IDAHO DEPARTMENT OF

'HEALTH « WELFARE

. CL."BUTCH" OTTER - Govemor i TAMARA PRISOCK—ADMINISTRATOR
RICHARD M, ARMSTRONG - Diraclor DIVISION OF LICENSING & CERTIFICATION
’ i DEBBY RANSOM, R.N., R.H.ET. — Chief
BUREAL OF FACILITY STANDARDS
3232 Elder Strest
. P.0. Box 83720
Buise, ldaho 83720-0009
PHONE: {208) 334-6626
FAX: (208) 364-1888 °
E-mall; . fsb@dhw.idaho.gov
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October 2, 2015 :

Merrilee Stevenson, Administrator
- " IdalioTloriic Health & Hospice
.. 222 Shoshone Strect East
- Twin Falls ID 83301

- RE: TIdaho Home Health & Hospice, Provider #137014

_ Pear Ms. Stevenson:

" Based on the survey completed at Idaho Home Health & Hospice, on September 18, 2015, by our staff,
we have determined the agency is out of compliance with the Medicare Home Health Agency (I-]HA)

Conditions of Participation:

~ Compliance W/ Fed, State, Local Laws (42 CFR 484.12)
Acceptance of Patients, POC, Med Suaper (42 CFR 484.18)
Skilled Nursing Services (42 CFR 484.30)

Comprehensive Assessment of Patients (42 CFR 484.55)

To part101pate as a provider of services in the Medicare Program, a HHA must meet all of the
Condmons of Participation established by the Secretary of Health and Human Services.

The deﬁc1enc1es, which caused these conditions to be unmet, substantially limit the capacity of Idaho
Home Health & Hospice, to furnish services of an adequate level or quality. The deficiencies are
described on the enclosed Statement of Deficiencies/Plan of Correction (CMS- 2567) Enclosed, also, is

.. a similar form describing State licensure deficiencies.

. You have an opportunity to make corrections of those deficiencies, which led to the finding of
- mon-compliance with the Condition of Participation referenced above by submitting a written Credible
* Allegation of Compliance/Plan of Correction.
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An acceptable Plan of Correction contains the following elements:

Action that will be taken to correct each specific deficiency cited;
Description of how the actions will improve the processes that led to the deficiency cited;

o ' The plan must include the procedure for melementmg the acceptabie plan of correction for
each deficiency cited;

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

e Monitoring and fracking procedures to ensure the PoC is effective in bringing the home health
agency into compliance, and that the home health agency remains in compliance with the
regulatory requirements;

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

- of correction; and
e The adminisirator’s 31gnature and the date signed, on page 1 of both the state and federal 2567

forms,

Please complete your Allegation of Compliance/Plan of Correction and submit it to this office by
October 14, 2015. It is recommended your Credible Allegation of Correction for each Condition of
Participation and related standard level deficiencies show compliance on or about November 2, 2015,
45 days from survey exit. We may accept the Credible Allegation of Compliance/Plan of Correction
and presume compliance until a revisit survey verifies compliance.

Please note, all references to regulatory requirements contained in this letter are found in Title 42, Code
of Federal Regulations.

Consistent with the provisions of 42 CFR 488, Alternative Sanctions for Home Health Agencies, the
following remedies will be recommended to the Centers for Medicare/Medicaid (CMS) Region X

Office:

o Termination effective March 18, 2016 (6 months from the survey exit date) if compliance with
all Conditions of Participation is not achieved, [42 CFR 488.865]
s Civil Monetary Penalty [42 CFR 488.820(b)]

Please be aware, this notice does not constitute formal notice of imposition of alternative
sanctions or termination of your provider agreement. Should CMS determine that termination
or any other remedy is warranted, they will provide you with a separate formal writien notice of
that determination.

If the revisit survey of the agency finds one or more of same Conditions of Participation out of
compliance, CMS may choose to revise sanctions imposed.

fn accordance with 42 CFR 488.745,you have one opportunity to question the deficiencies that resulted
in the Conditions of Participation being found out of compliance through an informal dispute resolution
(IDR) process. To be given such an opportunity, you are required to send your written request and all
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required information as directed in the attached document. This request must be received by October
14, 2015, If your request for IDR is received after October 14, 2015 , the request will not be granted.
An incomplete IDR process will not delay the effective date of any enforcement action. If the agency
wants the IDR panel to consider additional evidence, the evidence and six (6) copies of the evidence
must be received 15 calendar days before the TDR meeting (Refer to page 6 of the attached IDR
Guidelines). '

We urge you to begin correction immediately. :

If you have any questions regarding this letter or the enclosed reports, please contact me at (208)
334-6626, option 4. ' '

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

SC/pmt

Enclosures

ec: Debra Ransom, R.N., R.H.L.T., Bureau Chief
Marie Yamada, CMS Region X Office
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A recerlification survey was completed at ldaho
Home Health and Hospice 9/14/15 though
91815, immediate jeopardy to patients' health
and safety was Identified during the survey (refer
to G121). The Immediate joopardy was abated
priog fo the survey exit conference.

The surveyors conducting the recerlification were:

Nancy Bax RN, BSN, HFS Team Lead
Demnis Kelly, RN, BSN, HFS
Laura Thompson, RN, BSN, HFS

Acronyms used In this report include:

ABD - large gatize pad

ADL - Activitles of Dafly Living

ALF - Assisted Living Facllity

AMD ~ Antimicrobia) Dressing

Bid - 2 times a day

BP - Bload Pressure

CHF - Congestive Heart Failure

CiKD - Chronic Kidney Disease

¢in - cenlimetars

GOPD - Chronic Obstructive Pulmonary Disease
CPAP - Gontinuous Posltive Airway Pressure
DM - Dlabetes Mellifus

DME - Durable Madical Equipment

- EMR - Electronic Medical Record

GERD - Gastro Esophageai Reflux Disorder
HHA - Home Health Alde

HTN - Hypertenision

M - Intravenpus

lpm - liters per minute -

LPN - Licensed Practical Nurse

tng - miligrams

‘mgldt - mifligrams per declliter

k?RATORY DIRECTOR'S OR PROVI SUPPLIER REPRESENTATIVE'S SIGNATHURE TITLE - - {X6). DAYE

/_)ML.&J < 448 st NPl ,Dmt/ /ﬁ/é///;,
m' defl clerg staterment endyf@ with an asterisk {*) denoles a deficlency which the instifution hay e excuaed from correcling providing it is delermined that
ather safeguards provide sufficlent protection to the patients. {See Instiuctions.) Except for nursing homes, the fiidings stated above are disclosable 90 days
fotlowing the dale of survey whather or not a plan of correction Is provided. For nursing hemgs, the above findings and plans of correction are disclosable 14
days followiing the dlale thesa documants are made avallable fo the faclily. )f deflclencies are cited, an approvad pian of carrection is requisiie o cominuod
program pailicipation, .
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PREFIX
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PREFIX
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COMPLETION
IATE DATE

G 00

G117

Confinued From page 1

mmvhg - millimeters of mercury

MSW - Masters of Soclal Wark

NC - Masal.Cannula

NPWT - Negative Pressure Wound Therapy
NT - Mutritfonal Therapy

OASIS - Oufcarne and Assessment information
Set

OT - Occupational Tharapy

PICC - Peripherally Inserted Central Catheter
POC - Plan of Care '
pbrn - as neaded

Pt - Patlent

PT - Physical Therapy

PTANR - Protimefintermational Ratlo

PVD - Peripheral Vascular Disease

RN - Registered Nurse

SN - Skilled Nursing

S0C - Slart of Care

ST - Speech Therapy

UT} - Urinary Tract infection

VAG - Vacuum Assisted Closure -

WOGN - Wound Oslomy Continence Murse
484,12 COMPLIANCE W/ FED, STATE, LOCAL
LAWS '

This CONDITION is nat met as evidenced by:
Based on observation, review of medical records
and agency policies and procsdures, and staff
and patient interview, it was determined the
agency falled to ensure staff complied with
accepted standards of practice related to -
infection contre! and wound care. The cumulative
effect of these systemic negativeé practices
rasulted in the fallure of the agency to provide
safe and effective wound care to protect patients

G G060

Referto G124

G117

FORM CM3-2567(02-99) Previous Verslons Obsolete

EventID:3F00H
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paraplegla and spinal cord injury. He received
SN services, His record, Including the POCs, for
the cerlification perlods 417/15 o 6/15/15,
611616 o 8/14/15, and 81586 {o 10/13/18, was

100% of RNz and LFN2 wore educated and obsenved o bag techaiqua
fand propar hang fyginne hy OON or desgnee

r_CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIFLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
137014 B. WiNG — 09/18/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2P CODE
222 SHOSHONE STREET EAST
DAHO TH & HOSPIC
IDAHO HOME HEALTH fg‘ PICE TWIN FALLS, 1D 83301 ]
) 1D  SUMMARY STATEMEHT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION o5
BREFIX (EAGH DEFICIENCY MUST BE PRECERED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULE BE COMPLETION
TAG REGULATORY OR 1L.SG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO T\}:I)E APPROPRIATE DATE
DEFICIENG
G 117 | Continued From page 2 G117
from wound infections, This resulted in serfous
and immediate threat fo the heaith and safety of 2
patients. Findings include:
Refer to G121 as i relatas to the agency's failure
to follow accepied standards of practice far
wound care. This failure placed Patlent #2 and
_{ Patlent #4 in immediate jeopardy of serlous harm,
fimpairment or death.
G 1211 484.12(c) COMPILIANCE W/ ACCEPTED G 112] An oocumence ieport vras entered tnlo he onfine systam for patlent | 217415
PROFESSIONAL STD Pyt o s oried a s deicien pechic.
;’hgsk:‘i:’: for p}::geni #2 conlacted and new wound care erders obia’ ned ST
atient 4 no &5 0N BArYICO S,
. . Chnidan (LPN)idantified in deficient practica
The HHAand its stalf nust comply with accepted i oo ool s remciod om o] O
profassional standards and principles that apply Infocton Conlrol courss o LHC Coanoct with patsing cate of §0% by |
to professionals furnishing services in an HHA. SHFIE. It addibon, dinleian v be required to camglata education by
WOCN which vt indlude revievr of wound cae basice, wound care
- p;odudsr.‘v.wnd care eassing changes, and Ifection contod MSASUIES
when performing wound care, Clinidan vi?l be ohsenved by DON of
This STANDARD is not met as evidenced by: et co-ils X310 ensura wound oa s baing prurided s
Based o observation, review of medical records VGCN gior to amn;slem;iﬁﬁfﬂ.’h’ii‘llil'fﬂ f;:‘.';’i:;‘,’,ie";;m
and agency policies and procedures, and patient onyuing a5 per monitating ndlcated belo, .
and staff Interview, it was determined the agency
falled 1o ensuire staff complied with accepted
, . N 100% LPNs snd RNs w fred’ 10215
standards of pragtice related to infection control course o 31: LHG ;}i"eéi‘i‘;'éiﬁ ‘f:mw:ﬁaam l:xf: C&T C(:m?;
and wound care for 2 of 2 patlonts (2 and #4) o belter. Any dlinicien that did not complete educam;'sor; i’;ﬂfﬁﬂ‘i
whose wound care was observed. This fallure pamuim.of S0% a2 femoied iom prviding st und uther
placed Patlent#2 and Patlent #4 in immediate WOCN educated 100% of LPs and RiNs on the following: wound care | 1042716
jeapardy of serious harm, impairment or death; :ﬁg{:m: wa:dwoduds, dressing tharges, and lafeckon conlrct
and created the palential to Introduce or facilitate | ) " perlorming dressing chengss.
the spread of infectlon In other patients, resuling ;am afﬂ\gnound cara patiants viere identificd fn each bianch and an BI25/15
H 5 PR D - servalion visit vas conducted by DON/dosi to vars
in serious negative oufcomes. Findings include: orklnd e olon aoeemns e m;ﬂ;;;:::;g;:u;:d cats
. utifzad, and‘infecﬁan control measures implemented per standards of
1. Patlent #2 was a 59 year old male adimitted to ;:-aﬁﬁlf*?anfdwﬂed ta b daficlent In peactice wil be remuoved
the agency on 4/17/15, for services refated to 4 dorsonsiratod, ) sty ficries educalion, compateacy
e . B o rvation visils made x 3 vith 100%
prassure ulcers. Additional diagnoses included feompliance.
w215
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igﬂ.& of RNs and LPNs were educated on Home Cara Home Base 16216
. CHB} Py ord by DON. 8
G 121 ] Continued From page 3 B 125 focatonsi e revieas o oy e apereltio  cach

reviewed.

The agency's pollcy 2.2.001, revised 9/01/14,
fitled Wound Assessment, Docymentation, ahd
Photography, stated "Upon initial visit-and
subsequently as indlcated below, all wounds will
he nssessad with appropriate documentation
within the medical record. Wound Locatlan and
Description 1D Tools are initiated on all patienls
with wounds at the time of admit or upon
developtment of a wound."

a. Patlent #2’s record included a SOC
comprehensive assessment completed on
4/17/15, and signed by his RN Case Manager.
The assessment included a section to document
pressure ulcers. itincluded:

- "CURRENT NUMBER OF UNHEALED
PRESSURE ULGERS AT STAGE Ili: FULL
TBICKNESS TISSUE LOSS." The assessiment
staled Patient #2 had 2 Stage Ml pressure ulcers,

- "GURRENT NUMBER OF UNHEALED
PRESSURE ULCERS AT STAGE iV: FULL
THICKNESS TISSUE LOSS WITH VISIBLE
BONE, TENDON OR MUSCLE™ The :
assessment stated Patient #2 had 2 Stage v
pressure ulcers.

The SOC assessment staied Patient#2 had 2
Stage il and 2 Stage IV pressuro ulcers. [t did
hot include the location or a description of the
pressure ulcers, but statad "SEE WOUND

Planager wi) be responsitle {o roviaw s6ppes in sach branch ubFzing
ine PAR forr morthly ta ansura preper supoly availablity

Tha LHG Integration Team prorided education 1o 100% of RNs and 1weH6
N LPNs oa the folkoeing: .

g correci documenlation of vepinds within the HCHB system
lnlegumen!ary Command Genler {ICC)

Tesm Leadar (TL) review process to ensue conyistency of
duwmenlaboﬂ wiihin assessment to subsequent visits, compinlencss of
wound documantation, accuracy of wound documentation, snd srders
;zlplemented appropriately

care coordination ameny d'-sdp‘neslnvohed in patient's
areg ard physician

O0NKssignee to educale 51 stalf on the folloving politles snd 1oi16
procedures:

' 2.1.007 Pan of Cara

+ 2.1.008 Physiclans Orders
. 2.1.017 Cootdination of Gate From Adml Thiough
Dischaige

. 8.004 Hand Hyglene

3 8.005 Slandard Precautions

. |he folleaing process changos wil bo imglemented la pravent recurrencel 10119445
pf lhe defident practice:

Al vound cara orders vill ba redswved wilh TL prior to care
i & to verify most cument order.

Al supplies W ba vetified upon anlering home prior lo
mitiakion of visit. Chnidans v erder suppties vithin HGHB syatem and
1 be shipped directly to patient or agoency (in sttualions vitwre home
tetivery nol praclical),

Allweourds Wil be entered In to the 1CC,

Any changes In patienl's condition vl be varbally
rommunteated to he TL with documentation to support appropiate foljor
p,

TL 2| perform he review pr'mess of reviewing A cinldlan
oles per woek per ¢finiofan to ensure cate peitormod es odered and
rara coofdination oocurmed whan warranted.

Begianng 105216, DON/Gashinee vwilf observe § wound \.-isd pef
diiniGan (AN and LPN) perweek (o ansura care is performad as ordered
by physician and slandards of cara Imglemented, The observation visits
WAl bo conductad unll J00% compliance achiaved x 4 consecutive
QLN

Poginning 10/12716, DOMN/des'gnes wil complels a rocord review of 3
round carg notes per dinfefan {RN and LPN) per weok o varfy
pecumentation of care prorided fs consistant with woumd care orfers and
nfection Confrol measusas documented approprintely. The review wil
Eontnug x 8 weaks end unbt 100% comp"ance achisved x4 consecutive

ASSESSMENT TOOL.! ks,
The DON [z responsibls for Implementing the plan of correction. Data of compiatior]
Patient #2's record included a "Wound faseris
Assessment Too! Report” that doctimanted ]
wound assesstnents from 4/1715 to 8114115,
FORM CMS-2567(02-99} Previous Versions Obsclele Event ID:3F001 Faclity I0: OASU01260 If continuation sheet Page 4 of 166
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121 Cohtinued From page 4 G4AN

‘wound were documented on 4/27/16, 10 days

when a new wound assessment {ool was
implemented. The reporf documented 4 wounds.
However, It was incomplete and/or did not mateh
the SOC assessment, as follows:

I The report documented a Stage il pressure
ulcer on Patient #2's rght hip. The éntry on the
SQC date 4/17/15, did not include wounc
assessment or measurements of the right hip
wound.

The first assessment of his right hip wound was
documeanted on the wound report on 4/20/15.
The wound was describad as a pressure ulcer,
stage 1, and stated the wound bed was a "3."
The wound report legend descilbed a 3" as "Full
thickness skin loss involving damage or necrosis
of 8Q [subcutaneous] lisstie; may extand down to
but not through tinderlying fascia; &/ar mixed
parilal or full-thickness &/or tissue layers,
ohscured by grandation tissue” The report
docurnentad undermining of less than 2 cm, and
a scant amount of serosanguineous drainage.

The first measurements of Patient #2's right hip

after Patieni#2's SOC. The measurements were
6 om long by'12 cm wide by 0.5 cm deep,

{i. The report dogumented a Stage IV pressure
ulcer an Patlent #2's scrotum. The entry on the
SQC date 4417715, did not include wound
assassmant or measurements of the scrotal
wound.

The first assessment of Patient #2's scrotal
wound was documented on the wotind raport on
4420f15. The wound was described as a

pressure ulcer, Stage IV, and stated the wound

FORM CMS.-2567{02-99) Previoys Versions Obseluie

Fvont 10;3F004H
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PROVIDER'S PLAN OF CORRECTION

The first meastrements of Patient #2's coceyx

-the wound report on 8/15/14. The wound was

bed was also a "3" The report documented
yndermining of ess than 2 cm, and a scant
amount of serosanguineous dralnage.

The first measurements of Patisnt #2's scrotal
wolind were documented on 4/27/15, 10 days
after Palient #2's SOC. The measuremenis were
6.5 cm long by 3 cm wide by 3.2 ¢m deep.

iiil. The report documented a Stage lil pressure
ulcer on the coccyx. However, the first entry on
fthe wotind report for the coscyx wolind was dated
5127115, 40 days after Patient #2's SOC. No
assessment or measurement of the wound was
documented at the SOC.

The first assegsment of Pallent ##2's cocoyx
wound was documented on the wound report on
5/27M15, The wound was described as a
preasure ulcer, Stage N, and stated the wound
hed was also a "3." The report documented no
undermining, and a small amount of drainage.

wound were documented on 527/15. The
measurements wers 5.5 om long by 8.5 ¢in wide
by 0.1 cm deep.

iv. The report documenled a Stage Il pressure
ulcar on the tight heel, However, the first entry on
the wound report for the heel wound was dated
6115115, 63 days affer Patient #2's SOC, No
assessment or measurement of e wound was
documented af the SOC,

The first measurement and assessment of
Patient #2's right hesl wound was documented on

described as a pressure ulcer, Stagé Il. The

(X410 SUMMARY STATEMENT OF DEFICIENGIES n . %8}
PREFIX (EACH DEFIGIENCY MUST DE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO 'THE APPROPRIATE DATE:
DEFICIENGY)
G121 Continued From page § G 121
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1

PREFIX
_TAG

G} D .

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST DE PRECEDED BY FULL
REGULATGRY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
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PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROTR
DEFICIENGY)

IATE DAYE

G 121

“nat specify the type of solution to be used to
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wound bed was tiot describad. The
measurerments were 1.6 ¢m lohg by 0.3 ¢m wide
by 0.2 cm deep.

An assessment of Pafient #2's right heel wound
was documented on the wound report on 6/22/15.
If described the wound bed as a *3."

Patient #2's 80OC assessiment compleled on
417115, documented 2 Stage 1l and 2 Stage IV
prassure ulcers. However, his “Wotind '
Assessment Tool Reporl” documemed 1 Stage il
and 1 Stage IV pressure ulcer on 4/17/16. An
additional Stage lil pressure ulcer was
documented on 527715, An additional Stage i}
pressure ujcer was documented on 6/15/15. The
status of Patlont #2's pressiire ulcers at the time
of his admission was not documented.

b. Patient#2's POC for the certification periad
4H7H5 to 81515, iIncluded an order for SN visiis
3 times a waek for 8 weeks, Additionafly, Il
included the following wound care orders “Three
limes weeklyand [slc] hip and scrotum and
weaekly on heel and coceyx and weakly right lower
heel and cocayx may apply skin prep or barrier
cream to peri-wound pm. Apply doraderm [sic]
dressinglfoam hydrofiber and secure with tape
and or tegaderm. Apply 4x4 saturated with
solutlon to the coceyx and scrotum teh [sic) cover
with abd Jlarge gauze pad] and secure In place
with tape.”

The order was unclear, Itincluded wound care to
5 wounds (hip, scrotum, caceyx, heel and right
lower hesl), However, only 4 wounds were
dooumented in Patlent #1°s racord. The order did

saturate the 4x4 drassings. Additionally, the

G 21l
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wound care oider fo the caccyx wound was not
clear. The order stated to apply Duoderm (an
occlusive dressing) to the coceyx, and also stated
ta apply a 4x4 saturated with solution, cover with
a gauze pad and secuwre in place with tape.

¢. Patient #2's record included a note dated
472915, and slgned by a cerlified WOCN (Wound
Ostomy and Confinence Nursa), Tha nofe stated
the WQCN evaluated Patlent #2. Her findings
and recommendatlons included the following:

I. The WOGN note stated “The arders are for
Acetic acld and gauze to be changed dafly. Since
the agency cannot go out dally to change the
dressings, and the patient does not have any abie
wiiling caregiver and is unable to change the
dressing himself the dressings are only changed
3 times a week. Thisis a problem with the
existing orders as gauze needs to he changed
daily or it will colonize with bacteria. A better
cholee of lreafment if fhe physician s insisting on
gauze is to use AMD gauze which is treated with
an antimicrobiat agent and can be left on for up to
72 howrs..M the physician is agreeable to
changing lhe wound care orders, depending on
{he culture you can pack the wound with elther an
alginate or a sliver alginate (if infecied} and cover
with a foam,"

Wound Care Essentials Practice Principles, 2nd
edlition, 2008, published by Lipplncaft, Willlams
and Wilkers, states "Even if molstened with
saline, gauze doesn’t create an optimal moist
healing environment. Gauze impedes healing,
Increases the risk of infection, requires numerous
dressing changes, and is a substandard of

G121
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. | bladder drainags, and-a colostomy. He stated he

1. Tha WOCN nole stated "A tnore thorough
cleaning of the wotind needs to be done. The
scrotal ulcer has lots of wrinkles and crevices
where hacteria can hide. Suggest using a syiinge
and aggressively irrigating the area with the
dressing changes.”

Patient #2's record included a physician order
request dated 5/06/16, and signed by the RN
Branch Manager. The request included the
WOCN's evaluation and recommendations, and
stated "May we implement her recomimandalions,
obiain a wound cullure with full set of labs fo
evaluate nutrition, change drassing to a wet/dry
with an antimicrobial gauze from daily to three
limes a weok...?" The otder raguest did not
inctude Irrigation of Patient #2's wounds as
recommended by the WOCN. The order requast
was signed by Patient #2's physician on &/06/15.

Patient #2's record Ihcluded POCs for tha
cerlification petlods 6/16M5 to 8/14/15, and
8/15/15 to 10/13/15. Bath POCs included orders
fo apply 4x4 antimicroblat dressings io his right
hip and scrotal wounds. The orders did not
specify wel/dry dressings and did not Include
irrigation of the wotinds as recommended by the
WOCN.

Avisit was made o Patient #2's home on 9/16/15
at 11:00 AM, to ohserve an SN visit, Patlent#2
was a paraplaglc who used a wheelchair for
ambulation. He had a suprapubic catheter for

cared for hoth Independently. He lived aloneina
mobile home, and had no outside assislance with
housakeeping. Palient ##2 stated he had a
handicapped accessable van, was able to drive,

and did hia own grocery shopping.
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gauze was noted.

Upan arrival to the home, Patient #2 was in his
wheeldhair. The RN completed vital signs and
asked him to lay in his bed for his wound care,
Patient #2 transferred himself to his bed and
rolled to his lell slde. His fleece pants were hoted
to ba saturated with dralnage from his wotthds.

A foul odor was noted.

The RN Gase Manager donned gloves and
removed saturated dressings from Pafiant ##2's
right hip and coceyx, After changing gloves, he
used wound cleanser and gauze to clean the
wounds. The RN Case Manager was hoted fo
apply several plaln 4x4 gauze dressings to 1
wound on Patient #2's right hip, He used ane
plain 4x4 gauze dressing to pack the undermining
of the ofher hip wound, then covered it with
several plain 4x4 gauze dressings. He then used
1 plain 4x4 gaure dressing to pack Pafient #2's
scrotal wound, and covered-it with several plain
44 gauze dressings.  He covered the 3 wolinds
with an ABD pad. After the drassings were
secured with tape, the RN Case Manager
assisted Patient #2 fo pull up his pants that were
saturated with wound drainage. He did hot offer.
to assist Patient #2 o change his pants. The RN
Gase Manager removed the dressing from
Patient #2's tight heed, cleansed the wound with
wound cleanser and gauze, then applied a plain
gauze 4x4 dressing and secured i with 1ape.
After the dressing changes were completed,
Patlent #2 transferred hack 1o his wheelchair,

Wound care supplles were observed in Patient
#2's hedroom, inciuding plain 4x4 gauzo, wound
cleanserand tape, However, no aptimicrobial
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"During an interview followlng the SN visi, on

-| covered with plain gauze every Monday,

_healing had staghated and he wanted to see what

Continued From page 10

9/16/18 at 12;10 PM, the RN Case Manager
stated he used the antimicroblal gauze for a
while, but it got loo expensive so he went back to
using plain gauze,

During an interview on 9118/15 at 3:15 PM, the
RN Branch Manager provided Invoices for
antimicrobial gauze orderad for Patient #2. The
invoices documented antimleroblal gauze was
ordered for Patien{ #2 on 5/07/15, and 6/05M16,
The RN Branch Manager confirmed no
antimicrobial gauze was ordered for Patient #2
after 6705/15. She stated the anfimicroblat gauze
was not gvallable from the agency's vendor and
had to be ortlered from another supplier. She
stated tha RN Case Manager was to let her know
when he needed an additional supply of the
galze. The RN Branch Manager confirmed
Patient #2's wound care order was for
antimicrobial gauze, Additionally, she confirmed
his wounds were currently being packed and/for

Wednesday and Friday,

During an Interview on 9/417/15 at 9:50 AM, the
RN Gase Manager reviewad Pationt #2's record
and conflrmed his wound care order for
antimicrobial gauze was not being followed. He
estimated he ran out of antimicrobial gauze
around the middle of August, at the time of
Patlent #2's most recent racertification, He stated
he talked to the RN Branch Manager about
ordering more antimicrabial gauze, and stated it
was expensive, Additionally, he stated the wound

wouid happen if he went back to plain gauze,

instead of the antimicrobial gauze, The RN Case |

Manager confirmed he had not irgated Patient

G121
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#2's wounds as advised by the WOCN.

Patient #2's SOG comprehensive assessment
compleied on 417115, documented 2 stage i}
pressure ulcers and 2 stage 1V pressure ulcers,

Patient #2's record Included a "Wound Record
Report” dated 9/14/15, and signed by the RN
Case Managet. The report documented 3 stage
IV and 1 stage lil pressure uicer, indicaiing a
decling in the status of his wounds.

ili, The WOGN note stated “Due to the length of
time that the wounds have been open, | would
request a cuiture of the area, Depending on the
results of the culture, a betler decision can be
made about the dressings that can be used for
frealment.”

Patlent #2’s recaord included results of wound
outtures from his hip and scrotal wounds, The
cultures were collected on 6/Q8/16, 9 days after
the WOCN requestad the cultures. The resulls
showad moderate growth of greater than 3 .
organisms. However, there was no
documentation stating the results of the culture
werg shared with Palient #2%s physician or the
WOCN.

During an intarview on 8/16/16 at 2:20 PM, the
RN Branch Manager confirmed the wound cuifure
results were not sent to Patient #2's physician or
the WOGCN. She confirmed there was no
documantation of a conversation with his
physiclan or WOGN regarding the culture resuits,
or implementation of new wound care orders
basad on the culiure results.

iv. The WOGN note stated "The decubiti
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Jpressure ukcer] over the right hip is caused by
pressure from sliling. The Roho {a pressure
refieving cushion comprised of soft, flexihle,
interconnecied air cells] that the patient is using Is
not relieving the pressura, I appaears to be
deflating with a small amount of pressure and the
patient is boltoming out onto a metal hase on the
wheelchalr, The Roho needs to be assessad and
aither replaced or repaired so that {he patient
does not have any further pressure causing the
uicer to be apen®

Palient #2's record did not include documentation
stating his Roho cushion was repaired or
replaced. Additionatly, there was ho
dozumentation stating he was educated
regarding the importance of pressure refief for
wound healing.

During an Interview on 9M6/456 at 2:20 PM, the
RN Branch Manager stated Patient #2 refused an
CT visit to evaluate for a new pressure relieving
sushion, and slatad he was nof able to pay tha
10-20% co-pay necessary lo purchase a new
cushion. The RN Branch Manager confirmed no
additional measures were implemented to obtain
a naw cushion of to educate Patient #2 regarding
the Imiportance of pressure retief for wound
healing.

During an interview on 9M7/15 at 9:50 AM, the
RN Case Manager stated a medical supply
company was contacted by the agenocy to
evaluate Patient #2 for a hew Roho cushion, He
confirmed Patient #2 did not recelve a hew
cushion. Additionally, he confirmed no additional
meastre ware laken fo assist Patient #2 to oblain
a new cushion, or to educats him regarding the

irportance of pressure relief to assist in wound

G121
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healing.

Patlent #2 was admiifed to home health services
on 4/17/15, far wound care to 4 presstire ulcers.
He was evaluated by.a wound care speclalist,
who was a certifled WOCN. The WOCN stated
the plain gauze used in his wound care placed
him at risk for wound infeciion due to potential
colonization of bacleria. She recommended
changes in his wound care protocol, including
antimicroblat gauze and wound irrigation, to
deaorease the risk of infection. Additlonally, she
recommended wound cultures and a new cushion
for his wheelchair to decrease pressure and allow
for wound healing.

The agency obtained physician orders for
antimicrobiat gauze. However, failed to obtain
orders to irrigate Patient #2's wounds.
Approximately 3 months after Pafient #2's
evaluafion by the wound specialist, the agency
unitaterally made a decision to stop using the
antimicrobial gauzé. Patlent #2's wounds were
then packed with plain gauze, which the wound
specialist identified as a risk for infoction due to
colonization of bacteria. The agency obtained a
culture of Patlent #2's wounds. However, they did
not share the results with his physician or the -
wouind specialist, lo determitie if additional
measures were necessaty to address a current
infection, or the risk of Infection. Addifionally, the
agency did not take measures to assist Patient #2
in obtaining a pressure relieving cushion for his
wheelchair,

Patient #2 was admiited to the agency w{th
extensive, severe wounds. His inftial
assessment, including the status of his wounds at

the Hime of admission, and wound care orders,
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were noi clearly docurnented, The
recommendations of the wound speclalist were
not implemented andfor sustainsd. The
combination of these lapses In care placed
Palient#2 in immedlate jeopardy of sarious harm
or death duye to wound infection,

2. Patient #4 was an 88 year old female admilted
to the agency on 3/16/15, for care relatad to a
pressure uicer, Additional diagnoses includsd
essential hyperfenslon, peripherat vascular
disease and urinary incontinence. She recefved
SN services. Her recard, inchiding the POCs, for
the carlification periads 7/14715 to 911115, and
8112115 to 11710115, were reviewed.

Patient #4's record inciuded a Wound
Assessment Tool Report that included
measuraments of two wounds as follows:

~ Wound #1 was documented by the RN on
9/09/18, as a stage 1 pressure ulcer and
imeasured 3 ¢in in length by 2 o in width by 3
G deep with undermining and serosanguingous
drainage.

- Wound #2 was documentzd by the RN on
9/09/18, as a surgical Incislon and measured 3
om in length by 2.8 cm in width by 0.2 om ih depth
with undermining and serosanguineous drainage.,

Patlent #4's POC wound care orders dated,
9/42115, stated "skilled nurse o cleanse wound
with wound wash and gauze [sic] prepara
periwound area with skin prep. Fill entire cavily
with black VAC foam, in funnafledfmndérmined
areas apply black VAC foar, cover with
transparent drape and apply tubing. Apply

| negative presstre device jwound VAC] at 125

G121
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mim/hy continuous, dressing fo be changed every
Mon Wed and Fti, May use the following protocal
as an alternate dressing as needed for periwound
maceration/breakdown, pump falluce or other
complications saturated gauze cover with ABD
and secure with tape, Instrict pafient/caregiver
on troublashooling technidques and canister
changes; Instruct on signsfsymptoms of wound
infection.”

