PTA, dated 2/24/15 at 8;42
AM, which was not signed until 3/01/15 at 8:45
AM, 5 days later.

The Director of Clinical Services reviewed the
medical record and was interviewed on 3/12/15
beginning at 9:00 AM. She confirmed the defays
in staff completing and signing Patient #2's
medical record.

Staff did not complete and sign Patient #2's
progress notes in a timely manner.

3. Patient #3's medical record documented a 69
year old fernale whose SQC was 1/31/15. She
was currently a patient as of 3/12/15. Her
diagnosis was pressure ulcer and paraplegia.

Patient #3's medical record contained an untitied
progress note by the RN, dated 2/16/15 at 3:00
PM, which was not signed until 2/25/15 at 8:19
AM, 9 days later.

Patient #3's medical record contained an untitled
progress note by the RN, dated 2/18/15 at 2:30
PM, which was not signed until 2/25/15 at 1100
AM, 7 days later.

Patient #3's medical record contained an
evaluation by the PT, dated 2/11/15 at 10:25 AM,
which was signed 2/16/15 at 8:23 AM, 5 days
later.

The Director of Clinicai Services reviewed Patient

‘ORM CMS-2567(02-99) Previous Versions Obsolete Event {D: UL7KH Facility ID: OAS001140 If continuation sheet Page 7 of 10
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#3's medical record and was interviewed on
3/12/15 beginning at 9:00 AM. She confirmed the
delays in staff completing and signing Patient #3's
medical record

Staff did not complete and sign Patient #3's
progress notes in a timely manner. Staff did not
ensure the record was accurate.

4. Patient #6°s medical record documented a 68
year old female whose SOC was 2/09/15. She
was currently a patient as of 3/12/15. Her
diagnosis was pancreatic cancer.

Patient #6's medical record contained an
evaluation by the PT, dated 2/11/15 at 10:25 A,
which was signed 2/16/15 at 8:23 AM, 5 days

later,

Patient #6's medicaf record contained an untitied
progress note by the RN, dated 2/19/15 at 1:45
PM, which was not signed uniii 2/25/15 at 10.04
AM, 6 days later.

Patient #6's medical record contained an untitled
progress note by the PT, dated 2/26/15 at 9:10
AM, which was not signed until 3/03/15 at 4:14
PM, 5 days later.

Patient #6's medical record contained an aide
supervisory visit by the RN, dated 2/26/15 at 4:15
PM, which was nof signed until 3/02/15 at 9:38
AM, 4 days later.

The Director of Clinical Services reviewed Patient
#6's medical record and was interviewed on
3/12/15 beginning at 9:00 AM. She confirmed the
delays in staff completing and signing Patient #6's
medical record
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Staff did not complete and sign Patient #12's
progress notes in a timely manner,

5. Patient #10's medical record documented a 61
year old male whose SOC was 1/26/15. He was
discharged on 2/19/15. His diagnosis was lung
cancer.

Patient #10's medical record contained an untitled
progress note by the RN, dated 1/30/15 at 9:00
AM, which was not signed untit 2/04/15 at 11:17
AM, 5 days later.

Patient #10's medical record contained an untitled
progress note by the PT, dated 2/02/15 at 12:45
PM, which was not signed until 2/09/15 at 1:.03
AM, 7 days later.

Patient #10's medical record contained an untitled
progress note by the RN, dated 2/06/15 at 10:40
AM, which was not signed until 2/13/15 at 3:45
PM, 7 days later.

Patient #10's medical record contained an untitied
progress note by the LCSW, dated 2/06/15 at
11:15 AM, which was not signed until 2/15/15 at
2:58 PM, 9 days later.

The Director of Clinical Services reviewed Patient
#10's medical record and was interviewed on
3/12/15 beginning at 9:00 AM. She confirmed the
delays in staff completing and signing Patient
#10's medical record.

Staff did not complete and sign Patient #10's
progress notes in a timely manner.

6. Patient #1 was a 77 year old male admitted fo |
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the agency on 10/25/12 for treatment of a leg
ulcer. Additional diagnoses included late effects
of cerebrovascular disease, hemiplegia, and

_chronic venous embolism and thrombosis. He

recejved SN, OT, and M3W services. His record,
including the POC, for the certification period
2112115 to 4/12/15, was reviewed.,

A skilled nursing visit note dated 2/18/15
beginning at 11:00 AM, was not completed until
2/25/15 at 8:08 AM, 7 days later.

The Director of Clinical Services reviewed Patient
#12's medica!l record and was interviewed on
3/12/15 beginning at 9:00 AM. She confirmed the
delays in staff completing and signing Patient
#12's medical record,

Staff did not complete and sign Patient #10's
progress notes in a timely manner.
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The following deficiencies were cited during the

Idaho state ficensure survey of your home health
agency conducted from 3/09/15 through 3/12/15, o s I AESEY
Surveyors conduciing the licensure review were; RECE! VED

Gary Guiles, RN, HFS, Team Leader APR 0 b 20%
Don Sylvester, RN, HFS
EACHITY STANDARDS

@

N 123 03.07025.THERAPY SERV. N 123

N123 025, THERAPY SERVICES. Any )
therapy services offered by the HHA i/,
directly or under arrangement are > / { g"
given by a qualified therapist or by a
qualified therapy assistant under the
supervision of a qualified therapist
and in accordance with the plan of
care.

This Rule is not met as evidenced by:
Refer to G 190.

N 180, 03.07031.CLINICAL REC. N 180

N180 02. Contents. Clinical records
must include:

f. Signed and dated clinical /LG {( g
and progress notes;

This Rule is not met as evidenced by:
Refer to G 236.
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