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P.0. Box 83720

Bolse, ID 83720-0009

PHONE 208-334-6626

FAX 208-364-1588
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June 26, 2015

Vickie Nostrant, Administrator
North Idaho Home Health
2426 North Merritt Creek Loop
Coeur d'Alene, Idaho 83814

RE: North Idaho Home Health, Provider #137019

Dear Ms. Nostrant:

This is to advise you of the findings of the Medicare/Licensure survey at North Idaho Home
Health, which was concluded on June 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:

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

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

o The plan must include the procedure for implementing the acceptable plan of correction
for each deficiency cited;

o 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 agency
into compliance, and that the agency remains in compliance with the regulatory
requirements;

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

¢ The administrator’s signature and the date signed on page 1 of BOTH the Form
CMS-2567 and State Form 2567.




Vickie Nostrant, Administrator
June 26, 2015
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by
July 9, 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,

SUSAN COSTA SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
/sc

Enclosures
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G 000} INITIAL COMMENTS G000
The following deficlancias were clted dusing the
Medicare recerlification survey of your home
health agency on 8fC8H16 through 8M12/15,
The suiveyors conducling the receriiticalion were;
Susah Costa RN, HFS, Team Lead

Nancy Bax RN, HFS
Dannis Keilly RN, HFS

Acronymas usad In this report Includs:

ahd - abdomen ‘

BG ~ Blood Glucose

BID - twice daily

CAD -~ Coronary Artery Dise?se

CHF - Congestive Heart Fallura -

COPD - Chronic Obstructive Pulmonary Disease RE CE} VED
CVA - Cerebrat Vascular Accldent

DME - Durable Medical Equlpment JUL 13 2015
DM I - Type 2 Diabetes Maliitus -

DON - Director of Nursing CHATY $7

D/T - due to STANDARDS

1 ER - Emergency Room

GERD - Gaslroesophageal Reflux Dlsease
H & P - History and Physical

HTN - Hypertension

HV - Home Vislt

IM - Inframuscular

IV - Intravenous

LPN - Licensged Practical Nurse

MD -~ Medical Doctor

MD SBAR - Physiclan Communication tool
{Siluatlon Backdround Assessment &
Recommendation)

M - Myocardial Infarction

myg - milligram

m! -~ millifiter

LABORATO}YNREGTOR’S OR VIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) OATE
Dhitere Lpedezik ) Yo s

Any deficlency stalemant anding with an astarsk () donotes 4 deficlency wWhich the Institution may ba excused frorm corecting providing it Is chtermfied that
other safeguards provido suificiont pratection to (o patlents. {Ses instructions.} Except for nursing homes, the findings statad above are disclosable 90 days
following the dale of survay whether or nol g plan of correclion Is provided. For nursing homes, the abava findings and plans of corraction are disclosable 14
days foﬂoMngdlha{date thase docunienls are mada avallable to tho facllily, If deftclencles ase eltad, an approvod plan of corractlon Is requistle Lo continuad
progrant paitieipation,

FORM CMS-2667{02-99) Previoua Verslons Obsolatn Evord ID;WQDT4 . Fackity 1D: GAS001410 If corinuatlon shaot Page { of 63
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G 000 Continued From page 1 G 000

MSW - Medical Social Worker

NOMNC - Notice of Medicare Non-Coverage
OASIS - Outcome and Assessment Information
Set

QT - Qeoupational Therapy

POC - Plan of Care

prn - as needed

pt - patient :

PT - Physical Therapy

PTA- Physical Therapy Assistant

RN - Registered Nurse

ROC - Resumption of Care

SN - Skilled Nursing

SQC - Start of Care

ST - Speech Therapy

UTI - Urinary Tract Infection

G 101 | 484.10 PATIENT RIGHTS G101

An occurrence report has been 7/9/15
The patient has the right to be informed of his or submitted on patient #1.
her rights. The HHA must protect and promote : In 2 mandatory staff meeting

the exercise of those righis. T .
7/9/15 and individual counssling

as needed, the standard and

This STANDARD is not met as evidenced by: description was reviewed with

Based on record review and staff interview, it

was determined the agency failed to jensure staff. The Notice of Medicare Non-
patients were fully informed of their right to .

appeal a discharge from home health services for cov.erage_and LHC policy 2.1.004
1 of 1 patients (#1) who were Medicare Patient Discharge/Transfer
bensficlaries with a planned discharge, and Process was reviewed with staff

whose records were reviewed. This had the . .
potential for services to be terminated without the and education has been provided

patients' understanding of their ability to appeal that the notice is to be delivered af
the discharge. Findings inciude: least two days prior to discharge.
The CMS Manual Systemn, Pub 100-04 includes

direction to the provider that they must include the
effective date (i.e. the last day of coverage) on

FORK CMS-2567(02-99) Pravious Verslons Obsolele Evant 1D; WQDT#1 Faclity 10: 0AS001410 ¥ continuation sheet Page 2 of 53
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the "Notice Of Medicare Non-Coverage"
{NOMNCG) form. Additionally, it states: "The
NOMNCG should be delivered to ihe beneficiary at
least two calendar days hefore Medicare covered
services end or the second to last day of service
if care is not being provided daily.” The NOMNG
is to be sfgned and dated by the patient to
indicate receipt of notice of discharge.

Patient #1 was an 82 year old male, admitted fo
the agency on 1/11/15. He received SN and PT
sarvices related to an infection in his blood
stream, irreguiar heart beal, and lymphoma. His
records, including the POC, for the certification
period 1/11/15 to 3111115, were reviewed,

In a *Visit Note Report,” dated 1/28/15, Palient
#1's RN noted the plan for the next visit was o
follow up cardiac and respiratory assessments.
There was no documentation of plans to
discharge Patlent #1, or that he was provided
information regarding his right to appeal the
termination of his home health services,

Patient #1's record included a discharge
assessment dated 2/11/15, signsd by the RN.

Paltient #1's record included a form, titled "Notice
of Medicare Non-Coverags,” {NOMNC,) The
saction of the form which stated "The Effective
Date Coverage of Your Current Home Health
Services Will End;___," was completed with the
date 2/11/15. The back of the form was signed
by Patient #1 to indicate receipt of the notice.
Patient #1's slgnature was dated 2/11/15, the
date of his final home health visit,

During an interview on 6/11/16 beginning at 2:35
PM, the DON reviewed Patient #1's record and

(Xay 1o SUMMARY STATEMENT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 101 | Conlinued From page 2 G 101i Process Change:
7/16/1%

1. All staff will be given
additional NOMNC forms.

2. Care conference in
discharge planning will include the
reminder and addition of a point
care alert in Home Care Home
Base to be added to the visit date
by skilled clinician planning to do
the discharge, at least 48 hours,
prior to planned discharge.

3. DON/TL to review 100% of
synced discharges for the Notice
on Medicare Non-coverage. Ifitis
found to be absent from the record,
and is required, the discharge will
be held and the patient will be
presented the notice and
associated education on the non-

‘coverage notice. Discharge from

agency will not occur until the 48
hours has been completed.

4, Should the patient request a
discharge without notice,
documentation in the visit note
narrative or discharge note should
refiect that request.

FORM CMS-2657(02-99) Provious Varstons Obsalale

Evend ID:WQDT11
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_ Ongoing Monitoring:
G 101 Continued From page 3 G101|  Beginning 8/1/15, the DON/TL wil
stated the form should have been presented to ] 100% of disch f t
Patient #1 during his second to last visit, rather review 100% of discharges from the
than during his last visit. She stated she had previous week to verify the NOMNG was
educated the nursing staff about the NOMNC o i ;
form, and the liming of its presentation to the af:lmlnlstered forty .e.'lght hours prigr to
patients. Additionafly, she stated the RN that was discharge. The review will be conducted
Palient #1's case manager was no longer for 8 weeks and until greater than|{94%
employed by the agency. . .
compliance for 4 consecutive wegks.
Patlent#1, a Medlcare beneﬂci?ry. was'»] not DON is responsible for implementing the
notified prior {o his discharge, of his right to : o
appeal discontinuation of home health services. corrective action.
G 143 484.14(g) COORDINATION OF PATIENT G 143
SERVICES An occurrence report has been 716/15
submitted on patient #4 regardin
All personnel furnishing services maintain llalson . p g g
to ensure that their efforts are coordinated care coordination.
effectively and support the objectives outiined in In a mandatory staff meeting
the plan of care. . .
7/9/15 and individual counseling
as needed, the standard and LHC
This STANDARD is not met as evidenced by: Policy 2.1.017 Coordination of
Based on staff interview and review of medical . . 1
records, it was determined the agency failed to Care was reviewed with staff. 719119
ensure care coordination between disciplines for
1 of 9 patients {#4) who received services from Process Change:
more than 1 discipiine and whose records were 1 A ess Chan has 7/9/15
reviewed. This had the potential to interfere wilh o process C g.e.s
quality, safety and continuity of patient care. been implemented requiring all
Findings include: LPNs and PTAs to contact the
Palient #4 was an 83 year old female admitted to Case Manager for a verbal report
the agency on 5/15/15, fallowing hospitalization when a change in status or
for an acute Ml. Additional diaghoses included mptoms are identified or
CAD and CHF. She received SN, PT and OT Sympioms are ©
services. Her record, including the POC, (or the reported.
certification period 6/15/15 to 7/13/15, was
reviewad,
FORM CMS5-2567(02-99) Pravious Versions Obsolela Evant ID:WADTH1 Facility ID: 0AS001410 If continuation sheet Page '4 of 53
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o | SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 046
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. ngoing monitoring: 8/11/15

G 143 Conlinued From page 4 G 1432Eeginning 8/1/15, 2 visit notes per

Patient #4's record included a SN visit note dated eek for each LPN and PTA will

3129/15. S*tiggid bg thg LF;N- Th‘:ﬂ;’? J e reviewed for evidence of care

ocumented hsr heart rate was pm, an L . .

inegutar. Patient #4's POC stated a heart rate oordination. The review will be

greater than 100 bpm should be reported to the %onducted by the DON/TL. for 8

physician, Additionaily, the note stated Patient #4 :

reported four episodes of diarrhea that morning, eeks and .unm a. greater than

The LPN did not document communication with 94% compliance is reached for 4

Patient #4's RN Case Manager regarding her consecutive weeks.

elevated and irregular heart rate, or her diarrhea. . .

DON is responsible for

During an interview on 6/11/16 at 9:25 AM, the mplementing corrective action.

‘RN Case Manager reviewed the record and

confirmed she was not notifled of Patient #4's

alevated and irregular hearl rate, or her

complaints of diarrhea,

Fatient #4's symptoms and change in stalus were

not reported to the RN Case Manager.
G 158 | 484,18 ACCEPTANCE OF PATIENTS, POC, G 158|An occurrence report has been 7/46/15

MED SUPER submitted on patients’ #2, #4, #12

Care follows a written plan of care established for each individual item identified in

and periodically reviewed by a doctor of medicine, the deficient report.

osteopathy, or podiatric medicine. In a mandatory staff meeting 7/9/15

. . and individual counseling as 719115

This STANDARD is not met as evidenced by: needed, the standard and LHC

Based on record review, review of agency . .

palicies and staff interview, it was determined the Policy 2.1.002 Patient Assessment,

agency failed to ensure care followed a Initial and Reassessment, 2.1.007

physiclan’s written plan of care for 3 of 12 i

patients (#2, #4, and #12) whose records were Plan of Care, 2"! 008 Ph_ySiCIan .

reviewed. This resulted in unauthorized Orders were reviewed with staff with

treatments, as well as, omissions of care and the focus on the following:

unmet patient needs. Findings include:

FORM CMS.2507(02-98) Previous Verglons Obsolele

Event ID: WQDT 1

Facliity ID: OAS001410

if continualion sheet Page 5 of 63
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NORTH IDAHO HOME HEALTH

STREET ADDRESS, CITY, STATE, Zi® CODE
2426 NORTH MERRITT CREEK LOOP
COEUR D'ALENE, ID 83814

SUMMARY STATEMENT OF DEFICIENCIES

0

PROVIDER'S PLAN OF CORRECTION

(x5)

1. Patient #2 was a 72 year old male admitted to
the agency on 12/22/14, for services related to an
open wound on his knee. Addillonal diagnoses
included HTN and asthma. He received SN, PT
and OT services. His record, including the PQG,
for the certification period 12/22/14 to 21915,
was reviewed.

a. The agency's policy 2,1.002 "Patient
Assessment, Initial and Reassessment,” revised
1101715, stated inflial evaluations by disciplines
including PT, 8T, OT, and MSW, would occur
within 5 days from the referral or sooner if
medically. necessary.

Patient #2's record included a Physiclan's Interim
order, dated 12/22/14, signed by his physician on
1/06/15. The order included an MSW visit for
community resources,

Patient #2's record documented he was admited
to the hospital on 1/07/156, 16 days after his SOC.
His record did not Include documentation of an
MSW visit during the 16 days prior to his transfer
to the hospital.

Palient #2's home health services were resumed
on 1/13/15, following his discharge from the
hospltal. Patient #2°s record included resumption
of care orders dated 1/13/15. The orders
included MSW to evaluate and develop a SW
POC.

Patient #2's record documented he was admitted
to the hospital on 1/28/15, 15 days after his
resumption of care. However, Patlent #2's record
did not include an evaluation completed by the
MSW during the 15 days foliowing his resumption
of care and prior lo his second {ransfer to the

X4y 1D
éﬂﬁ)Fix {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CONMPLEYION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIANTE DATE
DEFICIENGY)
1. All add on discipline 71618
G 158 Continued From page 5 G 158| gyaluations are to be completed 1

within 5 days of referral.

2. All care implemented must
have a written or verbal order
before initiation.

3. Any orders obtained must
be complete and thorough, to
include muitiple wounds sites and
site specific orders as needed.

4, All orders must be
implemented as specifically
ordered.

5. All visit frequency must be
accomplished as ordered or
evidence of physician nolification
of missed visit must be evident in
the record.

Process Change:

Add on Evaluations-

1. The DON/TL (who input the
referrals) will schedule all add on
disciplines within 5 days of
referral.

FORM CMS-2567(02-99). Prevous Verslons Obsolale

Event iD: WQDTii

Facllity ID: QOAS001410
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SUMMARY STATEMENT OF DEFIGIENGIES

D PROVIDER'S PLAN OF CORRECTION

b. Patient #2's record included 3 Vislt Note
Reports completed by the RN Case Manager
dated 1/16/15,-1/16/16 and 1/20/15, that stated
the SN performed wound care to the patient's
tight elbow.

Patient #2's record Included a Physician Verbal
Order, dated 1/22/15, for wound care to his right
elbow. His record did not contain orders for right
elbow wound care prior to 1/22/15,

During an interview on 6/11/15 at 1:40 PM, the
DON reviewed Patient #2's record and confirmed
the RN Case Manager performed wound ¢are to
his right elbow before physiclan's orders were
received.

Wound care was provided to Patient #2 without a
physician's order.