The website of the manufaciurer of the negative
pressure wotind therapy (NPWT) device was
accessed 9723715, It stated the use of a wound
VAC was a therapeutic lechnlque using a vacuum
dressing to promote healing and reducing
infections in chronic wounds.

During an intorview with the LPN on 9/1615 at
2:35 PM, she stated that training in use of the
NPWT device was provided by the manufacturer
of the device, The NPWT manufaciurer's
website, accessed 9/21/15, confaihed cautions o
avoid cross contamination of wound{s} with .
surfaces that may contaln pathogens that inhibit
waolind healing or introduce infeciion(s) to the
wound,

The Journal of the American Medical Assoclation
website was accessad an 9/21H16. it listed
complications of wound Infections, inchuding the
following:

- Death of surrounding tissue, including muscle,
connective tissue, or bones,

- Spread of the Infection to the bloodstream,
involving other organs

- Saplic shock, a critical fliness involving the
whole hody, which may requite intensive care and
life support and lead to multiple organ fallure or
death
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An agency policy number 6,012 {itled "Standards
for Nursing Gare and Practice (LVN/LPN), dated
6/01/06 and revised 9/01/14, was reviewed. 1t
stated "the LPN/LVN shall implement measures
to prevent exposure to infectious pathogens and
communicahla diseases." Tho policy also staied
“tha LPN/LVN shall collaborate with members of
the health care team in the Interest of the client's
heazlth care”

Patient #4's SOGC QASIS Admission note, dated
3/16115, listed functional documentalion as
follows:

- "Decreased Slrength”

- *Someone must assist the patient to groom self™
- *Someone must help the patient put on upper
hady clothing”

-"Someone rust help patient put on
undergarments, slacks, socks or nylons, and
shoes”

-"Requires presance of another person
throughout the hatnh for assistance or supervision®
- *"Unable to getto and from the toilel’

- "Someone must help the patient to maintain
tolieling hyglene andfor adjust clothing”

- Unable to prepare light meals on a regular basis
due to physical, cognitive, or mental imitations”

Patient #4's SOGC QASIS Assessment note, dated
3/16/15, Included a Braden Risk Assessment (a
standardized tooi for predicting pressure sore
risks) that was scored at 16 (at risk). Braden
Risk Assassment questions responses-were &s
follows:

- "Responds to verbal commands but cannot
always communicata discomfort or need to be

turned, or has some sensary impairment which
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limits ability to fee} pain or discomfortin 1 or 2
exiremities"

- "Skin is ocoaslonally moist, reguiring an extra
linen change approximately once a day”

- "Spends malority of day i bed or chair

- "Rarely eats a complete moal and generally eats
anly about 1/2 of any food offerad”

- "Moves feehly or requires mininum assistance.
During & move skin probably slides to some
extent against the sheets .."

Avisit was made to Patient #4's home on 9/16/156
beginning at 1:00 PM.

Patient #4 lived in a small apartment with her son.
Shewas in bed In a back badroom with her pet
dog in.her bed. She gppeared weak as
evidenced by daﬁlculty in turning in her bed. She
used a side table and a rolling walker next to her
hed to assist her to turn and exhibited faclal
grimacing as she moved. Patient #4 was
observed using a walker to ambutale to her
kitchen. She was unsteady with a shuffling gait
and moved slowly, Patient#4 exhibited gaunt
faclal feaiures,

Her floor Included a throw rug beside her bed.
which folded under her fest as she walked.
Patlent #4 was unable to bend over {0 stralghten
the rug and asked the LPN to stralghten it for her.
She was noted to use a hedside phone to
commminicate with her son who was on a couch in
the next room. -

There were signs of a fire In her Kitchen as
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evidenced by scorch matks to her stove, walls
and microwave. Patien{#4 staled it bad occurred
a day or so héfore,

The LPN was ohserved perfoiming wound care
on 8/16M6.

a. The fallowing Infection control breaches were
observed during the visit.

. Patient #4 informed the LPN the wound vac
devica had been leaking. Her pants, brief and
disposable underpad were visibly wel where the
device had lost the seal necessary to create a
vacuum and wound dralnage had ieaked out,
The LPN asked Patient #4 to stand, lower her
pants and brief and retum to the bed. The LPN
did not rernove or replace the wet disposable
underpad and the patient Jaid down on the softed
pad, as instructed by the LPN,

. The LPN instructed Patient #4 to rolf on her
right side, donned gloves, removed the wound
dressings and discarded them. She irrigated the
two wounds with normal saline and started fo -
prepare new dressings. Patient #4 rolled on fo
her back and her two open wotnds came into
contact with the solled disposabie undetpad. The
LPN did not clean the wounds and aréa
surrounding the wounds after they cames in
canlact with the soiled disposabie underpad.

iil, The LPN donned new gloves, opehed a
wound VAG dressing kit and set it directly an
Patlent #4's bed. Parl of the kit was on the bed
and part was on the soiled disposable underpad.
The LPN removed drape material and foam
malerial from the kit and timmed the items to fit

the wound area. She Jald the iteyns down on the

Gi21
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kit packaging with paris of the foam in contact
with the patienl's sheets and part in contact with
the solled disposable underpad,

iv. The LPN removed-wound prep pads from her
nursing bag and taid them on the bed,
contaminating the outside of the prep pad
packages. She used her gloved hands to pick up
the contaminated prep pad packagss,
contarminating ber gloves. She romaved the prep
pads with contaminated gloves, contaminating
the prep pads. She used the contaminated prep
pads to wipe the area immediately surrounding
each wound.

v, The LPN asked Patienl#4 If she had another
disposable underpad. She replisd there may be -
another but she was not sure. She stated they
are expensive so she could not buy too many.
She instructed the LPN to look around, The LPN
located Patient #4's disposable underpad next to
hoxes on lhe floor and placed it on top of the
solled disposable underpad, The LPN did not
remove the solled undetpad.

vi. The LPN did not change or offer to assist
Patlent#4 to change her wet pants or wet brief
after wound care was completed. She told
Patient #4 she was finished with wound care and
requested Patient i to accorapany her fo the
kitchen to review medications, Palient#4
exhibited difficully standing independently and
used furniture and a roliing walker to provide
assistance to siand. She exhiblted faclal
grimacing as she stood, She extended her right
hand 1o a side table lo steady herself as she used
her left hand to pull up her wet brisf and wet
pants. Shen then extended herlefthand o a

rofling walker to steady herself as she used her

G 121
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right hand to pull up ihe right side of her wet brief
and wst pants. '

Diring an interview on 9/17/15 at 11:30 AM, the
LPN confirmed she heard Patient #4 repott the
wound VAC device was leaking. She confirmed
the disposable underpad was wet and she did not
replaca it prior to beginning wound care. The
LPN canfirned the agency did not supply Patient
%4 disposable underpads and that she used the
wound care supply package, placed on the bed,
as a barrier to prevent wound contamination.

During the interview, the LPN stated she was not
awara Patient #4 had laid on the solisd underpad
and that her uncovergd wounds came in contact
with significantly contaminated surfaces. She
also confirmed she was unaware she had any
Lreaches in infection control when she prepared
the new dressings or when she handled the
contaminated prep pads,

The LPN failed to practice accepted professional
standards of infection control when she
performed wound care on Patient #4's two
chronic wounds,

b. Patient #4's record included a physician's
ordar dated B/21115 for wotind care which was to
be continued In the 9/12/15 te 111015
certification period, The physlcian’s order stated
“sontinte {sic) vac changes M, W, F, dust sponge
libevally with-woumd healing powder™.

During the home visit on 816/15, the LPN did not
apply “wound healing powdsr" as was Indicated in
a physiclan's order. '

The'LPN was interviewad on 817/15 at 11:30
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AM. She confirmed she forgof to apply the
wound healing powder.

c. During the home vislt on 2/16/15 Patient #4
reported problems fo the LPN, as follows:

- Pattent #4 reported the wound vac device had
[eaked and drainage from the wound soakad
throtgh clothing fo the bed,

- Patient #4 complalned of pain from shingles.
Her PQCs, daled 7/14/16 and §/12/15, did not
inciude the diagnosis of shingles.

~ Palient #4 reported she was out of oxycodone
(a medication for severe pain}. Her POC
Includad oxycodone-acataminophen oral
10-3286mg, 1-2 tab, every 6 hoursfPRN for pain.

~ Palient ##4 reporied a fire had occurrad in her
kitchen. Her stove and microwave had burned
and had not been repaired.

Puring an interview on 91715 at 11:30 AM, the
LP'N stated she had called the office after her
home wisit to Pattent #4 oni 9/16/15. She stated
she reported to the DON she had forgotten to
apply wound healing powder to the wound,
Howoever, she slated she did hot report the wound
VAC device had leaked, the patient complained of
pain from shingles and the patient reported she
was oul of oxycodone (a paln medication), She
also stated she did not report the fire In Patient
1i4's kitchen that indlcaled a significant safely
fssue existed, .

The LPN stated she had not documented the SN
visit macle on 91615, but that she intended to
antar an order to discontinue the oxycodone

G111
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because Patient #4 stated she had nol faken it,
She stated she did not know if Patient #4 did not
taka the oxycodone hecause 1t did not provide
relief from pain or because she was ouf of the
medication. She stated she did not call the
physician to coltaborate on Patient #4's condition
and POC and did not obtain physiclan orders to
discontinue the oxycodone.

The RN Branch Manager and the DON were
present dwring the interview with the LPN on
9M7115 at 11:30 AM. They contirmed the LPN
did not report concerns from her 816115 visit {o
Patlenl #4 as follows: leakage from the wound
VAC, the repoit of shingles (a diagnosis not on
her POCs), the report of paln fram her shingles
and the report of a fire in her home.

The LPN did not collaborate with Patlent #4's
health care team on significant changes in her
condition and slgnificant safety events that
occurred in her homa,

Patient #4 was a frail 88 year old wilh
dogumented limited functional abilities,
compromised nutiitional intake, increasingly
complicated wound care fo deteriorating wounds
and living In an environment with safety Issues
known to the agency.

The LPN was observed providing wound care in
an unsafe manner inconsistent with accepted ’
professional standards that increased Patient
#4's rlsk for furlher complications and Infections.

The LPN neglected to pravide care or assistance
with ADLs previously identified and documented
as functional imitations. Failure to receive care

and assistance incroasead Palient #4°s risk for -

G 121

FORM CHIS-2567(02-99) Pravious Versions Obsolefe Event [D; 3FDOTY

Faciily 10: OAS00{280 f conlinuailon

sheet Page 23 of 156




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

PRINTED: 10/02/2016

FORM APPROVED

OMB NO. 4938-0391

STAYEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

1) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMDER:

197014

{X2) MULTIPLE CONSTRUGTION
A BUILDING __

8. WING

(A3} DATE SURVEY
COMPLETED

09182015

NAME OF PROVIDER OR SUPPLIER

IDAHO HOME HEALTH & HOSPICE

STREET ADDRESS, CITY, STATE, ZIP CODE
222 SHOSHONE STREET EAST
TWIN FALLS, ID 83301

o) Ip
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST DE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX
TAG
DEFIGIENCY)

(EACH CORREGTIVE ACTION SHOULD 8E
CROSS-REFERENCED 7O THE APPROPRIATE

5)
COMPLETION
DATE

G121

| practices completed an Infection Control course

Continued Front page 23
further injury.

Patlent #4's heatthcare team neglecledto
coordinate aspedts of har care related to a safe
living environment and her akilily to recelve
nulritional mtake therefore, she was at a higher
risk for decline.

Patient #4's frail condition, evidence of decline,
environmental risks and inapproprialo care
provided by the agency placed Patient #4 at
fmminent risk for serious Injury, harm, and death.

Note: The facllity was nofified of the findings
rolated fo the immediate joopardy on 9417/15,
beginning at 12:26 PM, A Plan of Correctlon was
reviewed and accepted on 9/418/15 at 1:50 PM.

Tha Plan of Gotrection included the foliowing
immediate actions, vetified through physician
orders, SN vislt notes, and infection Gontrol
course resylis:

- The physicians of Patients #2 and #4 were
nolified of lapses In infection control practices on
975,

- New wound care orders were cbiained for
Patient #2, and an SN visit was made on 9/17/15,
to implement the new orders.

~ An SN visit was made to Patlent#4 on 9/17/15.
- The ciiniclans Identified In the deflclent

with al ieast 30% accuracy on 9/1Bf185.

- The clinicians identified In the deficient
practicas ware removed from all wound care
visits, pending education by the WOCN, and
obsarvation by the DON or designee on 3 wound
care visits prior to complating wound care

independently.

G121
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SUMMARY STATEMENT OF DEFICIENGIES

patient care, was compromised. Findings
iichude:

1. Patient #4 was an 88 year old female admitted
to tha agency on 3/16/18, for care related to a
pressure ulcer. Additional diagnoses Included
assenlial HTN, peripheral vascular disease and
urlnary inconfinence. She received SN services,
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The Plan of Gorrection inctuded the following
actions to be cotnplated by 9/25/15
- 100% of the agency's wound care patienls
identified, observation visit made by DON or
deslgree on each patient to verify wound care
peirformed as ordered, appropriate supplies used
and Infection cantroi measures demonstrated.
The Plan of Gorrection included addifional
ongoing actlons o monitor for sustained
compliance,
G 1431 484.14{g) COORDINATION OF PATIENT G 143 | An oocurrenc rport wll ba entered for patients B, 4, and 13 1ers
SERV{CES tdantified in the deficiant practica,
100% RH, LPNs, and therapists vere educaled on repoiting pertiaent | 1016/15
AH personnel fumishing SGW]CBS maintain |Eai$0n ﬁndings!(om pallent visils I.O§upervis‘mg RN, physician, olher
. ' d \oeganizalions, of othef discpines involved in care. Poley 2.1.017
to ensure thal thair efforts are‘ cogrdlnale : . Cootdination of Care From Admit Through Discharge was eivzed i
effeclively and support the objectives outlined In oulfinkig expoctalions.  Coordinalion of cae wil ba lmplameated by af
ihe p;an Of care, discipsnes providing r=ara t0 ensuro conlinuity of care from admit
through discharge.
A new process vl he Implemanted fn which any changs In patients 10730415
. 4 . condition o pertinent findings w1 be reported Lo the TL verbaky vith
This STANDARD s not met as evidenced by: documantation o support Bppfapfale folup.
Based on medicat record review and patient and Beginaing 1041215, DONiZes\gnes will complata a record ravisw of 3
staff interview, it was determined the agency notes per cliniclan per yienk o verfy any perlinent fndings or changes
i i wate reporied and communicaled appropiately. The reviswr wi be
rane.d lo ensure care COO]:dlnahon between conducied X 8 weeks ond untl 100% compance achisved x 4
disciplines for 3 of 13 patients (#1, #4, and #13) CORSECyTYe Weaks.
who received setvicas from more than 1
discipline and whose records were reviewed, As Tho DON s responsitéa foc imptementing lhe pian of cormection.
a result, the quality, safely and contlnuity of : Date of complation
JOF0HS
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Her record, including the POCs, for the
cetlification perlods 7HAMS to 9H1H 6 and
9H2M16 to 1171015, were reviewed.

Avisit was madé to Palient #4's home on 9/16/15,
baginning at 1:00 PM. The LPN was.abserved
performing wound care using wound VAC,

During the home visit on 9/6/15 Patlent #4
reported probleins to the LPN. However, the LPN
did not report or coflaborate with members of the
health care leam Patient #4's concerns as
follows:

- Patient #4 reportad the wound VAG device had
leaked and drainage from the wound soalked
through clothing to the bed,

- Patlent #4 complained of pain from shingies,
Her POC did not include the diaghosis of
shingles, .

-« Patlent #4 reported she was out of Oxycodone.,
Her POG included Oxycodone-Acetaminophen
oral 10-325mg, 1-2 tab, every 6 hours PRN fo
pain, .

- Patient #4 reported a tire had occurred In her
kitchen. Her stove and microwave had burned
and had not been repaired.

During an interview on 91715 at 11:30 AM, the
LPN sfated she caliod lhe office after her home
visit to Patfent#4 on 9/16/156. She slated she
reported to the DON she forgol to apply wound
heallng powder to the wound, Howover, she
stated she did not report the wound VAC device
had leaked, the patient complained of pain from

shingles and the patient reported she was out of
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| Tha LF"N stated she had not documented the visit

Continued From page 26

Oxyoodone, She also stated she did not report
the fire in Patient #i4's kitchen and that a
significant safely issue exisled.

onh 971615, In the EMR. She stated she infendsd
to enter an order to discontinue the Oxycodone.
The LPN stated she did nof call the physician and
di¢l not obtain physician orders to discontinue the
Oxycodone.

The RN Branch Manager and the DON wers
present during the interview with the LPN on
9/17115 at 11:30 AM. They ¢onfirmed the LPN
die not report concerns from her 9/16/15, visit to
Patient #4 as follows: the wound VAC leaked, the
repart of shingles {a diagnaosis not on her POC),
reporf of paln related te shingles and the report of
a fire in her home,

The LPN did not collaborate with Patient it4's
health care feam on significant changes In her
condition and significant safety evenls that
ocourred In her home,

2. Patient#1 was a 76 year cld malo admitted o
the agency on 8/01/15, for services refated to
inslin dependent D, Additionat diagnoses
included muscle weakness, He received SN, PT
and OT services. His record, Including the POC,
for the certification petiod 9/01/15 1o 10/30115,
was reviewed. .

Patient #1's record included a PT visit note
completed on 90815, and signed by the Physical
Therapist. The note stated Pallent ¥#1 was
discharged from PT services on lhal date.

Avisit was made to Patient #1's home on 971615

G 143
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at 1:00 PM, to observe an SN visit. During the
visit, the RN Case Manager asked Patient #1 if
he was still recaiving PT services. Patient #1
stated the Physician Therapist discharged him
from PT services the previous week,

During a phohe interview on 9/18/15 at 10:50 AM,
the RN Case Manager conflrmed the Physlcal
Theraplst did not coramunicate with her regarding
Patient #1's discharge from PT services.

Patient #1°s discharge from PT services was not
communicatad fo his RN Case Manager.

3, Patient#13 was an 86 year old fernale
admitled {o the agency on 7/25M5, for SN, OT,
and HHA services related to fracture of the
sacrum. Addiliona diagnoses inciuded
rheumatold arthritis, osteoporosis, osteoarthrosis
of the pelvis, and history of falis. Her record,
including the POQC, for the certification perfod
712515 to 92215, was reviewed.

Patient #13's record included an OT evaluation
dated 7/29/15, and signed by the Occupational
Therapist. The evaluation documented Patlent
#13's heart rate was 110 and her pain lavel was

. [9M0. Accordiig to the Mayo Glinlc website,
accessed 9/22/16, a normal resting heart rate for
adults was 60 to 100. Heart ratas outslde of this
range may Indicate an underlying problem,

The Occupational Therapist documented she
spoke with the HHA and RN Case Manager after
the visit. She documented discussing Palfent
##13's POC, There was no documentation Patient
#13's increased heart rate or paln level wera
discussed, Additionally, the visit note did not

Inciude documentation Patient #13's physlcien or

G 143
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‘| patlent care. Findings Include:

This STANDARD s not met as evidenced by,
Rased on staff interview, and review of medical
records, it was determined the agency falied to
ensure care coqrdination between disciplines was
documented for 1 of 13 patients {Patient#7) who
recelved servicos from mote than one discipline
and whose records were reviewed. This had the
poteniial to interfere with quality and coninuity of

Patlent #7 was a 70 year old male admitted to the

agency on 8/15/15, for SN, PT, and OT services
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Physical Therapist were nofified of her increased
heart rate or high pain level.
"I Dyring an interview on 9/18M5 at. 8:40 AM, the
DOM reviewed the record and confirmed Palient
#13's hearl rate was elevated and she reported a
high pain level, She confirmed thers was no
documentation by the Occupational Therapist
these were reported to the RN Case Manager.
The DON conflrmead there was no documentation
the Physical Therapist and Patient #13's
physiclan were informed of the abnormal vital
signs. ;
Paflant #13's care and slatus were not
- cornmunicated between disciplines. _
"G 44| 484.14{g) COORDINATICN OF PATIENT G 144 jan coourrencs reporl wil be erfered for patients #1, 4, snd 13 Mentied | 1016/15
SER\HCES 0 the deficient practice,
100% RM, LPNs, and therapisls wera sducated on reportng perinent | 1016718
. . findings from patiant visils to supendsing RN, physician, other
The ChnlCﬂ[ I'eG'Ul'd E)l' mmUteS of.case Lsrganizetions, or olher disdpines Involved in care, Pofey 21017
confarences establish that effective Inferchange, Coosdliation of Care From Adnit Through Discharga wes Lifized [n
reporling, and coordination of pafient care does Suttning oxpeciations. Coorfination of care 1 ba Iinplamented by =1
OGO, distipines provid'ng care to ensure continuily of care from adrai throvgh
‘ dischiarge.
_ A nes procass wii ba impfemented In which any change i patients 13eHs

condiiion of peninant findings wil be reporled {o the TL verba'ly wilh
[documentaion to suppolt appropiate follos-up.

Beginning 101215, DON/designea wil complels a record soview of 3
notes por dinleian per week Lo vaiify any parlinent findngs or chenges
Lo Inciude it nol Fenited to patn leval and curcent pa'n refef measuras,
wera reported and comununicaled eppropriately. The review wilbo
conducied X 8 weeks and unld 100% compiianco achieved x 4
conseculive veeeks.

Tha DOM s responsible for implamenting o plan of comection,

Data of completiont
10430/15
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related lo chronic airway ebstruction. Additional
diagnoses inciuded abnormal gait, HTN, chronic
pain, dysphagia, coronary atherosclerosis,
goneral muscle weakness, supplemental oxygen,
history of falls, and long term medication use. His
record, including the POCs, for the certiflcalion
pexlods 6/15/15 to 8/13/15 and 8/14/15 and
10/12/15, were reviewed.

Patient #7's record included a resumption of care
assessment, dated 9/11/16, signed by the RN
Team Lead. The assessment documented
Patient #7 had pain which wags 9 out of 10, on a 1
to 10 pain scale, and was not relieved with pain
confrol meastires. Additiohally, the assessment
documeonted the pain Interfered with Patient #7's
appetite.

The RN Team Lead documsnied Patlent #7 was
ancouraged to take the pain medication Tramadol
as ordered, Mo other Interventions were
documented for pain relief. However, under the
medication review saction of the assessment the
RN Team Lead documented sha instructed
Patient #7 about Morphine.

The RN Team Lead documented she spoke with
the RN Case Manager about Patient #7's stalus
and his medications, There was no .
documentation she spoke with the Physical
Theraplst, Occupational Therapist, or physician
regarding his high pain level and his pain
medicafion, which was not relieving his pain,

During an interview on 9/17/16 at 425 PM, the
RN Team Lead reviewed the record. She
canfitmed she did not speak with the
Oceupationat Theraplst or Physical Therapist.

The RN Team Lead siated she did speak with

G144
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This CONDITION Is not met as evidenced by:
Based on madical recard review, policy review,
ohservations during home visits and stalff and
patient inferview, it was datermined the agency
failed to enswre patient needs were met, care was
provided In accordance with patients’ POCs, the
POGCs included all pertinent information,
physicians were consulted to approve POCs, the
physician was nalified of changes Tn patients'
conditions, and treatments ware administered as
ordeted by the physiclan, This resulted in unmet
patient needs, and care provided without
physician authorlzation. Findings include:

1. Rafer to 5158 as it relatas to the agency's
failure to ensure care was provided in accordance
with POCs,

2. Rafer to G159 as it refates to the agency's
failure to ensure the POC ihcluded all pertinent
diagnases, types of services and equipment
required. -

3. Refer o G160 as it relafes to the agency's
failure to consult physictans to approve POGs
following evaluation visits.
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Patient #7's physician to discuss his paih level
and medicalicns. She confirmed this was not
documented n the record,
Pallent #7's record did nol include docuimentation
care was coordinated with hls physician.
G 156 | 484,18 ACCEPTANCE OF PATIENTS, POG, G 155 Refer o G158, G159, G160, G164, G165
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4. Refer to (5164 as it relates o the agency's

| fallure to ensure professional staff promptly

alerted the physician to changes in patients’

conditions hat suggesied a need to alter their

POCs.

5. Refer o G165 as it relates to the agency's

failure fo ensure treatments were administerad

only as ordered by the physician.

The cumuiative effect of these negalive systenilc

practices impedad the agency In providing quality

care in accordance with established POCs.
G 1581 484,18 ACCEFPTANCE OF PATIENTS, POG (3 - 58 fwn oocumrence report w2l ba enlered for palients 82, 4, 6, 11, 13, 4, and FLUB L

. MEb SUPER ' : 115 Kentified in this deficiont practica,
Physician nolification wil eeeur for patienls 2, 4, 6, 11,13, 14, and 15 for | 1O/ 16119
: not folianding plan of care.

Care follows a written plan of care estahlished Current welght vl bo obtained for patient #11 end physician noifed.

and periodically reviewed by a doctor of medicine, "2fients #4, 5, 13, end 15 ate o longer on service.

osteopathy, or podiatric medicine, H00% of diinicians 4! be educated by the DONdesignes on the faliowing] 1016715

hoficios and procedures!
21,004 Phyaiclan Orders
. 2,1,007 Plan of Carg
This STANDARD is not met as evidenced by: Fducalion wit locs on oblolnling orders prior ta caro, fatknving physician
\ H prders on at care provided, foflowing omared frequansy when visits

Based 01:' Obbewa{!Oﬂ,‘ tedical record TOV!BW, kcheduted, and Interpeetation of Pian of Care wilhin HCHB,

and staff inferview, it was determined the agency e feation vl acou betveen RN suparvisor and physidian for

fallad to ensure care followad a physician's refuset of any ordered senvices vith documantatien to support.

wiilten p!an of care for 7 of 16 paﬂents (#2, #4, o £eld chinidan wil be responsiita to review current orders prior lo 10730415

#5, #11, #13, #14, and #15) whose records were mplementalion of patient visit. A viound cara orders w2l be feviawed

. . ' . vith TL prior te casa {o vesify most current order,
reviewed. 'Thls resullted in omissions of care and Beginning 10112748, lhe DON/desigree wil completo a recard reviow of
unmaet patlent needs. Findings Include; hotes per clinltian per vieek to verify cate la provited per physidan
. brdars, cara coardination occurred, and plan of caro complets and
. Bocurate. Tha review il ba conducled » 8 weaks gnd untl 100%

1. Patient#11 was a 67 year old fomale admilted L conpifatios pethiaved x 4 conseoytve viocks,

to the agerncy on 52711 5, for services related to The DON = msponsihle for implamanting hie plan of comection. Gale of complatior]

CHF. Additional diagnoses included aorlio valve 1043015

disorder and chronic kidney disease. Her record,

including the POC, for the cerlification periods -

527115 to 7/26M15, and 7/26/15 {0 9/23/15, was

reviewed.

FORM CMS-2667{02-99) Previous Verstons Obsalete

Event 0:3F00H

Fadlity [0: OASC01280

If conlinuation sheet Page 32 of 156




PRINTED: 10/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES ] OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X) PROVIDERISUPPLIER/GLIA {x2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A, BUILDING GOMPLETED
_ 137014 0. WING 0971872018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
222 SHOSHONE STREET EAST-
IDAHC HON‘{E HEALTH & HOSPICE TWIN FALLS, ID 83301
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORREGTION {8
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CGROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 148} Continued From page 32 G 168

-accessed 0/22H5, included a patient education

| and contlrmed it did not state her physician was

a. The National Institutes for Health website,

gukle for congastive heart fallure, It stated heart
failure is a conditlon where the heart is not able to
pump blood at a normal rate, resulling in excess
fluid In the rest of the body. It stated one of the
first signs of heart fallure is sudden weight gain
due to the accumuiaiion of fluld.

Palient #11's POG for the certification period
7126715 to 9/23/15, included an order to notify her
physictan for a weight greater than 286 pounds.
Her weight at the statt of her certification perlod
was docuinenled as 282.4 pounds. Patient #11
experienced a 17.6 pound welght gain over 20
days (7/26/15 - 8/16/15), as follows:

- 8M2/15 289.4 pounds
- 8/13/15 291.8 pounds
- 8/14H5 284.4 pounds
- 8/16M5 300 pounds

Her record did not include docwmentation of
physician notification of hey welght galn.’

During an interview on 9/17/18 at 9:20 AM, the
RN Case Manager reviewed Patient #11's record

notified of her weight gain.

The agency fafled to notify Patient #11's physician
of her welght gain, as ordered on the POCG.

b. Palient#11 was admlited fo the agency
following a hospltafization for CHF. Hey record
included a referral order from the discharging
hospital. The order Included SN visit frequency

no less than daily fot the flrst 3 days.
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Patlent #11's record included a SQG
comprahensive assessment compleled on
5727115, and signed by the RN Gase Manager.
The next 2 SN visits were documented on
529116 and 6/01/16. Na SN visit was
documented on 528115,

During an interview on 9/17/15 at 9:20 AM, the
RN Gase Manager reviewad Patient #11's record
anhd canfirmed she did not receive daily visits for
3 days as ordered by the referring physician,

¢. Patient #11's record included a physiclan's
order for SN visits 5 times a weel for 1 week,
effectlve 8/23/16. However, her record included 4
SN visits for the week of 8/23/15, dated 8/23/15,
8/24115, 8/25/16, and 8/28/15

Ditring an interview oh 9/17/15 at 9;20 AM, the
RN Case Manager reviewed Pallent #11's record
and confirmed 5 SN visits wera ordered, and 4
SN visits were compieted during the week of
8123185,

Patlent #11's SN visiis were not provided as
ardered by her physician,

d. Patient #11°s record included a Physician
Verbal Order dated 9/02/15, and signed by the’
RN Case Manager. The order was to obtain
hlaod tesis as ordered by a Physiclan Assistant.
The ordar was signed by Patient #11°'s physician
on 9104115,

Patient #11's record included a SN visit note
dated 9/02/15, and slgned by the RN Case
Manager. The nele documented the blood lesls
were ablained as ordered by the Physician

CREL
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Assistant.

During an interview on 9/17/15 at 9:20 AM, the
RN Case Manager reviewsd Palient #11°s record
aiid confirined he order for the blood tests was
obtalned from a Physician Assistant. He stated
he did not verify the order with Patient #111's
physician, and confitmed the biood tests were
obtained prior to approval by har physician.

The agency failed to obtain a physiclan's order for
Patient #11's blood tests.

e. Patlent#11's record inciuded a Physician
Verbal Order for a HHA to assist with parsonal
care twice weekly, effective 8/09/15, However,
the first HBA visit documented was dated.
818115, 9 days later. Patient#11 did not receive
HHA visits during the week of 80915,

Durihg an interview on 917116 at 4:30 PM, the
RN Branch Manager reviewed Patient #1's
tecord and confirmed she did not receive HHA
visits during the week of 8/09/15, She stated
Patient #11 refused the visis, and confirmed
there was no documentation of her refusal and
her physician was not notified.

Pationt #11's HHA vislts were not provided as
ordered by her physiclan.

2. Patient #2 was a 59 year old male admitted to
the agency on 4/17/15, for services related to 4
prossure ucers, Addiionai diagnoses included
paraplegla and spihal cord injury, He recelved
SN services. Hls record, Including the PCCs, for
the certification periods 4/17/16 to 615115,
6M6GM5 to 8/14/16, and 8/1515 to 10/13415, was
reviewed,
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Palient #2's record Included a SOC
comprehensive agsessment completed on
4117115, signed by his RN Case Manager. The
assessment noted Patlent #2 had 2 Stage
pressure ulcers and 2 Stage IV pressure ulcers,

The POG for the certificalion perfod 8/15/15 {o
10/13/15, mcluded an erder for dressing changes
3 times a waek, The order included 4x4
antimicroblal gauze to be applled o his hip and
scrofum,.

A vislt was made fo Pationt #2's home on 9/16/15
at 11:00 AM, to observe an SN visit, During the
visit, the RN Case Manager provided wound care
to 2 wounds on his hip, 1 wound on his scrotum
and 1 wound on his right beel. The RN Case
Manager was noted lo apply plaln 4x4 gauze
tressings to Pallent #2's 4 wounds. Wound care
supplies were present ih his bedroom. However,
no aptimicrobial gatize was noted.

Durlng an interview on 9417115 at 9:60 AM, the
RN Case Manager reviewed Patient #2's record
and confirmed his wound care order for
antimicrobial gatze was not bieing followed. He
stated he began using plain gauze instead of
antimicrobial gauze at the beginning of the
current certification perlod, 8/15115,

Palient #2's wound care was not provtded as
ordered on his POC.

3. Patlent#5 was a 60 year old male adinitied to
the agency on 81415, far care related to
dlastolic heart fallure. Additional diagnoses
included COPD, DM type (I, uicer of his left foo,

celluliis, peripheral vascular disease,

G 168
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“| days.

polyneuropathy, essential HTN, depressive
disordet, and muscle weakness. He received
SN, PT, OT, HHA, and NT services. His recor,
including the PQC, for the certifleation period
8/14/15 to 1012115, was reviewad.

