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December 21, 2015

Michael Hull, Administrator
Loving Care And More
PoBox 119

Silverton, ID 83867

RE: Loving Care And More, Provider #137074
Dear Mr. Hull:

This is to advise you of the findings of the' Medicare/Licensure survey at Loving Care And More,
which was concluded on December 3, 2015.

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

An acceptable plan of correétion (PoC) 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;

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

¢ A completion date for correction of each deficiency cited must be included;
Monitoring and tracking procedures to ensure the PoC is effective in bringing the agency
into compliance, and that the agency remains in compliance with the regulatory
requirements;

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

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




Michael Hull, Administrator
December 21, 2015
Page 2 of 2

State Form 2567.

After you have completed your Plan of Correction, return the original to this office by
January 3. 2016, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any quest1ons please
write or call this office at (208) 334-6626, optlon 4.

Sincerely,

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

Enclosures




CARE & MORE

LOVING s,

P.O.Box 119
Silverton, ID 83867
208-752-1019

December 28, 2015

[daho Department of Health and Welfare

P.O. Box 83720

Boise, 1D 83720-0009

To Whom it May Concern

I’'m enclosing our Plan of Correction for our recently completed Medicare survey.
certainly do appreciate your {ime, and your input into helping us achieve or maintain

compliance with the Medicare Conditions of Participation.

If you have any other quesiions or concerns please don’t hesitate to give me a call.
Thank you.

Sincerely

Mike Hull R.N,
Administrator
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iTIAL COMMENTS

 The following deficiencizs were cited during the

Medicare recertification survey of your home
heaith agency on 11/30/15 through 12/03/15,

The surveyors conducting the receriification were:

Gary Guites RN, HFS, Team Lead
l.aura Thompsen RN, HFS

Acronyms Used in this report Include:

ADL - Activities of Daily Living

i CHF - Cangestive Heart Faiture

CKD - Chronic Kidney Disease

COPD - Chronic Obstructive Pulmanary Disease
CPARP - Continuous Positive Airway Pressure
DM - DGiabetes Melitus

GERD - Gastroesophageai Reflux Disease
HHA - Home Health Aide

HTN - Hypertension

IADL - Instrumentai Activities of Daily Living
NOMNC - Notice of Medicare Non-Coverage
OT - Qocupational Therapy

POC - Plan of Care -

prn - as needed

PT - Physicai Therapy

PTA - Physical Therapy Assistant

QO - Quality Improvernent Organization

RN - Registered Nurse

SLP - Speech Language Pathologist

SN - Skilled Nursing

S0OC - Starf of Care

ST - Speech Therapy

484 10 PATIENT RIGHTS

The patient has the right fa be informed of his or
her rights. The HHA must protect and promole

(3 000
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Any deficiency statemant ending with an astprlsk (") denotes a deficlency which the Institution may be exoused from carrecting providing it is determined that
other safequards provide sufficient protection o the patfents. {Swee instructions.) Exceplt for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whethsr ar not a pian af correction [s provided, For nwirsing homes, the shove findings and plans of correction are disclesable 14
days followlng the date these docurents are made availabie fo the facility. If doficlencies are cited, 2n approved pian of correction is requisite to continued

program participation.
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the exercise of those rights.

This STANDARD is not met as evidenced by:
Based on review of patient medical records and
staff inferview, it was determined the agency
failed to ensure patients were fully informed of
their right to appeal a discharge from hame |
health services for 4 of 12 patlents {#1, #3, #7,
and #13} wha were Medicare beneficlaries and
whose records were reviewed. This also affected
alf patients who were Medicare beneficiaries:
This had the potential for services fo be
terminated without the patients’ understanding of
their ability to appeal the dischargs. Findings
include:

The CMS Manual System, Pub 100-04 provides
direction to home health providers regarding the
*Notice Of Medicare Non-Coverage” (NOMNG)
farm. The direction includes the following:

- "The beneficiary must be given a paper copy of
the NOMNC, with the required
beneticiary-specific information inserted, at the
time of the notice delivery.”

- "The information provided should include the
following: "The beneficiary's lasi day of coverad
services., The telephong number of the QIO to
request ihe appeal”

-"The NOMNC should be delivered to the
heneficiary at lgast two calendar days hefore
Medicare covered services end...”