¢. Patient #2's recard Included a physician order
dated 1/12/15, for an ROC following
hospitalization, with diagnoses that included
pneumania, (ailure to thrive, and protein/calorie
malnutrition, The orders included weight
monitoring by SN.

Patlent #2's record did not document his welght
was obtained at the ROC visit, dated 1/13/15, or

P();gé[?( {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COME&!HON
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 168 | Continued From page 6 G158l 22 Ifanaddon evaluationis | 7/16/15
hospital. unable to be done in the 5 days,
X the agency will contact the
During an interview on 6/11/16 at 1:40 PM, the .g. y § ti
DON reviewed Patient #2's record and confirmed physician and refer the patient to
an MSW evaluation was ordered at his SOC and another provider who can meet the
resumption of care, and was not completed. patient needs.
Patient #2 did not receive MSW evaluations as
ordered by his physician.
Weights not performed: 7116/1%

1. Qasis clinician wilf
document weight parameters
within the Home Care Home Base
vital sign parameters pathway at
SOC/ROC/RECERT.

2. Qasis clinician {o putin a
point care alert for each visit to
designate that a weight or other
vital sign must be documented.
Care without orders:

1. Physician/TL/DON will be
contacted with any changes in
patient status.

2. Verbal orders will be
obtained and reduced to writing
prior to delivery of care.

FOItM CMS-2607(02-90) Previous Verslons Obsolelo

Evenl ID:WQDTH

Facilly ID; OAS0D{410

i conlinualfon shest Page 7 of 63
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KD SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION i xX5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED DY FYULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
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DEF
Visit frequency: 2116/15
© 168 Gontinued From page 7 G151 Missed visit notification will
on 4 subsequent SN visits dated 1/16/16, .
1/16/15, 1122115 and 1/24/16. be faxed to the physician by the
5 611115 at 1:40 PM. th office manager/assistant when
uring an intervisw on at1: , the .
DON reviewed Patient #2's record and confirmed scheduled visits are unable to be
SN Visit Note Reports did not inciude completed as ordered and affect
documentation of his weight as ordered by the the plan of care.
hystclan. o -
Py Monitoring beginning 8/1/15:
The agency failed to ensure the RN Case 1. Evals: DON/TL will review
Manager followed Patient #2’s wiltten POC., 100% of MSW evals to verify they
2. Palient #4 was an 83 year old female, admitted have been scheduled and
to the agency on 5/15/15, foillowing hospitalization ithin ;
for an acute MI. Additional diagnoses included pt::‘rformed within 5 days. The audit)
CAD and CHF. She received SN, PT and OT will be conducted for 3 months and
services. Her record, including the POC, for the until 100% compliance is achieved
certification period 5/16/15 to 7/13/16, was .
reviewed. for 2 consecutive months.
2, Weekly, TL will review 3 visit
Patient #4's record included a physiclan signed ; ;
update to the POG dated 6/02/15, that increased notes to verify that weights have
the SN visit frequency to 3 fimes a week for 4 been performed as ordered. The
weeks, effective 6/01/16. Howsver, Patlent #4's review will be conducted for 8
record documented 2 SN visits for the week of .
6/01/15, on 6/01/16 and 6/06/15. weeks and until greater than 94%
compliance has been achieved for
During an interview on 8/11/15 at 1:40 PM, the :
DON reviewed Patlent #4's record and confirmed 4 consecutive weeks.
3 SN visils were ordered for the week of
6/01/2015, and 2 SN visits were provided.
The agency failed to ensure the registered nurse
followed the wriitten POC,
3. Patient #12 was a 53 year old female admitted
to the agency on 6/22/15, for services related to
acute heart failure. Additional diagnoses included
CHF, CAD, Insulin dependent diabetes and
FORM CMS-2667(02-90) Previoua Verstons Obsolele Event ID:WQDTH1 Facfity 10: OAS001410 if continualion shest Page 8 of 53
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3. Care without orders:

G 168 | Continued From page 8

kidney failure. Her record, including the POC, for
the certification period 5/22/15 to 7/20/15, was
reviewed.

Patient #12's POC, signed by her physician on
6/01/18, included an order for the MSW fo
evaluate her and deveiop a POC based on the
evaluation. However, Patiant #12's record did not
include an evaluation completed by the MSW.

During an interview on 6/11/16 at 10:00 AM, the
RN Case Manager and the DON reviewed Patient
#12 record and confirmed an MSW evaluation
was not cormpleted as ordered in her POC.

The agency falled to ensure Patlent #12 received
an MSW evaluation as ordered In her POC.

G 159 484.18(a) PLAN OF CARE

G 158 DON/TL to review 6 visit notes

per week for evidence that care
has not been provided without
orders. The review will continue
for 8 weeks and until the findings
are greater than 94% compliance
for 4 consecutive weeks.

DON is responsible for
implementing the corrective
action

G159 An occurrence report has been

. . , 7/16/15
The plan of care developed in consultation with submitted on patpntsl #1_’ #2'_ #8,
the agency staff covers ali pertinent diagnoses, and #11 for deficiencies identified
including mental status, types of services and in the report.
equipment required, frequency of visits, .
prognosis, rehabilitation potential, functional In a mandatory staff meeting
limitations, activities permilted, nutritional 7/8/15 and individual counseling
requirements, medications and freatments, any )
safety measures to protect against injury, as needf-}d, the standard and
instructions for timely discharge or referral, and LHC policy 2.1.007 Plan of Care,
any other appropriate items, 2.1.008 Physicians Orders, and
' TJC NPSG #15-Oxygen Safety
This STANDARD is not met as avidenced by: were reviewed with staff with the
Based an record review and staff interview, it N
was determined the agency failed to ensure plans focus on the following:
of care covered all pertinent information for 4 of
12 palients (#1, #2, #8 and #11) whose records
were reviewed. This had the potential to result in
unmet patient needs and adverse patisnt
FORIM CMS-2687(02-69) Previous Verslons Obsolete Event ID;WQDTH1
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Patient #8's POC did not include the rectal
prolapse diagnosis {a condition in which the
rectum drops out of its normai locatton and
pushes through the anal opening. Johns Hopkins
Medicine website identifies paln and rectal
bleeding as common symptoms with rectal
protapse),

Patient #8's POC included two anticoagulants
taken concurrently (medications that thin the
blood and increase the chance of bleeding). The
dlagnosis of rectal prolapse was clinically
significant given Patient #8's use of anticoagulant
medications.

Patient #8's record inciuded an On Call Note
dated 5/10/15 at 9:00 AM, completed by the RN
Case Manager. The On Gall Note stated the
“client's daughter called to report client had spent
evening In the ER D/T rectal bleeding and

1. DON/TL will review H & P,
Qasis, add on evaluations, and the
POC to review all possible diagnosi
and DME that may impact the POC
2. DON/TL will make
recommended revisions to the plan
of care for the clinician to approve.

o4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD PE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 gy)empnopms OATE
] 1. All appropriate and applicablg
G189 2;2:;’:::: *;;z:j?npigif\cglude- G 189} giagnoses and associated codes
86. Hinding ' should be included in the POC.
1, F‘:atienl #3 was 5s.;n 98{:13 yefar old femals, Ia:irsi:ted 2, All applicable DME and
to the agency on 5/09/16, for services related to a : : .
GVA. Additional diagnosis included CHF, atrial equipment should be included in the
fibritation, CAD, dysphagia, and depressive POC in locator 14.
disorder. She received SN, PT, OT and ST 3 All orders recei na
asarvices. Her record, including the POC, for the ) i ord © We(,j ° .
cerlification period 5/09/15 to 7/07/16, was referral or ROC must be included in
reviewed, the POC.
Patient #&'s record included 2 H & P evaluations, 4. Al Qasis dlinicians have beef
dated 4/15/16 and 4/17/16, provided to the provided a list of commonly used
agency at the ima of referral. Each H& P ICD-9 codes and will be presented a
Included a diagnosis of rectal prolapse. In )
addition, the physician stated in the H & P dated list of the mostly commonly used
4/16/15, "the patlent s at risk for b!qedlng and ICD-10 codes during the transition.
need for transfusion due to blood thinner.” Process Change: 7116/15

s
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prolapse.”

During an Interview an 6/11/15 at 1:65 PM, the
DON and the Clinical Lead reviewad Patlent #8's
record. They confirmed the POC did not include
the Patisnt #8's history of rectal prolapse.

Patient #8's POC did not include all pertinent
diagnoses.

2. Patient #1 was an 82 year old male, admitted
{o the agency on 11115, He received SN and
PT semvices related 1o an infection in his biood
stream, irregular heart beat, and lymphoma, His
records, including the POC, for the cerlification
period 1/11/16 to 3A11/15, were reviewed,

a. The SOC assessment, dated 1/11/15, included
a narrative note which described Patient #1 as
having 2+ pitling edema, with areas on his legs
that were wesping. The RN documented Patient
#1 was wearing knes high ted hose compression
stockings. Howevar, his POC did not include ted
hoss.

b. A PT evaluation, dated 1/12/15, documented
Fatient #1 used a cane. However, the POC did
not include a cane.

During an interview on 6/11/15 beginning at 2:30
PM, the DON reviewed Patient #1's record and
confirmed his POC did net include the ted hose
and cane. She stated the RN that developed
Patient #1's POC was no longer employed by the
agency, and was not available for interview.

Patlent #1's POC did not include all pertinent
items.,

4} 1D x5}
t%e’nx {EACH DEFICIENCY MUSYT BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
Monitoring:
© 1681 Continued From page 10 G 169|Beginning 8/1/15, DON/TL will

review 100% of plans of care
and documentation weekly to
verify that ali pertinent
diagnosis(es) and Durable
Medical Equipment have heen
included. The review will be
conducted for 8 weeks and
until a greater than 94%
compliance is achieved to
identify clinicians needing
further education. Monitoring
will be ongoing.

DON is responsible for
implementing the corrective
action,
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G 169

Continued From page 11

3. Patient #11 was a 78 yaar old male admilted to
the agency on 5/11/15 for Physical Therapy
services related to weakness and back pain,
Additional diagnoses included GOPD, chronic
pain, GHF, and pneumonia, His record, including
the POC, for the certification perlod 5/11/15 to
7/09/15, was reviewed.

Patient #11's referral information noted he was
discharged from the hospital on 5/06/15, after a
10 day stay related to pneumonia and acute
respiratory failure. His POC did not include that
Information as an additional pertinent diagnoses,
which may have impacted his abllity to tolerate
therapy, and/or indicated a need for SN services.

During an interview on 6/11/1% beginning at 8:00
AN, the Physical Therapist reviewed Patient #11's
record and confirmed that pneumonia and
raspiratory failure ware not included on the POC.

Patient #11's POC did not include ali pertinent
diagnoges.

4, Patient #2 was a 72 year old male admitted to
the agency oh 12/22/14, for services related to an
open wound on his knee. Additional diagnoses
included HTN and asthina. He received SN, PT
and OT services. His record, Including the FOC,
for the certification period 12/22/14 to 2/19/15,
was reviewed.

Patient #2's record included a ROC assessment
dated 111315, completed by the RN Case
Manager. Physician orders dated 5/13/185,
included oxygen and inonitoring of his oxygan
saturation, assessing for any hazards related to
oxygen therapy and instructing on safely issues
identifled regarding oxygen therapy, However, the

G 159
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G 159} Continued From page 12 G 159
POC update did not include oxygen egquipment,
During an inferview on 6/11/15 at 1:40 PM, the
DON reviewed Patlent #2's record and confirmed
oxygen was included in the physlcan orders dated
6/13M85, for his resumption of care, however
oxygen egquipment was not included in his
updated POC.
The agency falled to ensure all equipment
required by Patient #2 was documented in the
POC.
G 160 484.18(a) PLAN OF CARE G 160{ Occurrence reports have been | 7/16/15
if a physician refers a patient under a plan of care submitted on patients’ # 4’_# 6,
that cannot be completed until after an evaluafion #9, and # 12. All outstanding
visit, the physician is gonsutted to approve MDSBAR orders have been
additions or modification to the original pian. signed by the Physicians and
the MDSBAR is no longer in use
This STANDARD is not met as evidenced by: ar ; »
Based on review of patient records and staff for “interim ozders a? of
Interview, it was determined the agency falled to 6/17/15. 100% of review of al
ensure a physician was consuited to approve the orders to verify signature is
ptan of care for 4 of 12 patients (¥4, #6, #9, and tained timelv 6/17/15
#12) whose records were reviewed. This had the obtained timely .
potential to result in patients receiving incomplete
and/or inappropriate services and freatments.
Findings include: in a mandatory staff meeting 6/17/15

1. Pallent #6 was a 72 vear old female, admitted
lo the agency on 5/19/15, for SN and PT services
following a short hospitalization after abdominal
surgery. Additionai diagnoses included GERD,
depression, and degenerative arlhrilis. Her
records, including the POC, for the ceification
period 5/19/15 to 7/97/15, were reviewed.

6/17/15 and with individual
counseling as needed, the
standard and description was
reviewed with staff.
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The LHC verbal order power point
G 160 inued’ . , 6/17/15
Coq{'"ued, From page 13 G 160 training was reviewed, the LHC
Patient #6's record included a referral request ) o
dated 5/17/16. The referral information inciuded policy on admission process was
discharge orders, noted as telephone orders, reviewed, the LHC policy on
taken by an RN. The dischargs orders wore not . . .
signed by a physician. The discharge orders physician orders was reviewed.
included Instructions for home heaith SN visits 3 Process Change:
times weekly, and PT. Effective 6/17/15, all orders after 6/17/15

During an inferview on 6/11/15 beginning at 1:30 evaluation must be obtained

PM, the Clinical Lead reviewed Patlent #6's verbally from the MD or his

record and stated she took the referral. interim ; .
orders to proivde services were signed and dated designee before subsequent care is
by Patient #8's physician on 6/10/16. initiated or visits made. The POC

must reflect the communication and

The SOC assessment and SN visits were ) . .
direction given from the MD. All

performed before a signed physician order for

services was received as follows: MDSBAR/written communications
- 8OC on 5/19/15, with the MD will be restricted to “for
- SN visit on 5/26/15, your information” quality needs.
| = 8N visit on 5/29/15, TR

- SN visit on 6/01/15, Monitoring: _
- 8N visit on 6/03/16, Beginning 6/17/15, the DON/TL will
- SN visit on 6/06/16, review 100% of all SOC to view
- SN visit on 8/06/15, .

that appropriate verbal orders were
During an interview on 6/11/15 at 12:45 AM, the obtained following the initial
RN Case Manager reviewed Patlent #6's record ; -
and confirmed she did not contact Palleni #6's evaf-uatl.ons. This will be wmpieted
physician after the SOC visit on 6/19/16. She by viewing the documentation and
stated interim orders in the form of an MD SBAR VSOC date. The review will be

were sent to Patient #6's physician-for approval.