Palient #5's POC Included the order "SN to
provide Instructions related {o heait fallure,
including but not fimited to dafinifion of heart
failure, measures to prevent heart failure, and
signs and symptoms of heart failure, and possible
complications of heart faflure. For weight gain of
3 LBS overnight or 6 LBS over one week notify
MD.“

Patient #5's record included nursing notes dated
8126/15 and 8/28/15. In the nursing note dated
8126116, tha RN dosumanted 175 poutids as
Patient #5°s weight. In the nursing note dated
8728115, the RN documented 182 pounds as
Pallent #5s weight, an increase of T poiinds in 2

The SN visit nota dated 8/28/14, inchuded a
gaclion titled "Care Coordination." The RN -
documented care coordination occuired with
"supervisor, patienf, family caregiver, HHA and
physiclan” and that the subject discussed was
"wound care.” The RN note dii not state his 7
pound weight gain was reported.

During an Interview with the DON on 8/16/15, she
reviewad Patient #5's nursing hotes. She
confirmed Patient #5's welght gain was not
reported fo the physician as ordered in his POC,

The agency did not alert the physiclan of Patient
#5's weight gain, as Indicated in his POC.,
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to the agency on 1/19/18, for services
Har record, including the POC, for the
Patient #14's record includéd a Physic

weeks,

Patient #14's record included an additi

week for 1 weok.

During an interview on 9/17/16 at 9:50

for SN frequency,

5. Patient #15 was a 61 year old male

reviewed, "

4, Palient #14 was a 75 year old female admitted

hyposmolality (a condition where the levels of
electrolytas, proteins, and nutrients in the blood
are lower than normal). Additional didgnoses
included HTN, diastolic heart fallure and CHF,

period 1/19/15 lo 3/19M18, was raviewed,

Order, dated 3/05f15, and signed by the RN
Branch Manager. The orderincluded SN visits 2
tlmes a week for 1 week, than 1 ime a week for 2

Physiclan Verbal Order also dated 3/05/15, and
signed by the RN Case Manager, The order
included SN visits 3 times a week for 1 week,
then 4 limes a weck for 1 week, then 1 fime a

RN Case Manager reviewed Fatient #14's record
and confirmed the 2 orders conflicted and stated
he did not know which order was to be followed.

Patiant #14°s record included confiicling orders

to the agency on 8/0/15, for services related to
insulin dependent DM, Addilional diagnoses
inshuded a foot vicer, CHF and Parkinson's
disease. He received SN, PT, HHA and MSW
services. His record, including the POC, for the
certification petlod 8/10/15 fo 10/08/16, was

refated to

certification

ian Verhal

onal

AM, the

admitted

FORM CMS-2607{02-99) Previous Verslons Obsoleta

Event [0;3FD011

Facility {D: OASQ01280

if continuation sheet Page 8 of 156




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

PRINTED: 10/02/2015
FORM APPROVED
OMB NO, 0938-0381,

Patient #16's POC included an order to flli his
medication planner device every vist. However,
SN visit notes dated 8M0/1% and 98/01/15, did not
slate his medication planner was fliled.
Thersfore, his medications were not sef up for his
use during week 1 and wesk 4 of his certification
period,

During an interview on 9/17/15 at 3:05 PM, the
RM Branch Manager reviewad Patient #15's
record and confirmed his medication planner was
not filled as ordered on his POC,

Patient #15's medicatlons were not setup In a
planner device as ordered on his POC.

6. Patient#13 was an 86 year old female
admitted to the agency on 7/25f15, for SN, OT,
and HHA servicas related to fraclure of the
sacrum. Additional diagnoses included ,
theumatoid arthritis, osteoporosis, ostecarthrosis
of the pelvis, and history of falls. Hear record,
inciuding the POC, jor the certification period
7I25/15 to 922115, was reviewed.

Patient #13's record included orders for a HHA to
assist with personai care twice weekly, effective

72616, The HHA did hot make vislls the first2 -

woeks of service due to Palient #13's refusal of
servica, There were 4 missed HHA visits
documentad for the first 2 weeks of the
carlification perlod. However, the physician was
not notified of Patient #13's refusals for a HHA
until 8/43/15, her fourth week of service.

During an interview on 9+18/15 at 9:40 AM, the
DON reviewed Patient #13's record and
cotfimed she did not receive HHA visits during
her first two weeks of setvice. She stated Patlent
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#13 refusei the visits and her physician was
notified during the secand week, 7/3115. She

confirmed this was not doctimented In the record,

Patient #13's HHA visits were nol provided as
ordered by her physiclan.

7. Patient #4 was an 88 year old femate admitted
fo the agency on 3/16/15, for care related fo a
presstire uloer, Additional diagnoses included
esaentlal HTN, PVD and urinary incontinence.
She recelved SN services. Her record, including
the POCs, for the certification periods 711416 {o
91115, and 912115 o 111015, were roviewsd.

Patient #4's record included a physician's order
dated B/21/15 for wound care. Tho physician's
ordars stated "continue {sic) vac changes M, W,
F, dust sponge liberally with wound haaling
powder”,

Patient #4's record included SN notes that did not
confonm with the physician order dated 8/21/15,
as follows:

- A SN note dated 8/24/15, was completed by the
RN. lt did not Include use of wound healing
powder.

- A 5N note datad 8/26/15, was completed by the
LPN. tdid not include usa of wound healing
powder.

1 - ASN note dated 902115, was completed by lhe

LPN, It did not include use of wound healing
powder.

- A SN note dated 9/04/15, was completed by the

LPN.. It did not include use of wolind healing

G 158
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powder.
- A SN note dated 9/06/15, was complefed by the
RN. it did not include uge of wound healing ’
powder.
A visit was made fo Patient #4's home on 9/16/15
heginning at 1:00 PM. The LPN was ohserved
performing wound ¢are, Duting the visil the LPN
did not apply "wound healing powder" as was
indicated in a physiclan's order daled 8/21/15.
The LPN was Interviewed on 9/17/15 at 11:30
AlM. She confirted she forgot to apply the
wound healing powder.
Pafient #f4's wound care was hot provided as
ordered on her POG.
An occirfence rapoil wil be entered for patieats #4, 4,6.6,8,10,12,13, 10/E6/15
G 159 | 484.18{a) PLAN OF CARE G 4B tdentted T the deficentpracticn, - '
) For palient #t, physician vk be contacled b obtain corred dosage for | 1012016
The plan of care developed In consuitation with g gca:; i and RSA. Medoaton it vl bo opdalod.
. . : H % palient 8, physidan v2l bo contacled o oialn puise ox paramelers
the ag‘en.cy staff covers all peﬂlnent q:agnoses, and plan of cara updoled eccording'y Lo inciude utifzation of equipment
including mental status, fypes of services and in horme,
equipment required, frequency of vislts, Por paiont 10, pystelan 4Tt b nofied of msoed Vislafored
—— . i D .
prognosis, rehabilitation potential, functional e A A
limitations, activilies permiited, nutritional For palieril #18, physicdan v be contacled for comgiate wound caro
. ordar.
I’EC{U]I’GIT]EH{S, medications and_lreaimsnts‘ any Patients i4, 5,8,12, and 13 ara no fonger on services.
safely measures fo protect against injury, . . I
P . s 1Y DONfdesignes will educale 100% of RN 5 and LPNs lo raviow
instructions for lmr}eiy discharge or referral, and omponacts of a plan of css, Pfey 2,407 Fian of Cora arel 2. 1,008
any other appmpnate Rems. Physician Orders vras ubSzed for education. The Inlegration Team
educated all dinlcdans on proper decumsnlaticn villin HCHB accaeding
te physician orders, An idenlifad knowdedge deficlt contributing Lo the
. . deficient practice of lon of suppliesiequipment uized in the horo )
This STANDARD is not met as evidenced by: vas addressed with a1 field staff by he infagration Team. A
Based on rec(‘)'rd review observation, 3] tration of whero this Information is to ba documented within
§ - HCHB v d by tho | Hon Team.
patient/careglver Interviow, and staff interview, it Haspetomedby e lnesaion Team
was tletermined the agency failed to ensure
POCs covered all petfinent information for 9 of 16
patients (1, #4, #5, #6, #8, #10, #12, #13, and
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#16) whose records were reviewed. This had the
potential to resuit in unmet patient neads and
adverse palient outcomes, Findings include:

1. Patient#8 was a 39 year old male atimitted to
the agency on 8/27/15, for SN and PT services
related fo pneumonia. Additional diagnoses
inciuded celluliils and abscess of bultock, HTN,
dislocated right shoulder, vertebrae fracture,
PICC line, and history of falls. His record,
including the POCG, for the certification period
8127/15 to 10/25/15, was reviewed,

Pafiont #8's record documented he had a
Jackson-Pratt (JP) drafn In his right groln for
drainage from a wound on his right glufeal area,
The JP drain was a tube, connectad to a suction
buth, which was inserted into the wound to
prevent the collection of fluid,

Patient #8's POC included orders for wound care
to his right groin. The order stated the JP drain
site was to be cleansed with normal saline and
beladine, theh covered with a transparent
dressing, However, the order did not include how
often the wound care was fo he performed by the
SN.

The referral order, datad 8/26/15, stated the JP
draln sile was to he changed every 2 days.
However, the SN visit orders on the PQG did not
follow the reforral orders, The POC included
orders for SN visits 1 fime a week for 1 wesl, 2
times a week for 1 wesk, and 1 time every other
week for 2 weeks, Thera was no documentation
in Patient #13's record to explain why the
frequency on the referral orders was not included
on the POC,

_jpuise oi Paln parameters vaTl be Included for 2l palients. TL vAl be
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G 1591 Continuad From page 41 G 159 larameters for all palients with a fiagnosls of DM and CHF, orders for

responsitte to review 100% plans of cara 1o ensure parameters oblained
mssessmeqt rafective of physican orders, plan of care conslstent with
reforcal orders, complel oiders, end squipment/suppias included.

Beginn'ng 10M2/15, DONMasignes vl audit 100% plans of care
weekly lo varfy infornation on plan of care is complete and accurate,
Reviow v be condudled woakly x 8 weeks and ualid 160%
compliance aclvoved X 4 conseoulive weeks,

The DON is respoasible for implementing the plan of cosrection,

Dazln of completion
1030116
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Duwing an inferview on 911716 at 3.40 PM, the
RN Case Manager reviewed the record and
conflrmed the wouind care order on the POG did
not include how often the dressing was to be
changed, He stated he believed the wound
cleaning and dressing changes ware to be done
twice daily. The RN Case Manager stated he
was unaware the referral order stated the wound
care was to be done every 2 days.

Patlent #8's POC did not include all nacessary
information telated fo his care.

2. Patient #10 was an 82 year old male admitted
to the agency on &/07/15, for SN, PT, and HHA
services relatad to CHF. Additional diagrioses
included ankle fracture, cardiomyopathies, alrial
fipriflation, DM, GKD, therapeutic drug moriltoring
and lang term use of anticoagulants, rotator cuff
imjury, and history of falls, His record, including
the POCs, for the certification pariods 5/07/16 to
7105/ 5 and 904715 to 11/02/15, wera raviewed,

a. Patient#10's record included a referral order,
dated 5/06/16. The ordor stated Patient #10 was
to have home health vislis 3 times awesk to
assess vital signs and fluid overload related to his
adruission diagnosis of CHF. Additionally, the
referral order stated SN vislis were to be no less
than daily for the first 3 days following admission,
then 3 times a weelt for 2 weaks, and 2 times a
week for 2 woeks,

The POC, daled 5/07115, ardered SN visits for 1
{ime the first week, 3 tines a wesk for 1 weel, 2
times a week for 2 weeks, then 1 {ime a week for
b waoks, The referval orders were not followed
on Patlent #10's POC for SN visifs. There was

no documentation In the recard why the referral

G 159
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“| During an nterview on $/17/16 at 10:40 AM, the

ordlers were not followed,

RN Case Manager confirmed the SN visit orders
oh the POC. He statad he was unaware of the
referral orders spacifying the frequenoy of vislts
from the referring faclity for assessment of vital
signs and fluld overload.

During an interview on /17715 at 10:40 AM, the
DON stafed the referral orders were not followed
because Patient #10 had went hack to the
hospital within the first 2 days of admission to the
agency. She staled the agency had recelved new
ordars from his physictan, which they had
followed, after his hospilal visit. The new
physiclan orders were not received as of 91016,

Pafient #10's referral orders were nof followed for
SN visits related to his admission diagnosis of
CHF,

b, Patient #10's record Includad an SOC
comprehensive assessment dated 5/07/15, and
sighed by the RN Case Manager. The
assessment documented Patient #10 was
checking his blood sugar levels according fo
physician orders and his blood sugar levels were
within “Patient Specific Paramelers,” There was
no decutmentation in the assesstnent what Patlent
#10's blood sugar level was ot how frequantly he
checked them.

Patient #10's POCs did not inciude orders-or
interventions for checking his biood sugar levels,
Additionally, there were no parameters for blood
sligar levals included on his POC.,

Duting an interview on 947116 at 10:40 AM, the
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RN Case Manager confirmed Patlent #10 was
checking his blood sugar levels. He corfirmed
there were no orders or inlerventions ralated to
checking bBlood sugar levels or parameters for
whan io holify the physician on Patient #10's
PQC.

Patient #10's POG did hot include orders related
to his DM.

¢. Avisit was conducted on $/15/15 baginning at
12:30 PM, to Patient #10's home for observation
of a PT visit, While In the home if was noted
Patient ##10 had 2 wheelchairs. Howaver, Patfent
#10's POCs did not include the wheelchalrs,

Durlng an Interview on 9M17/15 at 10:40 A, the
RN Gase Manager confirmed the wheslchairs
were nof included on Patlent #10's POCs.

Patient #10's POGCs did not include all equipment
used In the home,

3. Pationt{#13 was 4n 86 year old fernale
admiitad to the agency on 7/25M5, for SN, OT,
and HHA senvices refated to fracture of the
sacrum. Additional diagnoses Included
theumatoid arthritis, osteoporosis, ostecarthrosis
of the pelvis, and hisiory of falls. Her record,
including the POC, for the cettification period
728115 to 9122115, was reviewed,

a. Pafient#13's record included a SOG
comprehensive assessment daled 7/25/16, and
slgned by the RN Case Manager. The
asseasment included a nutritional screen lo
identily risk factors for malnutritton. The RN
Casa Manager documented Pafleni#13 had a

poor appetite and her paln decreased her

G 159
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appetite. Additlonally, risk factors Identified for
Patient #13 included chewing or swallowing
problems, eating fewer than 2 meals per day, and’
taking 3 or more medications.

The nutritional screen ideniified Patient #13 was
tdentified for high nufritional risk, The
assessment doctimentad as part of the plan for
Patient #13's high nutrlional risk the cliniclan was
te provide nutritional education as approptlate
based on the physician's or dletician's
recominendations.

Patient #13's FOC did not include a refetral to a
dietician or interventions ralated to Patlent #13's
high tisk sfatus for malnutrition.

During an interview on 9/18/M16 at 9:40 AM, the
DON reviewed the recard and confirmed Patient
713 was identified as a high risk for malnufrition,
She stated the agency had a Registered Dieticlan
availahle for consultation and did nat know why
Patlent #13 was not referred to the dielician,

b, The SOG comprehensive assessment
documented Patient #13 was using a rollifg
walker and elevated toilet seat in her home, APT
evaluation, dated 8/04/15, dacurnented the DME
in Pallent #13's hore Included a rolling walker
and a tub chair. Palient#13's POG did not

| include an elavated tollet seat or tub chalr,

During an interview on 8/18/15 al 9:40 AM, the
DON reviewed the recard. - She confirmed the
_{ elevated toilet seat and tub chalr were not
included on the POC.

Patlent #13's POC dld not include all services
naaded or all equipmetit used ih the home. ; ) |
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4. Patlent #16 was an 87 year old male-admiited
to the agency on 9/05/148, for SN, PT, and ST
survices related to Parkinson’s disease.
Additional diagnoses included prostate cancer,
coronary atherosclerosis, cardiac pacermaker,
convilfsions, macular degeneration,
hypothyroidism, high cholesterol, GERD, HTN,
and supplemantal oxygen. His record, including
the POC, for the cerlification period 9/05/15 to
14/03115, was reviewed,

The "Orders" seclion of Patlent#16's POC staled
"Skilled nurse fo performfinstivct/reinforce
patient/caregiver procedure of wound care fo left
shin lwice weekly." However, the SN visit
frequency on the POC was 1 time a week for &
weeks and 1 time a wesk svery 2 weeks for 4
wasks. The POCG included conflicting
information. Additionatly, the POC did not
indicate who was to perfotm wound care oh the
days the SN did not visH,

Dusing an interview oh 9/17/15 at 8:40 AM, the
RN Case Manager reviewed the record and
confirmed the wound care order on the POC was
for twiee weekly, He stated he was uhaware
wound care was o be performed twice a week.

Patiént #118's POC did not include information
necessary to ensure his needs were met,

5. Patlent#4 was an 88 year old female admitied
to the agency on 3/16/15, for care relatéd to a
pressure Ulcer. Additional diagnoses included
essentlal HTN, peripheral vascular disease and
urinary incontinence. She receiyed SN services,
Her recerd, including the PQCs, for the
cerilfication periods 7/4/15 16 9M1/15 and
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9/12f16 to 111015, were reviewed,

a. Areview of Patient #4's record Included
referral documents, daled 3/13/15, sent from a
rehabilitation facility to the agency, The
documents inciuded an admission record that
listed herpes zoster (shingles) In her list of
diaghoses.

Areview of Palient #4’s POC did not include
shingles on her list of pertinent diagnoses.

Avisit was made to Patient #4's hoine on 9/16/15
heginning at 1:00 PM. The LPN was observed
performing wound care. Duting the homs visit
Patient #4 reported pain related to shingles to the
LPN.

During an interview with the LPN on 9/16/16 at
2:35 PM, after the home visil, she stated she was
unaware the patient had shingtes,

During an interview with the RN Branch Manager
oh 9/17/20156 at 3:30 PM, she confirmed the
agsnoy had referral documentation daled 3/13/16
that included shingles as a diagnosis Jor Patient
#4. She also stated Paflent#4's POG did not
include shingles on her pertinent diagnoses list.

The agency did het ensure all pertinent diagnoses
were jncluded in the POC, .

h. Areview of agency policy 2.1.011 tifled
“Proviston of Care, Treatment and Servicas™
dated 6/0-1/99 and revised 12/01/13 was
reviewed. The policy stated "a score of 7 or
greater on any of the pain assessment fools .., is
indicative of severe pain." The policy also stated
“standards indicate that once the presence of

G 159
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pain has been assessed, the appropriate
intervention ordered on the Plan of Care will be
iniffated. If there is no appropriate intervention
ordered, the clinician will nolify the physician and
oblain orders.”

Patient #4's POC included a physician order for
SN to "monitor paih and instruct/reinfores patlent
[sic] regarding pharmacologic and non
pharmacologic and other pain control measuras®,
However, the POC did niot include pain
parameters stating what the SN was to report,
inclucling score on a pain assessment tool.

Patient #4’s vislt notes documented pain rated at
a7 or above as follows:

- 3N visit notas dated 7/16/18, 7/18/15, 711915,
7120015, 7725145, 8119115, 8/24/15, and 9/02/15,
documented Patient #4's pain at 7. Her severe
pain was not reparted to her physician.

- RiN visil note dated 9/07/15, documented
Patlient #4's pain at 8, Her severe pain was fiot
reported ta her physician,

During an interview with the DON on 9/16/15 at
10:45 AM, she reviewed Patient #4's medical
record, She confirmed her POG did not Include
pavametars for reporting pain and that the
physiclan was not nollfled of Patient#4's severe
pain. The DON stated because pain paramaiers
were nol specified on the POG, vitai sign dletts
dld not occur when the clinician entered a valua
that indicated severe palh. ‘

Patlent #4's POC did not Include parameters for
reporting her pain.
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*| an interview on 916/15 at 10:46 AM ,

Continued From page 49

c. Patient #4's POC included utilization of a
wound VAC device for wound care on Mondays,
Wednesdays and Fridays. Howeyer, her PQC
did nat include a wound VAG device to perform
the prescribed wotind care.

During an interview with the DON on 9/16M15 at
10:45 AM, she confirmed Palient#4's POG did
not inclide a wound cate davice it the equipment
required on her POC.

Patient #4's POGC was not developed and updated
to meet her needs,

d, A physiclan verbal order dated 8/21/15 stated:
“PATIENT TO CONTINUE VAC GHANGES
MW, F, DUST SPONGE LIBERALLY WiTH
WOUND HEALING POWDER,"

Palient #4's POG for the certification pariod
beginning 9/12/15, did not include use of wound
heallng powder as stated in the physician order
dated 8/24/15. The order was erroneously left off
the POC for the certification period beginning
al2/16. This was confirmed by the DON during

Pationt #4's POC for the certification period that
began 9/12/15, did not include all information
necessary for her care.

6. Patlent #5 was a 60 year old male admitied to
the agency on 8/14/15, for care related to
diaslolic heatt failure. Additional diaghoses
included COPD, DM lype 11, ulcer of his left foo,
cellulitis, peripheral vascular disease,
polyneurcpathy, essantial HTN, depressive .
disorder and muscle weakness., He recelved SN,
PT, OT HiHA and NT services. His recard, '

G169
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including the POG, for the certification period
814115 to 10112415, was reviewed,

a. Patient#6's POC Included a physleian order
for the SN to "monitor pain and insiructfreinforce
patient [sic] regarding pharmacologic and noh
pharmacologic and other pain confrof measures",
The POC did not include pain parameters that
stated what the SN was lo report. '

Paflent #5's vislt notes documented pain tated at
a 7 or above as follows:

~ A PT visit note dated 8/18/15, documented
Patlent #5's pain at 7. His severe paln was not
reporfed to his physiclan.

- An SN visit note dated 8/20/15, documented
Patient #5's pain at 8. His severe pain was not
reported to his physican.

- An 8N visit note dated 8/26/15, documented
Patient #5's pain at 8. His severe pain was not
reporied to his physician,

~ An SN visit note dated 9/03/16 documented
Patient #5's paln al 7. His severe paln was not
repotted to his physician.

During an interview on 9/16/16 at 10:45 AM, the
DON reviewed Patient #5's medical record. She
confirmed his POC did not include parameters for
reparting pain and that the physician was not
called for Patient #5's severe pain. The DON
stated because paln parameters were not
specified on the PQC, vilal sign aletts did not
ocour when the clinician enlered a value that
indicated severe pain. The DON stated the RN

that documentad the notes was no longer
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_his physician.

Continued From page 51
employed hy the agency and unavallable for
Interview, .

The agency did not include parameters for
reporting Patient #5' pain.

b. Patlent #5's POC also included the diabetes
medications Metformin 500 mg BID and Insulin
Detemir subcutaneous, § units daily.

The Diabetlic Health Center website, accessed
§/23/5, stated targat blood glucose levels for
individuals with diabetes ranged from 70-100.
Unmanaged elsvafed blood glucose levels fisted
complications to eyes, kldneys and narves. ln
addition, it stated diabetes doubled the risk for
iearl disease and stroke.

Patisnt #5's POC included a physician prdst for
5N to "instruct on dlabetes to inglude diseasa

complications, and management, skit
careffootcare, administration of insulin, and hlocd
ghicase testing." His POC did not include blocd
glucose parameters to report to the physiclan:

A review of Patient #5's vislt notes docurnented
bicod gltcose lavels as follows:

- A 8N visit note dated 8/14/15, documented
Patient #6's blood glucose level was 288, His
elevated bload glucose level was not reported lo
his physician.

- A SN visit note dated 8/28715, documented
Patient #5's biood glucose level was 200, His
clovated blood glucose level was not reporied to

G159
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During an intarview on 9/16/15 at 10:45 AM, lhe
DON reviewed Patient #5's medical record. She
confirmed his POC did not includé parameters fot
reporting slevated blood glucose levels and the
physician was not notified for Patlent #5's
elevated blood glucose Jevels. The DON stated
hecause blood glucose level parameters wers not
speciflad on the POG, vital sign alerls did not
occur when the clinfslan entered a value that
indicated slavated blood glucose.

¢. Paliont #5's SOC assescsment, daled 8/14/156
included a walker, a wheelchair and a CPAP
davice in the home. His POC, however, did not
include a walker, a wheslchalr or 2 CPAP device
in the equipment required list.

During an interview with the DON on 816115 at
10:46 AM, she confirmad Patient #5's recotd did
notinclude a walker, a wheelchair ot a CPAP
device in his equipment required fist in his POC.

The agency did not include a camprehensive list
of equipment required n Patient #5's POC.

7. Patient#6 was a 73 year old femate admitted
to the agency on 5/02f15, for care related o a
pressure ulcer. Additionai diagnases includerl
DM type [l, coronary atherosclerosis, essential
HTN and muscle weakness. She received SN
and PT services. Her record, Including the POG,
for the cerlification period 8/30/15 to 10/28/15,
was reviewed,

a. Patlant#8's POG Included an otder for SN o
obtain 02 sat [saturation] on room air via pulse
oximeter prm with decline In resplratory status.
Report the following pulse oximeler parameters

to physician”, Howevar,the ordeérs and the POGC
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‘I she was uncertain whether o list it on the

and oxygen in her home. Her POC dated
2118/15, however, did not include a walker, a
wheelchair, an elevated loilet seat, a hospital bed
or oxygen on the equipment required list,

The DON was interviewed on 9/16/15 at 10:45
AM. She confirmed Patient #12's record did not
include a walker, a wheelchalr, an elevated toilet
seat, a hospital bed or oxygen oh her equipment
required list in his POC.

Patient #12's POG did not include a
comprehensive list of aquipment she required,

b. Pattent#12's POC dated 2/13/15, was
reviowed. Itincluded an order that stated "SN to
performiinstructreinforce patient/caregiver
procedure of wound care fo bilateral ankles ..,
apply MEDIHONEY {o wund [slc] base ...". Her
POG did not include MEDIHONEY on her
medication list ar on her DME/SUPPLIES fist.

The Dermasciences {manufacturer of
MEDIHONEY) wahsite, accessed on 9/24/15,
stated MEDIHONEY is "medical grade honsy
offering versatility and effectiveness for managing
challenging wotinds and helping with removal of
necrofic ssue," -

During at inferview with the DON on 9/16/15 at
10:45 AM, she confirmed Patlent #12's record did
not include MEDIHONEY on her POG medication
list or DME/SUPPLIES #ist. She statad she did
not remember If the agency ever listed
MEDIHONEY on a patiant's POC. She staled

medication list or DME/SUPPLIES jist,

Patient #12's POC was not comprehensive.
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9, Patlent #1 was a 76 year old male admitted to
the agency on 9/01/15, for seivices related to
insulin dependent DM, Additlonal diagnoses
Included muscle weakness, He recelved SN, PT
and OT services, His record, including the POC,
for the certification period 9/01/15 to 10/30/15,
was reviewod.

a. Patlent#1's POC hcluded Hurmalog insulin fo
he taken 3 times a day per sliding scale (dosage
based on his blood glucose level as measured by
a blood glucose monitor). However, his POC and
medication profile, did not Include the amount of
Insulin o be taken,

Patiant #1's record Included referral information
from the discharging hospital. The referral
information included discharge medication
orders, dated 8/29/15. The ordets staled Pationt
#i should start faking Asplrin 81 mig daily, 1 week
after his hospital discharge (9/05/18). However,
Pafient #i's POC medication profite, printed on
9/1415, did nol Include Aspirin.

During an interview on 9/17/15 at 3:30 PM, the
RN Branch Manager reviewad Patient #1's record
and confitmed his POG and medication profile did
not include the dosages for his sliding scale
insulin, or the Asplrin ordared by the referfing
physician.

b, Patient #1's POC dogumented no equipment
or supplies were required for his care. However,
his POG inciuded orders to instruct him on
administration of insulin and blood glucose
testing.

A visit was made fo Patient #1's home on 9/15/18

G {569
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at 1:00 PM, to observe an SN visit. During the
visit, a blood glucosse monitor, test sirips and
insufin syringes were observed. Pafiont#1 stated
he usaed the monitor to test his bleod glucose
level 2 to 3 times a day, and stated his son gave
him insulin injections 2 fo 3 iimes a day.
During an interview on 9/17/15 at 3:30 PM, the
RN Branch Manager reviewed Patient #1's record
and confirmed his POC did not include his blood
glucose monitor, lest skips and insulin sytinges,
Patient #1's POC did not include ail equipment
and supplies usad n his care,
G 160 | 484, 18(8} PLAN OF CARE (5 160 pn occumenca rapad ik be entered for pationis 2 ard 14 Wentfied In | 10118715
the deficlent praclice. .
, 100% of cinteta site fi ple¥ng inital e ments vk 10/16/16
If a physiclan refers a paﬁant‘under a plan of caro i ;,: mg“;g;’;‘f:m%m‘“m g b e
that cannot be completed until aftar an evaluation A9, Fath dividan wil be able {o varbally state correct process of
vi Si[, the thSiCian Is consulted to approve obtalniag spprovaliverbal ocders pror to implementation of plan of care.
additions or modification to the orlgihal plan. Al visits mada prior to oblaning physician ocdars il ba nonbifed | 1030135
SRS,
\pont complation of Iifls] assessment o recertficalion, inldanvdl | 13015

This STANDARD s hot mel as evidenced by:
Based on review of patient records and siaff
interview, it was defermined the agency failed to
ensure a physician was consulied to approve the
plan of care for 2 of 16 palients (#2 and #14)
whose records were reviewed. This resulted in
POCs that were developed and inftiated without
appropriate physician approval. Findings include:

1. Patient #2 was a 59 year old male acdmitted to
the agency oh AM 718, for services telated to 4
pressure ulcers. Additional diagioses included
paraplegia and spinal cord injury. He received
SN services. His record, including the POCs, for
the certification periods 41 7/15 to 6715115,
6/16/15 to 8/14/15, and 8/16H6 to 10/13/15, was

conlacl physidan via phone fo oblefn vrdess for plan of care based on
finding from nssessment. Subsequent visAs wil nal be schoduled unla
vetbal ordar oblained.

Beglaning 112746, DONMeslgrea wilt feview 100% recerls/admisslons:
resumptions of care Weakly to venly verbal ordor oblaingd and
documented. Rewvlew vl be conducted % 8 weeks and unld 100%
cofmpllance ¥ 4 consacutive weeks.

IThe EXON Is responsible for implementing the pfan of coerection,

Date of complation
1003018
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reviewed.

Patient #2's record Included a recertification
comprehensive assessment for the certilication
period 8/15/15 to 10M3/15, tompleled on
8/10/15, and sighed by his RN Case Manager.
Patlent #2's record did not include documentation
of comtmunication wilh his physician to obtain
orders for the new certification perlod. APOC for
the certification period was signed by his
physician on 9/0315. However, SN vislts were
completed ort 8117116, 81195, 821115, 8/2415,
8/26/15, 8728715, 8!31!15 and 902115, prior to
physictan approval of the POC.

During an interview on 9/17/15 at 9:50 AM, the
RN Case Manager reviewed Patient #2's record
and confirmed there was no documentation of
physician contact to obtain approval of the POC,
He stated he may have called the physician’s
office and left a message. However, he
contirmed he did not spaak to Patieni #2's
physician regarding the POC for the new
certificalion period.

Paliest #2's physician was not consulted fo
approve his POC for the new certification period.

2. Patlont#14 was a 75 year old female admiited
to the agency on /19715, for services related fo
hyposrmolality {a condition where the levals of
electolytes, proteins, and nutrlents in the pload
are lower than normal). Additional diagnoses
included HTN, diastolic heart failure and CHF.
Her record, including the POG, for the cerlification
period 1119415 lo 319/15, was reviewad.

Paflent #14's record included a SOC

comprehensive agsessment comploted on
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agency failed to ensure professional staff
promptly alerted the physiclan to changes in
patients' conditions that suggesied a need fo alter
the plan.of care for 5 of 16 patients (#2, #4, #5,
#11, and #13) whose records were reviewed.

This resulled in missed opporfunities for the
physician to alter pafients’ POCs to meet thelr
needs. Findings include:
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1/18/15, and slgned by the RN Case Manager,
The assessment documented communicalion
with Patient #14's physiclan, Howaver, it did not
document the date of the contact, or physician
approval of the POG, Patient #14's PQC was
signed by hor physician on 1/30/16, However, a
SN vislt was provided on 1/27/15, pilor to
physician approvat of her POG.
During an interview on 8/7/15 at @60 AM, the
RN Case Manager roviewed Patient ##14's record
and confirmed there was no documentation of
physlician approval of her POC prior to 1/30/15.
He staled he may have called the physiclan's
office and left a message, hut did not receive a
refurn call to approve the POC,
Patient #14's physiclan was not consulted to
approve her POC. ,
G 164 | 484,18({b) PERIODIC REVIEW OF PLAN OF G164 fus cccutrence report was compleled for patiants #2,4,5,11, and 13 11815
CARE den!:ﬁeji in e deficen praclice.
For patient #2, physician will ba contacled Lo oblaln bicod pressura
parameters znd plan of cate updated.
Agency professional staff promp[ly a[er[ the For anenl_#ﬁ an acowala welght will be oblalned and physicten notified
b - ratient K5 is no longer on sonvico.
physician to any changes that suggest a need fo -
a[ter ihe p'Ian Of care, [The integration Team provided educalion lo Team Leadsrs on tha
fellowing:
- Ti_defly job rasponsThilities.
TL Workdiow Tasks
This STANDARD is not met as e\.'idenced by: e TL Admrnisleative Tasks InciuBng perlodic roviewy of plan
Basad on review of clinical records, policy v ) N R
review, and staff inferview, It was determined the E&ﬂ;ﬁi&:ﬂéﬁm n;“é';i‘.f'.‘.'“ i1 LG Teem Lesder

1G0% plans of caze will be reviewed by Ti for vertfhication of appeoptiate
companeants in plan of care. TLwil perfoim a ravisw 0f 3 nolos pac

$clinician weekly o verify coodinallos: of czre gocuning and prders ore

carried oul appropialely.