- ", the delivery of the notice should be closely
tied to the impending end of coverage so a
beneficiary will mare fikely understand and retain

G101 We have remove the "Nolice
Coverage" (NOMNC) from our adm
On 12/29/15 We in-serviced all the
therapists on the timing of when to
NOMNC and how to make sure the

most up to date version of the form
filled out completely, Starting 12/2
health unit clerk and the administra
responsible to make sure these arg
and we will monitor for two months
achieve 95%

compliance.

correctly. We have also made surg
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the information regarding the right to an
expediled determinaticn, The notice may not be
routinely given at the time services begin.”

During an interview on 12/03/15 at 10:30 AM, the
Administrator siated the agency's practice and
process was o have patients sign the NOMNC
form at the SOC visit by the RN. He sfated the
form was included in the admission paperwork
taken to the patients' home for the SOC visit.
The Administrator stated he did not believe the
intent of the form was for it {o be signed on . {
admission to the agency, but stated he was ‘
unclear when the form was to be given fo patients
or family members.

1. Patient #1 was a 62 year old male admitted to
the agency on 11/23/15, for wound care.
Additional diagneses Included quadriplegia,
chronic pressure ulcer with osteomyeiitis, and
suprapubic catheter. His record, inciuding the
POC for the certification period 11/23/15 to
1121116, was reviewed,

Patient #1's record mcluded a NOMNC form. The
form included his signature and was dated
11/23/15.

The form lackad the required information, as
foliows:

- The section of the form titled "How to Ask faran
immediate Appeal® included "Call your QIO at:
{finsert name and number of QIO} to appeal, cor if
you have questiens." The form did not include
the name or elephone number of the GO fo
request an appeal.

During an intarview on 12/03/15 at 10:40 AM, the 'E
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i end date entered on the form, was the last day of
: the certification period. He confirmed the QIO

Administraiar stated the NOMNC form was
included in the packet of forms completed dtiring
patients' SOG visits. He stated the RN
completing the SOC visit had the form signed by
the patient, The Administrator stated the service
end date entered on the {orm, was the last day of
the certification pericd. He confirmed the QIO
information and phone number was not on the
form,

2. Patlent #3 was an 81 year old femals admitied
to the agency cn 10/29/14, for aftercare following
2 bowe] rasaction. Additional diagnoses included
DM Type H, GERD, and HTN. Her record,
including the POC for the certification period
10/29/16 to 12127715, was reviewed.

Pafient #3's record included & NOMNC form. The
form included her signattire and was dated
10729415,

The form lacked the required infermation, as
follows:

- The section of the form titled "How to Ask for an
Immediate Appeal” included "Call your QIO at:
{insert name and. number of QIO} to appeal, or if
you have questions." The form did not include
tha name or telephone number of the QIO fo
request an appeal.

During an interview on 12/03/15 at 10:45 AM, the
Administrator stated the NOMNC form was
inciuded in the packet of forms completed during
patients’ SOC visits. He stated the RN
completing the SOC visit had the form signed by
the patient, The Adrninistrator stated the service

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUIA {2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING
137074 B. WING 1210372015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
104 WINDRIVER ROAD
LOVING CARE ANP MORE - -
SILVERTOMN, ID 33867
541D SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION £5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC ICENTIFYING INFORMATION) TAG CHOSS-REFERENGED TO THE APPROPRIATE DATE
: DEFICEENCY)
i
G 101§ Continued From page 3 c 5101

FORM CMS-2567402-99) Pravious Varsions Obsolete

Evant (D: A4AP 1Y

Faciiily if): 0AS001320

If coritinuation sheet Paga 4 of 15



PRINTED: 12/21/2015

DEPARTMENT OF HEALTH AND HUMANM SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' OMB NO. 6938-0301
STATEMENT CF DEFICIENGIES {X1) PROVIDER/SUPPLIERI/CLIA (X2} MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER: A BUILDING COMPLETED
437074 B. WING 1210312015
NAME OF PROVIDER COR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

104 WiNDRIVER ROAD

LOVING CARE AND MORE SILVERTON, ID 83867

{Xay D SUMMARY STATEMENT OF DEFCIENCIES o} FROVIBER'S PLAN OF CORRECTION ! (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTL (EACH CORRECTWVE ACTION SHOULD BE COMBLETION
TAG REGUIATORY OR L3C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
3 101 | Continued From page 4 G101
information and phone numbar was not on the
form.