The RN Case Manager confirmad she did not conducted for 8 weeks and until

contact Patient #6's physiclan for verbal orders 100% compliance is achieved for 4
prior {o sending the MD SBAR. She reviewed the ‘

signed and dated MD SBAR in Patient #6's consecutive weexks.

record and confirmed it was signed and dated by DON is responsible for

Patient #6's physician on 6/10/15. . . X .
_ implementing corrective action,
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A PT evaluation and additional PT visits were
performed before a signed physician order for
services was received as follows:

- PT avaluation on §/20/15,
- PT visit on 5/26/15,
- PT visit on 5/29/15,
- PT visit on 6/01/15,
- PT visit on 6/05/15.

DPuring an interview on 6/11/15 beginning at 8:00
AM, the Physical Therapist reviewed Patient #6's
record. She confirmed she conducied the
therapy evaluation on 6/20/15 at 2:37 PM. She
stated she did not contact Patient #8's physician
for orders or to discuss the POC. She sald an
MD SBAR was sent to the physician {o sign. MD
SBAR included a requested authorizt orders for
ongoing servicesto which was signed on 6/10/15,

SN and PT services were provided for Patient #6
hefore a physician's order was received.

2. Patient #12 was a 53 year old female admitted
to the agency on 8/22/16, for services refated to
acute heart failure, Additional diagnoses included
CHF, CAD, insulln dependent diabetes and
kidney faliure, Her record, including the POC, for
the cerlification period of 5/22/15 through 7/20/15
was reviewed.

Patient #12's record included an SOC
assessment completed on 5/22/15, slgned by the
RN Case Manager. There was no documentation
fhe RN Case Manager communicated with
Patlent #12's physiclan to obtain verbal approval
of her POG. Patient #12's record included a
physician order raquest dated 5/22/15, for SN
visits 2 times a week for 8 weaks, to assess,

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6
PREFI (EACH DEFICIENCY MUST BE PRECEDED BY FULI, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C |IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
: . DEFICIENCY)
G 160| Conlinued From page 14 G 160

FORM CMS-2667(02-99) Provious Verslons Obzolole

Even! ID:WQDTH

Facliity iD: OAS0D$41D

If continuation shest Page 15 of 53




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

PRINTED: 06/26/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEF{CIENCIES {X1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION HUMBER:

137019

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

08/42/2015

NAME OF PROVIDER OR SUPPLIER
NORTH IDAHO HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
2426 NORTH MERRITT CREEK LOOP
COEUR D'ALENE, ID 83814

X4} ID
PREFIX
TAG

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

1D PROVIDER'S PLAN OF CORRECTION

{5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

G160

Confinued From page 15

monitor and educate. The order was signed by
her physician on 8/09/15. Patient #12's POC was
signed by her physician on 6/01/16. However, SN
visits were compieted on 5/26/15 and 5/29/15,
prior {o physiclan approval of Patient #12's POC.

During an interview on 6/11/16 at 10:00 AM, the
RN Case Manager reviewed Patltent #12's record
and confirmed 2 SN visits wers compiated prior
to physictan approvai of her PQC.

Pallent #12's physician was not consulted to
approve her POC and additional SN visits
following the SN SOC assessment.

3. Patient #4 was an 83 year old female admilted
to the agency on 5/15/15, following hospltalization
for an acute MI. Additional diagnoses included
CAD and CHF. She received SN, PT and QT
services. Her record, including the POC, was
reviewed,

a. Patient #4's record Included a SOC
assessment completed on 5/15/15, and signed by
the RN Case Manager. There was no
documentation the RN Case Manager
communicated with Patient #4's physician to
obtain verbal approval of her POC. Patient #4's
record Included a physician order request dated
519715, for SN visits 1 ime a week for 2 weeks,
and 2 times a waek for 8 weeks, to assess,
monitor and educate. The order was signed by
har physician on 5/28/15. Patient#4's POC was
signed by her physician on 6/05/15.

Patient #4's racord documented SN visils on
519118, 5122118, 512515, 5/29/15 and 6/01115,
prior to physician approval of her POC.

G 180

FORM CS-2507{02-99) Praviows Verslons Obsolsle

EventID:WQDT11 fac![rtyin: QASODE410 if continuallon sheet Page 16 of 53




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/26/2015
FORM APPROVED

GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION JDENFIFICATION NUMBER: A BUILDING GOMPLETED

1370149 B. WING 0811212016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE

2426 NORTH MERRITT GREEK LOOP
NORTH IDAHO HOME HVEALTH COEUR D'ALENE, ID 83814
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION )
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
ThG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
G 160 | Continued From page 16 G180

During an interview on 6/11/16 at 9:25 AM, the
RN Case Manager reviswed Patient #4's record
and confirmed 5 SN visits were completed prior
to physician approval of her POC. The RN Case
Manager statad "lhe doctors don't want fo have
conversations with us. We send an MD SBAR [a
request for interim orders] over the fax. That is
standard operating procedure here. The standard
in this agency is MD SBAR, period",

During an interview on 6/11/15 at 1:40 PM, the
DON reviewed Paltlent #4's record and ¢onfirmed
6 SN visits were made prior to physician approval
of her POC,

Patlent #4's physiclan was not consuited to
approve her POC and additionat SN visits
foltowing her SOC assessment.

b. Patient #4's record included a PT Add-on
Evaluation competed on 6/15/15, and signed by
the PT, There was no documentation the physical
therapist communicated with Patient #4's
physician to obtain verbal approvai for her PT
POC.

Patlent #4's record Included a Physiclan Verbal
Order dated 5/15/15, signed by the Physical
Therapist for PT visits 1 time a week for 1 week
and 2 times a week for 6 weeks, to
evaluate/assess and develop a POC. The order
stated "the licensed professional completing the
physlcal therapy svaluation attests that orders
were received on 5/16/15, received from Or
[nams)."

During an interview on 6/11/15 at 2;30 PM, the
DON and the Clinical Lead were asked to clarify
the PT statement in Patient #4's POC that stated
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G 1601 Continnad Eram nosxn 17 G 180

"the licensed professional completing the physical
therapy evaluation aftests that orders were
«naived on 6/15/46". The DON and the Clinical
Lead confirmed the therapists "usually have not
spoken with the the physician because the

physiclans here prefer we fax them an MD SBAR |

- kon

for orders aned we venlt foe i dn - mer

The agency failed to ensurs Patlent #4's POC
was developed in collaboration with the physician
2izr to starling services,

4, Paftent #9 was a 71 year old male admifted to
tha agency on 5/27/15, for care relatad o tha
after effects of a CVA. Addilloral druynuses
included HTN, CAD and aphasia {Impaired
speech). Harecelved PT services. His record,
n2luaing the POC, for the certification period

P

61271156 to 7/26/16, was reviewed.

Patient # 9's record included a SOC assessment
completed on EOFHT ot ool N LT, L
Therapist. Tha record did not “document
communication with Patlent #9's physician to
obtaln approval of the POC foffowing the SOC

assessment,

Patient # 9’s POC was signed by his physician on
6/03/16. Patient#9 recelved PT visits on 52575
and 6/0215, prior to physician approval of his
POC.

During an interview on 8/13/16 at 2:05 PM, the
DON reviewed Palient #9's record and confirmed
2 PT visits ware completed prior to physician
approval of Patient#9's PT POC.

The agency failed to ensure Patient #9's POC
was developed in collaboration with the physician
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This STANDARD is not met as gvidenced by:
Baend on review of clinical records and staff
tnterwew it was determined the agency failed to
ensure professfonal staff promptly alerled the
physician to changas in pallonis’ conditions that
suggested a need to elter ihe plan of care for 3 of
12 patients (#1, #2, and #3) whose records were
raviewed, This resulted in missed opportunites
Tor s mhysizinn 4o ey patients” POCs (o meet
helr needs. Findings include:

1. Patient #1 was an 82 year old male who was

PR OIS

ll\-n| Togwis w

SN and PT services related to an infection in his
kinod stheam, CHF, an irregudar heart beat, and
bo—-bomn, Potlent #1%s recond indicated he was
it Goutniuous oxygen and diurelics {drugs that
increase the volume of urine produced by
promoting excretion of sait and water fron: %z |
KINBYS). HIR TRAATA irirssie m e o Sy g i
certification period 1111115 10 3111116, was
reviewed.

aarn wnn tn Inn ArARrar mae ;'r; ! *'
LL 1O et

hni!nn} -#'l’c\ nl"lf" ?nn'u-lnal P P TN nhi-\fn

welights each visit and to notify his physician for
waight gain or loss of 2-3 pounds within 1 day.
Additionally, the POC included orders fn atert hix
physician for changes In his weight of <156
and/or >175. Nursing visits performed on the

- ™

1.008 Fhyailian

e f o wry

.1.011Pain Assessment, 2.1.020 Vitlal
igns were reviewed with staff, The

equirements are that ongoing

ofification of patient changes will be
nnrsd tn the ﬁhwmmﬂﬁ ae Hhoss

Ehanges occur, The POC will includs

individual parameters for physician

hotification,

Specifically:
'E ’L\.rfi.’ :.‘."'..:'.'!'.! . _.!

SN | PRV

hrtd o A

chedule and apphcable to the

diagnosis.

nd individual counseling as'needed,
he standard and LHC policies 2.1.002
atient Assessment, Initial and
eassessment, 2.1.007 Plan of Care]

e TR

bstablished parameters must be
communicated to the MD. Parameters
-.ou2 =5 modified in the POC as

rdered or appropriate. Parameters

el 8 —— 0 2 aE 2
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« 1122186, weight 160 pounds, a loss of 9 pounds
over 8 days.

- 1128116, welght 149.7 pounds, and Patient #1's
date of discharge from the agency.

During an interview on 6/11/15 beginning at 2:35
PM, the DON reviewed Patient #1's record and
confirmed there was no documentation that his
physician was notified of his weight loss. The
DON further stated the RN who provided care to
Patient #1 no longer was employed by tha
agency.

Patient #1's RN did not report his weight joss to
his physician as ordered on his POG,

2. Patient #3 was an 86 year old female, admitted
to the agency for nursing and therapy services on
5117115, following a shor hospitalization after a
heart attack, cardiac catheterization, and stent
placement, Additional diagnoses included UTI,
and GERD. Her record including the POC for the
certification period 5117116 to 7/16/15, was
reviewed,

Pattent #3's POC included orders to weligh her
each visit and notify the physician for weight gain
orioss of 5 pounds within 7 days or 2 pounds in 1

NORTH IDAHO HOME HEALTH COEUR D'ALENE, 1D 83044
(X4)1p SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION P )
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
! DEFIGIENCY)
2, Reports of pain outside the
7/9/15
G164 ?‘I’["“’_‘”ez Ft"’"; ZTQBt 1: bt loss of creat G 164| ggtablished parameters must be
ollowing cates indicaled weight {058 ¢l greater .
than 18 pounds over a 17 day period that was not communicated to the MD. Any
reported to his physiclan: unrelieved pain or reported pain
- 111115, the SOC assessment, and welght of level of 7 or greater sho'u!d be
166 pounds, reported or documentation of why
i it was not reported.
- 11141185, welght 1589 pounds, which indicated a
loss of 7 pounds over 3 days,
Process Change: 7/16/1§

1. Physician ordered weight
and pain parameters will be
entered into the Vital Sign
parameter pathway in Home Care

Home Base by all Oasis clinicians.

2. DON/TL will verify the
weight and pain parameters are
entered and are evident on the
POC and in Home Care Home
Base correctly.

3. Clinician will notify the
physician when ordered VS are
unable to be obtained.

FORM CMS-2567(D2-99) Previous Viersions Obsolole

Evant iD: WQDTH

Facliily ID; QAS001440

If conlinuation sheet Page 20 of 53




PRINTED: 06/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIGIENCIES (K1) PROVIDERISUPPUIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {NENTIFICATION NUMBER: A. BUILDING COMPLETED
137019 B. WING 06/1212015
HAKME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
2426 NORTH MERRITT CREEK LOOP
NORTH IDAHO HOME HEALTH COEUR D'ALENE, ID 83814
X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (X6}
PREFIX (FACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX {FACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
G 164 | Continued From page 20 - G 164| Monitoring: o
day. The POC also included an order to report fo Beginning 8/1/15, the DON/TL will
the physician if Patient #3's weight was outside of | - review 100% of SOC and 6 charts
the established parameters of 186-196 pounds.
Nursing visils on the following dates indicated weekl){ to ensure all parameters
Patlent #3 was not within ihe ordered parameters, are being entered and followed
and her physician was not contacted to report the and physician notification has
weights, or to obtaln new parameters:
I P occurred as ordered on the POC.
- 8QC agsessment dated 5/17/15, the RN The review will be conducted for 8
documented a weight was not obtained, and .
Patient #3's reported hospltal weight was 191 weeks and until a greater than
pounds, 94% compliance is achieved for 4

- 5/19/15, welght was 176.4 pounds, which was a cons'ecl-Jtlve \‘Neeks.- Random-
14 pound loss, and batow the ordered parameters monitoring will continue ongoing.

on her POC,

- Bf22116, weight was 173 pounds, which was a 3
pound loss, and below the ordered parameters on DON is responsible for implementing
her POC. the corrective action

- 5127115, weight was 174.4 pounds, and below
the ordered parameters on her POC.

- 529115, weight was 175.4 pounds, and below
the ordered parametears on her POC.

- 6/01/15, weight was 174.4 pounds, and below
the ordered parameters on her POC.

- 6/05/15, weight was 175 pounds, and bslow the
ordered parameters on her POC.

- 6/08/15, weight was 175 pounds, and below the
ordered parameters on her POC.

During an interview on 6/11/15 at 9:25 AM, the
RN Case Manager reviewed Patient #3's record
and confirmed the established parameters for
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weight on the POC was above the weights that
were obtained during the nursing visits. She
stated the POC should have bean adjustad for
the fower weights,

The agency did not follow Patlent #3's POC
orders to confact her physician with resuits of her
weight which was below established parameters.

3. Patient #2 was a 72 year old male admitted to
the agency on 12/22/14, for services related to an
open wound on his knee. Additional diagnoses
included HTN and astima. He received SN, PT
and OT services. His record, including the POC,
for the cerlification period 12/22/15 to 2/19/15,
was reviewed.

Patient #2's SOC comprehensive asessment
dated 12/22/14, signed by the RN Case Manager,
included a pain assessment using a scale of
0-10, with 10 heing the worst pain. The RN Case
Meanager documented "patient states his pain is
at an sight to ten, he is only taking tylsnol,
recommended that he ask his doctor for a
stronger pain medication." There was no
docuimentation the RN contacted Patlent #2's
physician to communicate his severe pain, or
request orders to address his pain.

Subsequent SN visit notes documented Patient
#2's reported pain as follows:

- 12/24/14 Pain level 8 reported
- 12/31/14 Pain level 7 reporiéd
- 1/06/15 Pain level 8 reported

Patient #2's record did not include documentation
his physician was notified of his reportad pain.

() iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FUL, PREFIX (FACH CORRECTIVE ACTION SHOULD 8E GCOMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 164 | Continued From page 21 G 164
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medical and nursing needs were met, for 1 of 12
patients (##12), who received SN care and whose
records were reviewed. This resulled in
Incomplete POCs and a lack of education
provided relavant to patient needs, and had the
potential to result in negaiive patient outcomes.
Findings include: '

Patient #12 was a 53 year old female admitted to
lhe agency on 6/22/15, for services related to
acute heart failure. Additional diagnoses included
CHEF, CAD, insulin dependent diabetes and
kidney fallure. Her racord, including the POC, for
the certification period 5/22/15 to 7/20/16, was
reviewed.

Patiant #12's POC included sliding scale insulin
(dosage based on BG level as measured by a BG
monitor) to be taken 3 times a day. The sliding
scale insulin order stated for each BG increase of

and individual counseling as
needed, the standard and LHC
policy 2.1.007 Plan of Care and
2.1.017 Coordination of Care,
2.1.020 Vital Signs, 2.1.021
Diabetic Skin Care were reviewed

needed to reflect changes in the
patient condition. Any abnormal
findings, VS outside established
parameters should be conveyed to
the MD and the POC amended.

with staff. The requirement is for the|
case manager to revise the POC as

A D SUMMARY STATEMENT OF DEFICIGNCIES D PROVIDER'S PLAN OF CORRECTION 1X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD QU | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 164 Confinued From page 22 G 164
During an Interview on 6/11/16 at 1:40 PM, the
DON reviawed Patient #2's record and confirmed
his physician should have been notifled of his
continusd compaints of paln.
elevated level of pain. bmitted f tient # 12
G 173 | 484.30(a) DUTIES OF THE REGISTERED G 73| Submitted for patient # 12.
NURSE Further visits with patient # 12 7116/15
The registered nurse initiates the plan of care and have dfemonstrated DM .
necessary revisions. education, patient compliance,
and MD notification with
This STANDARD is not met as evidenced by: associated orders from MD for
Based on record review and staff Interview, it elevated blood glucose readings
was determined the agency failed to ensure .
patients' POCs were revised to ensure their n a mandatory staff meeting 7/9/15 | 7/9/15
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SUMMARY STATEMENT OF DEFICIENCIES

1D PROVIDER'S PLAN OF CORRECTION

patient educalion refated {o using her BG monitor
or calculating an insulin dose based on her BG
results,

Patient #12's second and third SN vislts were
documented on 6/26/15, and 6/28/16, by the RN
Case Manager. The visit noles did not document
Patient #12's BG readings at the time of the
visits, or between SN visits. Additionally, they did
not document Patient #12's compliance with her
sliding scale orders, or education related to
sliding scale insulin administration.

During an interview on 6/11/15 at 10:00 AM, the
RN Case Manager reviewed Patient 7412's record.
She confirmead the visit notes did nat document
Patlont #12's BG readings or compliance with
her insulin regimen. Additionally, she confirmed
there was no documentation of education related
to BG monitoring or sliding scale insulin.

%@;& {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! coupLnion
TAG REGUL ATORY OR 1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
G 173| Continued From page 23 G 173{This includes educational/training 1
10 mg/dl over 170 dditicnal unit of insuli : ; 719115
mg/al over 17U, an aaditional unit o n needs of the patient /caregiver not
should be added to 7 units. For example, 10 . o
units would be taken for a BG of 200, and 20 covered in the original POC.
unifs would be taken for a BG of 300. Documentation shouid refiect
Patlent #12's record Included a SOC assessment compliance/non compliance and
completed on 6/22/16, and signed by the RN needs that were met/un-met to be
Case Manager. The assessment documented .
Patient #12 stated her fasting BG level was 648, addressed on subsequent visits.
The American Diabetes Association webslte, .
accessed 6/16/15, stated a normal fasting BG for In a mandatory staff meeting 7/16/15
a diabetic adult is less than 126 mg/dl, The SOC 7/16/15 the Home Care Home Base
assessment did nof document additional BG .
readings, or whether she was faking insufin 3 Diabetes F’roble‘m Sta‘ltement )
times a day per her sliding scale orders. The visit Pathway education will be provided
note did not document an assessment of Patient ia Alinin
#12's ability {o calculate the correct dosage of fo all Qasis clinicians and TL.
insulin and manage her sliding scale.
Additionally, the visit note did not document Process Change: 7/16/18

1. Qasis clinicians to utilize the
correct Home Care Home Base
Problem Statement Pathway for
Diabetes pertinent Oasis time
points.

2. Blood Glucose parameters
will be added to the Home Care
Home Base vital sign parameter
pathway by the Oasis clinician.

3. DON/TL to make pathway
recommendations to the Qasis
clinicians for correction.
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[X5)

diagnoses included HTN, and COPD. He
received SN, PT and OT services. His record,
including the POC, for the certification perlod
12/22/14 to 2/20/15b, was reviewed.

The National Institute of Heaith website,
accesgsed 6/17/15, stated the presence of blood
circulation to the wound is necessary for the
healing process. Assessment of the patient's

and individual counseling as .
needed, the standard and
descriptions were reviewed with
staff.

(10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY)
llnnun,.ir,...
VIV ITAL lU-
G 173} Continued From page 24 G 173|Beginning 8/1/15, DON/TL will review 10
charts per month with a diagnosis of DM to
The RN Case Manager fafled to assess Patient verify the appropriate pathway and
#12's BG levels or her compliance with sfiding ] fy \ pprop P y .
scale insulin ordars, Additlonally, she falled to interventions were selected for the patient.
provide pattent education re!;ated”to BG The audit will verify that the clinician|is
monitoring and siiding scale insulin, : : P—
G 175 | 484.30(a) DUTIES OF THE REGISTERED G 175|255essing CBG's, patient's knowledge and
NURSE level of compliance. The audit will bg
Th istered intiat . ceriat conducted for 3 months and until a greater
o registered nurse initiates appropriate ; . .
preventative and rehabilitative nursing than 94% compliance is achieved for 2
procedures, consecutive months.
DON is responsible for implementing the
This STANDARD Is not met as evidenced by: corrective action.
Based on medical record review, and staff
interview, it was determined the agency failed to G175
ensure the registered nurse evaluated patlents to 7/16/15
determine needed preventative or rehabilitativs Occurrence reports have been
nursing measures for 2 of 12 patlents (#2 and submitted on patient #2 and #12.
#12) whose records were reviewed. This resulted . :
In a lack of preventative actions for patients with S'ubsequent visits to patient #12,
DM, CGHF and anticoagulant therapy and since survey, have demonstrated
significantly increased the potential for negative correct assessment. education on
patient outcomes. Findings include: ) o .
diabetes and physician notification
1. Patient #2 was a 72 year old male admiited to of findings has occurred.
the agency on 12/22/14, for services related to an
open wound on his left knee, Additional In a mandatory staff meeting 7/9/15| 7/9/15
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171315, 11515, 116715, 1/20/15, 1/22/15 and
1124115, did not include assessments of blood
circulation in his left leg. There was no
documentation of assessment of pedal pulses,
color or temperatura of his feft leg.

During an intervliew on 6/11/15 at 1:40 PM, the
DON reviewad Patient #2's record, including the
wound cara assessment tool and confirmed SN
documentation of his wound status was Indicative
of a non-healing wound. In addition, she
confirmed assessment and documentation of
pedal pulses or other means of determining blood
circulation to the wound were not present.

Paiient #2's record documented he was admitted
to the hospltal on 1/28/15 for an above the knee
amputation of the left leg, due to peripheral
vascular disease, a condition that causes
decreased blood flow to the legs and feet,

AND FLAN OF CORRECTION A. BUILDING
137019 B, WING 08/12/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2426 NORTH MERRITT CREEK LOOP
NORTH IDAHO HOME HEALTH COEUR D'ALENE, ID 83814
(44} D SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST DE PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
G 176( Continued 0 The requirement is for the case 7/9/18
.Om nued From page 25 . G175 manager to do a thorough evaluatior]
circuiatory flow fo the wound site is encouraged o - .
assist cliniclans in determining appropriate and capture all needed interventions
Interventions. o discuss with the MD and to be
Circuiatory flow to the leg is assessed by reflected in the P(_)C' SpeCIflc.taliy:
palpating pedal (foot) pulses, and assessing color 1. If a wound is non healing,
and temperature of the extremity. include nutrition/hydration, circulation,
Patlent #2's POC included physician orders for _ environment, patient positioning etc
wound care and goais that the wound status in your evaluations.
would Improve as evidenced by meaaurable . . .
decrease in size and drainage of wound. His 2. if a diabetic has CBG reading
record included documentation of wound size and unusually high or low, include intake
status over time. The The wound care f et ; :
assessment tool included measurements that Medlcatlon corflpllance, education efc
documented the wound increased in size from in your evaluations.
10.35 sq. cm. on 12/22/14, to 35 sq. cm. on
113156, However, SN visits on 12/22/14, ]
12124114, 12126114, 12/31,14, 1102115, 1105115, in a mandatory staff meeting 711615

7/16/15 Home Care Home Base
disease management problem
statement pathways education will
be reviewed. Oasis clinician and TL
education on choosing the correct
Problem statement pathways
related to the primary and
associated diagnosis. Best practice
reference material in Mosby's via
LHC connect will be utilized in
assessment education to be
provided to staff.
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G 175! Continued F 26 o1 Process Change: 7/16/15
ontinued From page 8. Qasis clinician will choose |
Patient #2's clrculatory status was not the correct Home Care Home Base
comprehensively assessed to determine fts effect | . problem statement pathways in
on wound heating. . .
_ areas that can impact the primary
2, Patient #12 was a 53 year old fomale admiited diagnosis.
to the agency on 5/22/15, for services related to ;
acute heart failure. Additional diagnoses includad 2. DON/TL_ to monitor each
CHF, CAD, insulin dependent diabetes and POC for associated problem

the certification period 5/22/15 through 7/20/15,

was reviewed. correction recommendations to the

Qasis clinician.
Patient #12's POC stated “*SKILLED NURSE TO

INSTRUCT ON ALL MEDICATIONS Monitoring:
(INCLUDING OTC AND SUPPLEMENTS) - _
INCLUDING HOW TO MONITOR 1. Beginning 8/1/15, DON/TL will
EFFECTIVENESS OF DRUG THERAPY AND review 100% of POC weekly to

DRUG REACTIONS AND SIDE EFFECTS AND
HOW TO REPORT PROBLEMS TO ensure correct problem statement
APPROPRIATE CARE PROVIDER". pathway recommendations are madpg

Patient #12's POC included sliding scale insulin and included in the POC. The review

{dosage based on BG level as measured by a BG will be conducted for 8 weeks and
monitor) 1o be taken 3 times a day. The sliding until a greater than 94% compliance

scale insulin order stated for each BG increase of , . .
10 mg/dl over 170, an additional unit of insulin . is achieved for 4 consecutive weeks,
should be added to 7 units. For example, 10 2. Beginning 8/1/15, DON/TL will

units would he taken for a BG of 200, and 20 ; .

units would be taken for a BG of 300. review 6 visit n'otes weekly for 8
weeks and until 94% compliance fol

Patient #1 2's record induded a SOC assessment 4 Consecutive Weeks is achieved ln

completed on 5/22/15, and signed by the RN

Gase Manager. The assessment documented documentation of assessment,

Patient #12 stated her fasting BG level was 548. documentation and physician
The American Diabeles Association website, P . .
accessed 6/16f15, staled a normal fasting BG for nF)tIflcatlon of findings outside of
a diabetic adult is less than 126 mg/dl. The SOC disease process parameters.

assessment did not document additional BG
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readings, or whether she was taking insulin 3
times a day per her sliding scale orders. The visit
note did not document an assessment of Patient
#12's ability to caleulato the correct dosage of
insulin and manage her silding scale.
Additionally, the visit note did not document
patient education refated to using her BG monitor
or calculating an insulin dose based on her BG
resuits.

Patlent #12's second and third SM vislts were
documented on 5/26/15 and 5/28/15, by the RN
Caso Manager. The visit notes did not document
Patient #12's BG readings at the time of the
visits, or betwean SN visits. Additionally, they did
not document Patisnt #12's compilance with her
sliding scale orders, or education related to
sliding scale insuifin administration,

During an interview on 6/11/15 at 10.00 AM, the
RN Case Manager reviewed Patient #12's record.

-She confirmed the visit notes did not document

Patient #12's BG readings or compliance with
her insulin regimen. Additionaily, she confirmed
there was no documentation of education reiated
to BG monitoring or sitding scale insulin,

The RN Case Manager falled to assess Patient
#12's BG levsls or her compliance with sliding
scale insulin orders. Additionally, she failed to
provide patient education related to BG
monitoring and sliding scale insulin.

484,48 CLINICAL RECORDS

A clinical record containing pertinent past and
current findings in accordance with accepted

3236

" |#6, #9, #10, #11, and #12. All

implementing correclive action.
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G 175 | Continued From page 27 G 175 DON is responsible for

Occurrence reports have been 7116115
submitted on patients’ #1, #3, #4,

FORM CMS5-2567(02-98) Previous Verslons Ohaolete
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whose racords raviewed. This had the potential
to Interfere with clarity, coordination, and safely of
care. Findings include:

1. Patient #1 was an 82 year old male, admitled
to the agency on 1/11/15, He received SN and
PT services related to an Infection in his blood
stream, irregular heart beat, and lymphoma. Hls
records, Including the POC, for the certification
period 1/11/15 to 3/11/16, were raviewed.,

Patient #1's SOC was 1/11/15, a Sunday. The
RN that performed the SOC documented Patient
#1's physician was contacted and interim orders
were recelved.

During an interview on 6/11/16 at 2:35 PM, the
DON raviewed Patient #1's record and stated the
nursing staft had been instructed to perform the
SOC assessment and then "Interim Orders"
faxed to the physician to be signed, The POC
was developed by the admitting RN, after review
by tha Clinical Lead and coders, The POC was
then faxed to the physician for signature, The
DON stated that as Patient #1 was admitted to

1¥4) ID SUMMARY STATEMENT OF DEFICIENCIES {X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEF{CIENCY)
In a mandatory staff meeting 6175
G236 C;;:i"“id ::O'“I page 28 e record conta G 236/6/17/15 and with individual
addition to the plan of care, the record contains .
appropriate Identifying information; name of counseling as needgdl, the
physiclan; drug, dietary, treatment, and activily standard and description was
orderg,; sigped and datad cfinlcal and progress reviewed with staff. The LHC
notes; copies of summary reports sent to the L o
attending physician; and a discharge summary. policies 2.1.008 Physicians Orders
and 2.1.001 Admission Process
physician orders were reviewed.
This STANDARD Is hot met as evidenced by All staff educated on the need for
Based on n_acord review and s}aff interview, it accuracy of documentation in the
was determined the agency failed to ensure .
complete and accurate documentation for 8 of 12 patient record.
patients (i1, #£3, #4, #8, #9, #10, #11, and #12) Process Change: 6/17/15

1. Effective 6/17/15, all orders
after evaluation must be obtained
verbally from the MD or his designeg
before care is initiated or visits made.
The POC must reflect the
communication and direction given
from the MD. All MDSBAR/written
communications with the MD will be
restricted to “for your information”
quality needs.