Beginning 101215, DON/des'gnes v.71 review 3 nofes per ctinldan per
weak to vadfy cootdinalion of cate is evidenl and care provided
setording to physician ordars, Revewwii be conducled weekly x 8
wesks and unil 100% compifance achleved for 4 conseculive weeks.

The DON {5 responsitle fof implementng the plan of comaclion,

ate of completion
H0/30/16
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1, Patient #13 was ah 86 year old female
admitted to the ageney on 72515, for SN, OT,
and HHA services related to fracture of the
sacrum. Additional diagnoses Included -
rheutniatoid artheitls, osteoporosis, osteoarthrosis
of the pelvis, and history of falls. Her record,
including the POC, for the cerification period ~
7125115 to 9122115, was reviewed,

a. An SN visit note dated 8/07/15, signed by the
RN Case Manager, documented Patlent #13's
heart rate was 110. Additionally, under the
cardiovascular assessment section the RN Case
Manager documented Patient #13 had
“faintingfdizziness.” The visit note did not include
dosumentation of further agsassment or
intarventions related to Patlent #13's
cardiovasctiar status,

The RN Case Manager documented sho
coordinated care with the Supervisor, HHA, and
OT regarding the POC. There was ho
documentation the RN Case Manager Informed
Patient #1%s physician of her increased heart
rate, dizziness, or fainiing.

Nuring an interviow on 9/18/15 at 8:40 AM, the
DOMN reviewad the record and confirmed the
catdiovascular assessment findings doctimented.
She confirmed there was no dosumentation
Patlenl #1%'s physiclan was notifiad of her
changed status.

b, Palient#13's record included an OT
evaluation dated 7/29/15, and signed hy the
Ocoupationat Therapist. The evaluation
documented Patisnt #13's hoart rate was 110 and

her pain level was 9 out of 10.  According to the-
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Mayo Glinic waebsite, accessed 9/22/15, a normal
resting heart rate for aduits was 60 to 100, Heart
rates outside of this range may Indicate an
underlying problem.

The Occupational Theraplst documented she
spoke with the HHA and RN Gase Manager aiter
the vislt. She documented discussing Patient
#13's POC. Thete was no decumentation Patient
#13's increased heart rate or pain level were
discussed. Additionafly, the visif note did not
include documentation Patient#13%s physician
was nholified of her Increased heart rate or high
pain level;

During an interview on 8M8H 5 at 8:40 AM, the
DON reviewed the record and confirmed Patient
1 3's heart rate was slevated and she reported a
high pain level. She confirmed there was no
dosumentation by the Occupational Therapist
lhese were repotted to Patient #13's physician,

Areview of agency policy 2.1.011 tifled "Provision
of Care, Treatment and Services" dated 5/01/99
and revised 12/01113 was reviewed. The policy
stated "a score of 7 or greater on any of the pain
assessment fools ... is Indicative of severe pain.”
The palicy also stated "slandards indicate that
once the presenice of paln has heen assessed,
the apprapriate intervention ordered on the Plan
of Care will be Initlated. if there Is ho appropriate
infervention ordered, the clinician will notify the
physician and oblain orders. This policy was not
followed,

Patient #13's physiclan was not inforimed of
changes in her slatus.

2. Patlent #5 was a 60 year old male admitted to
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the agency on 8/14/15, for care related to
diastolic heart failure, Additional diagnoses
included GOPD, DM type II, ulcer of his isft foot,
cellulils, peripheral vascular disease,
polyneuropathy, essential HTN, depressive
disorder, and muscle weakness. He received
SN, PT, OT, HHA, and NT servlces, His record,
including the POC, for the cerlifigalion period
8114715 to 10/12M5, was reviewed.

a, Palient #5's POG included the order SN {0
provide instructions related to heart failure,
Including but not imited to definition of hearl
fajlure, measures to prevent hear failure, and
signs and symptoms of heart fallure, and possible
complications of heart failure. For weight gain of
3 LBS avemnight or 5 LBS over one week notify
MD'II

Patient #5's record Included nursing noles dated
8/26/15 and 8/2815, In the nursing note dated
8/26/15, the RN documentad 176 pounds as
Patient #6's weight. In the nursing note dated
8/28/15, tha RN docurnented 182 pounds as
Patient #5's weight, an increase of 7 potunds in 2
days.

The SN vislt note dated 8/28/15, inclided a
section Hiled “Gare Coordination.” The RN
documented care caordination ocourred with
*supervisor, patient, family caregiver, HHA and
physiclan” and that the subjsct discussed was
"wound care." The RN note did not state his 7
pound welght gain was reported.

During an interview with the DON on 9/16/15, she
reviewed Patient #5's nursing notes. She
confirned Patlent #5's welght gain was not
teported to the physician as ordered in his POC.

G164
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The agency did not alert the physiclan to'a ..
change in Patient #5's condition.

. Areview of Patient #85's POC dated 8714115,
and signed by his physician, was made. His POC
included the medications tramadol 50 mg, 1 every
6 hours/PRN for paln and neurontin 100 mg, 1
tablet daliy.

His POG included a physician order "SN to
monitor pain and instructreinforce patfent [sicl
regarding pharmacologic and hoh pharmacologic
and other pain control measures". The POG did
neot include pain parameters that stated what the
SN was to repor.

Aveview of Patlent #5's vislt notes, pain rated at a
7 or above was documented as follows:

- PT visit note dated 8/18/16 decumented Patlent
#5's pain at 7. His severe pain was not reporied
to his physician -

- RN visit note dated 8/20/15 doctumented Patient
#5's paln at 8. His severe pal was not reported
to his physictan

- RN visit note dated 8/26/15 documented Patiént
#5's pain at 8. His severe pain was not reportad
{o his physician.

- RN visit note dated 9/0315 documented Pakient
#5's pain at 7. His severe pain was not reported
to his physician,

During an interview with the DON on 9/16/15 at
10:45 AM, she reviewad Patient #5's medical
record. Tha DON stated the RN that documented
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the notes was no longer employed by the agency
and unavailable for interview. She confirmed his
PQC did not inglude paramelers for reporting pain
and that the physiclan was not called for Patient
#5's severe pain. The DON stated that because
paln parameters were nof specified on the POC,
vital sign alerte did not oceur when the clinician
entered a value that indicated severe pain.

The agency did not alert Patient #5's physician of
his severe pain,

6. Pafient#4 was an 88 year old fernale admilted
to the agency on 3/16/15, for care related to a
pressure ulcer. Addilional diaghoses included
essential HTN, peripharal vasculat disease and
urinary Inconlinence. She received SN services.
Her record, including the POCs, for the
certification periods 7/14/15 to 9/11/16 and
9112115 o 1110/15, were reviewed.

Patient #4's POC for the certification period
7114115 to 8/11/15, included the medications
gabapentin 300 mg 3 times daily for painand
NORGCO 5-325 myg 1-2 tablets by mouth, every 6
hours/PRN for pain. Her POC for the certification
patlod 8112115 lo 1111045, Included an additional
pain medication, oxycodene 10-326, 1-2 tablats
by mouth every 6 hours/PRN.

Her POC Included a physiclan order "SN {o
monitor pain and instrugtireinforce patient [sic]
regarding pharmaceloglc and non pharinacologic
and ofther pain control measures”. The POC did
not include pain parameters that stated what the
SN was fo report, -

Areview of Patient ##4's visit notes, pain rated at a
7 or above was documented as follows:
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- 8N visit notes dated 7/16/16, 711815, 7/19/15, -
7120015, 7/25/15, 819115, 824715, and 9/02/15,
documented Patient #4's paln at 7. Her severe
pain was not reported to her physician.

- An SN vislt note dated 9/07/15 documented
Patient #4's pain at 8. Her severe pain was not
reported to her physictan.

During an interview with the DON on 9/16/15 at
10:45 AM, she reviowed Patient #4's medical
record. She confirmed her POG did not include
parameters for raporting pain and that the
physician was not called for Patient #4's severe
pain. The DON stated that because pain
parametets were not specified on the POC, vital
slgn aletts did hot occur when the cliniclan
sntared a value thal indicated severe pain,

The agengcy did not alert Patient #4's physiclan of
her severs pain,

4. Patlentit11 was a 67 year old female admilied
to the agency on 5/27/1%, for services related to
CHE. Additlonal diagnoses included aoitic valve
disorder and chronic kidney disease, Her record,
including the POC, for the certiflcation petiod
7/26/15 o 9/23/15, was reviewed.

The National Institutes for Health website,
accessed ¥22/15, included a patient education
guide for congestive heart failure. If stated heart
faflure is a condition wheara the hearl is not able to
purnp blood at 4 normal rate, resulting in excess
fluid in tha rest of the body. 1t stated one of the
first slgns of heart faffure Is sudden welght gain
duse to the accumulation of fluid.”
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Patient #4-'s POG for the certification period
7126115 to 9/23/15, included an order to nolify her
physigian for a welght greater than 285 pounds.
Her weight at the start of her certification perlod
was documented as 282.4 pounds, Patlient#i1
axperignced a 17.6 pound welght gain aver 20
days (7/26115 - 8/16/15}, as follows:

- 82116 289.4 pounds
-8/13/15 291.8 pounds
~ Bfi4H5 284.4 pounds
-~ 8f15HB 300 pounds

Her racord did not include documentation of
physician notification of her weaight gain.

During an interview on 9117115 at 9:20 AM, the
RN Case Manager reviewsd Patlent #11's racord
and confirmed 1t did not state her physician was
notified of her weight gain.

The agency falled to noilfy Patient #11's physlician
of her weight gain.

5. Palient#42 was a 59 year old male admitted to
the agenacy on 4/17/15, for services relaled to 4
prassure ulcers, Additional diagnoses included
paraplegia and spinal cord injury. He recaived
SN services, His record, including the POGs, for
the certification periods 4/17/16 lo 671515,
6M6/15 to 811418, and 81515 to 10/13/15, was
reviewed.

Patlient #2's record included a SN visit nole dated
8117715, and signed by his RN Case Managat.
The note docuimented a BP reading of 160/101.
The Aimerican Heart Association website,
aceessad on 9/22/15, defines hypertension as
greater than 140/90. There was ho
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documentation stating Palient #2's physician was
notified of his elevated BP.
During an interview on 8/17/15 at 9:50 AM, the
RN Gase Manager reviewed Patlent #2's record
and conflrmad his physician was not notified of
his elevated BP,
The agency falled to notlfy Patient #2's physisian
of his elevated BP,
G 1651 484 '18(0) CONFORMANGE WITH PHYSICIAN G |§5 |/ orcumencareport was oitered for patients #2, 4, and 1§ Identified n§ 1VEG/ES
- the defident practice,
ORDERS
. 100% of elinkians w3l ba educaled by thy ONfdasigres on the 104615
Y fot\owing potides and procedures:
Drugs and treaiments are administered by . 2.1.008 Physidon Ordars
agency staff only as ordered by the physician. : 2.1.007 Pi=n of Carg
Education w3l focus on eblalning ordess ot to care, follosying
physidan ordere on 23 cara provided, follwing ordored frequansy when)
visits scheduled, and interpretaton of Plan of Cara within HCHB.
H H - Copunynlcalion will occur bek 1 RN superyisorand phystclan for
This STANDARD H::n not metf as e\{ldenced by- ) ml’usa:nfanywderedserwues\ﬁimdowmenlaﬁon 1o suppork
Based on observation, record review and staff e o o vl b Ao to v curront ondare i to | 4020015
. ' 1= WOan Wi EESponsdAn [Q revs e 8IS pid
interview it was determined the agency failed to fmpfomentation of palient visit. Al wound cars orders wil be reviawed :
ansure physician orders were obtainedfclarified with TL prior 10 cate to vertfy most cusrent order.
prior fo the provislon of wound care for 3 of 8 heginaiog 1042/15, Uhe DON/dusines #F complate a secord faviaw of
paiients (#2, #4, and #11) who received wound b notes per dlinicfan per visek 1o variy care Is prodided per physician
care and whose records wate reviewed. This D‘"‘*’S‘l:a'; :f‘,“‘f";'f,%‘;‘?,"éi,'ﬁ;’uiﬁ P“Z"“D’ z‘emf‘m‘;@
berurale, ovie X 8 weaks and un #
resuited i wound care orders not belng followed, ormgtrance nchieved x 4 consecutive weeks.
and had the potentia! lo negalively impact patient [fhe DO Is responsiblo for Implementing the pidn of correction Date of comytetion
safely. Findings inciude: 0430115
1, Patlent #2 was a 59 year old male admilied to
the agency on 4/17H5, for senvlces refatad to 4
pressure ulcers. Additional diagnoses incliuded
paraplegia and spinal cord injury. He recalved
S sorvices. His racord, including the POCs, for
the cerilfication perlods 4117115 to 8/15/15, )
6/16/15 to 8/14/15, and 8&/15/15 to 10F13M15, was .
reviewed,
+
Patient #2's record included 2 SOC
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cotnprehensive assessment completed on
441715, slghed by his RN Gase Manager. The,
assessiment noled Patlent #2 had 2 Stage Il
pressure ulcers and 2 Stage Il pressure ufcers.

Patient #2's POC for the cerlification peylod
BH5M5 to 10/113/15, ncluded an order for
dressing changes 3 imes a week. The order
included 4x4 antimicroblal gauze to be applied to
hig hip and scrotum,

A visit was made to Patient #2's home on 9/16H15
at 11;00 AM, io observe an SN visit. During the
visit, the RN Gase Manager provided wound care
to 2 wounds on his hip, 7 wound an his scrotum
and 1 wound on his right heel. The RN Case
Manager was noted to apply plain 4x4 gauze
dressings o Patient #2's 4 wounds. Wound care
supplles were present in his bedroom, Hawever,
no antlinicrobial gauze was noted.

During an interview on $/17/16 at 8:50 A, the
RN Gase Manager reviewed Patient #2's record
and confirmed his wound care order for
aniimicrobial gauze was not being foliowed. He
slated he began using plain gauze Instead of
anlimicrobial gauze at the beglnning of the
current cerlification perlod, 8/15/15,

Patient #2's wound care was nof provided as
ordered hy his physician.

2. Patient #11 was a 67 year old female admitted
to the agency on 5/27/15, for services related to
CHF. Additional diagnoses inciuded aortic valve
disarder and chronic kidney disease. Her.record,
including the POC, for the certification period
7126/15 to 9/23/15, was reviewed.
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. seeing an order for Unnahoats.

a. Patient #11's POC for the certification perlod
7126115 to 9/23/15, included an order for care of
her lower leg wounds. It staled " Wound care to
bilateral lowar extremities once a week. Cleanse
with saline and gauze. Apply dual stage wrap,
then top with Unaboot [sic) calamine wrap for
rnolsture..." Unnaboots are compression
bandage kits that can be left In place for 7 days.

Patient #11's record Included an SN vislt note
dated 7/31/15, and signed by the RN Case
Manager. The note stated Patient #11's lower
extramities were cleansed with saline, then
rewrapped with dual slage wraps. The note did
not document application of Unnaboot calamine
wraps.

Palient #11's record included an SN visit note
dated 8/07/15, and signed by the RN Case
Manager, The note stated Patient #11's lower
extremities were wrapped with dual stage wraps.
The note did not docusment application of
Unnaboot calamine wraps.

During an interview on 9/17/15 at 8:20 AM, the
RN Case Manager reviowed Pafient #11's record
and confirmed Unnaboot calamine wraps were
not applied as orderad by her physictan, The RN
Case Manager slated he did not remember

b. Patient#11's record Includad a Physician
Vetbal Order dated 8/11/15, and signed by the
RN Branch Manages. it was signed by the
physician on 8/13/15. The order stated to wrap
her legs with gauze dampeaned with Minnesota
soluflon {antibiotic sofution), then cover with dry
gauze. .
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Patient #11's record Inciuded an SN visit note
dated 8/21/15, and signed by the RN Case
Manager. The note stated Medihoney (a
medical-grade honey product for the
management of wouhds and burns) was applied
to her lower leg wound. However, thete was no
physician order for Medihoney.

During an interview on /17715 at 9:20 AM, the
RN Case Manager reviewed Patient #11's record
and confirmed Medihoney was applied without a
physician's order. He stated he did not obtain an
order because he did not know if it would work.

c. Patient#11's tecord includad a Physlclan
Varbal Order dated 8/28/15, and sighed by the
RN Case Manager. The hew wound order
ncluded the application of tubigrips for
compression, following cleansing and wrapping of
her legs. Tublgrps are comprassion handages
usad to control edema {swelling causead by
excess fluid trapped In the tissues),

Patient #11's record included an SN visit note
dafed 8/30/15, and slgned by an RN, The nofe
staled her legs were cleansed and wrapped, theh
the dressings ware secured with ace wraps. The
note did not document tublgrips were applied.

Patient #11's record included SN visit notes dated
8131115, 8/02/16, and $/04/15 and signed by the
RN Case Manager. The note stated her legs
were cleansad and wrapped, then the dressings
were secured with ace wraps. The nole did not
document tubigrips were applied.

Patiant #11's recerd inciuded an SN visit nole

| datad 9/07/15 and signed by the RN Case

Manager. The note stated the wound care nurse
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at the wound ¢linic was contacted due fo
extenslve drathage and redness of Patient #11's
lower legs. The nole stated the wound fo her [eft
fool had worsened due Io extensive edema.

Dering an interview on 9/17/15 at 9:20 AM, the
RN Case Manager reviewad Patient#11's record
and confirmed ace wraps were applied Instead of
tubigrips. He stated the agency did not obtain the
tubigrips, and used ace wraps in their place,

Patlent #114's wound care was hot provided as
ordered by her physician.

3. Patient#4 was an 88 year old femals admitled
to the agency on 3/16/15, for care related fo a
pressure ulcer, Additional diagnoses clided
essenftal HTN, peripheral vascular disease and
urinary inconfinence, She recelved SN services,
Her record, including the POGs, for the
certification periods 7/14/15 to 8/11/15 and
9/12M5 to 11/10/18, were reviewed.

A physiclan verbal order dated 8/21/15 stated:
"PATIENT TO CONTINUE VAC CHANGES
M,WLF, DUST SPONGE LIBERALLY WITH
WOUND HEALING POWDER."

Patient #4's record included SN notes that did not
conform with the physician order dated 821115,
as follows:

~ A SN note dated 8/24/15, was completed by the
RN, [t did not include use of wound heating
powdaer,

~ A SN note dated 8/26/15, was complated by the
LPN, it did nol include use of wound healing

powder.
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- A SN note dated 9/02/M5, was cornpleted by the
LPN. It did not Include use of wound healing
powder,

- ASN nole dated 9/04/15, was cornpleted by the
LPN.. i did not include use of wound healing
powdar.

- A 8N note dated 9/06/15, was completed by the
RN, it did not include use of wound healing
powdar,

During an interview on 9/16/15 at 10:45 AM, the
DON revlewed the physician order dated 8/21/15,
and confirmed the ordet to use wound care
powder in ihie wound care orders. She reviewad
Patient #4's SN notes dated 8/24115, 8/26/15,
S/0215, 9/04H5 and 9/06/15 and confirmed the
SN inlerventions did not include use of wound
cars powder as ordered by ihe physician,

Nursing interventions for Patlent #4 did not
conform with physician orders,
484.30 SKILLED NURSING SERVICES

This CONDITION is not metl as evidenced by:
Based an record review, policy review,
ohservation, patlent/caregiver interview and staff
interview, ft was delermined the agency falled to
ansura skilled nursing services were furnished in
accordance with the plan of care and consistent
with patients’ hieeds, and falled to ensure patlents
received comprehensive assessmants, This
negalively impacted quality, coordination, and
safety of patient care, Findings Include:

G 165

G 168
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1. Refer fo G170 as it refates to a faflure of the
agency to ensure skiled nursing sevices were
furnished in accordance willy the POC.

2. Refer to G173 as it relates to the fallure of the
agency {0 ensure nursing staff developed and
updalted POGs fo mesl patients’ medical and
nursing needs,

3. Refer to G174 as [t relates 1o the failure of the
agency to ensure a registered nurse provided
speclalizad and substantial nursing services
consistent with the ageney's policies anhd
procedures, and current standards of practice.

4. Refor to G175 as [t relates lo the failure of the
agency to ensure a registered nurse initiated
appropriate preventive and rehabilitative nursing
procedures.

B. Refer to G176 as it relates to the fallure of the
agency o ensure nurses prepared clinical nofes
that accuralely described the patient's condifion,
and Infarmed the physiclan of changes in the
patient's condiflon and needs.

6. Refer fo G177 as it relates {o the failure of the
agency to ensure a registared nurse counseled
the patient and family In meeting nuraing and
related neeads.

7. Refer to G182 as it relates to the fallure of the
agency to ensure a licensed practical nurse
prepared equipment and materlals, and provided
treatment using aseptic techniqgue.

The cumulative sffects of these negative
praclices seriously iimpeded the abllity of the
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1. Patient#£2 was a 59 year old male admitted to
the agency on 4/17/15, for sewvices related to 4
pressure ulcers, Additional dlaghoses included
paraplegia and splnal cord injury. He recelved
SN services. His record, including the POGs, for
the certification periods 4/17/15 to 6/15/15,
6F6IM5 to 814116, and 8/15/16 to 10/13/1b, was
reviewed.,-

Patient #2's record included a SOC
comptehensive assessment completed on
4117115, signed by his RN Case Manager, The
assessment noted Pallent #2 had 2 Stage It
pressure ulcers and 2 Stage iV pressure ulcers.

The POGC for the certification perled 8/16/15 fo
10/13115, Included an order for dressing changes
Jtimes a week. The order included 4x4
antimicroblal gauze to be applied to his hip and
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A An occurrence repott w2 be enleced for palents #2, 4, 6, 11, 14, and 15
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observation, and staff interview, it was ] o
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Avisit was made to Paflent #2's home on 9/16/15
al 11:00 AM, to observe an SN visit, During the
visit, the RN Gase Manager provided wound care
to 2 wounds on his hip, 1 wound on his scrotum
and 4 wound on his right heel. The RN Gase
Manager was noted to apply plain 4x4 gauze
dressings to Palient #2's 4 wounds, Wound care
supplies were present in his bedroom. However,
no anfirsicrobial gauze was noted.

During an interview an 9/17/15 at .50 AM, the
RN Case Manager reviewed Patient #2’s record
and confirmed his wound care order far
antimicrobial gauze was not belng followad, He
stated he began using plain gauze instead of
antimicroblal gauze at the beginning of the
current certification perlod, 8/16/15.

Palient #2's wound care was not provided as
ordered on his POC.

2, Patient#11 was a 67 year old femala admitted
to tho agency on §f27/15, for services related fo
CHF, Additional dlagnoses included aortic valve
disorder and chronic kidney disease, Her record,
including the POG, for the certification perlod
7126115 to 9/23/15, was reviewed.

a. The National Institutes for Health website,
accessed 9/22/15, included a patient education
guide for congestive heart failure. 1t stated heart
{ailure fs a condition where the heart is not able to
pump blood at a normal rate, restiting in excess
fluld In the rest of the body, |t stated one of the
first signs of heart fallure is sudden weight gain
dus to the accumulation of fluid.
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Patient #11's POC for the certifleation period
7/26/15 to 923715, included an order o notify her
physician for a weight greater han 285 pounds,
Her weight at the start of her cerlification paried
was documented as 282.4 potnds. Patient #11
experienced a 17.6 pound weight gain over 20
days (7/26/15 - 815/15), as follows:

- 8M12/15 289.4 pounds
<8316 291.8 pounds
- 8M4/15 294.4 pounds
- 8/15/5 300 pounds

Har regord did not include documentation of
physician notiflcation of her weight gain.

Durlng an interview on 9/17/16 at 9:20 AM, the
RN Case Manager reviewed Palient #11's record
and confirmed it did not state her physician was
notified of her weight gain.

The agency Failed lo notify Patient #11's physiclan
of her weight gain as stated ih her POC,

b. Patient#11 was admilled to the agency
following a hospitalizetion for CHF. Her record
included a referral order from the discharging
hospital. The order included SN visit frequency
no [ess than dally for the first 3 days.

Patient #11's record included a SOC )
camprehensive asseasment comploted on
6/27115, and signed by the RN Case Managert,
The next 2 SN vislts were documented on
512916, and 6/01/15. No SN vislt was
documented on £/28/15, her second day of
service.

During an interview on 917715 at 9:20 AM, the

G 170
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RN Case Manager reviewed Patient #11's record
and confirmed she did not receive dajly visits for
3 days as ordered by the referring physician.

¢. Pafient#11's record included a physiclan's
ordar for SN visits 5 times a week for 1 week,
effective 8/23/16, However, her record included 4
SN visils for the week of 8/23/15, dated 8/23/15,
8/24/15, 8125/15, and 8/28{15 .

During an interview on 9/17/18 at 9:20 AM, the
RN Case Manager reviewed Patient #11's record
and confirmed § SN vislts wera ordered, and 4
SN visits were completed during the weak of
8/23/15.

Patient fi11's SN visits were not provided as
ordered by her physielan,

d. Paflent #11's record included a Physician
Verbal Order dated 9/02/15, and signed by the
RN Case Manager, The arder was to oblain
blood tests as ordered by a Physician Asslstant,
The order was signed by Patient #11°s physician
on 9/04{15,

Patient #11's record inchided an SN visk note
dated 8/02/16, and signed by the RN Case

ware obtained as ordered by the Physiclan
Assistant.

During an interview on 9/17/15 at 9;20 AM, the
RN Case Manager reviewed Pattent #11's racord
and confirmed the order for the bleod tesls was
obtalhed from a Physiclan Assistant. He stated
ha did not vedfy the order with Patlent #11's
physisian, and confirmed the blood tests wera

obtained prior to approval by her physician,

G170
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Patient #11's RN Case Manager completed blood
tests without a Physiclan's order,

e. Patlent #11's POC for the cerlificallon period
7126115 to 9/23/15, included an order for care of
her lower leg wounds. if stated ¥ Wound care to
bliaterat fower extremities once a week, Gleanse
wilh safine and gauze. Apply duat stage wrap,
then top with Unaboot [sic] calarine wrap for
moisture...”" Unnabools are compression
bandage Kils that can be left I place for 7 days.

Patient #11's record Included an SN visit hote
dated 7/31/15, and signed by the RN Case
Manager. The note statad Patlenf #11's iower
extremities were cleansed with saline, then
rewrapped with dual stage wraps. The note did
not document application of Unnaboot calamine
wraps.

Patient #11's record Included an SN visit note
dated 8/07/15, and signed by the RN Case
Manager. The note stated Patient #11's fower
axiremitles were wrapped with dual stage wraps,
The note did not document application of
Unnaboot calamine wraps,

During an interview on 97175 at 9:20 AM, the
RN Case Manager reviewad Patfent #11's record
and confirmed Unhaboot calamine wraps were
hot applied as ordered by her physician. The RN
Case Manager stated he did not remember
seelng an arder for Unnaboots,

f. Patient#11's record Included a Physiclan
Viorbal Order dated 8/11115, and signed by the
RN Branch Manager, 1t was sighed by the

physician on 8/13/16, The order stated to wrap

G170
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her legs with gauze dampened with Minnesofa
solution (antibiotic sajutlon), then cover with dry
gauze,

Patient #11's record included an SN visit nole
dated 8/21/16, and signed by tha RN Case
Manager. The note stated Medihioney (a
medical-grade honey product for the
management of wounds and burns) was applled
to her lower leg wound, However, there was no
physician order for Medihoney.

During an interview on 9M17/15 at 9:20 AM, lhe
RN Case Manager reviewad Pafient #11's record
and confirmed Madihoney was applied without a
physician's order, He sfated he didn't obtain an
order because he didn't know I It would worl,

g. Patient #11's record Included a Physiclan
Verbal Order dated 8/28/15, and sighed by the
RN Case Manager. The new wound order’
included the application of tublgrips for
coinprassion, following cleansing and wrapping of
her legs, Tubigrips are compression bandages
used to conlrol edema (swelling caused by
excess fluld trapped in the tissues).

Patient #11’s record included SN visit notes dated
8/30715, 831115, 9/02/15, and 9/04/15 and signed
by the RN Case Managsr. The notes stated her
tegs were cleansed and wrapped, then the
dressings were secured with ace wraps. The
notes did hot decument lubigrips wore applied.

Patient #11's record inclided an SN visit note
dated 9/07/15 and signed by the RN Case
Manager, The note stated the wound care nurse
al the woundl ciinic was contacted dua to

extensive dralnagse and redness of Patlent #t11's

G170
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lower legs. The note stated the wound to her lefl
foot had worsenead due to extensive edema.

During an nterview on 9/17H5 at 9:20 AM, the
RN Case Manager reviewed Patient #11's record
and confirmed ace wraps were applied instead of
fubigrips. He stated the agency did nof obtain the
tubigrips, and used ace wraps In their place. The
RN Case Manager confirmed Patient #i1's
physician was hot consulted regarding the use of
ace wraps instead of tubigrips.

Pationt #11's wound care was not provided as
ordered hy her physician.

3. Patient #5 was a 60 year old male admittad to
the agency on 8/14/15, for ¢care related to
diastolic heart faflure, Additional diagnoses
inchuided COPD, Di type I, ukcer of his left foot,
collulitls, perlpheral vascular disease,
polyneuropathy, essential HTN, depressive
disorder, and muscle weakness. He received
SN, PT, OT, HHA, and NT services. His record,
ncluding the POC, for the certification period
8114115 to 10/12115, was revigwed.

Patient #6's POC Included the order "SN to
provide instructions refated to heart failure,
Including but not Imited to definition of heart
failure, ineasures to prevent heart failure, and
signs and symploms of heart failure, and possible
complications of heart failure. For welght gain of
3 LBS ovomight or 5 LBS over otie weel notify
MD.II . "

Patient #5's record included nursing notes dated
8/26/15 and 8/28M5. [n the nursing note dated
8/26/15, the RN documented 175 pounds as

Patient #5's weight, In the hursing note dated

G170

FORM CMS—?SG?(DZ-%} Previous Versions Obsolets Event ID:3FDOH

Facility ID; OAS001280

If continuation sheet Page 80 of 156




PRINTED: 10/02/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION MUMBER: A. BULDING COMPLETED
137014 B, WING 0971812015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2iP CODE :
222 SHOSHONE STREET EAST
IDAHO HOME HEALTH & H‘OSPIGE TWIN FALLS, ID 83301
4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! [h]
PREFIX {FAGH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
FAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TD THE APPROPRIATE DATE
DEFICIENCY) :
G 170 Gontinued From page 80 G170

8/28/156, the RN documented 182 pounds as
Patient #5's welght, an increase of 7 pounds in 2
days,

The SN visit nole dated 8/28/15, included a
sacflon titted "Care Coordination.” The RN
dooumented care coordination occurred with
"syparvisor, patient, famlly caregiver, HHA and
physician® and that the subject discussed was
"wound care," The RN note did not state his 7
pound welght gaih was reported,

During an interview with the DON on 9H86/15, she
reviewed Patient #5's nursing notes. She
canfirmed Patient #5's walght gain was not
repotted to the physician as ordered in his POC.

The agency did not alert the physician of Patient
#b's weight gain, as indicated in his POC,

4, Pallent #4 was an 88 year old female admitted
to the agency on 3116/15, for care relalsd to a
pressure ticer. Additional diagnoses included
essenttal HTN, PVD and urinaty incontinence,
She recelved SN services, Her record, Including
the POCs, for the cerlification periods 714418 {o
9117115, and 9712715 to 11710/ 5, were reviewed.

Patient #4's record included a physician's order
dated 8/29/15 for wound care, The physician's
orders stated "continue (sic) vac changes M, W,
F, dust sponge libarally with wound healing
powder”,

Patient #4's record included SN notes that did not
conform with the physician order dated 8/21/15,
as follows:

- A SN note dated 8/24/15, was comploted by the
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RN. It did not include use of wound healing
powder, .

- A SN note dated 8/26/15, was completed by the |

LPN. it dld not include use of wound healing
powder.

- A SN note dated 9/02/15, was completed by the
LPN, It did not include use of wound heating
powder.

- A SN note dated 9/04/15, was completed by the
LPN.. it did not include use of wound healing
powder.

- A SN note dated 906715, was completed by the
RN, it did not inciude use of wound healing
powder,

5. Patient##14 was a 75 year old female adimilted
to the agency on 1118715, for services related io
hyposmotality (a condition where the lovels of
cloctrolytes, proteins, and hutrtents in the blood
are lowet than normal), Additional diaghoses
included HTN, diastolic heart failure and CHF.
Her record, incliuding the POG, for the certification
period 1/19/15 to 3/19/15, was reviewed.