: 3. Patient#13 was a 68 year old female admitted
to the agency on B/11/15, for a brain tumor.
Additioral diagnoses inciuded siroke, COPD,
HTN, chronic renatl faiiure, ataxia, rheumatoid
arthritis, and a basilar artery aneurysm. Her
record, including the POC for the certification
period 10/10/15 to 12/08/15, was reviewed.

Patient #13's record included a NOMNC form.,
The form included her husband's signafure and |
was dated 10/08/15. E

During an interview on 12/03/15 at 10:50 AM, the
! Administrator confirmed the NOMNC was signed
by Patient #13's spouse on her date of admission
to the agency. He confirmed the stated service
end date entered on the form was the last day of
the current ceriification period.

The agency falled to Inform patients of their nght
o appeal their discharge from home health
: services.

4, Patient #7 was a 82 year oid female admiited
fo the agency on 10/27/15, for a brain tumor, She;
was currently a patient as of 12/02/15. Her i
record for the certification perod 10/10/15 to
12/08/15, was reviewed. ]

Patienf #7's record inciuded a NOMNC {form. The
form included her sighature and was dated
10/27/185,

During an interview on 12/03/15 at 9:55 AM, the
Administrator confirmed the NOMNC was signed
by Patient #7 on her date of admission to the

H
i
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! Care foliows a written plan of care established

MED SUPER

and pericdically reviewed by a docior of madicine,
csteopathy, or podiafric medicine.

This STANDARD is not met as evidenced by:
Based on observation, medical record review,
patient/caregiver interview and siaff interview, it
was determined the agency failed to ensure care
foliowed a physician’s written plan of care for § of
13 patients {1, #3, #4, #5, #8, #10#12, and #13}
whose records were reviewed. This resulted In
omissions of care and unmet patient needs,
Findings include:

1, Patient #13 was a 68 year old female admitted
fo the agency on 8/11/15, for PT, OT, and SLP
sonvices related to a brain tumor. Additional
diagnoses included stroke, COPD, HTN, chronic
renal falture, ataxia, rheumatcid arthritis, and a
basilar artery aneurysm. Her record, including
the POC, for the certification period 10/10/15 to
12/08/15, was reviewed.

Patient #13's POC included ordars for PT visits 1
fime a week for 8 weeks, OT visits 2 fimes a
week for 8 waeks, and SLP visits 1 time a week
for 9 weeks. However, no therapy visits were
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agency. He stated the form was not presented 1o
patients when they were informed of their
discharge dates.
The agency failed to inform patients of their right |
to appeat their discharge from home health
servicas in a timely mannet.
G 158 | 484.18 ACCEPTANCE OF PATIENTS, POC, G 158 G158 12/29/15 We in-serviced nurses ang

all therapists on the correct way fo write an

order using the Sunday to Saturday format
and we have cortected the way that we

write PRN orders. Beginning 12
orders will be tracked by the homie health y
coordinator and weekly audits will be cond
by the administrator until we havé 95%

compliance.

208/15 These

init
Licted
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: rasection. Additional diagnoses included DM
i Type ll, GERD, and HTN. Her record, including

Cantinved From page 6

documented in the record during the first week of
the certification pariod.

The first docurnented visit by the Occupationai
Therapist was on 10/12/15, week 2 af the
certificatian. The Speech Language Pathologist !
documented the first visit on 10/14/15, waek 2 of |
the certification. Additionally, tha Physical
Therapist did not make the first visit until
10/16/15, during week 2 of the certification.

During an interview on 12/03/15 at 10:45 AM, the
Administrator reviewad the record and confirmed
therapy visits were not compieted during the first
week of the certification period. He further
confirmed the orders were for therapy visits to
begin the first week of the certification period,

Visit frequencias were not followed as ordered.

2. Patient #3 was an 81 year old female admitiad
to the agency on 10/28/15, for SN, PT, and OT
services refated to aftercare following a bowet

the POC for the certification pericd 10/29/15 to
1212715, was reviewed.