2, Staff will review
documentation for errors prior to
syncing visits in Home Care Home
Base.

3. Staff will folow Home Care
Home Base problem statement
pathways in their routine
documentation.
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G 236 | Continued From page 29 G 23641 Beginning 6/17/15, the DON/

home heailth services on a Sunday, she was
certain the physician was not contacted as
documented in his record.

Patient #1's record included documentation in the
visit notes dated 1/14/15 and 1/22/185, that he was
not taking an anticoagulant. However, his
medication record documented Pradaxa 76mg,
twice dally, which was an anti-coagulant.

During an interview on 6/11/15 at 2:35 PM, the
DON reviewed Palient #1's record and stated the
RN documented he was not taking an
anti-coagulant, and should have responded with a
"yag" answer,

fn a visit note dated 1/22/15, the RN answered
"No" to the query "Does the patlent report any
falls since the fast skilled visit?' However, in the
narrative section of the visit note, tha RN
documented Patient #1 fall on 1/19/15, and went
to an urgent care center to be evaluated.

During an interview on 6/11/15 at 2:35 PM, the
DON reviewed Patient #1's record and confirmed
that the RN documented Patienl #1 did not have
any falls, then documented he fell on 1/19/15.
She stated the no response to a fall was probably
an error on the part of the RN,

Patient #1°s record included inaccurate
documentation.

2. Patient #3 was an 86 year old female admitted
to the agency for nursing and therapy services on
6117116, following a short hospitalization after a
hear attack, cardiac cathelerizallon, and stent
placement. Additional diagnoses included UTI,
and GERD. Her record, including the POC for

TL will review 100% of all SOC to
view that appropriate verbal orders
were oblained following the initial
evaluations. This will be completed
by viewing the documentation and
VSOC date. The review will be
conducted for 8 weeks and until
100% compliance is achieved for 4
consecutive weeks.

2. Beginning 8/1/15, the DON/
TL will review 6 visit notes per week
to verify accuracy of documentation.
These visit note reviews will be
conducted for 8 weeks and until
greater than 94% compliance is
achieved for 4 consecutive weeks.

DON is responsible for
implementing corrective action.
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the ceriification period 5/17/15 lo 7/15/156, was
reviewed.

Patlent #3's PT POC Included a statement “The
licensed professional completing the Physical
Therapy evaluation attests that verbal orders
were recejved on 5/18/15, received from Dr,
[Patient #3's physician’s namel."

During an Interview an 6/11/16 beginning at 8:00
AM, the Physical Therapist reviewed Patlent #3's
record. She confirmed she conducted a therapy
evaluation on 6/18/16. She stated she did not
receive verbal orders, and she did not enter the
ahove attestation on the POC.

During an interview on 6/11/15 beginning at 1:30
PM, the Clinlcal Lead reviewed Patient #3's
record and slated she entered the alfestation
statement noted on the PT POC after the PT
evaluation was completed, She confirmed the
attestation statement was inaccurate.

Patient #3's record did not include complete and
accurate information.

3. Patlent #10 was an 81 year old female who
was admitted to the agency on 6/02/15 for SN
and PT services related to a fractured pelvis.
Additional diagnoses included HTN, and COPD.
Mer record, Including the POCG for the certification
period 6/02/15 to 7/31/15, was reviewed,

Patient #10's PT POC included a statement *The
licensed professional completing the Physical
Therapy evaluation attesis that verbal orders
were received on 8/04/15, received from Dr.
[Patient #10's physlcian's name)."

(%4310 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
G 2361 Continued From page 30 G 236
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Continved From page 31

During an interview on 6/11/15 beginning at 8:00
AM, the Physical Therapist reviewed Patient
#10's record. She confirmed she conducted the
therapy evaluation on 6/04/15. She stated she did
not receive verbal orders, and she did not enter
the above attestation on the PQC,

During an Interview on 6/11/16 beginning at 1:30
PM, the Glinical Lead reviswed Patient #1('s
record and stated she entered the attestation
statement noted on the PQC after the PT
evaluation was compleled. She confirmed the
aftestation statement was inaccurate.

Patient #10's record did not Ihclude accurate
information.

4, Patient #6 was a 72 year old female who was
admilted to the agency on 5/19/15, for SN and PT
services following a short hospilalization after
abdominal surgery. Additional diagnoses
included GERD, depression, and degenerative
arthritis. Het records, Including the POG, for the
certification period 5/19/16 to 7/17/15, were
reviewed,

Patient #6's PT POC included a statement "The
licensed professional completing the Physical
Therapy evaluation attests that verbal orders
were received on 6/20/15, received from Dr.
{Patient #3's physician's name}.”

During an Interview on 6/11/15 beginning at 8:00
AM, the Physical Therapist reviewad Patient #6's
record, She confirmed she conducted a therapy
evaiuation on 5/20/156. She stated she did not
receive verbal orders, and she did not enter the
above atteslatlon on the POC.

G236

FORM CHM5-2507(02-98) Previous Versions Obsolote Event ID: WQDTT

Facllity ID: OASDO1410 H cantinuatio

n sheet Page 32 of 53




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

PRINTED: 06/26/2015

FORM APPROVED

OMB NO, 0938-0391

STATCMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

137019

(%2} MULTIPLE CONSTRUCTION
A BUILDING

0. WING

(X3) DATE SURVEY
COMPLETED

06/12/2015

NAME OF PROVIDER OR SUPPLIER

NORTH IDAHO HOME HEALTH

STREET ADDRESS, CITY, STATE, ZiP CODE
24268 NORTH MERRITT CREEK LOOP
COEUR D'ALENE, ID 83814

TAG

X4} D |
PREFIX |

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR 1.SC IDENTIFYING INFORMATION)

D i PROVIDER'S PLAN OF CORRECTION

{5}
PREFIX (FACH CORRECTIVE ACTION SHOULD BE GCOMPLETION
TAG CROS3S-REFERENCED TO THE AFPROPRIATE DATE

DEFICIENC'Y)

G236

Continued From page 32

During an interviaw on 6/11/15 beginning at 1:30
PM, the Clinical Lead reviewed Patient #6's
rocord and stated sha entered the atlestation
statement noted on the POC after the PT
evaluation was compleled, She confirmed the
attestation slatement was inaccurate,

Patient #8's racord was not accurate.

5. Patlent #4 was an 83 year cld female admitted
to the agency on 5/15/15, following hospitafization
for an acute MI. Additional diagnoses Included
CAD and CHF. She received SN, PT and OT
services. Her record, including the POC, for the
cert{fiaction period 6515 to 713116, was
reviewed.

Patient #4's record incfuded a PT evaluation,
completed on 5/16/16, and sighed by the Physical
Therapist. Patlent #4's POC stated "the licensed
professional completing the physical therapy
evaiuation attests that orders were recelived on
5/16/15,"

During an interview on 6/11/16 at 2:30 PM, the
PON and the Clinlcal Lead reviewed the POC for
Patient #4, Including the statement attesting the
therapist contacted the physlcian for orders. The
DON and the Clinical Lead confirmed the
therapist had "not spoken with the the physiclan
because the physicians here prefer we fax them
an MD SBAR for ordars and we walt for It fo
come back."

The POC for Patients #4 included Inaccurate
information related to physician contact for
approval of the POC.

8. Patient #9'was a 71 year old male admilted to

G236
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the agency on 5/2715, for care related to the
after effects of & CVA, Additional diagnoses
included HPN, CAD and aphasia (impaired
speech). He received PT services. His record,
including the POG, for lhe certification period
5127116 to 717215, was reviewed.

Patient # 9's record included a SOC assessment
completed on 6/27/15, and signed by the Physical
Therapist. Patllent #8's POC stated "the licensed
professlonat completing the physical therapy
evaluation aitests that orders were received on
612718

During an interview on 6/11/15 at 2:30 PM, the
DON and the Clinical Lead reviewed the PQC for
Patient #9, including the statement attesting the
therapist contacted the physician for orders. The
DON and the Clinical Lead confirmed the
tharapist had "not spoken with the the physiclan
because the physicians here prefer we fax them
an MD SBAR for orders and we wail for it {o
come back."

The POC for Patients #9 included inaccurate
Information related to physiclan contact for
approval of the POC.

7. Patlent #12 was a 53 year old fernale admllted
to the agency on 6/22118, for services related to
acute heart failure. Additional diagnoses included
CHF, CAD, insulin dependent diabetes and
kidney fallure. Her record, including the POG, for
the centification period §/22/15 to 7/20/15, was
reviewed.

Patienl #12's record inciuded a PT evalualion,
completed on 6/28/16, and signed by the Physical
Therapist, Patient#12's POC stated "the

G236
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licensed professional completing the physical
therapy evaiuation attests that orders were
received on 5/28/15."

Patient #12's record included an OT evaluation,
completed on 6/28/16, and signed by the
Occupational Therapist. Palient#12's POC
stated "the licensed professional completing the
occupational therapy evaluation altests that
orders were raceived on 5/28/15."

During an interviaw on 6/11/15 at 2:30 PM, the
DON and the Clinical Lead reviewed the POC for
Patient #12, including the statement altesling the
therapist contacted the physician for orders, The
DON and the Clinical Lead confirmed the
therapist had "not spoken with the the physician
because the physiclans here prefer we fax them
an MD SBAR for orders and we wait for it to
coma back." .

The POC for Patisnts #12 included inaccurate
information related to physician contact for
approval of the POC,

8. Patient #11 was a 78 year old male admitted
to the agency on 6/11/16 for Physical Therapy
services related to weaknass and back pain.
Additional diagnoses included COPD, chronle
pain, CHF, and pneumenia. His record, including
tha POC, for the cerlification period 6/11/16 to
7/09/15, was reviewed.

Patient #11's POC included "amputation
precautions" under safely measure. However,
Patient #11 was not an amputee,

During an Interviaw on 6/11/15 heginning at 8:00
AM, the Physical Therapist reviewed Patient #11's
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record and stated she did not know why the
safety measures Included "amputation
precautions.”
Patient #11’s POC inciuded inaccurate
information,
G322 g%riO(b) ACCURACY OF ENCODED QASIS G322 Occurrence reports have been 7/16/15

The encoded OASIS data must accurately refiect
the patient's status at the time of assessment.

This STANDARD Is not met as evidenced by:
Based on record review and staff interview, it
was determined the agency failed to ensure
encoded OASIS data reflocted the patient's
status at the time of assessment for 3 of 12
patienls whoge records were reviewad (#3, #10,
and #12). This resulted in inaccuracies betwesn
the SOC assessment and OASIS data. Findings
Inefude:

1. Patient #3 was an 85 year old {émale admitted
to the agency for nursing and therapy services on
5117115, following a short hospitalizalion after a
heart attack, cardiac catheterization, and stent
placement. Additional diagnoses included UT4
and GERD. Her record, including the POC, for
the certification period 6/17/15 to 7/16/16, was

1 reviewed.

Patient #3's record Includsd a SOC
comprehensive assessmenl, completed by the
RN Case Manager on 5/17/15.

Patfent #3's SOC assessment dated 5/17/15,
included a diagnosis of coronary arlery vessel
graft. Patient #3's POC also included that

and #12 for each individual

and individual counseling as

reviewed.
Specifically:
1. All appropriate and

in the POC.
answered to reflect patient's

at the time of evaluation and
instruction/follow up

submitted for patients’ #3, #10,

identified in the deficient report.

In a mandatory staff meeting 7/9/15

needed, the standard and LHC
policy 7.002 Oasis Data Capture
were reviewed with staff. The
M2020 and M2030 OASIS tip sheet#
and commonly used codes were

applicable codes should be included

2. M2020 and M2030 should be

item

7/9M15

ability
care/
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stated she had no prior history of ¢ardlac
problems, and did not contaln any documentation
related {o a coronary artery vessel graft,

During an interview on 6/11/15 at 9:25 AM, the
RN Case Manager reviewed Patient #3's record
and confirmed the information on the SOC
assessment and POG related to coronary artery
vesse! graft was incorrect,

During an interview on 8/11/15 at 1:00 PM, the
DON stated she had further informatlon, that the
diagnosis of coronary artery vessel graft was an
error by the coders after the SOC was performed.

Patient #3's OASIS data did not accurately reflect
her diagnosis.

2. Patient #10 was an 81 year old female who
was admilted lo the ageney on 6/02/15 for SN
and PT services related lo a fractured pelvis.
Additional diagnoses included HTN, and COPD,
Her record, including the POC, for the certification
period 6/02/15 to 7/131/16, was reviewed.

Pationt #10's OASIS item M2020
"MANAGEMENT OF ORAL MEDICATIONS" was
answerad "3-UNABLE TO TAKE MEDICATION
UNLESS ADMINISTERED BY ANOTHER
PERSON.” The assessment stated Patient #10
lived alone, and there was no documentation
stating she received assistance with her
medications,

provided a list of commonly used
ICD-9 codes and then the ICD-10
commonly used codes during the
coding transition.

2. Qasis clinician/TL to redirect
incorrect coding back to the coding
department for correction.

3. Qasis clinician will review anc
validate Oasis answers prior to
syncing visit for review.

4, Recommendations for
corrections will be directed to Qasis
clinician by the DON/TL.

5. DON/TL will do remedial
QOasis education ongoing with
clinicians that have Qasis data errof
in repeated areas

6. TL will monitor Strategic

Healthcare Programs (SHP) alerts
daily to identify Oasis inaccuracies.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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. ndividual nurse involved in
G 322 | Continued From page 36 G 322 ?i:' y tl " 2' : o 7/9/15
diagnosis, however, her hospital discharge allen was educated on
summary included information that she was correct way to fill out OASIS M2020
admitted to the hospital with a diagnosis of acute and M2030.
myocardial infarction and had a cardiac
catheterization. She was discharged from the Process Change: 7/46/14
hospital on 6/16/16. Her H&P dated 6/13/16 1. All Oasis clinicians will be

w
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Monitering:
G 322 | Continued From page 37 G 322iBeginning 8/1/15, DON/TL will
During an interview on 6/11/15 at 10:00 AM, the review 10 charts per month to verify
RN Case Manager reviewed Patient #10's record. Oasis accuracy. The audit will be

reflect Patient #10's stalus at her SOC. The RN

stated she had been instiucted to answer item a greater than 94% compliance is

M2020 with "3-UNABLE TO TAKE MEDICATION achieved for 2 consecutive months
UNLESS ADMINISTERED BY ANOTHER

PERSON" at SOC, so the assessment completed ; ;

at the time of discharge would indlcate an DON is re:?pons:ble f9r )
improvement In the patient's abilily to manage mplementing corrective action.
medications.

The agency did not ensure OASIS data
accurately reflacted the patlent's status at the
{ime of the assessment.