Palient #14's record Included a Physician Verbal
Qrder dated 3/05f15, and sighed by the RN
Branch Manager. The order Included SN visits 2
times a waek for 1 week, then 1 time a week for 2
weeks, :

Patlent #14's record included an additional
Physician Verbal Order, also dated 3/05/15, and
signed by the RN Case Manager. The order
included SN visits 3 times a week for 1 week,

then 4 imes a week for 1 waek, then 1fime a
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Continued From page 82
week for 1 week,

Durring an interview on 9/17/15 at 9:50 AM, the
RN Case Manager reviewed Patient #14's racord
and confirmed the 2 orders conflicted and stafed
he did not know which order was to be followed.

Patlent #14's record included conflicting orders
for SN frequency.

6. Paflent#15 was a 61 year old male admitted
fo the agency on 810115, for services related to
Insulin dependent BM. Additional diaghoses
included a foot nicer, GHF and Parkinson's
disease. He received SN, PT, HHA and MSW
services. His record, including the POCs, fot the
cartification period 810115 to 10/08/15, was
reviewed.

Patlent #15's POC Included an order o fill his
medication planner device every visit. Howevaer,
SN visit notes dated 8/10/18, and 9/01/15, did not
slate his medicalion planner was filled.
Therefore, his medications were not sef up for his
use during week 1 and week 4 of his cerlification
pertiod.

Duwring an interview on §/17/15 at 3:05 PM, the
RN Branch Manager reviewed Patient #15's
record and confirmed his medication planner was
not filled as ordered on his POGC.

Patient #15's medications were not sefupin a
planner device as ordered on his POC,
484.30{a) DUTIES OF THE REGISTERED
NURSE ’

The registered nurse inltlates the plan of care and

G170

(3 173 prectirrence report entered for patients #1, 4,5,6,8,10,13,16 1de
the deficlen) praclice,
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records were reviewed. This resulted in
incomplete POCs and a lack of assessment and
patient/caragiver education relevant lo patient
needs, and had the potential to resulf in negative
patient ottcomes, Findings include:

1. Patient #1 was a 76 yeoar okl male admitted fo
the agency on 9/01H15, for services related to
insulin dependent DM. Additional diagnoses
included muscle weakness. He recelved SN, PT
and OT services. His record, Including the POC,
for the certification period 9/01/15 to 10/30/15,
was feviewed,

Pafient #1's record inciuded referral information
from the discharging hospital. The referral
information stated Patient #1 was a newly
diagnosed diabelle. He was admitted to the
hospltal ot 8/25/15, with a blood glucose level of
589 mgldl {The American Diabetes Association
webslte, accessed 9/22/15, stated a narmal farget
bload sugar for a diabetic aduit is less than 180
mg/dl.) Ho was discharged from the hospital on
8291 5, with orders for blood glucose testing and
insulin adrministration, The discharge information
stated Palient #1 required home health services
for educalion related to DM and Insulin
adminisiration.

The field elinfsan wil ba responsitie 1o review cument ordars pdor Lo
mptementalion of pationt visit. All wound care oders w7l bo reviawed
with TL prior {¢ cam lo venfy most cumment order. RM w§i oblaln order for
o a7 pali
jordored pidse ox vl have osloblshed paramators, All pationts wil have
DN patametars. .
For any patient receiving wound cars from careglver, SN te documont
leducation and return demanstraton wilh evidenca of compatency from
caregiver,

Beginaing 1012/15, 3 dinical nolas will be zeviewed persveak pes
Cinician by the DOM/designes, Reviaw vAll be conducted to veiify cara
provdded perphysldan oiders and appropdats notificallon to physidian,
{applicablo. Review wl also detemvno actitacy and complatensss of
P’ﬂn o carg, Reviow w2l be conducled X 8 waeks and unl compianco
_1100% for 4 consacutiva vieeks.

ihe DON Is tespensitle for Implernenting tha ptan of cocraction.

viilh r cdiagnesis of DM and CHF. Paflents wﬁrl
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G 173 | Gonlinued From page 83 G 173 [or patenti#16, piysictan wat bo contacted for compiote wound care. | 1 2110
. prdots and plan of cars updated to include who vl perform wound core
necessary revisions. b days eXiled puse not preseal.
For patient #8, phyaleizn vill be contacted fot pulse ox paramelsrs,
Patients #4, 5, 8, and 13 ats no louger on seryiea,
This STANDARD s not mel as evidenced by [100% clialtians Wil be sducated hy the DONdesigraa on tho foliowing: ieis
. " 2.1.008 Phys'dan Qrders
Based on record review, observation, policy 21,007 Flon of Cate
review, and staff interview, It was determined the [Education wi focus on oblaining complete tdess prior [o care, Tollowing
agency failed to ensure patients' POCs were D O o0 oo grovidod, (oaiing ondered laquonay whan
1 7 f kchedu'ing visils, ard Interpratat [ of fhin HCHRB.
Initiated and revised to ensure thelr medical and ) ”:” > o Z'“ i °\':° :1“’:,3 m:“ ¥ ‘;dd ol s
N dinledans were instrocied o reviewing plan of care and doctimentat:
nursing needs were met, for 8 of 16 patients (#1, L thin HCHB by fatogration Team,
#4, #5, #8, #8, #10, #13, and #16), whose
10R15
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Patient #1's record included a SOC
comprehensive assessment completed on
9f01/15, and signed by the RN Case Manager.
The assessment staled Patient #1 was at risk for
rehospitalization and front loading of visits
(increased visits at the beginning of his care
episode) would be implemented to prevetit
rehospilallzation.

Patient #1's record included a POC for the
ceriification pariod 9/01/16 to 10/30/15, signed by
the RN Case Manager. The POC Ingluded an
ordar for SN visits 1 time a week for 5 waseks,
then every other week for 4 weeks. The order did
not include front loaded SN visits.

During an Interview on 9/17/15 at 3:30 PM, the
RN Branch Manager reviewed Patient #1's record
and stated he recuired acditional SN visits at the
beginning of his care episode for educatlon
related to blood glucose testing and Insulin
sdministration, and to decrease his risk of
rehospitalization. She confirmed his SN visits
were hot front loaded as Indicated to meet his
nesds.

Patient#1's RN Case Manager failed to Initiate a
POCG to meset his needs related to DM education,

2, Patlent#8 was a 39 year old male admiltad to
the agency on 8/27/15, for SN and PT services
related to pneumonia. Additional diagnoses
included callulilis and abscess of buttock, HTN,
dislocated right shoulder, verlebrae fracture,
PIGG ling, and history of falls, Hls record,
including the POG, for the cerflficafion period
812715 to 10/26f15, was reviewed.

Patient #8's racord stated he had a Jackson-Pratt _
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| often the wound care was to be performed.

Continued From page 86

{\IP} drain in his right groin for dralhage from a
wouind on his right glitea! (bultock) area. A JP
drain Is a fube, connected o a suction bulb,
which was Inserted Into the wound to prevent the
collection of fluid,

Patient #8's POG included orders for SN visits 1
time a week for 1 week, 2 times a week for 1
wesk, and 1 fime every other week for 2 weeks.
His POC also included orders for wound care to
his right groin. The order stated the JP drain site
was fo be cleansed wilh normal saline and
Betadine, then covered with a transparent
dressing. However, the order did not stale how

Patient #8's record included a referral arder for
home health services, daled 8/26/15. The arder
stated the JP drain site dressing was to be
changed evety 2 days. However, his POG did not
include orders for SN visits every 2 days. There
was no documentation in Patient #8's stating who
would complete his drain site care oi the days
the nurse did not maks a visit. Additicnally,
Patient #8's rocord did not include documentation
the SN instructed him how to clean the wound or
change the dressing.

During an interview on 917115 at 3:40 P, the
RN Case Manager reviewed Patient #6's record
and confirmed the wound care order on the POC
did not include how often the dressing was to be
changed. He stated he believed the wound
cleaning and dressing changes were to ba done
twice dally. The RN Case Manager stated he
was unaware the referral order stated the wound
care was to be done every 2 days, He stated he
Instructed Patient #8's wife how to change clean

the wound and change the dressing beginning the

G173
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sacond visit. The RN Case Manager confirmed
he did not consistanily docuiment teaching in the
record.

Patient #8's RN Case Manager failed to inltiate a
POG to mest his needs for management of his
wolnd,

3. Pafient#10 was an 82 year old male admitied
to the agency on 5/07/15, for SN, PT, and HHA
services related lo CHF. Additional diagnoses
included ankle fracture, cardiornyopathias, atrial
fibrillation, DM, CKD, therapeutic drug monitoring
and long term use of anticoagulants, rotator cuff
injury, and history of falls. His record, including
the PQGs, for the cerdification peilods 5/07/16 fo
7/06/15 and 9/04/15 to 11/02/186, was reviewed.

a. Patlent #10's racord included a referral order,
dated 6/06/15. The referral order staled SN visils
were to be no less than dally for the lirst 3 days
following admisslon, theh 3 fimes a week for 2
waeks, and 2 times a week for 2 weeks, to .
assess Patient #10's vital signs and fiuid overload
related to his admission diagnosis of CHF,

The POC, dated 5/07115, ordered SN visits T time
the tirst week, 3 fimes a week far 1 week, 2 times
a week for 2 weeks, then 1 ime a week for b
weeks. The referral orders for SN visite were not
foliowed on Patient #10's POG. There was no
documentation in the record why the refetral
orders wers not followed. ’

During an inferview oh 817115 at 10:40 AW, the
RN Case Manager confirmed the SN visit orders
on the POG. He stated he was unaware of the
referral orders specifying the frequency of visits

from the referring factity for assessment of vital
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Contintled From page 87
signs and fiuid overicad.

During an interview.on 9/17/15 at 10:40 AM, the
DON statad the referral ordars were not followed
because Patient #10 went back to the hospitdl*
within the first 2 days of admisslon to the agency.
She stated the agehoy recelved new orders from
hls physlician, which they followed, after his
hospital vislt, The new physician orders were not
received as of the end of the survaey,

b. Patient#i0's record included an SOG
comprehensive assessment dated 5/07/15, and
signed by the RN Case Manager. The
assessment documented Pailent #10 was
checking his blood sugar levels according to
physician orders and his blood sugar lavels ware
within "Patient Specific Parameters” There was
no documentation in the assesament what Patlent
#10's blond sugar level was or how frequently he
checked tham.

Patient #10"s POG did not Include orders or
interventlons for checking his blood sugar jevals.
Additionally, there were no parameters for blood
sugar levals lhcluded o his PCC,

During an interview on 9/17/15 at 10:40 AN, the
RN Case Manager confirmed Patient #10 was
checking his blood sugar levels. He canflrmed
there wers no orders or interventiotis related to
checking blood sugar levels or parameters for
whan to notify the physician on Pation{ #{0's
POC.

Patient #10's RN Case Manager failed to inifiale a
POG which addressed his wound care needs and
managermant of his DM,

G173
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4. Pallent #13 was an 86 year old female
admitted to the agency on 7/25/15, for SN, OT,
and HHA services related to fracture of the
sacrum. Additional diaghoses included
rheumatold arthritis, osteoporosls, osteoarthrosis
of the pelvis, and history of falls. Her record,
including the PQG, for the certification period
712615 to 9/22116, was reviewed.

Paitent ##13's record included an SOC
comprehensive assessment dated 7/25/15, and
signed by the RN Case Manager. The
assessment cluded a nutiitional screaning to
{dentify risk factors for malnutrition. The RN
Case Manager documentad Patient#13 had a
poor appetite and her pain decreased her
appetite. Additionally, tlsk factors [denfified for
Patient #13 included chewing or swallowing
proplems, ealing fewer than 2 meals per day, and
taking 3 or more medications.

The nutritional screen indicated Patient #13 was
identified for high nutritional risk.

The assessinent docuimented as part of the plan
for Patient #13's high nutritional risk the cliniclan
was to provide nutritional education as
appropriate basad on the physician's or dielician’s
recommendations.

Patient #13's POC did not Include a referral to a
dietician or interventions related to Pationt#13's
high risk status for malnutrition.

Dwiing an interview on 9/18/15 at 9:40 AM, the
DON reviewed the record and confirmed Patient
#13 was identified as a high risk for malnulrition.
She stated the agency had a Reglstered Dietician
available for consuttation and did not know why
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Patient #13 was not referred to the dietician,

Patient #13's RN Case Manager fajled to initiate a
POG which addressed her high risk for
rainuliition,

5. Pationt #16 was an 87 year old male admifted
to the agency on 8/05/16, for SN, PT, and ST
services related to Parkinson's disease,
Additional diagnoses Included prostate cancar,
coronary atherosclerosis, cardiac pacamaker,
convuisions, macular degeneration,
hypothyroidism, high cholesterol, GERD, HTN,
and supplemental oxygen, His record, inciuding
the POC, for the certification perlod 9/05M5 to
1110315, was reviewed.

The “Orders" section of Patlent #16's POC stated
"Skilled nurse 1o perform/finstruct/reinforce
patienticaregiver procedure of wound care to loft
shin twice weekly." Howaver, the SN visit
frequency on the POC was 1 lime a week for 6
weeks and 1 ime a week avety 2 weels for 4
waeks, The POC included conflicling
inforrration.  Additionaily, the POG did not
Indicate who was to parform wound care on the
days the SN did not visit,

During an interview on #1715 at 8:40 AM, the
RN Case Manager reviewad the record and
confirmed the wound care order on the POC was
for twlce weekly. He stated he was unaware
wound care was to he performed twice a week,

The agency failed to ensure an RN initjaled a
POG for Patient #16 that clearly identified his
needs and the frequency of services necessary to
meet them.
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-} documented Patient#4's pain at 7. Her sevare

6. Patient #4 was an 88 year old female admitted
to the agency on 3/16/15, for care related fo a
pressure ulcer, Additional dlagnoses included
esgential hypertension, peripheral vascuiar
disease and urinary incontinence, She received
SN services, Her record, inciuding the POCs, for
the certification periods 7/14/15 fo 9/11/15 and
9/12/15 4o 11/10/15, wera reviewed.

Areview of agency polley 2.4.011 titlad "Provision

of Care, Treatinent and Saervices” datad 5/01/99 - - .

and revised 12/01/13 was reviewed. The pollcy
stated "a score of 7 or greater on any of the pain
assessment tools ... is indicalive of severe pain.”
The policy also stated "standards indlcate that
onca the presence of pain has been assessed,
the appropriate intervention ordered on the Plan
of Care will be initiated. I there is no appropriate
intervention ordered, the clinician will notify the
physician and obtain orders."

Palient #4's POCs Included a physician order for
SN to "monitor pain and instruclreinforce patient
fsic} regarding pharmacolagic and non

pharmacologle and other pain confro! measures”. |

Howevsr, the POC did not include pain
parameters stating what the SN was to report,
ircluding score on a pain assessment tool.

Patient #4's visit notes doctimented pain rated at
a 7 or above as follows:

- SN visit notes dated 71165, 786, THOMS,
7120115, 712515, 8/19H5, 812445, and 9102115,

pali was not reperted lo her physician.

- BN visit note dated 9/07/15, docuinented

Patlent #4's pain at 8. Her severe pain was not
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reported to her physiclan.

During an interview with the DON on 9/16/15 at
10:45 AM, she reviewed Patient #4's rmedical
record, She confirmed her POC did not include
paratneters for reporting pain and that the
physlcian was nol hofified of Patient #4's severe
pain. The DON stated because pain paramelers
ware not spacified on the POG, vital sign alerls
did not occur when the ¢liniclan entered a value
fhat Indicated severe pain.

Patient #4's POC did not include parameters for
reporting her pain.

7. Palient #5 was a 60 year old imale admitlad to
the agency on 8/14/16, for care refated to
diastolic heart failure. Additlonal diagnoses
included COPD, DM type |1, ulcer of his left foot,
cellulitis, peripherat vascular disease,
polynetropathy, essentlat HTN, depressive
disorder and muscle weakness, He received SN,
PT, QT HHA and NT services. His record,
including the PQOG, far the certification period
8HM4AM5 o 10/12/15, was reviewed,

a Pafient#5's POC Included the pain
medications Tramadol 50 mg, 1 every 6
hours/PRN far pain and Neurontin 160 mg, 1
{ablet daily,

Patient #5's POG Included a physiclan order for
the SN to "maonitor pain and Instructreinforcs
patient [sic] regarding pharmacologic and non
pharmacologlc and other pain control measutes".
The POC did not include pain parameters that
staled what the SN was to report.

Patient #5's visit notes documented pain rated at
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G173

a 7 or ahove as {ollows:

- APT visit note dated 8/18/1%, documented
Palient #5's pain at 7, His savere pain was not
reporled to his physician.

~ An 8N vislt note dated 8/20/15, documented
Patient #5's pain at 8. His severe pain was not
raparted to his physician.

~ A SN visit note dated 8/26/15, documentod
Palient #5's pain at 8. His severe pain was not
reported to his physician.

- A SN vislt note dated 8/03/16 docuimented
Patlent #4's pain at 7, His severe pain was not
reported to his physician.

During an interview on 916115 at 10:45 AM, the
DON revlewed Paliont #5's medical record. She
canhfirmed his POC did not include parameters for
reporting pain and that the physician was not
called for Patient#5's severe pain. The DON
stated because pain parameters wera not
specified on tha POG, vital sign alerls did nat
ogeur when the slinlclan entered a value that
indicated severe pain. The DON slated the RN
that documented the notes was no longer
employed by the agency and unavailable for
Interview.

-The agency did not include parameters for
reporting Patient #5's pain.

h. Patlent#6's POC also included the diabetes
medications Metformin 500 mg BID and Insulin
Detemir subcutaneous, b units dally.

The'Dtaheiic Healih Centar websile, accessed
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Confinued From page 93

9/23116, stated targst blood glucose lsvels for
individuals with diabates ranged from 70-100.
Unmanagad elevated blood glucosa levels listed
complications 1o eyes, Kidiheys and nerves. In
addilion, it stated diabeles doubled the risk for
heart disease and stroke.

Patient #5's POC included a physician order for
SN fo "Instruct on dlabetes to include disease
precess, signs and symptoms of exacerbation,
complications, and management, skin
careffoolcare, administration of insufin, and hioad
glucoss testing.” His POC did not include blood
glucose parameters to report to the physician.

A review of Pationt #5's visit notes documented
hlood glucase levels as follows:

- A SN vislt note dated 8/14/15, documented
Patient #5's blood glucose level was 288. His
elavated blood glucosa level was not reported to
his physician.

- A SN vislt note dated 8/28/15, documented
Patient #5's blood glucose level was 200, His
elevated blood glucose level vias not rapotiad to
his physician.

During an interview on 9/16/15 al 10:45 AM, the
DON reviewed Patient #5's medical record. She
confirmed his POGC did not include paramslers for
reporting elevated blood glucoss levels and the
physictan was not notified for Patient #5's
elevated biood glucose levels. The DON stated
because biood giucose level parameters were nol
specified on the POC, vital sign alerts did nol
occur when the clinician entered a value that
indicaled elovated blood giucose.

G173
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8, Patient #6 was a 73 year old fernale admillad
{o the agency on 5/02/15, for care related to a
pressure 1Hcer. Additional diagnoses Included
DM typo i, coronary atherosclercsis, essential
HTN and muscle weakness. She recelved SN
and PT services. Her recard, including the POC,
for the certification period 8/30/16 o 10/28/15,
was reviewed.

Patlent #6's POC included 2n order for SN "o
obtain 02 sal fsaturation] on raom air via pulse
oximeter prn with decline In respiralory status, -
Repart the following pulse oximeter parameters
tophysiclan”, However, the orders and the POC
did not include pulse oxtmeter parameters.

During an interview on 9615 at 10:45 AM, the
DON reviewed Patlent #6's medical record. She
confirmed her POC did not Include parameters
for reporting pulse oximeter results and the
physician had not been consufted to establish
parameters. The DON stated hecatise pulse
oxlmeter parameters were not specified on the
FCC, vital sign alerts would not appear when the -
cliniclan entered a valtte that indicated low 02
sats,

Patient #6's POG did nof include parameters for
reporting pulse oximster results,

G 174 484.30{a) DUTIES OF THE REGISTERED G 174 [an ontite ocrurenca mport was entered for patients #2,4,10 fentified in| /16715
NURSE {tha daficiant praclice, '

100% LPNs and RNs were 1equred to compiale lhe Infection Conlrol

. N . coutrse o6 the 1LHC onfina adizton fortm vith a passing rale of 50% or
The registered nurse fumishes those services bater, Any tiiclan that 41 ot omprals Sedonton of Lovs vith s
requiring substantial and specialized nursing skill, minkmum of §0% wias remeved from prowding Wisits untA furthar
aducation, compelency demonstraled, and addional observation visits x
3 wilh 100% compliance.

+0/6/16

This STANDARD [s not met as evidenced by:

EORM CMS-2567{02-99) Previous Vershons Obsdlela Event iD:3FD044 Facliity I0: OAS001280 if continuatlon sheet Puge 95 of 156




X PRINTED: 10/02/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SURPLIERIGLIA {X2} MULTIPLE CONSTRUCTION X3 DATE SURVEY
AND PLAN OF GORREGTION {DENTIFICATION NUMBER! A BULDING COMPLETED
137014 B. WING 09/18i2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, SIATE, 7IP GODE :
222 SHOSHONE STREET EAST
IDAHO HOME HEALTH & HOSPIGE TWIN FALLS, ID 83301
v ¥
(X4) 10 SUMMARY STATEMENT OF DEFICIENGIES 5y PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
G 1741 Conlinued From page a5 (3 174 INOCN wit educate 100% of LPNs and 1IN on the foliowing: wound cara | 102/15
. 5 iC3, 3 oducts, dressh 2 infeclk
Based on record reviaw, policy review, oo pormiog Sresia D s, i nfecin contc
ohsarvation, and staff interview, it was . _—

. H 400% of wound <are pallents wera identified in each branch and an =
deter_m?nsd the aganby faﬁed 20 ensure . bhssrvaton visit was conducied by DON/Gus'gnen 1o vesfy wound care
spectalized and substantiaj nurS]nQ services were biovided per order, appropriale wound care supples ava'lable, and
provided consistent with tha agency's policles and iz, and nfecon o messures i por sandaids of

- fore. Any cinician enb o eficient in pracilce w2 ba removed
procadures and current standards of practice. ot adimistering wound vare s irther odcation, sompalanty
These negative practices directly affected 3 of 8 femnonsbaled, 2nd additonal obeervation vishs made x 3 with 400%
patients {2, #4 and #16), who ware receiving pomplanca.
wound cara and whose records were reviewed. 605 of RNs amd LPNs w2l e educated and obsarved on bag technique| 102716
This resulted In the lack of appropriate nursing pid preser hand hyghene by (FON of deslgres.
care for patlents with wounds, and had {he é”‘l;séi';; and ;:N«;;weeducimd on Hommo Ceie Hormo N w2is
. 3 4 a supply otder process by DON. Supplies avalablpin ea
potential to result in patlent harm. Findings Hocation sl be revieswed 1o shsure atzqgay, Ougaing, tho Offce
include:; \lanager il be responsble lo review suppites tn each brench utibzing
- lhe PAR form monthly to ensuzo proger supply availebiRy,
1. Patient #2 was a 59 year old male admiited o 71 LHG tntegration Toamt provdded aducation lo 100% of stafon the- | 1076415
the agency oi 4” 7115' for SEWiCGS reiated tO 4 . — cotrecl documantation of waunds vilhin the HCHB system
pressure ulcers, Additional diagnoses included Integurmentary Commang Gentor {iCC)
paraplegia and spinai cord Injury. He received . - Taa_:steaderm.) n:\;,a-..,gw o onsurecon istancy of
SN services. His record, including the POCs, for ounc documoniton, soouacy swonng el
the certiffcation periods 4/1 7116 to 6/15H6 documenlakion, snd orders Implemented appropriately
b 4 )
6/16/15 fo 8114115, and 8/15/15 to 10/13/15, was m;m phygf"mdfnaw emarg fisciplinos invoived in palionts
reviewetd. )
' DO designen to educata all slall on the foliwing poficies and 1016/ 52
The agency's policy 2.2.001, revised 9/01/14, o 4007 Planof Gare
titted Wound Assessment, Documentation, and 2.1.008 Pliysicians Orders
Photography, stated "Upon initial visit and cnrga v naon o Care From A Thrcugh
v » Art
subsequenlly as indicated below, all wounds wil O 3001 Hand Hygons
ba assessed with appropriate documentation £.005 Standard Fracautions
within the medical record, Wound Location and
Desaription ID Tools are initiated on all patients Tholoositg paess changes w21 b piemnente o present 10730715
Y H recurrence of Ihe deficiant pra: 3
With wounds at the time Olf admit or UpCln ' Ali wound cam ordess wil e reviewed with TL pilor 1o
deve[opment of a wound. cate parformed to verify most Gurrent order,
. Education v be provided 1 2% dinidans on a quartedy
. N hash infeclk Y
a. Pationt #2's record included an SOG e rentacton ool measires fo 12 o thac bannosty fo
comprehensive assessment completed on
417115, and signed by his RN Case Manager.
The assessment Inclcled a sectlon fo document
prassure ulcers. It inciuded:

FORM CMS-2667{02-99) Previous Varsiens Obsolele

Event D! 3FDO1

Fadily 1D; 0AS5001280

) If confinuation sheel Page 96 of 156




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

PRINTED: 10/02/2015
FORM APPROVED
OMB NO. 0638-0391

<"CURRENT NUMBER OF UNHEALED
PRESSURE ULCERS AT STAGE ili: FULL
THICKNESS TISSUE LOSS.” The assessment
stated Patieni #2 had 2 Stage Il pressure ulcers.

-"CURRENT NUMBER OF UNHEALED
PRESSURE ULCERS AT STAGE IV: FULL
THICKNESS TISSUE LOSS WITH VISIBLE
BONFE, TENDON OR MUSCLE." The
agssessment stated Patlent #2 had 2 Stage IV
pressure icers.

The S0C assessment stated Pallent #£2 had 2
Stage il and 2 Stage 1V pressure ulcers. [ did
not include the location or a description of the
pressure ulcers, but stated "SEE WOUND
ASSESSMENT TOOL."

Palient #2's record included a *Wound
Assessment Tool Reporl” that documented
wound assessments from 4/17/16 to 8/14HMBb,
when a new wound assesstnent fool was -
implemented. The report documented 4 wounds,
However, it was [ncoinplete and/or did not match
the SOG assessment, as follows:

§. The report documented a Stage 1l pressure
ulcer on the right hip. The entry on the SOC date
A4/17115, did not include wound assessment or
measuretmenis of the right hip wound. The first
meastirements were documented on 4/27/15, 10
days after his S0GC.

ii. The report documented a Stage IV pressure
uleer on the scrotum. The antry on the SOC date
4117115, did not Inchude wound assessment or
measurements of the scrotal wound. The first
meastirements were documented on 412715, 10
days after his SOC.

STATEMENT OF DEFIGIENCIES 1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BULDING COMPLETED
137014 B. WING (09/18/2015
NAME OF PROVIDER OR SUPPLIER STHEETADDRESS, CITY, STATE, ZIP GODL.
222 SHOSHONE STREET EAST
OSPICE
IDAHO HOME HEALTH & HOSPIC TWIN FALLS, 1D 83301
X0 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION v
PREFIX {FACH DEFICIENCY PAUST BE PRECEDED BY FULL PREFIX {FACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY) .
) . All suppties wil be verffied upen entering home prior o 10730115
G 174 Conlinued From page 86 G 174 |nitation of visit, Chnidans will order suppties within HCHB system and

2] o shipped dreclly to-patient or agancy (In situalions whera home
Maivery nol practical).

F Allwounds vl be enlered n to the ICC.

b Any changss [n paliant's condilon wat be verbally
cexnnunicaled Lo tha TL with dotumantation te support appropiato
Tollow-up.
r TL ¥4l perfonm tho review precess of revieving 3 dinidan
noles per week por o nigan to ensure ease peiformed as ordered and
care coordination occiired when warranted,

Begfaniag 10432/18, DON/designae vAll observe 1 wound visit per
cFnlcian per wesk lo ensure eare is padiormed as ordered hy physician
and standards of caze implemented. The otservalion sie w2l e
conducted untd 100% compliance achieved x 4 consecubve vieeks.

Beginnng 10/12/15, DON/designen will complets a recard raviaw of 3
ol care noles per dintcian per week to verify documentation of care
provided Is consisient with wound care ordees and fafeclion Conbol
measures documanted sppropriately. The review wil continua 28
wesls and vl 100% compifance achlaved x 4 conseculive weeks,

The BON Is responsitde for implemaniing tho plan of cormecton.

Date of complation
1030115
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ill. The raport documented a Stage Kl pressura
uicar on the coceyx. However, the first entry on
the wound report for the coceyx wound was dated
6/27/15. No assessment or measurement of the
wound was doecumented at the SOC,

iv. The report documented a Stage Il pressure
ulcer on the right heel. However, the first entry on
the wound report for the hesl wound was dated
6/15M5. No assessment or measurement of the
wound was documented at the SOC.

The status of Patient #2's pressure ulcers at the
time of his admission was unclear.

b. Patient #2's POC, signed by his RN Case-
Manager, included an order for SN visits 3 imes
aweek for B weeks. Additionally, it included the
following wound care orders "Three fimes
weaklyond [sic} hip and scrofum and weekly on
heel and coceyx and weeldy right lower heel and
coceyx may apply skin prep or harrler cream to
peri-wound prn. Apply deroderm [slc]
dressing/foam hydrofibet and secure with tape
and or tegadérm. Apply 4x4 saturated with
solution to the coceyx and acrotum teh [sic] cover
with abd [large gauze pad] and secure in place
with tape.”

The order did not specily the lype of solufion to
be used to saturate the 4x4 dressings.
Additlonally, the wound care orter for the coccyx
wotnd was not clear. The order stated o apply
Duoderm {an acalusive dressing) to the cocoyx,
and also slated to apply 4x4 saturated with
solution, cover with a gauze pad and secure in
place with lape. '
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. Patient #2's record Included a note dated
4429115, and sighed by a WOCN (Wound and
Ostomy Gare Nurse). The nole stated the
WOCN evaluated Patient #2. Her findings and
recomimendations Included the following:

§. The WOCN note stated "The orders are for
Acelic acld and gauze to be changed dally. Since
lhe agency cannot go out daily to change the
dressings, and the patient does not have any able
willing caregiver and is unable fo change the
dressing himself the dresslngs are only changed
3 times a woek. This is a problem with the
existing orders as gauze needs to be changed
daily or it will colonize with bacteria. A beller
choice of treatment if tha physician is insisting on
gauze Is to use AMD gauze which is treated with
an antimicrabial agent and can be left on for up to
72 hours...If the physician Is agreeable to
changing the wound care orders, depending on
the culture you can pack the wound with either an
alginate or a silver alginate (if infected) and cover
with a foam.”

H. The WOCN note stated "A mare tharough
cleaning of the wound needs to be done. The
scrotal ulcer has lots of wrinkles and cravices
where bacleria can hida. Suggest using a syiinge
and aggressively Irrigaling the area with the
dressing changes. :

Patient #2's record included & physician order
request dated 5/06f15, and sighed by the RN
Branch Manager. The requast included the
WOGN's evaluation and recomimendations, and
staled "May we Implement her recommendations,
obtaln a wound cuiture with full set of labs to
evallate nulrition, change dressing to a wet/dry

with an antimicrobial gauze from dally to three
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times aweek,,.?" The request did not include
jrrigation of Patient #2's wounds as )
recomimended by the WOCN, The order request
was signed by Palient #2's physician on 5/06/15.

Patient #2's record included POCs for the
cetllfication periods 6/16/15 1o 8/14/14, and
8/15/15 to 10/18/18, Both POCs included orders
to apply 44 aniimicrobial dressings to his hip and
scrotal wounds, The orders did not speclfy
wetidry dressings and did not Include irrigation of
the wounds as recommended by the WOCHN.

A visit was made to Patient #2's iome on 9/16/16
at 11:00 AM, to observe an SN visit. During the
visif, the RN Case Manager provided wound cars
to 2 wounds on his hip, 1 wound on his scrofum
and 1 wound on his right heel. The RN Case
Manager was noted ta apply plain 4x4 gauze
dressings fo Patient#2's 4 wounds. Wound care
supplles were present in his hedroom. Howevar,
no antimicroblal gauze was noted.

During an interview following the SN visit, on
9/18/15 at 12:10 PM, the RN Case Manager
stated he tised the antimicroblal gauze for a
while, but it got too expensive so he went back to
using plain gauze.

During an Inferview on 9/16/15 at 3:15 PM, the
RN Branch Manager corfirmed Patient #2's
wotnd care order was for antimicrablal gauze,
Additionally, she confirmed his wounds were
currently being packed andfor covered with plain
gauza 3 times a week,

Durlng an interview on 9/47/15 at 9:50 AM, the
RN Case Manager reviewed Patient #2's record

and confirmed his wound care ordet for
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Conlinued From page 100
antimlcroblal gauze was not being followed.,

Pafient #2's SOC comprehensive assosstnent
complated on 4/17/15, decumented 2 stage [l}
pressure ulcers and 2 stage [V pressure ulcers.

Patient #2's ecord included & "Wound Record
Report® dated 9/14415, and signed by tho RN
Casc Manager. The report dogumented 3 stage
iV and 1 stage Ill pressure ulcer, indicating a
dacline In the status of his wounds.

Patient #2 was admitted to home hoaltl sorvices
on 4/17F6, for wound care fo 4 pressure ulcers.
He was ovaluated by a wotind care specialist,
who stated the plain gauze used in his wound
care placed himn at risk for wound infaction due to
potential colonization of bacterta, She
recommended changes In his wound care
prolocol, including antimicrobial gauze and wound
irrigation, to decrease the tisk of infection,

The agency obtained physician orders for
antimicrobial gauze. However, they failed to
obtain orders to ivigate his wounds,
Approximately 3 months after Patient #2's
evaluation by the wound specalist, the agency
slopped using the antimicrobial gauze. Patient
#2's wounds were then packed with plain gauzo,
which the wound speclalist identified as a tisk for
infection due o colonization of bacteria,

The agency fafled fo ensure Palient #2's wound
cave was provided as ordered, within acceptable
practice standards and per agency policles.

2. Patient #4 was an 88 year old female admitted
to the agency on 3/16/15, for care telated to a

pressure ulcer, Additional diagnoses inciuded
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essential HTN, PVD and urinary incontinence.

Shoe received SN services, Her record, includirig
the POCs, for the ceriification periods 7/14/15 fo
OM1H1B, and 911216 to 11/10/15, were reviewed.

Pallent #4's record Includad a Wound
Assassment Tool Report that included
measurements of two wounds, as follows;

- Wound #1 wés documented by the RN on
9/09/15, as a stage 1 pressure ulcer and
measured 3 cm in length by 2 om in width by 3
cm deep wilth undermining and serosanguineous
drainage.

- Wound #2 was dociinented by the RN on
9/09115, as a surgleal Inclsion and measured 3
¢m in length by 2.8 om in width by 0.2 om in depth
with undenmining and serosanguineous drainage.

Patient ##4's POC for the certification petiod
91216 to 11/10/15, stated "skilled nurse to
cleanse wound with wound wash and gauze {sic]
prepara periwound area with skin prep. Fill entire
cavity with black VAC foam foam, in
tunnelled/undermined areas apply black VAC
foam, cover with transparent drape and apply
tubing. Apply negative pressure device [wound
WVAC] at 125 mm/hg continuous, dressing o be
changed every Mon Wed and Fri. May use the
following protocol as an alternate dressing as
needed-for periwound maceration/breakdown,
pump fallure or other complications saturated
gauze cover with ABD and secure with tape.
Instruct patisnt/caregiver on troubleshooting
techniques and canister changes; instruct on
signstsymptoms of wound infection.”

The NPWT device manufacturer's website was

Gi74
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accessad 9/23/15, It stated wound VAC therapy
was a therapeutic technique using a vacuum
dressing fo promote healing and reduce
{nfections In chronic wounds,

In an Interview with the LPN on 9/16/15 at 2:35
PM, she stated that training in use of NPWT was
provided by the manufacturer of the devica, The
manufacturer's website, accessed 872116,
contained cautions to avoid cross contamination
of wound{s} with surfaces that may contain
pathogens that inhibit wound heating.

The Journal of American Medical Association
wobslte was accessed on 921415, it listed
corplications of wound Infections, Including the
foliowlng:

- Death of surrounding tissue, Including muscle,
conneclive fissue, or bones,

- Spread of the Infection to the bloodstream,
involving other organs

- Septic shock, & critical iflness involving the
whole body, which may require Inlensive care and
life suppott and lead to multiple organ fallure or
death

An agency polley number 6.012 titled "Standards
for Nursing Care and Practice (LVN/LPN), dated
6/01/06 and revised 9/01/14, was reviewed. it
stated "the LPN/LVN shal] implement measures
to prevent exposutre fo infectious pathogens and
communicable diseases.” The policy also stated
"the LPN/LVN shall collahorate with members of
the health care team in the interest of {he cllent’s
health care."

Avisit was reade to Patient#4's home on 8/16/16
beginning at 1:00 PM. The LPN was observed

performing wound care,
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soiled disposable underpad.

Continued From page 103

a. The following infection control breeches were
observed during the Visit.

I, Upon atiival to her home, Patient #14 was laying
in hed, She Informed the LPN the wound VAC
device had heen leaking, Her pants, brief and the
disposable underpad oh her bed were visibly wet
where the device had lost the seal hecessary to
create a'vacuum and wound drafnage had leaked
oul, The LPN gsked patlent #4 to stand, lower
her pants and brief and return to the bed. The
PN did not remove or replace the wet
dispasable underpad and the patient [ald down on
the solled pad, as instructed by the LPN.

1i. The LPN Instructed Pafient #4 to roll on her
right side, donned gloves, removed the wound
dressings and discarded them. She irrigated the
two wounds with normal saline and slarted to
prepare new dressings. Patient##4 rolled on to
her back and ber two open wounds came into
conlact with the soiled disposable underpad. The
LPN did not clean the wounds and area
surrounding the wounds after they came In
contact with the soitad disposable underpad.

iii. The LPHN dontied new gloves, opened a wound
VAG dressing kit and set it directly on Patlent#4's
bed., Part of the kit was on the bed and part was
aon the solled disposable underpad. Tha LPN
removed drape material and foam material from
the kit and kimmed tha items fo fif the wound
area, She iald the items down on the kit
packaging with paris of the foam In contact with
the palient's shests and part In contact with the

iv. The LPN removed wound prep pads from her
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Continued From page 104

nursing bag and lald them on the bed
contaminating the ouiside of the prep pad
packages. She used her glovad hands to pick up
the contaminated prep pad packages,
contaminating her gloves. She removed the prép
pads with contaminated gloves, contaminating
the prop pads. She used the contaminated prep
pads to wipe the area immediately surrounding
each wolthd.

v, The LPN asked Patient #4 If she had anather
disposable underpad. She replied there may be
anothar but she wasn't sure, She stated they
were expensive so she could nat buy too many.
She instructed the LPN fo look around. The LPN
located Patient #4's disposable underpad on the
floor and placed it on fop of the solled disposable
underpad on the bed. The LPN did not remove
the solled underpad.

In an interview on 9117115 at 11:30 AM, the LPN
confirmed she heard Pafient #4 report the wound
VAC device was leaking. She confirmed the
disposable underpad was wet and she did not
replace it prior to beginning wound care. The
LPN confirmed the agency did nof supply Patlent
#4 disposable underpads and that she used the -
wound care supply package, placed on the bed,
gs a barrier to prevent wound contamination.

In the interview, the LPN stated she was not
aware Palient #4 had lald on the solled underpad
and that her uncovered wounds came in contact
with significantly contaminated surfaces. She-
also confirmed she was unaware she had any
hreaches in infection control when she prepared
the new dressings or when she handled the
contaminated prep pads.
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Continued From page 106

b. Palient #4's record Included a physician's order
dated 8/2115 for wound care, The physician's
orders stated “continue (sic) vac changes M, W,
F, dust sponge liberally with wound healing
powder".

During the home vigit on 9/16f15, the LPN did not
apply "wound healing powder” as was indicated in
a physiclan's order datad 8/27/15, )

The LPN was interviewed on 9/17/15 at 11:30
AM. She confirmed she forgot to apply ihe
wound healing powder,

An RN did not provide Paflent #4's wound caro
and an RN did not ensure Patlent #4's wound
care was providad, as ordered, within acceptable
practice standards for Infection control,

3. Pationt #16 was.an 87 year old male admitted
io the agency on 9/05/15, for SN, PT, and 8T
services related to Parkinson's disease. -
Additional dlagnosas included prostate cancer,
coronary atherosclerosls, cardiac pacemaker,
convulsions, macular degeneration, ’
hypothyraidism, high cholesterol, GERD, HTN,
and supplernantal oxygen. His record, including
the POG, for the cerlification period 9/05/15 1o
11/03/18, was reviewed.

Patient #16's record included an SOC
compreheansive assessment, dated 8/05/15, and
signed by tha RN Case Manager. The
assessment included documentation Patient #16
had bruising and wouhds.

A separate wound assessment form documented
a third degree burn to Patient#16's left shin.

There was no documentation of wound
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rieastrements ar a description of the wound on
the wound assessment form. The wotind
assessment documented the wolind was not
assessed and wound care was not provided
because it was covered by a dressing. However,
Paflent #16'= POG included an order for wound
care to be parformed twice weekly to the left shin.

During an interview on 9/1715 at 8:40 AM, the
RN Case Manager reviewad the record and
cohfirmed he did not perform wound care at the
SOC assessment visit. He statad he believad the
wound dressing did not need fo be changed since
it had been done Ly the discharging facllity 1 to 2
days prior. The RN Case Manager stated he did
not bring wound supplias with him to the visit.

The agency falled io ensure Palient #16 received
appropriate care for his wound as ordered,
G 176 | 484.30(a) DUTIES OF THE REGISTERED G 4’76 |An onine sezurrance repott wes completed for patients A1,2, H018lG

4,11,13,15 [dealified In the deficient practica,

NURSE i clinfcal siaf wera educated by the Integraton Team on the foloing; ivhs
i cofrecl documenlaton of swounds with'n HCHB
The registered nurse prepares clinical and {itequmentary Command Center
. . s documeniation of ¢inlcal visit wWitia HCHA to include
pragress notes, coordinates services, informs the  sodication adminisirlion, PICC sssassmenticars
physician and other personnel of changes in the “TL 76w procass la snsure consistancy of ostnientation

wiihin W o subsequent visits, complat of vound
Hocumenlation, actwesy of wound documentaVon, and orders
{mplemeated approprialely

care coardinallon among discipinas involved in patient's

patient's condition and needs.

This STANDARD 1s not met as evidenced by: pre and physician

Based on record review, policy review, and staff PON/destgaes to educata a0 stalf on the foleing: Q164G
interview, it was determined the agency falled to 2.1.007 Plar of Gase

ensure the RN prepared dlinlcal notes that 1 D17 Comvatont ot From Adiil Throtgh

accurately describerl the patient's condition, and bischarga .

inforined the physician of changes in the pafient's PON Lo relnforce peohibition of utizing copy end paste feolure (o

Hlocument educalion.

condition and needs for 6 of 16 patients (#1, #2,
#4, #11, #13, and #15} who recelved SN services
and whose records wera reviewed. This had the
potential to result in unmet patlent needs and
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negatively tmpact continuity and quality of patient
care, Flndings ihcluds;

1. Patient #15 was a 61 year old male admitied
to the agency on 8/10/5, for seivices retated to
insulin dependent DM. Additional diagnoses
Included a foot ulcer, CHF ‘and Parkinson's
disease. He recelved SN, PT, HHA and MiSW
services, His record, including the POC, for the
certification period 8/ (/15 to 10/08/15, was
reviewed.

a. Patient#15's POC included sliding scale
insulin {dosage based on blood glucose levei as
measured by a blood glucose monitor} and an
order to instruct him In administratioh of insulin
and blood glucose tesling.

Patient #15's record inciuded a SOC
comprehensive assessinent completed on
810118, and signed by the RN Case Manager.
The assessment did not document Pallent #15's
blood glucose fevel. Additlonally, It did not stale
the RN assessed Patient #15's abilily to check his
bload glucose level or inject his insulin,

Palient #15's record included SN visit notes dated
8/19/15, 820115, 8/21/18, 8/22/18, 8/23/15,
827115, 9i01/18, and 9/10H5, The visit noles did
nof docurnent Patient #45's blood glucose lavel,
or an assessment of his ability to manage his
blood glucose testing and insulin administration.

During an inlerview on 9/17/15 at 3:05 PM, the
RN Branch Manager reviewed Palient #18's
record and confirmed the SN visi notes did not
document his blood glucose levels or an
assessmant of his abliily to manage his bload

glucose testing and nsulln administration.

Cenlef

Bppropriaie folloyw-up

Heginning 10412715, DONVdosgnee will review 3 thnldan

Any chanyes [n patien's condition of oulside of estabished
Wi ba tepored lo TL verbslly wilh documentation to suppoil

TL lo raviaw 3 cFnldan nolas per week 1o verfy
Hocumenlation and inlerventions Implemanled per physidan onders

ruerdmloan {0 enstee cata performed 25 ordered by physicizn and

X% on of carn d, if applicable. Reviow vl ensure accuracy,
End competeness of neles. Review vl be conducted for 8 veeks and
ntd $00% compliance ackiaved for 4 consecutive wanks.

Tie DON is responsibie for Implomenting the plan af correction. {15

TEOMS par W eej
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h. Patient#45's record included a Physician
Vearbal Order dated 8/19/15, for SN visits fo
adininister an IV antibfolic through a PIGC line,
dally for 5 days.

i. SN visit notes dated 81915, and 8/20/185,
documented administration of the antibiotic
through Patlent #15% PICC line, Howsver, SN
visit notes dated 8/20/16, 8/21M15, and 8/22/16
did not document administration of the 1V
antibiotfc,

fl. SN visit notes dated 8/19M5, 8/20/15, 8/20/15,
8/21/15, and 8/22/15, did not include
docurmnentation of an assessiment of Patient #16's
PICC line, including placetent, patency or slgns
of infection.

During an Intervlew on 9/17/15 at 3:05 P, the
RN Branch Manager reviowed Patlant #16's
record. She statad the IV medication was
administered as ordered. However, she
confirmad 3 SN visit notes did not document the
administralion of the IV antibiotic, Additionally,
she confirmed Patlent #15's racord did not
include documentation of PICC Iine assassment
during the § days he was receiving 1V antibjotics.

Patient #+156's SN vislt notes were not complete to
include all pertinent Information regarding his
statuus and services received.

o. Pallent #15's record included an SOC
comprehensive assessment dated 8/10/15, ahd
signed by the RN Case Manager. The
assessment inciuded a section to document
Interventions provided duzing the visit, The

interventions provided included patienticareglver
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education on one of his medicaticns, Bumetanide
{a potent diuretic used to eliminate excess fluid
from the body). The education provided to
Patient #15 on Bumetanide, documented In the
EMR by the RN was extensive, and filled almost
ona page of the elsctronic visit note. Parts of
doctimented education provided to Patient #15
ware not relevant, including the following:

- Palient #15's POC included Bumetanide 2 mg,
1/2 to 1 iablet, 2 imes a day. The documented
education included "Take this medication by
mouth as directed by your doctor, usually once or
twice daily,” 1t did not state Patient#15 was
educated regarding his dosage, including how to
determine whether fo take 1/2 or 1 tablet,

- Patient #16 lived In idaho. The documented
education stated "in Canada...you may report
side effecis o health Canada.”

- Patient #15 was a 61 year old maie. The
documenied education Included information
related o pregnancy and breast feeding.

SN vislt notes completed on 8/21/15, 8/23115,
8/22M5, 812715, /0115, and 8H0/15, and
signed by the RN Case Manager, each included
docuimentation of patient education on oite of
Patient #15's medications., Each note included
the extensive information desciibed ahove, and
included information that was not relevant to
Patient 15,

During an Intarview en 9/17/15 al 3:06 PM, the
RN Branch Manager reviewed the record and
cohfirined the documented medication education
was not approptiate, and included Information

that was not relavant fo Patient #15. She stated
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ihe RN Case Manager did not provide education
on all the material documented, and confirmed it
was not possible {o determine what education
was provided lo Patient #15.

Patient #15%s SN visit notes did hot clearly
document patlent education related to
medications.

2, Patient #4 was an 88 year ojd female admitled
to the agency on 3/16/15, for care related to a
pressure ulcer. Additional dlagnoses included
essential hypertension, pesipheral vascular
disease and-urihary incontinence. She received
SN sarvices, Merrecord, including the POCs, for
the certificailon perlods 7/14/15 to 9/11/15, and
912115 to 11104118, were reviewed,

Patient #4's record included a Wound
Assessment Tool Report that Included
measurements of iwo wounds as follows:

- Wound #1 was documentsd by the RN on
9100115, as a stage 1 pressure ulcer and
measured 3 em In length by 2 om in width by 3
¢ deep with undermining and serosanguineous
drainage.

~Wound #2 was documented by the RN on
9/09#15, as a surgical inclslon and measured 3
cm In length by 2,8 om in width by 0.2 cm in dapth
with undarmining and serosanguineots drainage.

Pationt 74's medical record was reviewed. it
Included an order for wound care utilizing a
woun¢ VAC device effective 8/07/15,

The NPWT device manhufacturer's websle was

accessed 9/23/15, |t stated the use of a wound
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VAC was a therapautic technigue using a vacuum
dressing to promote healing and reduce -
infections in chronic wounds. It also stated the
foam used in the wound VAG therapy must be
replaced with each’ dressing change to reduce
potential for wound Infection.

The Journal of American Medical Association
webslle was accessed on 9/24/15. It listed
compllcations of wotnd Infections, inciuding the
following;

- Death of surrounding tissue, including muscle,
connective fissue, or bonas,

- Spread of the Infection to the bloodstream,
involving other ergans

- Septic shock, a critical fiiness involving the
whola body, which may require intenslve care and
life support and lead to multiple organ fafiure or
death -

An agency policy number 2,2.007 fifled "Patient
Care treatment and Searvices revised 9/01/14,
was reviewoed. I stated "the cliniclan will
document the number of foam/sponge pieces
placed In the wound bed and the number of
foamfsponge pleces removed from the welnd.”

a. Patlent #4's SN visit notes were reviewed for
the period 8/07/16 to 9/09/48, The SN notes did
not Include documentation of the number of
foam/sponge pisces placed in the wound or
removed from the wound, on the following dates:
80715 .

BHiOME

81215

8/14/15

81715

81915
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The XON was inferviewed on 9/16/15 at 10:45,
She reviewed Patient #4's medical record and
confirmed [t did not include accurate and
comptete wound care documentation.

The agency did not ensure SN clinical noles were
accurate and complete. .

b. Patlent #4's record conlained a Wound
Assessmeni Tool Report. 1f conslstently stated
her wound #1 was a Stage 1 pressurs ulcer,
howevear it was conslstently described as open,
with undermining, tunneling with serosanguineous’
drainage. :

‘The Wound Ostomy and Continence Murses
Soclely website was accessed on 9/24/16. 1t
stated a Stage | Pressure Ulcer is defined as
“ntact skin with non-blanchable redness of a
locaitzad area usually over a bony prominence.
Darkly pigmented skin may not have visible
blanching; its color may differ from the
surrounding area”

The agency did not accurately desctibe Patlent
##4's wound #1 in her medical record.

3. Pallent #2 was a B9 year old male admilied to
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the agency on £/17/15, for services related to 4
pressure ulcers, Additional diagnoses Inciuded
paraplegia and spinal cord injury. He received
SN servicos. His record, including the POCs, for
the certification periods 4/17/15 fo 61156/M15,
6/16/16 to 8/14/5, and 8/15M15 to 10/13/15, was
reviewed.

a. Patlent#2's record Included a SN visit note
dated 817115, and signed by his RN Case
Manager, The note documented a BP reading of
160/101. The American Hearl Association
website, accessed on 9/22f15, deflnes
hypertension as greater than 140/90. There was
no documentation stating Patient #2's physician
was hofifled of his elevated BP,

Buring an interview on 9/17/15 at 9:50 AM, the
RN Case Manager reviewed Patient #2's record
and confirmed his physician was not notified of
his elavated BP.

The agency falled o hotify Patieni #2's physician
of his elevaled BP.

b. Patient#2's record included a SN visit note
dated 8/21415, and signed by his RN Case
Manager. The hote docurnented a PTANR (a test
used to assess the clolting abillty of blood) was
performsd during the vislt, However, his record
did not Include an order for the test, or results of
the test.”

During an intarview an 9/17/15 at £:50 AM, the
RN Gase Manager reviewed Patient #2's racord
and stated there was an error in the
documentation, and a PTANR was not performed.

Patient #2's SN visit note dated 8/21/15, was not
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accurate,

4. Pafient #1 was a 76 year old male admitted to
{he agency on 9/01/15, for services ralated to
insulin dependent DM. Additlonal diagnosés
included muscle weakness, He recelved SN, PT
and OT services. His record, including the POC,
for the certification pertod 9/01/15 to 1030/ 5,
was reviewed.

Patient #1's record included referral information
from the discharging hospital. The referral
information stated Palient #1 was a newly
diagnosed diabelic, He was admitied to fhe
hospital on 8/26/16, with a blood glucose level of
589 mg/d] (The American Diabetes Assoctation
wabslte, accessad 9/22/15, stated a normal target
blood sugar for a diabetic adult is less than 180
mgldl) He was discharged from the hospltal on
8/29/16, with orders for blood glucose testing and
inswlin administration.

Patient #1's POC included an order to instruct
him in administration of insulin and blgad glucose
testing. .

Patient #1's record Included a SOC
comprehensive assessment completed on
8/01/15, and signad by the RN Case Manager.
The assessment did not document Patient ##1's
blood glucose level. Additionadly, it did not state
the RN assessed Patient #1's ability to check his
blood glucose Jevel or inject his insulin.

During an Interview on 91715 at 3:30 PM, the
RN Case Manager stated on her SOG visit she
ohservad Patlent #1 check his blood glucose
level, Sha stated his son prepared his msulin,
and she watched hitn inject the Insulin. She
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confirmed she did not document the observation,

Patient #1's SOC visit note did not document
observations made by the nurse during the visit,

5. Patient#11 was a 67 year old female admitted
to the agency on 527715, for services relaled lo
CHF. Additional diagnoses Inclided aortic valve
disorder and chronjc kidney disease, Her record,
including the POC, for the cerflfication petlod
7126115 to 9723{15, was reviewed,

The National Institutes for Health websits,
accessed 9/22/15, Includead a pallent education
duide for congestive heart fallure. |t stated heart
fatiura is a condition where the heart is not able to
pump blood at a narmal rale, resulling in excess
fiuid in the rest of the body. It stated one of the
first signs of heart faliure Is sudden weight gain
due {o the accumulation of fluld.

Pationt #11's POG for the ceriification period
7126115 to 91231156, included an order to notify her
physician for a weight greater than 285 pounds.
Her weight at the start of her cerlification perlod
was documented as 282.4 pounds, Weight gain
was docurnented as follows;

- 812115 289.4 pounds
- 81316 291.8 pounds
- 8f14/15 294.4 pounds
- 8/1B/16 300 pounds

Her record did not Include documentation of
physician notification of her weight gain.

Duwring an interview on 9/17H156 at 9:20 AM, the
BN Case Manager reviewed Patlent ##11's record
and confirmed It did not state her physiclan was
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' of the pelvts, and history of falls. Her recotd,

Continued From page 116
notified of her weight gain.

‘The RN Case Manager failed to notify Patfent
#11's physician of her weight gain.

6. Pafient #13 was an 86 year old fornale
admitted fo the agency on 7/26/1b, for SN, OT,
and HHA services related to fracture of the
sacrum. Addifional dlagnoses included
theumatoid arthritis, osteoporosis, osteoarthrosis

Including the POC, for the certification period
7125115 {o 9/22/15, was reviewed.

An SN visit nofe, dated 8/07H15, signed by tha RN
Case Manager, documented a supervisory visit of
{he HHA. The note stated the patient/family was
not pleased wit the care provided and there was
no evidence of good rappert between Patient #13
and the HHA. However, missed HHA visit notes
were documented on 7/28/18, 7/31/15, 8/04/15,
and 8/07/15, due to Pallent ##13's refusal.

During an interview on 9/18/15 at 9:40 AM, the
DON reviewad the record and confirmed the
missed HHA visit notes. She confirmad no HHA
visils were made prior to the supervisory visi
documented on 8/07/16, The DON stated the RN
Case Manager, who was no longer employed by
the agency, was now fo the agency and did not
understand what a supervisory vislt was.

The SN clinical notes were inaccurate for Patlent
#13.

484.30{a) DUTIES OF THE REGISTERED
NURSE

G176

G177

An onling eteutrence repor was entered {or patioats #1, 2, 41, 156
dentified in the defikient practice.

10/16/15
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whose records were reviewed, This created the
potential for palients to expetience adverse
outcomes. Findings include:

1. Patlent #1 was a 76 year old mals admitted to
the agency on 9/01/15, for services relaled o
inswin depandent DM, Additionat diagnoses
included muscle weakness. He recelved SN, PT
and OT services. His record, including the POC,
for the certification period 9/01/16 to 10/30/16,
was reviewod.

Patient #1’s record included referral information
from the discharging hospital, The referral
information siated Patient #1 was a nowly
diagnosed diabelic. He was admitted {o the
hospital on 8/25/15, with a blood glucose level of
589 ma/di (The American Diahofes Assoctation
website, accessed 92215, stated a normal target
hlood sugar for a diabetic adult is less than 180
mghil) He was discharged from tha hospital on
8129/16, with orders for blood glucose testing and
insulin administration. The discharge informatlon
stated Pationt #11 required home health services
for education related to DM and insufin
administration.

Patleni#1's record included a S0OC

comprehensive assessiment completed on

Fwnoms ponsibla for implementing tha plan of Ton,
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. ! appropriale deoumentaon of education vilhin HCHB. Included viere
The regfstered nurse counsels the patlen’( and lexamples regarding specific education on madication admnistradien,
famﬂy n meeﬂng nursing and related needs, DON/designee wil telnforce documenlation on dissasa piocasses, 10030115
. identfication of knowledge deficils, Al education predded Lo patent
. caregiver vitl ko documented each visit. -
: . RN TL vl review 3 dlinical notes per Sinlttan to verily documentation
This STANDARD is not met as evidenced by: + evdant of sducation provided,
Base‘d Or‘l Obsertlon'_ record FEV{GW and, Staﬂ Beginnlng 10712415, DOWdesigneo vl raviaw 3 d'nical notes per
interview it was determined the agency falled to sinician per week o feview docsmantation of education provided 1o
anstire the RN provided necessary Instructlon to pratient and ensure approprateress ord per physitian ordsrs. Refo w7
. . . e comducted for B weeks snd unfl $60% compllance achieyed x4
patients or caregivers for 4 of 16 patlents (#1, #2, reseitive vieeks,
#11, and #15) who received SN services and —
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9/01116, and signed by the RN Case Manager.
Tha assassment did not docuiment the RN Case
Manager educated Patlent #1 or his caregiver
ragarding use of his blood glucose monitor, or
insulin administration,

During an interview on 917/1% at 8:30 PM, the
RN Branch Manager reviewed Patient #1's record
and confirmed there was no documentation
staling the RN Case Manager provided educafion
duting her initial visit,

The RN failed to provide appropriate”
patient/caregiver education.

2. Patient #2 was a 59 year old male admitted to
the agency on 4M17/15, for services related to 4
pressure ulcers. Additional diagnoses included
paraplegia and spinal cord injury. He recelved
SN services. His record, including the POCs, for
the certification periods 4417716 to 615115,
6/16/15 to 814715, and 8/15/M5 to 1013115, was
reviewed,

Patient #2's record included a note dated 4/29M15,
and slgned by a WOGN. The noteo stated "The
decublti [pressure wcer] over the tight hip is
caused by pressure from sliting. The Roho [a
pressure relleving cushion] that the patient is
using is not refleving tha pressure, [tappears fo
be deflating with a simalt amount of pressure and
the patlent is boltoming out onto a reetal base on-
the whealchair. The Roho needs to be assessed
and elther replaced or repaired so that the patient
does nol have any further pressure causing the
ulcer to be open” '

Patient #2's record did not include documentation

slating his Roho cushion was repaired or

G177
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- caregiver to perform wound care when homs

replaced, Additionally, there was no
documentation stating he was educated
tegarding the limportance of pressura relief for
wound healing, '

During an interview on 9/17/15 at 950 AM, the
RN Cass Manager stated a medical supply
company was contacted by the agency to
evaluate Patient #2 for a new Roho cushlon. He
confirmed Patient #£2 did not receivo a new
cushion. Additionally, he confirmed Pallent #2
was not educated regarding the importance of
presstire relief to assistin wound healing,

The RN failed to educate Pationt #2 regarding the
importance of pressure relfef for wound healing.

3. Patient#11 was 21 67 year old female admitted
fo the agency on §/27/15, for services related to
CHF. Additional diagnoses included aoftic vaive
disorder and chronic kidney disease. Her record,
including the POC, for the certifleation period
712615 to 912315, was reviewed,

Patient #11's record included a Physician Verbal
Order dated 8/11/15, and signed by the RN
Branch Manager. The order inciuded wound care
to her lags 3 fimes a day, ahd stated "SN {o teach

health is not providing the wound care.”

No SN vislt was documented on 8/41M5, Patient.
#11's record in¢luded an SN yisit note dated
812115, and signed by the RN Case Manager.
The visit note documented wound care was
completed. However, It did not dosurment
instruction was provided to Patient#11's
caragivar as ordered.
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During an interview on 917/15 at 9:20 AM, the
RN Case Manager reviewed Patient #11's record
and confirmed there was no documentation her
caregiver was educated to provide wound care.

Patient #11's RN Gase Managaer failed to provfde
wound carg Instructlon as ordered by her
physician,

4, Patient #15 was a 61 year old male adnitied
lo the agenoy on 8/10/15, for services related to
insulin dependent DM. Additional diagnoses
included a foot ulcer, CHF and Parkinson's
disease, Hereceived SN, PT, HHA and MSW
setvices. His record, including the POCs,; far the
cortification perfod 8/10/16 to 10/08/15, was
reviewed.

Patlent #156's POG included Bumstahide {a potent
divroflc used to aliminate excess fluld from the
bady) 2 mg, 172 to 1 tablet, 2 imes aday. The
POG did not stale how Patient #15 would
datermine whether to take 1/2 or 1 tablet,

Patisnt #15's record included an SOC
comprehenslve assessment daled 8/10/15, and
sighed by the RN Case Manager. The
assessment includad a section to document
interventions provided during the visit. The
interventions provided durirg the SOGC visit
included patient/caregiver education on
Bumetanide,

The documented education included "Take this
medication by mouth as directed by your doclor,
ysually once or twice daily.” 1t did not slate
Patient #1586 was educaled regarding his dosage,
including how to determine whether to take /2 or
1 tablet, .

G177
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During an interview oh 9/17/16 at 3:05 PM, the
RN Branch Manager reviawed the racord and
confirmed the RN Case Manager did not instruct
Patient #15 regarding his Bumetanide dosage.
Palient#15's RN Case Manager failad to provide
education regarding his medication.
G 182 48430(]3) PDUTIES OF THE LICENSED G 182 1 An onllne ocourrence was complated for patient #4 identified in deficient| 9/17/15

-1 essential hyperiension, peripheral vascular

PRACTIGAL NURSE

The ficensed practical nurse prepares equipment
and materlals for {reatrnents, ohserving aseplic
technigue as required.

This STANDARD is nof met as evidenced by:
Based on observation, policy review, record
review and staff interview, it was determined the
agency falled to ensure the LPN observad aseptic
techhique while providing wound care for ¢ of 1
patient {#4) who was chserved having a wound
YAG dressing change. This placed Patlent#4 at
risk of infectich, Findings include:

Patient #4 was an 88 year old female admitted to
the agency on 3f16/15, for care related fo a
pressure vlcer. Additional-diagnoses included

disease and utinary incontinence. She received
SN services, Her record, including the POCs, for
the cerlification perlods 7H4/15 to 9711215, and
912115 to T1/40/18, were reviewed, :

Patient #4's record included a Wound
Assessment Tool Report that Included
measurements of wo wounds as follows;

preclice, -
Patient #4 is no loager on zarvice.

CEniian involved in deficlent practics v comglele Infecion Coalrol ohs
loourss with 804 passing fale or betier, CEnldan vAll demonalmta
lcompetency with infeclion control ne i
facior Lo performing wound care independenty.

"Edixation o LPN provided by WOGH conslsting of the fokesing: s

vrourd eare basics

viourd cate products

wound cara drassing changes

r- fnfection conirot measures vhen pedorming wound cate
[Canian vill be observed durin s it 10712416
f g avoound care visit by DONKesigneo 2 3
Jto eosure watnd core provided according to Infection conlrol standards
tof care. '

Beginning 10/12/15, DON/desiynee wi§ pbsers dunildan pedirming
veound care visit once per week for B weaks and unil 100% compatency
achioved for 4 consecuthve weeks,

Ti BON s respoasitle for implementing the plan of cetreclion. V0B
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‘whole body, which may require intensive care and

Continued From page 122

Wound #1 was documenied by the RN on
9/09/15 as a stage 1 pressure ulcer and
measured 3 em in fength by 2 cm in width by 3
cim deep with undermining and serosangulheous
drainage.

Wound #2 was documented by the RN on
/09115 as a surgical incision and measured 3 cm
in length by 2.8 cm in width by 0.2 cm in deptis
with undermining and serosanguineous drainage.

In an Interview with the LPN on 9/16f15 at 2:35
PM, she stated that fralning in use of the NPWT
was provided by the manufacturer of the device.
The manufagturers website, accessed 9/21/15,
conifainad cautlons fo avold cross contaminhation
of wahd(s) with surfaces that may contain
pathogens that inhibit wound healing.

Complications of wound infections fisted on the
JAMA website, tihder "wound infections”
accessed 9/21/15, list the following potential
complications:

- Death of surrounding fissue, including muscle,
connective lissue, or bones,

- Spread of the infection to the bloodstream,
involving other organs

- Septic shock, a crifical llness involving the

life support and lead to multiple organ fallure or
death

An agency policy number 6.012 titled "Standards
for Nursing Care and Practice (LVN/LPN), dated
8/11/06 and revised 9/01/14, was reviewed, I
stated *the LPN/LVN shall implement measures
to prevent sxposure io Infectious pathogens and
communicable diseases." The policy also stated
"the LPN/LVN shall collaborate with members of

G182
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the health care team in the interest of the cllent's
health care."