3. Patient #12 was a 53 year old female admilted
to the agency on 6/22{15, for services related to
acute heart faifure, Additional diagnoses included
CHF, CAD, insulin dependent dlabetes and
kidney failure. Her record, including the POC, for
the certification period 5/22/15 to 7/20/15, was
reviewed.

Pationt #12's POC includad sliding scale Insulin
(dosage based on BG level as measured by a BG
monitor) to be taken 3 times a day. The sliding
scale insulin order stated for each BG increase of
10 mg/dl over 170, an additional unit of insulin
should be added to 7 unils. For example, 10
units would be taken for a BG of 200, and 20
units would be taken for a BG of 300.

Patient #12's record included a SOC QASIS
assessment complsted on 5/22/15, and signed by
the RN Case Manager. The assessment
documented Patlent #12 staled her BG was 548,
it did not document additional BG readings, or
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Caontinued From page 38

whether she had taken insulin per har sliding
scale orders. There was ho documentation
related to Pationt #12's ability to manages her
sliding scale insuiin.

Patient #12's OASIS item M2020
"MANAGEMENT OF ORAL MEDICATIONS" was
answered "3-UNABLE TO TAKE MEDICATION
UNLESS ADMINISTERED BY ANOTHER
PERSON." QASIS item M2030 "MANAGEMENT
OF INJECTABLE MEDICATIONS" was answered
"2-ABLE TO TAKE MEDICATION{S} AT THE
CORRECT TIMES IF GIVEN REMINDERS BY
ANOTHER PERSON BASED ON THE
FREQUENCY OF THE INJECTION." The
assessment stated Patlent #12 ilved afonse, and
there was no documentation stating she recelved
assistance with her medications.

During an interview on 6/11/15 at 10:00 AM,
Pafient #12's RN Case Manager raviewed her
recard. She stated OASIS items M2020 and
M2030 did not accurately reflect Patient #12's
status a! her SOC. The RN stated sha was
instructed to answer item M2020 with "3-UNABLE
TO TAKE MEDICATION UNLESS :
ADMINISTERED BY ANOTHER PERSON" at
80C, 80 the assessment campleted at the time
of discharge would indicate an iImprovement In
the patlent's ability to manage medications.

The agency OASIS data did not accurately refliect
Patient #12's status af the time of the
assessment.

484,55(a)(1} INITIALASSESSMENT VISIT

A reglstered nurse must conduct an initial
assessment visit to determine the immediate care

G 322

G 331

#8

Occurrence reports have been
completed on patients #2, #4, and

7/16/15
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This STANDARD is not met as evidenced by:
Based on record review and staff interviaw, it
was determined the agency falled to ensure the
initial SOC comprehensive assessment included
a thorough examination of [dentifled items of
concern for 3 of 12 patients, (#2, #4 and #8) who
recelved admission assessments and whose
records were reviewed. This fallure placed
patlents’ at risk of negative cutcomes. Findings
inciude:

1. Palient #2 was a 72 year old male admilted fo
the agency an 12/22/14, for services relatad to an
open wound on his knee. Additionat diaghoses
included HTN and CGOPD. He recaived SN, PT
and OT services. His record, including the POC,
for the certification period 12/22/14 to 2/20/16,
was reviewed,

Patient #2's record included a SOC assessment,
completed by the RN Case Manager and signed
on 12/22H14. It stated a pain assessment was
completed, using a 0-10 paln scale, with 10 bsing
the worst pain. The assessment stated
"PATIENT RATES PAIN AT ZERO ON FAIN
SCALE 1-10." The assessment also stated
Patieit #2's pain was assessed and it indicated
severe paln, all of the ¥me. The narrative section
of the note stated Patient #2 reported pain of
810, on a 0-10 scale,

During an interview on 6/11/15 at 1:40 PM, the _
DON reviewed Patlent #2's SOC assessmant and
confirmed the information related to paln was

In a mandatory staff meeting 7/9/15

the standard and LHC policy 2.1.003
Patient Assessment, were reviewed
with staff.

Specifically:

1. Reports of pain outside the
established parameters must be
communicated to the MD. Any
unrelieved pain or reported pain levé
of 7 or greater should be reported to
documentation of why it was not
report.

2. The requirement is for the
case manager to perform to a
thorough evaluation and capture ali
needed interventions to discuss with
the MD and to be reflected in the
POC. The LPN/PTA is to contact the
case manager of issues or
coordination of care after every
appropriate visit. No one is to
document “care coordinated” in the
visit note if no communication

wrran

P Y 43

and individual counseling as needed,

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ‘ o J PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX | {EACH CQRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The physician and record have 7/16/15
G 331/ Continued From page 39 G 331|been updated to reflect the skin
and support needs of the patient; and, for ;
‘Medicare patlents, to determine eligibility for the assessment of palient #4 and the
Madicare home heaith benefit, Inciuding rectal prolapsed diagnosis and risk
homebound status. of increased bieeding for patient #8.
7/9/15

FORM CMS-2567({02-05) Pravicus Vgralons Obaclofe

Event ID:WQDT14

- Facliéy 1D: OAS001410

if coniinualion shael Page 40 of 53




PRINTED: 08/26/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
137019 8. WING 06/12/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2426 NORTH MERRITT CREEK LOOP
NORTH 1IDAHO HOME HEALTH COEUR D'ALENE, ID 83814
(X4} SUMMARY SYATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORREGTION (x5}
PREFIX {EACH DEFICIENCY MUSY DE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THFE APPROPRIATE DATE
DEFICIENCY)
' Process Change: |
G 331 j A _|7116/15
Fon"num From page 40 L Gadty, All Oasis clinicians to review
inconsistent and did not accurately describe his )
leve! of pain. assessment data and POC prior to
Patient #2's SOC " ' dlid syncing visit.
atient #2's SOC comprehensive assessmen 2 DON/TL will review

not clearly identify his level of pain,
assessment data and POC for

2. Patlent #4 was an 83 year old female admilted accuracy

to the agency on 6/15/15, following hospitalization :

for an acute M. Additional diagnoses included 3. DON/TL to make
CAD and CHF. She raceived SN, PT and OT assessment change

services, Her racord, Including the POC, for the

certification period 5/16/15 to 7113115, was recommendations to Oasis

reviewed. clinician.

Patlent #4's record included a SGC Admission

assessment completed by the RN Cass e

Manager, dated 5/15/45. It stated the “patient Monitoring: _
has no pressure uicers or no stageable pressure Beginning 8/1/15, the DON/TL will
ulcers. review 100% of admissions from the
Patlent #4's record included a Visit Note Report previous week to verify accuracy of
compleled by the LN, dated 5/19/16. The note the initiat assessment. The review
stated Patient #4 reported having a sore on her .

buttocks. The note stated it was getting better W'”_be conducted for 8 weeks ?“d
and she did not mention It fo the RN during the until a greater than 94% compliance
S0C visit. is achieved for 4 consecutive

During an interview on 6/11/15 at 9:26 AM, the weeks.

RN Case Manager stated Patient #4 did not
report a sore on her butlocks during the SOC
visil. She confirmad she did not complete a
comprehensive skin assessment, and stated "we

" usualiy just look at arms", DON is responsible for

implementing the corrective action.
During an interview on 6/11/15 at 2:056 PM, the _
DON reviewed Patient #4's record and confirmed
the SOC assessment did not include a
comprehensive skin assessment,
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Coniinued From page 41

A comprehensive skin assessment was not
completed during Patlent #4's SOC assessment,

3. Patient #8 was an 83 year old female admitted
to the agency on 5/09/15, for services related lo a
CVA. Additional diagnosis included CHF, atrial
fibriflation, CAD, dysphagtia, and depressive
disorder. She received SN, PT, OT and ST
services. Her record, including the POC, for the
cerlification perlod 5/09/15 to7/07/15, was
reviewed.

Pattent #8's racord included two physiclan H &
Ps, dated 4/15/16 and 4/17/16, completed during
her hogpitalization, 2and provided to the agency at
the time of referral. The H & Ps stated Patient
#8 had a diagnosls of rectal prolapse (a condition
In which the rectum drops out of its normal
location and pushes through the anal opening.)
Johns Hopkins Medicine website, accessad on
6/17/15, identified pain and rectal bleeding as
common symploms with rectal prolapse. In
addition, in the H & P dated 4/15/15, the physician
staled "the patlent is at risk for bleeding and need
for transfusion due to blood thinner."

Patient #8's record included a SOC assessment
completed on £/09/16, and signed by the RN
Case Manager. The SOC assessment did not
identify Patient #8's history of rectal profapse, or
include an assessment related to symptoms of
rectal prolapse,

Patlent #8's drug regimen review, completed
during the SOC assessment included 2
anticoagulan!s {medications that thin the blood
and increase the risk of bleeding) taken
concurrently. The SOC assessment failed to
identify Patient #8's potential increased risk of

G331
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Continued From page 42

bleeding agsoclaled with the rectal prolapse while
taking anticoagulants. In addition, Patient #8's
POC did not include her diagnosis of rectal
prolapse and related interventions.

During an interview on 6/11/15 at 1:55 PM, the
DON and the Clinical Lead reviewed Patient #8's
record. They confirmed the SOC assessment
performed by the RN Case Manager on 5/098/15,
did not include the patient’s history of rectal
prolapse. Additionaly, they confirmed Palient
#8's POC did netinclude rectal prolapse and
interventions related to it.

The registered nurse did not Identify an existing
high risk diagnosis in a patient on anticoagulation
therapy and initiate appropriate nursing
interventions.

484,55(c) DRUG REGIMEN REVIEW

The comprehensive assessment must include 2
review of all madications the patient is currently
using in order lo identify any potential adverse
effects and drug reactions, including Ineffective
drug therapy, significant side effects, significant
drug interactions, duplicate drug therapy, and
noncompitance with drug therapy.

This STANDARD Is not met as evidenced by:

Based on review of medical records,
observation, staff interview and patlent/family
interview it was determined the agency failed to
ensure a comprehensive drug regimen review
was completed for 7 of 12 patients, (#3, #4, #6,
#8, #4, #11, and #12) whose records were
reviewed. This resulted in the Increased potential
for patients to experience adverse svents related
to medications. Findings Include:

G331

Occurrence report has been done
on patients’ #3, #4, #6, #8, #9,

G 337[#11, and #12. These patients have
had a full medication reconciliation
completed and the MD has been
notified of current medications in
the home.

7/16/15

In a mandatory staff meeting 7/9/15 | 7/9/15
and individual counseling as
needed, the standard and LHC
policies 2.1.002 Patient
Assessment, 2.1.007 Plan of Care,
10.007 High Risk Medications,
10.008 Monitoring Medications and
The Joint Commission (TJC) NPSG
#3 Medication Management were
reviewed with staff.
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Specific focus areas are: 7/9/15
G 337 ; Continued From page 43 G337Y4. Visually inspecting

1. Patient #3 was an 85 year old female, admitted
{o the agency for nursing and therapy services on
5117715, following a short hospilalizalion afler a
heart attack and cardiac catheterzation.
Additional diagnoses included UT| and GERD.
Her record, including the POC, for the cerification
period 5/17/16 to 7/15/15, was reviewed.

Ahome visit was conducted on 6/08/15 beginning
at 12:16 PM to ohserve the LPN as she provided
care. Intervisws were also conducted with Patient
#3 and her family. Medications were reviewad
and compared with Patient #3's POC and
madication record provided by the agency.
Discrepancies were noted as follows:

-The POC included Brilinta 90 mg, 2 tabs dally,
Patiant #3's daughter stated Patlfent #3 was not
taking the medication. She stated the medication
was over $250.00 more than Plavix, so she was
taking Plavix instead.

-~ The POG included Docusate 100 mg, 1 tab
twice dally. Patient #3's daughter stated Patient
#3 stopped taking the medication shortly after her
discharge from the hospital.

- The POC includad Pantoprazole 40 mg, 1 tab
daily. Patient #3's daughter stated Patient #3
stopped taking the medication shortly after her
discharge from the hospital,

During the home visit additional medications were
observed in the home that Patient #3 was taking,
however they were not included on her POC.

- Strauss Hearidrops, 0.76 mi, 3 times dalily.

medication bottles and comparing
to the medication list.

2. Getting copies of the MAR
(at ALFs) for comparison.

3. Looking around the home as
needed for unlisted medications.

4. Education of the patient/
caregiver on all types of
medications that need reviewed i.e.
eye drops, supplements, ointments,

Process Change; 7/16/15
1. The LHC Medication )
questionnaire will be placed in each
patient’s admission folder.

2. All clinicians will review the
LHC Medication questionnaire at
each visit to serve as a prompter
and for consistency about
medications.

3. Clincians will request a copy
of the ALF medication list at each
visit to verify home heaith agency
list is correct.
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- Emergen C Vitamin C, 1000 mg powder, 3
times daily with the above heartdrops.

- Plavix 76 mg, 1 tab dally.

During-an Interview on 6/11/15 beginning at 8:45
AM, the LPN that provided care for Patient #3
during the home visit confirmed the medication
discrepancies that were found. She stated
Patient #3 and her family did not disclose the
information regarding the medication changes
during previous visits,

Patient #3's POC was not current and accurate to
include all her medications.

2. Patient #111 was a 78 year old male, admitted
to the agency on 5/11/16 for physical therapy
services related to weakness and back pain.
Additional diagnoses Included COPD, chronic
pain, CHF, and pneumonia, His record, including
the POC, for the certification psriod 5/11/15 to
7/09/15, was reviewed.

Patient #11°s hospital referral information, dated
5/06/15 and recelved by the agency 5/06/15,
documented his medications included Carvedilol
6.26 myg twice daily. His POC documented the
dose as 12,5 mg twice daily, which was double
the dose ordered on his hospital discharge
instructions.

Patient #11's referral information and hospital
record documented his medications included
Prednisone, The discharge instructions noted
Patlent #11 was to taper the Prednisona from 30
mg daily for 3 days, then 20 mg for 3 days, then
continue with 10 mg daily. Patlent #11's POC
documented the dose as 20 mg daily, and did not

home health agency medication

list.

5. Physician to be notified by
DON/TL of discrepancies found that|
have not been addressed prior by
the field clinician.

rMonitoring:

Beginning 8/1/15, DON/TL will make;
10 home visits per month to review
medications and verify that
medication reconciliation is
occurring and that medications in
the home match the agency
medication list. The review will be
conducted for 3 months and until
greater than 90% compliance is
achieved for 2 consecutive months.

DON is responsible for
imptementing the corrective action,
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inciude the tapering of the medications as
detailed in the discharge instructions.

The Physical Therapist completed a MD SBAR
communication note which was sent to Patient
#11's physiclan, dated 5/12/15, and was returned
signed by the physician on 6/12/16, The Physical
Therapist documented on the note "Medication
discrepancies found in home include Carvedilol-
Pattent taking 12.6 mg BID per horne medication,
hospital record states 6.25 mg BID. Prednisone-
Patient taking 20 mg daily, hospital record lists
tapering dose to 10 mg daily, wife manages
redications.”