A visit was made to Patlent #4°s home on 9/16/15
haginning at 1:00 PM. The LPN was observed
periorming wound care using NPWT (a
therapeutlc technique using a vacuum dressing to
promote healing and reduce Infections in chronlc
wounds),

The following infection control breeches were
observed during the vislt,

i. Upon arrival to her home, Patient #4 was laying
In bed. She informed the LPN the wound VAG
device had been leaking. Her panis, brief and the
disposable underpad on har bed were visibly wet
where the devica had lost the seal necessary to
create a vacuum and wound drainage had leaked
out. The LPN asked patient #4 to stand, lower
her pants and brief and return fo the bed. The
LPN did not remove or replace the wet
disposable underpad and the patlent laid down on
the solled pad, as instructed by the LPN,

il. The LPN instructed Patient #4 fo voll on her
right side, removed the wound dressings and
discarded them. She irrlgated the lwo wounds
with norrnal saline and started ta prepare new
dressings. Patient#4 rolled on to her back and
her two open wounds came into contact with the
sofled disposable underpad. The LPN did not
clean the wounds and area surrounding the
wounds after they came in contact with the soiled
disposable undetpad.

iil. The LPN opened awound vac dressing kit and
set it directly on the Patient #4's bed, Par of the
kit was on lhe bed and part was on the soiled

G182
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disposable underpad. The LPN removed drape
material and foam malerial from the Kit and
timmed the items 1o fit the wound area. She laid
the itens down on the kit packaging with parts of
the foam in contact with the patient's shasts and
part in contact with the solled disposable
underpad,

iv. The LPN removed wound prep pads from her
nursing bag and laid them on the bed and
contaminated the outside of the package. Sha
used her gloved hands to pick up the
contaminated prep pad packages, and
contaminated her gloves. She removed the prep
pads with contaminated glovas, and
contaminated the prep pads. She used the
contaminated prep pads o wipe the area
immediately surrounding each wound.

v. The LPN asked Patiant #4 if she had another
disposable underpad. She replied there may he
anolher but she wasn't stire. She stated they are
expensive so she could not buy foo many. She
instructed the LPN to ook around. The LPN
locatad Patient ##4's disposable underpad next to
boxes on the floor and placed it on fop of the
soiled disposahle underpad. The LPN did not
remove the sofiad underpad.

In an interview on 9/17/15 at 11:30 AM, the LPN
confirmed she heard Patient #4 report the wound
vac device was leaking. She confirtned the
disposable underpad was wet and she had nat
replaced it prior to beginning wound care. The
LPN confirmad the agency did not supply Patlent
#4 disposable underpads and that she used the
wound care supply package, placed on the bed,
as a barrlor.
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in the intesview, the LPN stated she was nof .
aware Patient #4 had lald on the solied uhderpad
and that her uncovered wounds cams in contact
with significantly contaminated surfaces. She
alsa confirmed she was unaware she had any
breaches In infection control when she prepared
the hew dressings or when she handled the
coptaminaled prep pads.
The LPN falied fo follow aseptic technique whan
she performed wound care on Palient #4's two
chrohic wounds.
G 186 | 484.32 THERAPY SERVICES G5 86 [An ontine aceurrence was antered for patients 1 and 3 idestifiad in the (10716115

The qualified therapist assists the physician in
evaluating the patient's lavet of function, and
helps develop the plan of care {vevising it as
necessary.)

This STANDARD is not et as evidenhced by;
Based on regord review, home visit observation,
patient and therapist communication during a
homme visit, and staff lnterview, it was determined
the agency failad to ensure the Cccupational
Theraplst asslsted the physician Ih developing or
revising the plan of care to meet the patients’
needs for 2 of 5 patients (1 and #3) who
recelved QT services and whose records were
reviswed. This resulted in a lack of services and
equipment necessary to meet patienis’ needs.
Flndings include: .

1. Patient #1 was a 76 year old male admilted to
the agency on 9/01/15, for services related to
insulin dependent DM. Additional diagneses
included muscle weakness, He raceived SN, PT
and OT services. His record, including the POG,

defiieal pragiice.

100% of theraplsis Wil ba educated on develoging n plan of care o meetf I/I6ME5
the needs of the patient by DON/desyneo, DON wii review LHG policy
12,1,007 Flan of Garg, Thezepsls v alsh be educaled on
[documantation withia HCHB and approptiate Jocator to document
{suppiies utpzed In home. A supplies identlied asa need by the
therapist ¥ ba oo icated ko 1he TL for spprogiiate foliew up.
DONfdesignes ralnforced mles snd responsTilifas of therapisty ug well
a5 expecialions of job perdormance.

I full-fime Occupations) Therapist {OT) was hired to ensusa adequate | 1VH1S
lime and palient care peovided lor Idaho Home Heallh patients regulting
Occupational Therapy services,

Begirning V245, DOWdasignes wil raview 3 OT noles perweek lo
pasure care §s provided 4s ordered by phystdan, patient's needs are
pelng mot and OT performing per LHG Geoup Job expeciations. Review
¢ bo conducted for 8 weeks and uatl 100% compilance achleved {or 4

ponsecutiva \waeks, 3 -
he DON is responstote for impd Ling the plan af t v 103016
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for the certification petlod %/01/16 lo 10/30/15,
was raviewed,

Patlent #1's record Included an OT evaluation
completed on 9/05/15, and signed by the
Ocoupational Theraplst. The évalualion stated
the Occupational Therapist was in Patlent #1's
home for 18 minutes. The OT evaluation
documented Patient #1's vislon was declining,
affecting his performance with ADLs, and with
insulin-administration. The ovaluation stated he
would beneflt from magnification products for
increased clarlty. The evaluation also
documented Pallent #1 had deformity of his
fingars related to progressive arthrilis.

Patient #1's OT evaluation ldentified issues with
vision and finger dexterily that affectad hls ability
to administer insulin, 1t stated he would benefit
from magnification producls, Howaver, the
evaluation stated no further OT visits would be
mada. There was no documentation stating why
additional OT visits were not scheduled to
address his idenfified chalienges,

During an Interview on 9717115 at 3:30 PM, the
RN Branch Manager reviewed FPatient #1°s record
and stated she expected therapy evaluations to
take more than 18 minutes. Additionally, she
contirmed the evaluation did not state why further
visits would not be made to address his visual
and dexterity issues,

During an interview on 9/18/16 at 9:20 AM, the
Ocaupational Therapist confirmed he did not
document the reason no additional OT visits were
planned. He was unable to recall specific
information regarding the visit. He stated his
schedule was husy as he had a full lime job In
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addition to working as needed for the home
health agency. He stated it was difficult fo do
visits in the evening after working all day at his
other jobh.

The Occupatiorial Therapist did not develep a
POC to mest Patient #1's noeds.

2. Patient #3 was a 74 year old female admitted
to the agency on 8/17/15, for care related to
ossential HTN. Additional diagnoses included
muscle weakness, UT), bacteremia, DM lype I,
polynevropathy and osteoarthrosls, She recelved
8N, PT and OT services. Her record, including
the POC, for the certification period 8/17/16 fo
10715418, was reviewed.

Palient #3's POC dated 8/17/15, and signed by
her physician on 9096, included OT orders,
The OT orders Inciuded "provide patient/caregiver
with ADL. training.”

Avislt was made to Pationt #3's home on 9/16/15
beginning at 3:35 PM, lo observe an O vislt.
Patient #3 had a hard cast on her dominant hand.
Patient #3 asked the Occupational Therapist for
the status on providing her with a "olleting
davice,” which he had ordered onh a previous visit
*a waek or two age." The therapist stated he did
not know the status and checked his email for a
response from the agency. He informed Patient
#3 he had not recelved an approval or a regponse
from the agency.

OT visit notes dated 8/29/15, 9/03/15, and
905115 did not Include

dacumentatlon of ordering a tolleling device for
Patient #3. No QT visits were made beiwesn

9/05H 5 and 9/15/15,
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During an interview on 915/15 at 4:25 P, tha .
Qccupational Theraplst stated he would have to
foliow up on the order. He stated he could not
recall which device he had ardered,

During an interview on 9M6/15 at 10:45 AM, the
DON reviowod Patient #3's record, She
confirmed Patient#3's medical record did not
include evidence that a foileting device was
ordered for Patlent #3 by the Qcocupational
Therapist or by the agency.

The Qccupalional Therapist did not provide
equipment to meet Patient #3's needs.

G 2361 484.48 CGLINIGAL REGORDS (5 236 [ An online octakrenca repart was complated for patients #4,7,8 Wentified | 10788715
' . In the deficienl practice.
A clinical record contalning pertinent past and 100% s eduoated by Inegration Team on the follesing: : {016
current findings In accordance wilh accepted o mdm;,':i;":;,;g;f}:‘;*;; o o wcludo aRfocalors of lanof
professional standards is maintalned for avery . TL seview process to onsura consistency of dostmantation
patlent recelving home health services. In oo iaBors ooy of oot doemosaton at e,
" > mantal . SOOIy Of Wols HOCLITTEDNY N

addition to the plan of cars, the record conlains eplamenfed 8ppropdately o

cars cotedination among dscpines inyolvad In patients

appropitate [denfifying information; name of
core and phystdan

physlcian; drug, dietary, treatment, and activity 8 _—
orders; signed and dated cfinical and progress omontston ne seskorto rectoa oo s anere appcpits
notes; copies of summary reporis sent to the and Indrviduaszed car,

attending physician; and a discharge sumimary. “TL vl perlorm revievss vreolly of 8 noles per clnlgian to very 10HB/5

decumentalion {s accurate and complete.

‘Beg!‘nnmg 1042/15, BONdoslgnee will feview 3 cinltian notes per weeX
ner ciiildan to ensure documantation Is consistent with plan of care and
physician ordets, and [s rapresentativo of care provided. Reviewwill be

This STANDARD is not met as evidenced by: {conducted for elght woets end urid 100% compilanice achleved for 4
H conseculbve weeks.
Based on review of medical records and siaff Tho DON s 1ospordide forfmplemantiag lhe plan of corech s

interview, i was determined the agency falled o
ensure medical records conlained timely,
complete, and accurate documentation for 3 of 16
patients {#4, #7, and #6) whose records were
reviewed, This tesulled In a lack of clarity
regarding patients' care and heaith stalus.
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Morphine.

Continued From page 129
Findings nclude:

1. Patient#7 was a 70 year old male admitted o
the agency on 6/16/18, for SN, PT, and OT
services related fo chronic alfway obstruction,
Additional diagnoses included ahnormat gai,
HTN, chronic paln, dysphagia, coronary
alherosclerosis, general muscle weakness,
supplatneital oxygen, history of falls, and long
term medication use. His record, including the
FPQGCs, for the cetlification pericds 6/15/15 o
8119115 and 8/14/15 and 10M2/15, were
reviewed,

Patient #7's record included a resumption of care
assassment, dated 91116, signed by the RN
Team Lead.

a. The assessment documented Patient #7 had
hemoptysis (coughing up of blood). However, the
RN Team Lead documented the color of the
sputum was yellow.

b. The assessment documented Palient #7 was
instrircted an the high risk medication Morphine,
However, his medication list did nof include

During an interview on 91715 at 4:26 PM, the
RN Team Lead stated Patlent #7's spulim was
gray. Afler reviewing the record she confirmed
she documented the sputum was yellow and he
was having hemoptysls. The RN Team Lead
confirmed Patlent #7 was taking Morphine but it
was not included on his medication list.

Patiant #7's madical record did nol include
accurate Informallon related to his respiratory
status or medications,

G 236
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2. Patient #8 was a 39 year old male admiilod to
the agency on 8127115, for SN and PT services
related to pneumonia. Addilonal diagnoses
included cellulitls and abscess of buttock, HTHN,
dislacated right shoulder, vartebrae fracture,
PICC line, and history of falls. His record,
including the POG, for the cerlification perlod
827115 to 10/26/15, was reviewed.

Patient #8's medication list included an order for
oxygen at 1 Ipin via nasal canntila at hedtime.
SN visit notes dated 8/27/15, 8/30/15, 9/02/15,
and 9710715 documented Pallent #8 was using 2
tprm of oxygen via nasal cannula intermitiently,
Additionally, the SN visil notes did not include
documentiation of when Patient #8 was using the
oxygen,

During an interview on 947115 at 3:40 PM, the
RN Case Manager reviewed the record and
confirmed the order oh the medication list for
oxygen. He stated Patient #8 was using 1 lpm of
oxygen in the home. The RN Case Manager
stated he mistakenly documented 2 [pm in his
visit hotes.

Patient #8's medical yecord did not include
accurate information refated fo his medication.

3. Patient#4 was an 88 year old female admitled
to the agency on 3/16115, for care related to a
pressure ufcar, Additional diagnoses ihcluded
essential hypertension, peripheral vascular
disease and urinary incontinence, She raceived
SN senvices. Her record, including the POCs, for
the certification periods 7/14/15 to 911715, and
92115 to 11/10/15, were reviewed.
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Confinued From page 131

Palient #4's medical racord review included a
review of SN note documentation and physicians
orders, Evidence that the clinical record did hot
contain findings in accordance with acceptable
professional standards were ldentified as follows:

a. Tha Physiclan Verbat Order dated 8/07/15,
signed by the physictan on 8/12/15, statect:

“Patient needs VAC change on Monday,
Wednesday and Friday

Pafient has 2 wounds

Scaral, 3.5 cm in diameter with undermining al 6
o'clock 2 ot and lessins at 8 o'clock {o 1 em,
inferlor poition of wound is 1.6 cm deep

LEFT OT" JAS PVER 3G, PIEMOMG AND JAS
TIMME,OMG AT 8 O'CLOCK OF 7 CMAT B
OCLOCK AND 5 GM AT 11 O'CLOCK

The left it was opened further today in office and
stiver nifrate sticlks were used for hemostatsis
[sle]”

SN visit notes dated 8/07/15, 8/10/145, 8/31/15,
and 9/09/15, included 2 section titled "PROVIDE
AND INSTRUGT PATIENT / CAREGIVER
WOUND CARE PER PHYSICIAN ORDER.
DETAILS/GOMMENTS:", which documented SN
interventlons verbatiin as wiitten in the physician
order dated 8/07/15.

During an interview on 9/16/15 at 10:45 AM, the
DON reviewed fhe physician order dated 8/07/15,
and confirmed the order was not legible. She
reviewed Patient #4's SN notes dated 8/07/15,
8M0/15, 8f31415 and 9f09M 5, and confirmed the
3N interventions contained content she was
unable to decipher. The DON stated she could
ohly guess the SN used a ¢t and paste feature
in the EMR fo decument hey wound care

G 236
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Conlinued From page 132

Interventions. She confirmed that she could not
tell frorm the documentation what was done for
the patient.

b, ASN visit hote dated 9/06/15 was reviewed. It
Included the following documentation of wound
care interventions:

- "Provide negative pressute wound therapy per
physician orders. Detalls/commants: The one
back on the patient's buttocks was altered from
the previous wound vac placement due to the
transparent drake rolling in the dressing being
removed from the lower buttocks wound the
wound was cleanad with when waskh In gods then
black foam was placed in the wound in the
transparent drake was placed over the phone and
1256 MG/HG was applied. [sic]

- "Provide and instruct patient / caregiver wound
care per physician order, Detalls/comments: tha
one back io the bollom area was altered die to
partial removal. The wound was cleaned with
room cleaner in god bfack foarn was placed in the
moon and transparent drape was applied over the
phone with 126 milliliters of mercury suction
appiied. [sic]"

During an interview on 9/16/16 at 10:4§ AM, the
DON reviewed the physician order for wound care
dated 8121115, She reviewad Patlent #4's SN visit
note dated 9/06/15, and confirmed the SN
interventions contained content she was uhable
to declpher. The DON stated she could onty
guass the SN used a volce recognition feature in
the EMR {o documant wound care intervantions.
She confirmed that she could not tell from the
documentation what was done for the patisnt.

G236
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Patient #4's medical record included
documentation that was illegible.

c. Paliont#4's POCs dated 7114716 and 9/12185,
Included "Skilled nurse to instruct on new and
changed medicalions, those with assessed
knowledge deflcl, high risk medications and any
applicable drug interactions."

Patient #4's SN notes ware reviewed. The
content of the information included was
inappropriate. Examples inciude, but were hot
limited to:

- 8N included instructions to “consulf your doctor
before breast-feeding” to an 89 year okl patient.

- 8N included instructions to “report side effecls
o HEALTH CANADA at 1-866-234.2345"

- SN included teaching of interaclions with
hormonat birth control.

- 8N included instructions to "tall the doctor right
away if you notlee any symptoms in your new
born baby ..."

- SN included instructions to *tell your doctor if
you are pragnant or if plan to bacoms pregnant..."

SN visii notes sompleted on 7/14/15,7/156/15,
TH65, THTHS, 720118, 1121118, 712616,
TI26H5, 7/30H15, 7131115, 8OTHM 5, 8110715,
8124/15, 8/28/16, 8/31/16, and 90916, Each
note included included information that was not
ralevant to Patient #4.

During an intervigw on 916/5 at 10:45 AM, the

DON reviewed Patient #4's SN visit notes and
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confirmed the SN interventions contained content
that was inappropriate to Patient #4's age and
condition. The DON slated sho could only quess
that the SN used a cutand paste feature In the
EMR to document SN interventions. She
confirmed that she could not teli from the
documentation what was done for the patient or
what the patiant understood.

Patient #4's medical record did not accurately
docurment patlent education,

484.65 COMPREHENSIVE ASSESSMENT OF
PATIENTS

Each patient must receive, and an HHA must
provide, a patient-specitic, comprehensive
assessment that accurately reflects the patient's
current health status and Includes information
that may be used to demonstrate the patlent's
progress toward achievement of desirad
outcomes. The comprehensive assessment
must identify the patient's continuing need for
home care and imeet the patient’s medical,
nursing, rehabllilative, social, and discharge
planning needs. For Medicare heneficlaries, {he
HHA must verify the patlent's eligibility for ihe
Medicare home health benefit inctuding
homebound stalus, both at the fime of the Initlal
assossment visit and at the time of the
comprehensive gssessment. The comprehensive
assessment must also Incorporate the use of the
current version of the Outcome and Assessment
Information Set (QASIS) items, using the .
language and groupings of the OASIS ltems, as
specified by the Sectetary

This CONDITION Is not met as evidenced by:
Based on medical record review, observation,

G 330 Refer to 6334, G337, and G340
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Continued From page 135

pollcy review, and staff interview, it was
determined the agency faited to ensure
comprehensive assessinants accurately reflected
patients’ current health status and included a
comprehensive medicafion revlew, These
failures intetfered with the defivery of safe and
effeclive patient care. Findings include;

1, Refer to G331 as it relates to the failure of the
agency to enstire comprehensive assessments
compleied at the SOC wore thorough and
accurately reflected the patleni's health care
stafus and needs,

2. Refer to G337 as it relates fo the failure of the
agency to ensure the comprehensive assesstnent
included a thorough medication review to obtain a
current list of patient medlcations, svaluate for
drug interactions, and identify possible significant
side effects.

3. Refer to G340 as it refates to the failure of the
agenacy fo ensure the resumption of care
assessment Included a thorough review which
acciyately reflacted the patient's health care
status and needs after a hospitalization.

The cumuilative effect of these negative systeric
practices significantly impeded the ability of the
agoncy to provide quality care consistent with
patients’ needs,

484.55(a){1) INITIAL ASSESSMENT VISIT

A registerad nurse must condoct an initial
assessment visit to determine the immadiate care
and support needs of the patlent; and, for
Medicare patients, to determine aligibliily for the
Medlcare home health benetif; including

G 330

G 3N

T .
An ortine scowrence was enlered for pallenls B, 2, 4, 16, 16 idontified
n the defident prectioa,

For patient #1, o nutitionat assessment Wi be completed ard
communicaled io physidan.

For patient #2, additional visit madae {or wound assessmant, suprapubic
catheler, and coloslomy assessment and phys!dan notified.

10/16415

1016045

101215
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G331 Contintied From page 136 . G 331 for paventas, addiﬁonaivis%im?d?and assessment of woind stalus 1f /16115
- includy maasbrements and descipton of wound pedfamed, Nutitions!
homehound status. assessmant performed and findings communieated to physician.
Pabients #§ and 15 aro no fonger on senvica,
This STANDARD s not mst as evidenced by: : ff‘ii’l:‘?:fii’:i‘:?:;‘if’l?l‘; of ot s siréeied by DONdesinee tors0is6”
Based on racord review and staff Inferview, it N— ql e w'kj 1 Pt o —
H H RRgAeD 10 BQUCAIR 8 ANy on oicy [nitial
.VV‘ES determlned the age_ncy fal!Ed tO enS‘Llre the Mssassments and Reassessmaentls with focus on assessing afl body
initial SOC comprehensive assessment included ystems and appropriate documenlaten.
a thorough examination including stalus of 150% chinlans ediscated on documerdaion vithin HCHB by tlegration | 10415
wounds, nulrition, pain, and cardiovascular Teams on the lallosing . _
assessment, for 6 of 10 pationts, (#1, #2, #4, #16, X <orsect documantalion of swounds wilhin the HOHE system
P - Integumentary Gommand Centar (0C)
and #1 6) whose admission assessments and - Team Leader {TL) review process 1o ensura conslstency of
racords were reviewed, This fallura placed documentation vAin o ribscrient vists, complterss of
patients at rlsk of negative outcomes. Findings o ey et ound documenlaton,and oo
Include: . B cato conrdination amang discpines fnvetyed [n pationts
cara and physidan
1. Patient#2 was a 69 year okd male admitted to T tooing procass chaogos il ba Implemented: - s
the agency on 4/17/16, for services related to 4 " All assessments w7l be reviewed by TL. for acturecy,
BH - cofnpaleness
pressure_ UICB['S, Addﬂionat‘ d_iagnOSGs inCl!.ldEd . TL i Irack any patienls with Identified need for nutrilional
parapfegla and Spmai cord injury. He received follow-uzp based on assessment and wound care pallente far appropriate
SN services. His recard, inc!uding the POCs, for :Zz;t:‘::f:'smf;:ﬂiﬁ DON/drsignea il ravigw 3 assessments per week
the certlficatmn penOds 4!1 7115 tO 6” 5"1 5! te ansura mmp‘.ele‘and pecufata documentation vith'n assessment
616115 to 814515, and 8/16/15 to 1071315, was | Revsew Wl be foc B waeks and unl 100% compiiance achieved x 4
. . conseculive weeks,
rewe‘”ed' . The DON Is responsitda for implementing the pian of comeclion. A0HE
&. The agency's policy 2.2.001, revised 9/01/14,
tittled Wound Assaessment, Docurnentation, and
Photography, stated "Upon iniftal visit and
subsequently as Indicaled below, all wounds will
he assessed with appropriate documentation
within the medical record. Wound Location and
Description {D Tools are Initiated on all patisnts
with wounds at the time of admit or upon
development of a wound." This policy waa not
followed for Patient #2, as follows:
. Patient #2's record included a SOC
comgrehensive assessment complated on
AP17H 5, and signed by his RN Case Manager.
The assessment included a section to documeant
pressurs ulcers. It included:
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«"CURRENT NUMBER OF UNHEALED
PRESSURE ULCERS AT STAGE Hl: FULL
THIGKNESS TISSUE LOSS." The assessment
stated Patient #2 had 2 Stage il pressure ulcers.

-"CURRENT NUMBER OF UNHEALED
PRESSURE ULCERS AT STAGE IV: FULL
THICKNESS TISSUE LOSS WITH VISIBLE
BONE, TENDON OR MUSCLE." The
assessmant stated Patient #£2 had 2 Stage IV
pressure ulcers,

The SOC assessment stated Patlont##2 had 2
Stage i and 2 Stage IV pressure ulcers, |t did
not Include the iocation or a description of the
pressure ulcers, but stated "SEE WOUND
ASSESSMENT TOOL."

Patlent #2's record Included a “Wound
Assaessment Tool Report” that documentsd
wound assessments from 417715 to 8/1415,
when a new wound assessment tool was
Implemented. The report documented 4 wounds.
However, it was incomplete andfor did not match
the SOC assessment, as follows:

i. The repott documented a Stage Hi pressure
ulcer on Patlent#2's right hip. The onfry on the
SOC date 47177185, did not include wound
agsessiment or measuremeants of the right hip
wound.

The first assessment of his right hip wound was
documented on the wound report on 4/20/15.
The wound was described as a pressure ulcer,
stage 1, and stated the wound bed was a "3."
The wound report lagend described a 3" as "Full

thicknass skin loss Involving damage or necrosls
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of 8Q [subcutaneous] issue; may extond down to
bt not through underlylng fascia; &/or mixed
partial or fuil-thickness &for tissue layers,
obscured by granulation tissus." The raport
documented undermining of less than 2 cm, and
a scant amount of serosanguineous drainage.

The first measurements of Patlant #2's right hip
waund were dacumented on 4/27/18, 10 days
afler Patient #2's SOC. The measuremenis wers
6 em long by 12 cm wide by 0.5 em doep.

ii. The report documented a Stage |V presstre
uicer on Palient #2's scrotum. The entry on the
S0OC date 4/171186, did not include wound
assessment or measurements of the scrotal
wound,

The first assesament of Patlent #2's scrotal
wound was decumanted of the wound report on
4{20/15, The wound was described asa
pressure ufcer, Stage IV, and stated the wound
bed was also a"3." The repoit documented
undermining of less than 2 cm, and a scant
amotint of serosanguineous dralnage.

The flist measurements of Patient #2's scrotal
wound ware documented on 4/27/16, 10 days
after Pationt #2's SOC, The measurements were
8.5 cm long by 3 cm wide by 3.2 cm deep.

. The report doctmented a Stage I pressure
ulcer on the coccyx. However, the first enlry on
the wound report for the cacoyx wound was dated
5127715, 40 days after Palient #2's S0C. No
assessment or measurament of the wound was
documented at the SOC,

The first assessment of Patient #2's coceyx
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wound was documented on the wound report on
5127118, The wound was described as a
pressure ulcer, Stage [l}, and stated the wound
bed was also a"3." The report documented no
undermining, and a small amount of drainage.

The first measurements of Patient #2's cocoyx
wound were documentad on 8/27/15. The
measurements were 6.6 ¢m long by 3.5 cm wide
by 0.1 em deep.

v, The repoit documented a Stage ]l pressure
uleer on the right heal. However, the first entry on
the wound report for the heel wound was dated
B/15/15, 69 days afler Patient#2's SOC. No
assessment or measurement of the wound was
documented at the SOC.,

The first measurement and assessment of
Patient #2's right heel wound was documentad on
the wound report on 6/15/15. The wound was
describad as a pressure uicer, Stage I, Tha
wotind bed was not dascribad. The
meastreiments were 1.5 om long by 0.3 cin wide
by 0.2 cm desp.

An assessment of.Patlent #t2's right heal wound
was documented on the wotind report on 672215,
it dascribed the wound bed as a *3."

Patient #2's SOC assessinent completed on
AMTH5, documented 2 Stage [l and 2 Stage IV
pressure ulcers. Howaver, his “Wotind
Assassment Tool Report” docurented 1 Stage il
and 1 Stage 1V pressure ulcer on 411745, An
additional Stage il pressire ulcer was
documented oh 5/27/15, An additional Stage {I
prassure ulcer was documented on 8/15/15. The

status of Patient #2's pressure ulcers at the tima
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of his adimission was notf docimented.

h. Patlent #2's SOC assessment also staled he
had a colostomy and a suprapubic catheter it his
abdomen to drain wine from his bladder.
Howevar, his SOG assessment did not include an
assessment of his colosfoiny of suprapubic
catheter, and did not document how they were
managed.

Curing an interview on 9/17/15 &t 9:50 AM, the
RN Case Manhager reviewed Patlent #2's record
and conflrmed his SOC assessment did not
include an assessment of his colostomy or
supraptiblc catheter

Patient #2's SOC assessment was not
comprehensive to determine his needs.

2. Patient #1 was a 76 year old male admitted to
the agency on 9/01/15, for services ralated to
insuiin dependant DM, Additional diagnoses
included muscle weakness. He recelved SN, PT
and OT services. His record, including the POC,
for the certification perlod 9/01/15 to 10/30/15,
was reviewsd,

Pationt #1's record included referral information
from the discharging hospital, The refetral
information stated Patlent ##1 reported loss of
appelite and a weight loss of 20 to 30 polnds
over the last saverat months,

Patient #1's record incfuded a SOC
comprehensive assessment completed on
8/01M16, and signed by the RN Case Manager.
The assessment included a nutritional screen,
and stated no major risk factors related te
nutrition were prassnt. Other nutrifion risk factors

4y ip SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S FLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX {EAGH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. - DEFICIENCY) :
G 331 | Conlinuad From page 140 G 331

FORM CMS-2697(02-89) Previous Verslons Obsolele

Event ID; 3FDOY

Facllify 1D: OAS001280

If continuation sheet Page 141 of 166




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

PRINTED: 10/02/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (i) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

137014

(%2) MULTIPLE GONSTRUGTION
#. BUILDING

B, WING

(%3} DATE SURVEY
GOMPLETED

09/1812016

NAME Off PROVIDER OR SUPPLIER

IDAHO HOME HEALTH & HOSPIGE

STREET ADDRESS, GITY, STATE, ZIP CODE
222 SHOSHONE STREET EAST
TWIN FALLS, ID 83301

4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{FAGH DEFICIENCY £AUST BE PRECEDED BY FULL
REGULATORY CR LSC IDENTIFYING INFORMATION}

i}

PREFIX
ThG -

PROVIDER'S PLAN OF GORRECTION

_ DEFIGIENCY}

1%8)
{EAGH CORRECTIVE ACTIGN SHOULD BE COMPLETION
CROSS-REFERENGED TO THE APPROPRIATE BATE

{3331

Canfinued From page 141

documented were special diet and more than 3
madications. The assessment stated his
nuiritional risk level was low. The assessment
did not include his skgnificant weight loss prlor to
his hospital admission,

During an interview an 9/17/15 at 3:30 PM, the
RM Branch Manager reviewed Patient #1's record
and confirmed his nutritional slatus related to his
welght loss was not assessad during his SOC
comprehensive assessiment.

Patiant #1's SOC assessmant was not
comprehensive to determine his needs related to
nutrition,

3, Patient 115 was a 61 year old male admitted
to the agency on B 0/15, for services related to
insulin dependent DM, Additional diagnoses
included a foot ulear, CHF and Parkinson's
disease. Ha received SN, PT, HHA and MSW
servicas, His record, including the POCs, for the
ceritfication pariod 8/10/11% to 10/08/15, was
reviewed,

Patlent #45's record include¢ a PT evaluation
dated 8/12/15, and signed by the Physlcal
Therapist. The nole stated Patlent #15 had an
ulcar on his right foot, which affected his
arnbulation and weight bearing status. The note
stated he had received 1V antibiotics and
hyperbaric therapy for the ulcer, prior to his home
health admission,

Patfent #15's record included an SOC
comprehensive assassment completed on
8/10/15, and sigiied by the RN Case-ilanager.
The 50GC visit note did not Include an

assessmant of his foot ulcer, or slate how the
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1 RN Branch Manager reviewed Patient #15's

Continued From page 142
ulcer was helng cared for.

Durlng an interview on 9/17/16 at 3:05 PM, the

record and confirmed the-SOG comprehensive
assessment dlid not include documsentation of his
foot wlcer,

Patient #15's SOC assessment was not
comprehensive to describe his status and
detarmine hls needs,

4. Patient #16 was an 87 year old male admitted
to the agency on 9/06/15, for SN, PT, and ST
sarvices related to Parkinson's disease,
Additional diagnoses included prostate cancer,
coronary atherosclerosis, cardiac pacemaker,
convulsions, macular deganeration,
hypolhyroidism, high cholasteral, GERD, HTHN,
and supplemental oxygen. His record, including
the POC, for the cerlification period 9/055 to
11/03/15, was reviewed,

Pattent #16's record included an SOC
comprehensive assessment, dated 9/06/15, and
signed by the RN Case Manager. The SOC was
not comprehensive as follows:

a, The assessment included documentation
Patient #16 had bruising and wounds. A separate
wound assessment form documented a third
degree burn to Patlent #18's left shin. There was
no docuinentation of wound measuremeiits ora
descriplion of the wound on the wound
assessment form. The wound assessment
documented the wotind was not assessed and
wound care was not provided becatise it was
cavered by a dressing.
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h. The assessment stated Patient #16 had no
problemns with his mouth or throat. However, as
part of the nuiritional screan the RN Cass
Manager documented Pafienl#16 had probiems
chewing or swallowing.

c. Patient #16 had a cardiac pacemaker. The
assessment stated it was unknown what lype of
pacemaker and the rate of the pacemaker.

Durlng an Interview on 9/17/16 at 8:40 AM, the
RN Case Manager stated he was unaware of
mouth or throat preblems for Patient #186, or if he
had a pacemaker. Aller reviewing the record he
confirmed he documented there weare problems
with chewing or swallowing and Patient #16 had a
pacemaker. The RN Case Manager confirmed
he did not assess Pafient #18's wound during the
visit,

Patieni #16’s assessment was not
comprehensive lo his needs for nutrition, wound
care, or cardiovascular problems.

§, Palient #4 was an 88 year old female admiited
to the agency on 3/16/15, for care refated to a
pressure ulcey. Addifional diagnoses included
essential hypertension, paripheral vascular
disease and wrinary incontinence, She received
SN services. Her record, including the POCs, for
the cerlification perjods 7/14/15 fo 9/11/15, and
9/12H6 to 11/10/15, were reviewed.

Patient #4's POG dated 3/16/15, was reviewed. |t
documented a pressure ulcer as-her primary
diagnosis. :

Patlent #4's record inctud'ed an SOC

comprehensive assessment dated 3/16/15, and

1]
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signed by fhe RN Gase Manager. 1t siated
"pallent has no pressure slcers,”
During an Interview an 8116715 at 10:45 AM, the
DON reviewed Patlent #4's POCs dated 7/14/16
and 9/12/15, and confirmed the pressuse ulcer as
her primary diagnosis. She also reviewed Palfent
#4's SOC comprehensive assessment dated
3/16M5. She confirmed it stated Patlent #4 had
no pressure Uicers. The DON slated she could
not expialn the discrepancy.
The RN did nol complele an accurate
comprehensive assessment.
G 337 | 484.66(c) DRUG REGIMEN REVIEW G 337 i orline ccourence was compelad for patlents #1, 4,7, 844,130 |1/1VIS
dentified in defidenl practice.
ftedication Rsls were updated for al patienis and a current fisl was sent
The comprehensive assessment must include a to physician.
review of all medications the patlent is currently DONfesignes to educsta $00% of skited dinicians on Potcy fepea | 1TH15
using in order to identify any polential adverse Fioniloiing Med:catons fa ravier expaclations of medicalion
affects and drug reactions, including ineffective focontilaon el edch visl
drug therapy, significant side effects, significant P process wlf be mplemented in vihich patants medications vl b 10730015
drug Interactions, duplicate drug therapy, and L‘:’i‘iﬁé’i&f"iﬁ%?&ﬂ:‘?&&lﬁ“ﬁ?ﬂﬁ??ﬁﬁﬁl&i’°‘“ vl
noncompliance with drug therapy. bonsTstency when Inquilag about medicaons, 10 Incude 1 prescrption
ard over Lhe counter medieations.
This STANDARD is not met as gvidenced by: Reginnay 10/1216, 1 ohservaton vist: per citidlan per week vl be
Based on record review, obsarvation, policy m"def ‘WDC‘""M; - o o modieaton Inbomeand
review, and patlent and staff inferview, it was a1 307%, el ecHaved o4 coreonbun s
determined the faCI?Ity failed {0 ensure a [The DON s responsitle for implamenting the pfan of cormection. WIS
comprehensive drug regimen review for 7 of 16
patients (#¢1, #4, #7, #8, #14, #15, and #16)
whose records were reviewed. This faifure had
ihe potential to affect all patients under the care
of the agency, and place them at risk for adverse
events, duplicative drug therapy, or negative drug
interactions, Findings include:
A policy, number 10,008 "Monitoting
Medications," stated A drug regimen review will
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be performed on all patients In conjunction with
alf comprehensive assessments. Additionally, afl
clinicians will participate In medication review and
reconciliation throughout the episods. For
patienis receiving skilted nursing and therapy
services, the skilled ntirse is responsible for
medication revlew and reconciliation throughout
the episode.* This policy was not followed.
Examples include;

1. Patient#16 was an 87 year old male admitted
to the agency on 8/06/15, for SN, PT, and ST
seqvices related to Parkinson's disease,
Additionat diagnoses includad prostate cancer,
cotonary atherosclerosis, cardiac pacemaker,
convuisions, macular degeneration,
hypothyroidism, high cholesteral, GERD, HTN,
and supplemental oxygen. His record, including
the POC, for the cerlification period 9/06/16 to
11103715, was reviewed. : .

Avisit was conducted at the ALF Patlent #6
resided in on 916715 baginning at 2:00 PM, for
abservation of g ST visit. Patlent #16 was asked
about his medications. He stated the ALF staff
was responslble for giving him his prescribed -
medications, Patient #16's medication list was
requested from tho ALF staff,

The medication list was dated 9/05/15 to
10/04415. The medication fist inciuded Patient
#16's routing medications,.as well as medications
he took as needed. The medication list from the
ALF had 11 madications which were not included
on Patient#16's POC. Examples inciuded:

-~ Celexa 10 mg daily

« Flomax 0.4 mg daily .
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- Levothyroxine 76 mog daily

- Lipitor 10 my daily _

- Miero K 20 mEq thres times daily

- Mirapex 1 mg three limes daily

- Multivitamin dafty

- Senamet 25/260 three timas dally

- Whey Protein F’dwder {wice dally

- Norco 107328 myg as neaded evety 8 hours

- Tessalon Perlas 100myg as needead every 6
hotirs

During an inferview on 917/16 at 8:40 AM, the
RN Case Manager reviewed the record and
confirmed the medications on the POG did not
include alf the medications Patient #16 was
taking. He stated he copied the medication list
that was included with Patient #16's refarral
orders from the receiving facility. The RN Gase
idanager confirmed he did not reconcila the
medication lists hatween the ALF and the referal
orders.

Patient #16's RN Case Manager falled {o include
all of his medications on his medication list and
perform a comprehensive medication
reconciliation,

2, Patient#8 was a 39 year old male admitted to”
the agency oh 8275, for SN and PT services

reiated fo pneumonia, Additional dlaghoses

(%4) 1> SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X6
PHEFIX {EAGH DEFICIENCY MUST DE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 337 | Continued From page 146 G 337

FORM CMS-2567(02-09) Previous Versions Obsolele

Even! |ID:3FDOT1

Facility ID: DAS001280

[f continuation sheet Pago 147 of 156




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

PRINTED; 10/02/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {A1) PROVIDERISUPPLIETVGLIA
AND PLAN QF CORREGTION IDENTIFICATION NUMBER:

137014

(%2} MULTIPLE CONSTRUCYION
A, BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

0911872015

NAME OF PROVIDER OR SUPPLIER

IDAHO HOME BEALTH & HOSPIGE

STREET ADDRESS, CITY, STATE, ZiP CODE
222 SHOSHONE STREET EAST
TWIN FALLS, iD 83301

(44} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENGY)

X5}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFEREMCED TO THE APPROPRIATE DATE

(337

Contiled From page 147

included callulitis and abscess of buttock, HTN,
dislocated right shoulder, vertebrae fraciute,
PICG line, and history of falis.” His record,
including the POC, for the cerlification period
812715 lo 10/25/15, was reviewed.

An SOC comprehensive assessment dated

| BI27/18, sighed by the RN Case Managet,

dogumented no probleims were found during the
medication review for Patient #8. However, tha
RN Case Manager documented Patient #8's
physician was informed of the medication
problems within 1 calendar day.

Patlent #8's record included a Client Coordination
Note Report, dated 8/30/18, signad by the RN
Gase Manager, which documented a moderate
medication Interaction hetween Levaquin (an
antibiotic} and an oral muftivitamin,

During an interview on 9417716 at 3:40 PM, the
RN Case Manager reviowed the record and
conhfirmed he dacumented no problems were
found during the medication review. He
confirmed the coordination note which .
documented an Interaction belween 2 of Patient
#8s medications. The RN Case Manager stated
he belleved the question on the SOC assessment
referred to whether Patient #8 had all of his
prescribed medicallons and whether he was
taking them as presctlbed. He did not believe
medication interactions were related to the
comprehensive review, .

The agency fallad to ensure Patlenf#8's
medication roview was comprehensive.

3. Patient #7 was a 70 year old male admitied to

the agency on 6/15/15, for 8N, PT, and OT

G 337
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| reviewed.

services related to chronic airway obstruction,
Additlonal diagnoses included abnormal galt,
HTN, chronlc pain, dysphagla, coronary
atherosclerosls, general muscle weakness,
supplemental oxygen, history of falls, and lohg
term medfcation use, His recort, including the
POCs, for the certification perlods 6/15/15 to
8/13/15 and 8/14/15 and 10/12/15, were

Patient #7's record Included an ROC
assessiment, dated 9/11/15, and signed by the
RN Tearn Leadar. Under the section
"Medications" the RN Team [eader documented
she Instructed Patlent #7 regarding speclal
precatilons for a high risk medication, The RN
Team Leader dacumented the madication she
Instructed Palient #7 on was Morphine.

Patient #7's madication list did not inclide
Marphine.

During an interview on 9/17/15 at 4:25 PM, the
RN Team Leader reviewed the record and
confirmed she had instructed Patlent #7 about the
Morphine, She confirmed Morphine was not
inciuded on his medication fist.

Patient #7's medication list was not
comprehensive to include alt of his medications,

The agency's polioy 2.1.008, fitled Physician
Orders, ravised 2/01/15, Included the following;

- "Orders containing medication must be enterad
into the software system or written legibly in ink
and at a minimum.include: a, Name of
medication, dose, dilution, frequency, route...”
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- “Range orders: Orders shall detall which dose
or dosing intervals over a prescribed range,
depending on the specific altuation or patlents’
status."

4, Patient#1 was a 76 year old male admitted to
the agency on 9/01/45, for services related to
insulin dependent DM, Addiilonal diaghoses
mcluded rmuscle weakness. He received SN, PT
and OT servicos, His recard, including the POC,
for the cerlification period 901115 to 10/30/15,
was reviewed.

a. Patient#1's POC included Humalog Insulin to
be taken 3 times & day per sliding scale {dosage
basad on his blood glucose level as measured by
a blood glusose monitor). However, his POG and
medication profile, did not include the amount of
insulin to be taken, ‘

b. Patient#1's record Included a SOC
comprehensive assessment completed on
9/01/15, and signed by the RN Case Manager.
The assessment siated a drug regimen review
was completed and no problems were Identified.
Howaver; Patient #1's record included a rapart
documenting a moderate level interaction
between his Hydrochiorothlazide and his insulin,

c. Patient #1's record included referral
information from the discharging hospital. The
referral information included discharge
medication orders, dated 8/29/15, The orders
slated Patient #1 should start taking Aspirin 81
mg daily, 1 week after his hospital discharge
{(9/05/153. However, Patient #1's medication
profile printed on 9/14/15, did not include Aspirin.

During an Intarview on 917115 at 3:30 PM, the

G337
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RN Branch Manager reviewed Patient #1's record
and confirmed his POGC and medication profile did
not inctude the dosages for his sliding scale
insuiin, or the Aspitin ordered by tha referring .
physician. Acdditionally, she confirmed a
medication Interaction was klentified and was not
documented on the SOC assessment.

Patient #1's madication inleraction was hot
ldentified during his SOC vislt and his medication
profile was not accurate fo reflect his current
medications, including dosages.

5, Palient #15 was a 61 year old male adimifted
to the agency on 8/10/15, for services related 1o
insulin dependent DM. Additicnal diagnoses
Included a foot ulcar, CHF and Parkinson's
disease. He recelved SN, PT, HHA and MSW
services. His record, including the POCs, for the
certification period 8M 045 to 10/08/16, was
reviewed,

a. Patient #16's POC Included Humalog ihsulln
to be taken "per sliding scale, as directed." His
PQC and medication prefile did not Inciude the
amotnt of instilin to be taken, or how often it
shouid be taken.

b, Patient #15's record inciuded a SOC
comprehensive assessment completed on
BMOMS, and sighed by the RN Gase Manager,
The assessment stated a complated drug
regimen review was completed and no problems
were fdentified. However, Patient #15's racord
includad a report documenting 2 severe level
Interacfions hetwaen Xarelte {blood thinner} and
Aspirin, and befween Spiroholactone {for HTN)
and Potassium.
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During an interview on 8/17/15 at 3:05 P, the
RN Branch Manager reviewed Patlent #15's
racord and confirmed his POC and medication
profile did not include the amount of insulip to be
taken por sliding scale, or how often if should be
taken. Additionally, she confirmed medication -
interactions were identified hut were not
documented on the SOC assessment.

Pafient#15's medication interaction was not
identified during his SOC visit and his medication
profile was not accurate to refiect his current
medications, including frequancy and dosages.

6. Patient#14 was a 75 yaar old female admitted
fo the agency on 119415, for setvices related fo
hyposmolaiity (a condition where the lavels of
elaclrolyles, protelns, and nulrients in the blood
are lower than hormal), Additionat diagnoses
Included HTN, diastolic heart faiiure and CGHF.
Her record, including the POC, for the cerlification
period 1719116 to 3/119/15, was reviewed.

a. Pafiant #14's record Inciuded a SOC
comprehensive assessmeni complefed on
1119715, and signed by the RN Case Manager.
The assessment stated a drug regimen raview
was completed and no problems were identified.
However, Patlent #14's record incltided a report
documenting 2 severe [evel intetactions between
Coumadin (blood thinner) and Levothyroxine
{thyroid medication), and hetween Coumadin and
Duloxetine {antldepressant).

During an interview on 917715 at 9:50 AM, the
RN Case Manager stated medication interaction
reports were avaflable in the electronic medical
record after the patient's medications were
anterad. However, he stated he did not enter

G337
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-disconfinue the oxycodone,

medications into the system during the SOC visit
because it took toe much Hime, He sialed the
medications were often entered by someone in
tho office. The Interactions were printed and sent
to the patlent's physlclan. He stated he was ot
aware of the interactions.

Patient #14's medication interactions were not
identifiad as part of her SOC assessment.

7. Patient#4 was an 88 yaar old female admiited
to the agency on 3/16/15, for care related to a
pressure Ulcer. Additional dlagnoses Included
essential HTN, PVD and urinary incontinence.
She received SN services. Her record, including
the POCs, for the cerlification periods 7/14M15 to
61115 and 9/12/15 to 11/10/15, were reviewed.

a, Patient #4's POC dated 9/12/15, was reviewed.
It included oxycodone-acetaminophen 10-325
mg, 1-2 tah, every 6 hoursfPRN for pain.

Avisit was made 1o Pafient #4's home on $16/5,
heginning at 1:00 PM. She reported to the LPN
she was oul of axycodone,

Duylng an interview on 917715 at 11:30 AM, the
LPN slated she called the office after her home
visit io Patient #4 on 916/15. However, she
stated she did not report the patient complained
of pain from shingles and the patient reported she
was out of oxycodone.

The LPN slated she did not document the visit
but Intended to enter an ordar to discontinue the
oxycadone. Sha stated she did not call the
physiclan and did not obtain physician crders to
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The RN Branch Manager and the DON were
prasent during the interview with the LPN on
9/17115 at 11:30 AM. They confirmed the LPN
dld not report that Patient #4 told her she had
pain from her shingles or that she was out of
oxycodone.

The LPN did not acaurately review Palient #4's
medication profile and did not identify the adverse
effect of increased pain because she did not have
prasecribed pain medications in har home.

b, Patlant #4's POC dated 7/14/15, was reviewed.
It inclucled orders that stated "SN to perform
wolind care ...apply saturated gauze with
Minmesota Solution [compounded antibiotic
solution]...”,

The agency policy 2.1.008 was raviewed. It
stated "orders for compotinding ... shail be
detalled in spacific dose and frequency to be
administered.”

Patient #4's POC dated 7/14/15, did not include
Mirnesota Saluflon in the medication fist. In
addition, it did.not inclide Minnesota Solution In
the DME/Suppiles list.

During an interview on 9/16/15 at 10145, tha DON
stated sho thought Minnesota Solulion was a
compounded solution of 3 antibiotics, but she was
not sire.  She was unable to state what drugs
were compounded or in what doses, The DON
also confirmad the compounded tnedication was
not included in Patient #4’s medication fist,

The DOM confirmed the agency was unable o
identify any potential side effecls, drug reactions,

side effacts, drug interactions or duplicate drug
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return o the home from a hospital admiission of
24 hours or more for any jeason other than
diagnostic tests,

This STANDARD s nol met as evidenced by:

Based on record review and staff intetviaw, it
was determined the agency failled to ensure the
comprehensive assessment was updated and
revised following the patient's return home from a
hospital admission for 1 of 2 patients (Patient #7)
whose care was resumed after a hospitalization
and whose racords were reviewed. This resulted
I an assessment that was not sufficiently
comprehansive to meet the patlent's needs, and
had the polential to result in adverse patient
oufcomes. Findings Include:

Patlent #7 was a 70 yaar old male admitted to the
agency on 6/15/15, for SN, PT, and OT services
related to clironic alrway obstruction. Additional
diagnoses Inclided abnarmal gait, HTN, chronic
pain, dysphagia, coronary atherosclerosis,
general muscle weakness, supplemental oxygen,
histary of falls, and long term medication use, His
record, including the POCs, for the cerlification
periods 6/156/16 to 8/13/15 and 81415 and
10412115, were reviewed,
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therapy to Patient #4 because the specific drugs
compotinded were not knawn.
The agency did not ensure Patient #4's
medication st wae complete or accurate, .
A online ocowiroaca report was conglaled for patfent #7 identfied in the| IWiB/16
G 3401 484.56(d)(2) UPDATE OF THE G 34077 ciontpractivn :
COMPREHENSIVE ASS ESSMEN T Patient #1 {s no Jongar on senico,
) DONIdesignes educated 51 din'dans on Trifial Assessment and 1001605
The comprehenswe assessment must be {Reassassment pollcy vith focas on approgiiate folions-up of condition
updated and revised (including tho administration relatad o facent hospllafealor.
of the OASIS) within 48 hours of the patlent's P et plocess wa) ba Implemanted requiring T1. to raxiar 160% 103015

Resumption of Caro 1eals lo verify
Inozough rolated ta recen! hospitatzation,

Beginning 10/{2/16, DON/designee will review 100% Resumptions of
Care weekly 10 ansure appropriate lollow-up on Systents affecled by
racent hosplta'ization, Revlew wi ba conducied for 8 wooks and unti
100% compiiance echieved for 4 consecufiva weeks.

The DOM Is responsible for implementing the corrective aclion.
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Patient #7's record included a transfer summary,
dated 8/09/1%, and signed by the RN Case
Manager. 1t stated Patient #7 was admilted to the
hospital for an injury caused by a fail.

Patlent #7's record Included a resumption of care
assessment, dated 91115, after his discharge
from the hospital. The assessment documentad
Patient #7 was ireated for hypertension during his
inpatient stay. Additionally, the assessment
Included documentation Pallent #7 had a cardiac
arrhythmia, atilaf fibrltiation.

The National Inslitutes of Health website,
accessed 9124/15, stated atrlal fibrillation is where
the heart has rapid, disorganized eleclrical
sighals which causes the heart to beat rapidly and
cantract irregularly. Atrld fibrillation may cause
chest pain and fainting. 1t also Increases the risk
of stroke and may causs heart faiflire.

The assessment did not document whether
Patient #1¥ was expetiencing chest pain, fainting,
dizziness, or edema. Additionally, there was no
documentation of heart sounds.

During &an Interview on 8177115 at 4:26 PM, the
RN Team Lead reviewed Patlent #7's record.

She confirmed there was no documeantation of his
heart sounds or whether hs had edema or had
episodes of dizzinass or falnting.

The agency did not ensure Patlent#7's
compreliansive assessmenhl was updaled
following his hospifalization.
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™ 000 16.03.07 NITIAL COMMENTS

Alicensure suivey was completed at Idaho Home
Health and Hospice 9/14/15 though 9/18/15,
immediate jeopardy fo patients' health and safely
was [dentified during the survey. The immediate
jeopardy was abated prior o the survey exit
conference.

The surveyors conducting the recertification were:

Nancy Bax RN, BSN, HFS Team Lead
Dannis Kelly, RN, BSN, HFS
Laura Thompson, RN, BSN, HFS

Acronyms used in this report include:

ABD - large gauze pad

ADL - Activities of Daliy Living

ALF - Agsisted Living Fadllity

AMOD - Antimicrobial Dressing

Bid - 2 imes a day

BP . Blood Pressure

CHF - Congestive Heart Faiiure

CKD - Chronic Kidney Disease

om - centimeters

COPD - Chronic Obstructive Pulmonary Disease
CPAP - Gontinuous Posttive Airway Pressure
DM - Diabetes Mellitus

DME - Durable Medlcal Equipment

EMR - Electronic Medical Record

GERLD - Gastro Esophageal Reﬂux Disorder
HHA - Homa Health Aide

HTN - Hypertension

IV « Intravenous

ipm - liters per minute

I.LPN - Licensed Praclical Nurse

mg - milligrams

mgfdi - milligrams per daciliter

mmvhy - millimeters of mercury

MSW - Masters of Soclal Work

N 0o
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Bureau-of Facllity Standards

PRINTED: 10/02/2015
FORMAPPROVED

STATEMENT QOF DEFICIENCGIES - (A1) PROVIDER/SUPPLIERICLIA
AND PLAN OF GORREGTION IDENTIFICATION NUMBER:

_OAS001280

B.WING

X2} MULTIPLE CONSTRUCTION . {3} DATE SURVEY
A. BUILDING:

GOMPLETED

09/18/2018

iDAHO HOME HEALTH & HOSPICGE

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIFF GODE

222 SHOSHONE STREET EAST
TWIN FALLS, 1D 83301

X4} D SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEG IDENTIFYING INFORMATION)

D
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION

(XE)
{FACH CORREGTIVE ACTION SHOULD BE COMPLETE
CRGSS-REFERENCED TO THE APEROPRIATE DATE

DEFICIENGY)

N 0D0| Contihued From page 1

NC - Nasat Cannula

NPWT - Negative Prassure Wound Therapy
NT ~ Nutritional Therapy

OASIS - Outcome and Assessment infermation
Set ’
OT - Qcoupational Therapy

PICC - Perlpherally inserfed Cenirai Catheter
POG - Plan of Gare

prn -as needed

Pt - Patlent

PT - Physical Therapy

PT/INR - Protime/internaftonal Ratlo

PVD = Peripheral Vascutar Disease

RN - Registared Nurse

SN - Skitled Nursing

SOC - Start of Care

ST -~ Speech Therapy

UT1 - Urinary Tract Infection

VAG ~Vacuum Assisted Clostre

WQCN - Wound Ostomy Gonlinence Nurse

N 062 03.07021. ADMINISTRATOR

N052 03, Responsibliities. The
administrator, or his deslgnee, shall
assume responsibifity for:

i, Insurlng that the ¢linical
record and minutes of case conferences
establish that effective interchange,
reporting, and ceordination of patlent
care belween ail agency personnel
caring for that palient doss ooccur,

This Ru?e Is not met as evidenced by
Refer to G143 and G144

N 081l 03.07024. SK.NSG.SERV.

Naco

N 062

N 091

Refer lo G143 and G4d

Ralecto G170

Bureau of Faciity Standards
STATE FORM

643

3FDOH
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Bureat: of Facllity Standards

PRINTED: 10/02/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIQN

OAS001280

{%1) PROVIDER/SUPPLIERICLIA (¥2) MULTIPLE CONSTRUGTION {X4) DATE SURVEY
IDENTIFICATION NUMBER: A BUILDING: COMPLETED

B. WING 09/182015

HAME OF PROVIDER OR SUPPLIER

" IBAHO HOME HEALTH & HOSPICE

STREET ADDRESS, CITY, STATE, ZIP CODE
222 SHOSHONE STREET EAST
TWIN FALLS, D 83301

o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

12} PROVIDER'S PLAN QOF GORRECTION

(A
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMP?ETE
REGUILATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFIGIENGY)

N 091

N 083

N 094

Continued From page 2

ND91. The HHA furnishes nursing
services by or under lhe supervision
of a registered nurse in accordance
with the plan of care,

This Rule is not met as evidenced by:
Refer to G170

03.07024. SK. NSG. SERV.

ND93 01. Registered Nursa. A
registered hurse assures that care s
coordinated between services and that
all of the patients nesds identiiled

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

a. Makes the Initial evaluation
vistt and regularly resvaiuates the
patient’s hursing heeds;

This Rule is not met as evidenced by.
Refer to G331

03.07024. SK. NSG. SERV,

NO94 D1. Registered Nurse. A
registered nurse assures that care is
coordinated hetween sarvices and that
all of the patients needs denfified

by the assessments are addressad, A
registered nurse performs the
following:

b, Iniliates the plan of care
and fakes necessary revislons;

This Ritle is not met as evidenced by, -~ -

N 091

N 093 Refer lo G331

N 0G4 Refarto G173

Bureau of Fuoliity Standards

STATE FORN

o593 ~ 3Fpot ) i conlinuation sheet 3 of 8




PRINTED: 10/02/2015

FORM ARPPROVED
Bureay of Facillty Standards L
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLER/CLIA {X2) MULTIPLE GONSTRUCGTION {*3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING:!
‘0AS001280 B. WING (91812015

NAME OF PROVIRER OR SUPPLIER

IDAHO HOME HEALTH & HOSPICE

STREET ADDRESS, GITY, STATE, ZIP GODE
222 SHOSHONE STREET EAST

TWIN FALLS, ID 83301

£4) ID
PREFIX
TAG

SUMIMARY STATEMENT OF DEFICIENGIES °
{EACH DEFIGIENCY MUST BE PREGEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

1]
PREFIX
TAG

PROVIDER'S PFLAN OF CORRECTION
{EACH GORRECTIVE AGTICN SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE

: DEFIGIENGY) -

(¥5)
COMPLETE
DATE

N 0G4

N 088

N 087

N 098

Continuad From page 3
Refer to G173

03.07024. SK. NSG. SERV.

N095 01.Registerad Nurse, A
registered nurse assures that care s
coordinated between services and that
all of the pafients needs identified

hy the assessments are addressed. A
veglstarad nurse performs the
following:

¢. Provides those sefvices
requiring substantial and specialized
nursing skill

This Rule is not met as svidenced by:
Rafer to G174

03.07024. SK. NSG. SERV.

N097 O1.Registered Nurse, A
registerad nuise assures that care is
cocrdinated between services and ihat
all of the patients needs identified

by the assassments are addrassed. A
registered nurse performs the
following:

e. Prepares ¢linical and
progress notes, and summaries of care;

This Rule is not et as evidenceci Ey:
Refer to G176

03.07024, SK. NSG. SERV.

N09d’

N 0es

N Q97

N 098

Refer to G174

Refer to G176

Refer to G178

Buteau of Facllity Stahdande

STATE FORM

439
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FORM APPROVED
Bureau of Facllity Standards . )
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
OAS001280 B. WING ' 09/18/2015
NARE OF PROVIDER Oft SUPPLIER STYREET ADDRESS, CITY, STATE, ZIF GODIE
222 SHOSHONE STREET EAST
HO E HE CE

IDAHO HOME HEALTH & HOSPI TWIN FALLS, {D 83304

A SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF GORRECTION %6)

PREFIX _{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE COMPLETE
. TAS REGULATORY OR LAC IDENTIFYING [NFORPATION) TAG CROSS-REFERENGED TG THE AFPROPRIATE DATE

DEFICIENCY)

N 098 | Continued From page 4

N098 01, Registered Nurse. A
registered nurse assures that care Is
caordinated between servicas and that
all of the patients nesds identliied

by the assessmenls are addressed. A
registered nurse performs the -~
following:

f. Informa the physician and
other personnel of changes In the
patient's condition and needs;

This Ruie Is ot met as evidencad by:
Refer fo G176

N 095 03,07024.SIK. NSG. SERV.

NOBe (1. Reglsterad Nurse. A
registerec nurse assures that care is
coordinated helween servicos and that
ail of the patients needs identified

by the assessments are addressed. A
raglstered nurse perfors the
followlng:

9. Counsels the patient and
famidly In maating nursing and related
neecls; :

This Rule Is not met as evidenced by:
Refet to G177

N 108] 03.07024, SK. NSG. SERV.

N105  02. Licensed Practical Nurse. A
llcensed practical nurse perform the
foliowing:

¢. Prapares equiprent and

M 098

N 099 Refer to G177

N 105 Refor to G182

fiuread of Faclily Standards
STATE FORM

o593 IFDO4T I continuation sheel B of §
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PRINTED: 10/02/2015
FORM APPROVED

STATEMENT OF DEFICIENGIES
AND FLAN OF CORREGTION

{1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

OAS001280

B, WING

(X2) MULTIPLE GONSTRUGTION
A BUILDING;

(%4) DATE SURVEY
COMPLETED

09/1812015

NAME OF PROVIBER OR SUPPLIER

IDAHO HOME HEALTH & HOSPICE

STREET ADDRESS, CITY, STATC, ZIP GODE

222 SHOSHONE STREET EAST

(1D
FREFIX
TAG

SUMKMARY STATEMENT GF DEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION}

D
PREFIX
T}\Q

TWIN FALLS, 1D 83304

PROVIDER'S PLAN OF CORRECTION 06)
{EACH GORREGTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROFRIATE
DEFIGIENCY)

DATE

N 105

N 124

N152

N 153

Contlnued From page &

materials for freatments observing
aseptic technigue as required,

This Rufe is not met as evidenced by:
Refer to G182

03.07025.01.THERAPY SERY.

N124 01, Qualified Theraplst. A
qualified {harapist duties include th
following: . -

a. Aaslsts in developing the
plan of care and revising it when
neceéssary,

This Rule is not mef as evidencad by:
Refer io G186

03.07030.01.PLAN OF CARE

N182 01, Written Plan of Care. A
written plan of care shalf be
developed and impfemented for each
patient by all disciplines providing
services for that patient. Gare
follows the writen plah of care and
includes:

This Rule is not met as evidenced by:
Refer to G168

03.07030.PLAN OF CARE

N1563 0. Written Plan of Care, A.
written plan of care shall be
deveioped and imptemented for each
patient by all discipliines providing

N 105

N 124

N 152

N 163

Referto G188

Refer ta G154

Refer lo G15%

Sureau of Facillty Standards
STATE FORM
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Bureay of Fagility Standards :
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUGT(ON {X8) DA‘[E SURVEY
AND PLAN QF CORRECTION [DENTIFICATION NUMBER: A BUILDING: COMPLETED
0AS001280 8. WING 091812015

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

A _

; 222 SHOSHONE STREET BAST

o]

IDAHO HONE HEALTH & HOSPICE TWIN FALLS, ID 83304 |

4y 1D SUMMARY STATEMENT OF DEFICIENCIES [{¥] PROVIDER'S PLAN OF CORRECTION %6}

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI - {EACH CORRECTIVE AGTION SHOULD BE COMPLETE

TAG REGULATGRY OR £5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) °

N 183| Gontinued From page 6 N 163

sarvices for that pafient, Care
follows the written plan of care and
includas:

a. All pertinent diagnoses;

This Rule {8 nof met as avidenced by:
Refer {o G158

N 168 03.07030, PLAN OF CARE N165  |RetertoGiso

MN155 01, Written Plan of Care, A
written plan of care shall he
developed and implemented for each
patient by all disciplines providing
services for that patlent, Cate

follows the written plan of care and
includss:

c. Types of services and
equipment required;

This Rule is not met as evidenced by:
Refer to G159

N 186 03.07030.PLAN OF CARE. N 1686 Reler o G153

N156 O1. Wiitten Plan of Caré. A
written plan of care shall be
developed and implemsntad for each
patient by il discipiines providing
services for that patient. Gare
follows the written plan of care and
includes:

d. Frequency of visits,

This Rule 13 not met as evidenced by
Referto G159

Bureau of Facilily Slandards
STATE FORM L I IFpoH If continuallon shest 7.0f8 -
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STATEMENT OF QEFICIENCIES () PROVIDERISURPLIERIGLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
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OASO0] 280 B, WING .- 09/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
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. T c
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4) 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORREGTION {Xb)
PREFTX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE CONPLETE

TAG REGULATORY OR LSG IDENTIFYING IFORMATION) . TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
. DEFIGIENGY)

N 170, 03.07030.04. PLAN OF CARE .| N0 Refer to G160

N170 04. Initial Plan of Gare. The
initial plan of care and subsequent
changes to the plan of care are
approved by a doclor of medicine,
osteopathy, or podiatric medicine.

This Rule is not met as evidenced by:
Refer {o G160

M 172| 03.07030.08.PLAN OF CARE NA72 [ Refeosts

N172 06. Changes to Plan. Agenocy
professional staff promptiy alert the
physician to any changeas that suggest
a need o alter the plan of care.

This Rule is not met as evidenced by:
Refer to G164

N 473] 03.07030.07.PLAN OF CARE N 173 Refor 1o G165 and G337

N173 07. Drugs and Treatmenis: Prugs
and freafiments are administered by
agency staff only as ordered by the
physlcian. The nurse ot theraplst
immadiately records and signs oral
orders and obtains the physician's
countersignature, Agency staff check
all medications a patient may be
taking to ideniify possible

Inaffaciive side sffects, the nsead for
laboratory monitorlng of drug levels,
drug allergies, and confraindicated
medication and promptly report any
problems to the physician,

This Rule is not iﬁet as svidenced by:

Biireau of Fachlly Standards - .
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' FORM APPROVED
Bureay of Facility Standards
STATEMENT OF DEFICIENGIES {#1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION HUMBER: A BULGING: COMFLETED
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PREFIX {EAGH DEFICIEMCY MUST BE PRECGEDED BY FUL, PREFX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
N 173| Gonfinued From page 8 N173
Refer to G165 and G337
N 176 03.07031.CLINICAL REC. NA76 Refer 1o G238
N176 02. Contenis, Clinlcal records
must include:
b. Assessments by appropriate
personnet,
Thts Rule Is not met as evidenced by:
Referto G236
Bureau of Faollity Standatds
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