The note to the physician was folltowsd by a line
which was checked, followed by the typed
statement "Agree with above request.”

During an interview on 6M1/16 beginning at 8:00
AM, the Physicial Therapist reviewed Patient
#11's record and confirmed the medications listed
on his POC did not reflect the discharge orders.
The Physical Therapist reviewed the MD SBAR
communlcation note that was sent to the
physiclan, and confirmed the check mark beside
the statement "Agree with above request’ was not
a clarification of the medication discrepancies.

Patient #11's medications were not sufficiently
recongcilied. '

3. Pallent #6 was a 72 year old female who was
admilted o the agency on 5/19/16, for SN and PT
services following a shorl hospitalization after
ahdominal surgery. Additional dlagnoses
included GERD, Depression, and degenerative
arthritls. Her recotds, inciuding the POG, for the
ceriification period 619716 to 7117/15, were
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reviewed,

Ahome visit was conducted on 6/10/16 at 12:30
PM {o observe the RN as she providad wound
care for Patiant #8,

Medications were reviewed with Patlent #6, and
cornpared with her current medication list
provided by the agency. The following
discrepancies were noted:

- Agplrin 81 mg 1 tabiet daily, Patient #6 slated
she took this on a daily basis, however, her POC
noted she was to discontinue taking It as of
5/19/16.

- Vitamin D, 2 tablets daily, Patlent #8 stated she
took the madication dally, however It was not
inciuded on the POC,

- Multivitamins, 1 daily, Palient #6 stated she took
the medicafion daily, however, it was not included
on the POC.

During an interview on 6/11/16 beginning at 12;45
PM, Patient #6's RN Case Manager reviewed her
record and confirmed Patlent #6 was taking the
medications and they were not included on her
PQOC.

Patient #6's POC and medication record were hot
accurate and current,

4, Palient #12 was a 63 year old female admitted
to the agency on §/22/15, for services related to
acute heart fallure. Additional diagnoses included
CHF, CAD, Insulin dependent diabetes and
Kidney failure. Her record, including the PQC, for
the certificalion period 5/16/16 to 7/13/16, was
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Pallent #12's POG included sliding scale insulin
(dosage baged on BG level as measured by a BG
monitor) lo be taken 3 times a day. The sliding
scale insulin order stated for each BG increase of
10 my/d) over 170, an additional unit of insulin
should he added o 7 units. For exampie, 10
units would be taken for a BG of 200, and 20
units would be taken for a BG of 300.

Patient #12's record included a SOC assessment
completed on 5/22/15, and signed by the RN
Case Manager. The assessment documented
Patient #12 stated her fasting BG level was 548,
The American Diabetes Assoclation website,
accessed 6/15/15, stated a normal fasting BG for
a diabetic adult is less than 126 mg/dl. The SOC
assessment did not document additional BG
readings, or whether she was taking insulin 3
times a day per her sliding scale orders. The visit
note did not document an assessment of Patient
#12's ability to calculate the correct dosage of
hsulin and manage her sliding scale.
Additionally, the visit note did not document
patient education related to using her BG monitor
or calculating an Insulin dose based on her BG
results,

Patient #12's second and third SN visits were
documented on 5/26/15 and 5/29/15, by the RN
Case Manager. The visit notes did not document
Patlent #12's BG readings at the time of the
vislts, of between SN visits. Additionally, they did
not document Patient #12's compliance with her
sliding scalfe orders, or education related to
sliding scale insulin administration.

Patient #12's SOC assessment completed on
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5122/15, and signed by the RN Case Manager,
documented a complete drug regimen review
identified potential clinically significant medication
issues, and stated her physiclan was contacted
within 1 day to resolve her medication issues.
Howsver, Patient #12's record did not document
comtmunication with her physiclan regarding
medication issues.

During an interview on 6/11/15 at 10:00 AM, the
RN Case Manager reviewed the record and
confirmed she did not contact Patient jH{2's
physician following her SOC assessment to
report or rasclve the medication inconsictencles,

The agency falled to ensure Patlent #12's
physictan was contacted to resolve potentially
significant medicaiion Issues,

5. Patient #8 was an 83 year old female admiited
to the agency on 5/09/15, for services related to a
CVA. Additional diagnosis included CHF, atrial
fibrillatlon, CAD, dysphagla, and depressive
disorder, She received SN, PT, OT and ST
services. Her record, including the POC for the
certification period §/09/16 to 7/07/15, was
reviewed,

Patient #8's POC, signed by her physician,
inciuded "SN to instruct on all medications

(including supplements) including how to monitor
effectiveness of drug therapy and drug reactions
and side effecis.”

Fatient #8's record included a SN vislf note daied
6/04/2015 that stated there were "no medication
changes since the last SN visit and "the patientis
compitant with the medication regimen.”
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a, Patient #8's POC included Aspirin Low Dose
Qral, 81 mg, 1 tab, daily, effective 6/09/2015.
Aspirin prevents blood cells from sticking fogether
to form clots, thersfore Increasing the rlsk of
bleeding.

Patient #8's record included a Client Medication
Record. Her record stated a review of
medications was performed by the RN Case
Manager on 5/09/15, howsver, Aspirin was not
included on her Client Medication Record. The
review of medications did not identify her
Increased risk of bleeding related to concurrent .
use of Aspirin and Eliquis. {The website for
Eilquis, an anticoagutant, inciuded safety
information regarding a higher risk of bleeding
when taken with other medlcines thal Increase
the chance of bleeding, e.g. aspirin).

Patient #8's record included an On Call Note on
5/10/15 at 9:00 AM. The RN Case Manager's Cn
Call Note stated the "cllent's daughter called to
report client had spant evening in the ER DIT
rectal bieeding and prolapse.”

During an interview on 6/11/2015 at 1:55 PM, the
DON and Cllnical Lead reviewed Patient #8's
record and conflrmed the physician order for
Aspirin at the SOC did not appear on the Cllent
Medication Record, Additionally, they confirmed
the drug regimen review by the RN Case
Manager at the SOC failed to identify potentially
significant medication Issues.

In addition, they confirmed the SN visits on
5114116, 5/24/115 and 5/28/15 did not document
medication changes were made on the Client
Medication Record.

G 337
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b. Patient #8's Client Medication Record included
Atenolol orat 26 mg 1 tab 2 times dally ordered on
her POC oh §/09/16 and slgned by the physician.
In addition, the records inciude a Physlcian Verbal
Order dated 6/04/15, which instructed to
discontinue Atenolol. The Client Medication
Record dated 6/11/15 did not state Atenclol was
discontinued.

During an interview on 6/11/16 at 1:55 PM, the
DON and Clinical Lead reviewed Patient #8's
record and confirmed there was a physician order
to discontinus Atenolol dated 6/04/15 at 11;38 AM
and that {he Client Madication Record dated
6/11/15 did not reflect the change In medication
regiman discontinuing atenolol, In addition, the
DON and the Clinical Lead confirmed the SN visit
note on 6/04/2016 at 11:38 AM, stated there were
“no medication changes since the iast SN visif
and "the patient is compliant with {he medication
regimen,”

The agency failed o include in Patiant #8's
comprehensive assessment a review of all
medications she was taking and failed to identify
potenlial adverse eifacts, significant drug
interactions and duplicate drug therapy.

6. Patient #4 was an 83 year old female admittad
to the agency on §/156/15, following hospitalization
for an acute MI. Additional diagnoses included
GAD and CHF. She received SN, PT and OT
services. Her record, Including the POC, for the
certification period 5/15/15 to 7/13/15, was
reviewed,

The Physical Theraplst was observed as she
provided services to Patient #4 during a home
vislt on 6/09/2015 at 3:00 PM. The Physical i

G 337
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Therapist asked her if there had been any
medication changes. She responded she had a
new eye cintment and providad the medication to
the Physical Therapist. The Physicat Therapist
did not ask to visualize her other medications.

During an interview with Patient #4 immedialely
after the departure of the Physical Therapist, her
medicatlons were reviewed. They includad
Diazepam 5 mg 1 tab to be taken every 12 hours
PRN. Diazepam was not documented on Patlent
#d's Cliant Medication Record. She stated she
taok the Diazepam for anxlely a few limes a
month.

During an interviow on 6/11/15 at 2:05 PM, the
DON reviewed Patient #4's record and confirmed
the Chlent Medication Record had not been
updated to reflect Patient #4 was taking
Diazepam.

The agency falled to include in Patlent #4's
comprehensive assessment a review of all
medications she was taking.

7. Patient #9 was a 71 year old male admitted to
the agency on 6/27/15, for care related to the
after effects of a CVA, Additional diagnoses
included HTN, CAD and aphasia (impaired
speech). He received PT services. His record,
including the POC, for the cerlification period
5127115 to 7125115, was reviewad.

Patient #9's POC included a Client Medication

Report that slated he was to take Valprolc Acld
250 mg, 2 tabs in AM and at noon, and 3 tabs at

The PTAwas observed as he provided services

G 337
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during a home visit on 6/09/15 at 5:00 PM.
Patient #9 resided in an Aasisted Living Facilily
{ALF). After the PTA completed the visit, he
spoke with the owner of the facility regarding
Patient #9's progress towards goals. Howsver,
he did not review Patlent #9's medications.

After the PTA exited, the facility owner provided
Patient #9's ALF Medication Record to the
surveyors, The record documented a change in
his madication regimen on 6/03/15. The ALF
Medication Record documented Valproic Acid 250
ma 3 capsules in the morning, 2 capsules at noon
and 3 capsules at bedtime. The facility owner
confirmed the medication dosage change was
made by the visiling Nurse Practifioner on
6/03/18,

During an interview on 6/11/16 at 2:05 PM, the
DON reviewed Palient #9's record and confirmed
the Client Medication Record had not been
updated to reflect the change to his medication
regimen.

The agency falied to ensure Patient #9's record
included an accurate fist of all medications he
was taking.
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N000; 16.03.07 INITIAL COMMENTS N 000

The foflowing deflciencies were cited during the
state licoensure racetification survey of your home
health agency on 6/08/16 through 6/12/15. The : -
surveyors conducting the survey were: RECEINVED

Stisan Costa RN, HFS, Team Lead JUL 10 206
Nancy Bax RN, HFS

Dennis Kelly RN, HFS FACILITY STANDARDS
Acronyins used in {his report include:

RN - Reglstered Nerse
80C - Start of Care

N 062} 03.07021. ADMINISTRATOR No82 See allached

N062 03, Responsiblliles. The
administrator, or his designes, shall
assume responsibliily for:

I Insuring that the clinlcal
racord and minutes of case conferences
establish that elfective Interchange,
reporting, and coordination of pallent
care between all agency personnel
caring for that patient doos oceur.

This Rufe Is not met as evidenced by:
Refar to G143 as it relates to the faflure of the

agency to offectively coordinate patient care, NOB3

N 083 03.07024. SK. NSG, SERV. N 093 See Alfached

NG93 01, Registered Nurse, A 78015
reglstered nurse assures that care Is
coordinaled between services and that
all of the patients needs ldenlifled

by the assessmenls ave addressed, A

Buroau of Facllily Slandards
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registered nurse performs the
following:

a. Makes the initial evaluation
visit and regularly reevaluates the
patient's nursing needs,

This Rule is not met as evidenced by:

Refer to G331 as it relates to the failure of the
agenoy fo ensure assessments identified patients
heeds and that all needs were addressed.

NOS4

AN occunrence rapodl has been submitied for palied # 42, Furher visds \{ilh 711815
patioad # 12 havo damonstrated DM educalien, palient compliancs, and MO

N 094 03.07024. SK. NSG. SERV. N 084 notfication with essociated arders from MD for elevated blood glucosa
readings
. tn a mandatory atalf meoling 7/9716 and Individual counseling as
N094 01. Registered Nurse. A needed, the standard and LHG policy 2.4.007 Plan of Garo and 2.1.017 |  #9/16

Coordination of Care, 2.1.020 Vital Signs, 2.1.021 Diabelk Skin Care

reg[stered nurse assures that care is wetd reviewed with slall. Tha roaquiremoent s for the case manager fo

coordinated between SBI'\_IIGGE‘: and that tevise the POC as needed to roflect changes b tha pationt condition.
all of the patients needs identified any sbnarmat findings, VS outside estabilished paramelers should ba
by the assessments are addressed. A portvayed to the MD and tha POC amended.

[This includes educatioralfiralning needs of tha pationt fearagiver not
TEQEStSI'e'd nurse performs the Fovered in he onginal POC. Documentalien should reflect complianceinch
following: bamplianoe and needs {hat wero mabun-mol 1o ba addrossed on

Bubsequent visits.

b‘ Enmates the p!an Of care ' Ina mandatory statf meeling 7/18/15 ihe Homea Cara Homa Bass 711815

and makes heceassary TBVIS!OHS; Diabales Problem Stalemenl Pathway education wik ba provided ta ai

Qasis chintctans and TL
This Rule is not met as evidenced by: Process Changa: o WS
Refer to G173 as It relates to the failure of the ;a oo 0;:{5 chnicians ;::-fm gubzﬂw H?mcgfe.@m
agency to ensure the patients' needs were ¢ Probiem Stalomant Pafway for Disbelas partinent Qasis tino
. . . 2. Blood Glucose paramelars will ba added lo tha Homa Cara
identified during the SOC comprehensive L {ome Base vial skyn paramater palhway by the Oasis cidician.
assessment. 3. DONITL to make pattway recommandations fa tha

MNaris AEalsiaae fAr Ancansdinn

N 098 03.07024. SK. NSG. SERV Noge Lo
. - - . ‘ Beginning &/1715, DONTL will raview 10 charls pee menlh with a dagropis of

DM Lo verdy Lha appropriale pathway and intetventions were selecled fof the

palient. The audit witl verly that iha chnician is assessing CBG's, palient
N088 01.Reglsterpd Nurse. A . knowiedge and level of compliance. The audit will be conducled for 3 manths
registered nurse assures that care is and untd a grealer than 84% compliance ia achiaved for 2 consacutive n‘orﬂ\s.

coordinated between services and that
all of the patients needs identifled

by the assessmentls are addressed. A
registered nurse performs the
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following:

d. Initiates appropriate
preventive and rehabilifative nursing
procedures;

This Rule is not met as evidenced by

Refer to G175 as it relates to the failure of the
agency to ensure the RN initlated appropriate
nursing interventions.

N 152 03.07030.01,PLAN OF CARE N 152
se6 allached
N162 01. Written Plan of Care, A
written plan of care shall he
developed and implemented for each
patient by all disciplines providing
sernvices for that patient. Care

follows the written plan of care and
includes:

This Rule is not met as evidenced hy:

Refer to G158 as It relates to the failure of the
agency to ensure care followed a written plan of
care,

N 153 03.07030.PLAN OF CARE N 163 se0 allzched
N153 01, Writien Plan of Care. A
written plan of care shall be
developed and implemented for each
patlent by all disclplines providing
services for that patient. Care

follows the written plan of care and
includes:

a, All pertinent diagnoses;

This Rule s not met as evidenced by:
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Refer to G159 as it relates to the failure of the
agency to ensure the plan of care covered afl
pertinent diaghoses.

N 1721 03.07030.06.PLAN OF CARE N172 Soo Allached

N172 08, Changes to Plan. Agency
professional staff promptly alert the
physician to any changes that suggest
a need to alter the plan of care.

This Rule is not met as evidenced by;

Refer to G164 as it relates to the failure of the
agency to ensure professional staff promptly
alerted the physiclan to any changes that
suggested a need to alter the plan of care.

N 173 03.07030.07.PLAN OF CARE N3] e

N173 07. Drugs and Treatments. Drugs
and freatments are administered by
agency staff only as ordered by the
physician. The nurse or therapist
immediately records and signs oral
orders and obtains the physician's
countersignature. Agency staff check
all medications a patient may be
taking to identify possible

ineffective side effects, the need for
laboratory monitoring of drug levels,
drug allergies, and contraindicated
medication and promptly report any
problems to the physician.

This Rule is not met as evidenced by:

Refar to G337 as it relates to the fallure of the
agency to ensure agency staff check all
medications a patient may be taking to identify
possible ineffective side effects, drug allergies,
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and contraindicated medication and promptly
report any problems to the physiclan,
N 174] 03.07031.01 CLINICAL RECORDS N 174 Soe Atlached
N174 01. Purpose. A clinical record
containing past and current findings,
in accordance with accepted
professional standards, is maintalned
for every patient recelving home
health services.
This Rule is not met as evidenced by: 4
Refer to G236 as it relates to the fallure of the
agency to ensure a clinical record was
maintalhed in accordance with accepted
prolessiohal standards for ali patients.
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G143
N 093

An occurrence report has been
submitted on patient #4 regarding care
coordination.

In a mandatory staff meeting 7/9/15
and individual counseling as needed,
the standard and LHC Policy 2.1.017
Coordination of Care was reviewed
with staff.

Process Change:
1. Aprocess Changes has been
implemented requiring all LPNs and
PTAs to confact the Case Manager
for a verbal report when a change in
slatus or symploms are identified or
reported.

Ongoing monitoring:

Beginning 8/1/15, 2 visit notes per
week for each LPN and PTA will be
revicwed for evidence of care
coordination. The review will be
conducied by the DON/TL for 8
weeks and until a greater than 94%
compliance is reached for 4
consecutive weeks.

DON is responsible for implementing
correclive action.

716/15

7/9/15

/9115




G331
N 093

Occurrence reports have been
completed on patients #2, #4, and #8.
The physician and record have been
updated to reflect the skin assessment
of patient #4 and the rectal prolapsed
diagnosis and risk of increased
bieeding for patient #8.

In a mandatory staff meeting 7/9/15
and individual connseling as needed,
the siandard and LHC policy 2.1.003
Patient Assessment, were reviewed
with staff.

Specifically:

1. Reporis of pain ontside the
established parameters inust
be communicated 1o the MD.
Any unrelieved pain or
reported pain level of 7 or
greater should be reported to
documentation of why it was
not report.

2. The requireinent is for the
case manager to perform to a
thorough cvaluation and
capture all needed
interventions to discuss with
the MD and to be reflected in
the POC. The LPN/PTA is to
contact the case manager of
issues or coordination of care
after every appropriate visit.
No one is to document “care
coordinated” in the visit note
if no communication
occurred.

7/9/15

79/15

Process Change:

1. All Oasis clinicians 1o review
assessment data and POC prior to
syncing visit.

2. DON/TL will review assessment
data and POC for accuracy.

3. DON/TL to make assessment
change recommendations to Oasis
clinician,

Monitoring:

Beginning 8/1/15, the DON/TL will review
100% of admissions from the previous week
to verify accuracy of the initial assessment,
The review will be conducted for 8 weeks
and until a greater than 94% compliance is
achieved for 4 consecutive weeks.

7/16/15




G175
N 096

Qccurrence reports have been
submitted on patient #2 and #12.
Subsequent visits to patient #12, since
survey, have deimonstrated correct
assessment, education on diabetes and
physician nofification of findings has
occurred,

In a mandatory staff meeting 7/9/15
and individual counseling as needed,
ihe standard and descriptions were
reviewed with staff. The requirement
is for the case manager to do a
thorough evaluation and capture all
needed interventions to discuss with
the MD and to be reflected in the
POC, Specifically:

1. If a wound is non healing,
include nutrition/hydration,
circulation, environment,
patient positioning etc in
your evaluations,

2. [Ifadiabetic has CBG
readings unusually high or
low, include intake,
Medication compliance,
education efc in your
evaluations,

In a mandatory staff mecting 7/16/15
Home Care Home Basc disease
inanagement problem statement
pathways education will be reviewed.
Oasis clinician and TL education on
choosing the correct Problem
statemeut pathways related to the
primary and associated diagnosis. Best
practice reference material in Mosby’s
via LHC connect will be utilized in
assessment education to be provided
to staff.

Process Change;

1. Oasis clinician will choose
the correct Home Care Hoine
Base problem statement
pathways in areas that can
impact the primary diagnosis.

2,  DON/TL to monitor each
POC for associated problemn
statement pathways and make
correction recommnendations
to the Qasis clinician,

7/16/15

7/9/15

/16/135

7/16/15

Monitoring:

1.

Beginning 8/1/15, DON/TL will
review 100% of POC weekly to
ensure correct problem stateinent
pathway recommendations are made
and included in the POC. The
review will be conducted for 8
weeks and until a greater than 94%
compliance is achicved for 4
consecutive weeks,

Beginning 8/1/15, DON/TL will
review 6 visit notes weekly for 8
weeks and until 94% compliance for
4 consecutive weeks is achieved in
docuimentation of assessinent,
documentation and physician
notification of findings outside of
disease process parameters.

DON is responsible for implementing
corrective action..




G158
N 152

An occurrence reporl has been
submitted on patients’ #2, #4, #12 for
each individual item identified in the
deficient report.

In a mandatory staff meeting 7/9/15
and individual counseling as needed,
the standard and LHC Policy 2.1.002
Paiient Assessment, Initial and
Reassessment, 2.1.007 Plan of Care,
2.1.008 Physician Orders were
reviewed with staff with the focus on
the following:

1.

All add on discipline
evaluations ar¢ to be
completed within 5 days of
referral.

All care implemented must
have a written or verbal order
before initiation.

Any orders obtained must be
complete and thorough, to
include multiple wounds sites
and site specific orders as
needed,

All orders must be
implemented as specifically
ordered.

All visit frequency must be
accomplished as ordered or
evidence of physician
notificalion of missed visit
inust be evident in the record.

Process Change:

Add on Evaluations-

1.

The DON/TL (who input the
referrals) will schedute all
add on disciplines within 5
days of referral.

If an add on evalualion is
unable to be done in the 5
days, the agency will contact
the physician and refer the
patient to another provider
who can meet the patient
needs.

T16/15

T/9/15

7/16/15

Weights not performed:

L.

Qasis clinician will document
weight parameters within the Home
Care Home Base vital sign
parameters pathway at
SOC/ROC/RECERT,

Qasis clinician to put in a point care
alert for each visit to designate that
a weight or other vital sign must be
documented.

Care without orders:

1.

Physician/TL/DON will be
contacted with any changes in
palient status.

Verbal orders will be obtained and
reduced to writing prior to delivery
of care.

Visit frequency:

1.

Missed visit notification witl be
faxed to the physician by the office
manager/assistant when scheduled
visits are unable to be comnpleted as
ordered and affect the plan of care.

Monitoring beginning 8/1/15:

1.

Evals: DON/TL will review 100%
of MSW evals to verify they have
been scheduled and performed
within 5 days, The audit will be
conducted for 3 months and until
100% compliance is achieved for 2
consecutive months.

Weekly, TL will review 3 visit
notes to verify that weights have
been perforined as ordered. The
review will be conducted for 8
weeks and until greater than 94%
compliance hias been achieved for 4
consecutive weeks.

Care witliout orders: DON/TL to
review 6 visit notes per week for
cvidence that care has not been
provided without orders. The review
will continue for 8 wecks and until
the findings are greater than 94%
compliance for 4 consecutive
weeks,

DON is responsible for implementing the
corrective action

7/16/16

/16115

7/16/15




G159
N 153

An occurrence report has been
snbmitted on patients’ #1, #2, #8, and
#11 for deficiencies identified in the
report.

In a mandatory staff meeting 7/9/15
and individual counseling as needed,
the standard and LHC policy 2.1.007
Plan of Care, 2.1.008 Physicians
Onders, and TIC NPSG #15-Oxygen
Safety were reviewed with staff with
the focus on the following:

1. All appropriate and
applicable diagnoses and
associated codes should be
included in the POC,

2. All applicable DME and
equipment should be
included in the POC in
locator 14.

3. All orders received on a
referral or ROC mnnst be
included in the POC.

4. Al Qasis clinicians have
been provided a list of
conumonly used ICD-9 codes
and will be presented a list of
the mostly commonly nsed
ICD-10 codes during the
transition.

Process Change:

1. DON/TL will review H & P,
Qasis, add ou evaluations,
and the POC to review all
possible diagnosis and DME
that may impact the POC.

2. DON/TL will make
recotmnended revisions to
the plan of care for the
clinician to approve.

7/16/15

7/9/15

7/16/15

Monitoring:

Beginning 8/1/15, DON/TL, will review
100% of plans of care and docomentation
weekly to verify that all pertinent
diagnosis(es) and Durable Medical
Equipment have been included. The review
will be conducted for 8 weeks and until a
greater than 94% compliance is achieved to
identify clinicians needing further education.
Monitoring will be ongoing.

DON is responsible for implementing the
correclive action.




Glod
N172

Occurrence reports have been
submitted on patients’ #1, and #2, and
#3. The physician has been notified of
patient #3 weight changes.

In a mandatory staff meeting 7/9/15
and individual counseling as needed,
the standard and LHC policies 2.1.002
Patient Assessment, Initial and
Reassessment, 2.1.007 Plan of Care,
2.1.008 Physicians Oxders,
2.1.011Pain Assessment, 2.1.020 Vital
Signs were reviewed with staff. The
requirements are that ongoing
nofification of patient changes will be
reporied to the physician as these
changes occur. The POC will include
individual parmineters for physician
notification.
Specifically:
1. Any weight gain/loss outside
established parameters tust
be communicated fo the MD.
Parameters should be
modified in the POC as
ordered or appropriate.
Paramcters should be flexible
to reflect the visit schedule
and applicable to the
diagnosis.
2. Reporls of pain outside the
established parameters must
be comununicated fo the MD.
Any unrelieved pain or
reported pain level of 7 or
greater should be reported or
documentation of why it was
1ot reporied.

7/16/15

/9715

Process Change:;

1. Physician ordered weight and pain
paramelers will be entered into the
Vital Sign parameter pathway in
Home Care Home Base by all Oasis
clinicians.

2. DON/TL will verify the weight and
pain parameters are entered and are
evident on the POC and in Homne
Care Homne Basc correctly.

3. Clinician wili notify the physician
when ordered VS are¢ unable to be
obtained.

Moniioring:

Beginning 8/1/15, the DON/TL will review
100% of SOC and 6 charts weekly to ensure
all paraineters are being entered and
followed and physician notification has
occurred as ordered on the POC, The review
will be conducted for 8 wecks and until a
greater than 94% compliance is achieved for
4 consecutive weeks. Random monitoring
will continue ongoing.

DON is responsible for implementing the
cofrective action

7/16/15

—




G337
N 173

Occurrence report has been done on
patients® #3, #4, #6, #8, #9, #11, and
#12, These patients have had a full
medication reconciliation compieted
and the MD has been notified of
current medications in the home.

In a mandatory staff mecting 7/9/15
and individual connseling as nceded,
the standard and LHC policies 2.1.002
Paticnt Assessinent, 2.1.007 Plan of
Care, 10,007 High Risk Medications,
10.008 Monitoring Medications and
The Joint Comnmission (TIC) NPSG
#3 Medication Management were
reviewed with staff,

Specific focus areas are:

1. Visnally inspecting
medication bottles and
comparing to the medication
list.

2. Getting copics of the MAR
(at ALFs) for comparison.

3. Looking around the home as
needed for nnlisted
medications,

4. Education of the
patient/caregiver on all types
of medications that need
reviewed i.e, eye drops,
supplements, ointinents,

Process Change;

1. The LHC Medication
questionnaire will be placed
in each patient’s adinission
folder.

2. All clinicians will review the
LHC Medication
questionnaire at each visit to
serve as a prompter and for
consistency about
medications.

7/16/15

7/9/15

/16415

3. Clinicians will request a copy of the
ALF medication list at each visit to
verify homne health agency list is
correct.

4. DON/TL to compare Hospital
Discharge medication list with the
home health agency medication list.

5. Physician to be notified by DON/TL
of discrepancies found that have not
been addressed prior by the field
¢clinician.

Monitoring:

Beginning 8/1/15, DON/TL will make 10
home visits per month o review medications
and verify that medication reconciliation is
occurring and that medications in the hoine
match the agency medication list. The review
will be conducted for 3 months and until
greater than 90% compliance is acliieved for
2 consecutive months,

DON is responsible for implementing the
correclive action,




G236
Ni174

Occurrence reports have been
submitted on patients’ #1, #3, #4, #0,
#9, #10, #11, and #12. All MDSBAR
orders have been signed by
physicians.

In a mandatory staff mecting 6/17/15
and with individual connseling as
needed, the standard and description
was reviewed with staff. The LHC
policies 2,1.008 Physicians Orders and
2.1.001 Admission Process physician
orders were reviewed. All staff
educated on the need for accuracy of
documentation in the patient record.

Process Change:

1. Effective 6/17/15, all orders
after evaluation must be
obtained verbally from the
MD or his designee before
care is initiated or visits
made. The POC nust reflect
the communication and
direction given from the MD.
All MDSBAR/written
cotmnunications with the
MD will be restricted to “for
your inforation” quality
needs.

2. Staff will review
documentation for errors
prior to syncing visits in
Home Care Home Base.

3. Staff will followvv Home Care
Hoine Base problem
statement pathways in their
routine documentation,

16/15

6/17/15

6/1115

Monitoring :

1.

Beginuing 6/17/15, the DON/TL
will review 100% of all SOC to
view that appropriate verbal orders
were obtained following the initial
evaluations, This will be completed
by viewing the documentation and
VSOC date. The review will be
condncted for 8 wecks and until
100% compliance is achieved for 4
consecutive weeks,

Beginning 8/1/15, the DON/TL will
review 6 visit notes per week to
verify accuracy of documentation,
These visil note reviews will be
conducted for 8 weeks and until
greater than 94% compliance is
achieved for 4 consecutive weeks,

DON is responsible for imnplementing
corrective action,