Patient #3's POC included orders for SN vigits 2
times a week for 1 week and 1 time a week for 1
week, A SN visit was documented on 10/29/15.
There were no additional dosumented SN visits
during week 1 of the certification pariod.

During an interview on 12/01/15 at 2:30 PM, the
Administrator reviewed the record and confirmed
1 SN visit was documented for week 1. He
confirmed the order for SN visits was twice for the
first week of senvice. I

G158
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SN vigit frequencies were nof followad as
ordered.

3. Pafient #4 was a 10 year old femaie admitted
{0 the agency on 8/26/15, for SN, PT, OT, and
8L P services related to an anoxic hrain injury.
Additional diagnoses included quadriplegia and
altered mental status. Her racord, including the
PQC for the certification period 10/25/15 to
12/23/158, was reviewed,

a. Patient #4's POC included orders for PT visits
1 fime g week for 1 week and 3 times a week for
4 weeks. The Physicai Therapist documented
visits on 10/27/15, 10/29/15, and 10/30/15, the ' ;
first waek of the certification period. Patlent#d's
record did not include physiclan orders for 3 visits
during week 1 of the certification period.

During an inferview on 12/03/15 at 11.0C AN, the
Administrator reviewed the record and confirmed
3 visits were completed by the Physical Therapist
during weel 1. He confitfmed there were no
physictan orders for the increased frequency of
visits. i

PT visit frequencies were not followad as
orderad,

b. Patient #4's record included orders for SLP
vislts 2 times a week for 8 weeks and 1 PRN visit,
The PRN order did not include the reasons for the
visit. The Speech Language Pathologist
documented 3 visits during weak 1 on 10/26/15,
10/28/13, and 10:30/15 instead of the 2 ordered.
Acditlonally, during week 3 of the certification
period, the Speech Languags Pathologist
documented 3 visits on 11/09/15, 14M10/15, and :

FORM CMS-2487412-99) Previous Versions Obsoleis Event ID: AdAP T Facillly ID: DASCD4330 If continuation sheet Page 8 of 15
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11111118, Patient #4's record did not inciude
physician orders for increased visits during weeks
1 and 3 of the cerlification perfod.

During an infendew cn 12/03/15 at $1:00 AM, the
Administrator yeviewad the record and confirmed i
the visit frequency by the Speech Language
Pathoiogist increased during weeks 1 and 3. He
confirmed there were no physician orders for the
increased frequency of visits.

Therapy visit frequencies were nef followed as
orderad.

4. Patieni #8 was a 88 year old femafe admitied
t0 the agency on 10/29/15, for SN, PT, HHA
services related to a pulmoenary embolism {a ;
biood clot in the lung). Additional diagnoses
included atrial fibrillation, DM Type il, GERD, and
chronic kidney disease. Her record, including the
POC for 10129415 to 12127115, was reviewed.

a. Patient #8's POC included arders for HHA
vigits 2 fimes a week for 8 weeks for assistance
with ADLs. However, no HHA visits were
documented or completed during the first week of
the certification period. The first documented visit
by the HHA was an 11/04/15, week 2 of the
certification period.

During an interview on 12/03/15 at 8:30 AM, the
RN Case Manager reviewed the record and
canfirmed the HHA orders. She confirmed the
HHA did not complete a visit during the first week.
The RN stated HHAs are usually not able to start
in a patient's home for 2 to 3 days, sometimes
longer. She stated she was not aware the
frequency of visits for services began during the
week of admisslon to the agency uniess B
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: 7 times a week for 2 weeks and 1 fime a week for
i 4 weeks, However, tha Physical Therapist

: record, including the POC for the certification
| period 11/23/15 to 1/21/18, was reviewed.

otherwise speciiied and approved by the patient's
physician,

b. Patient #8's POC included orders for PT visits

completed and documentad 1 visit during week 1
of the certification period on 10/30/15.
Additionatly, the Physical Therapist completed
and documented 2 visits during week 4 on
1117718 and 11/2045, and 2 visils during week &
on 1172471415 and 11/25/15.

There were no physician orders in Patlent #8's
record for the decrease or increase of visits,

During an interview an 12/03/15 at 11:00 PM, the
Administrator reviewed the record and confirmed
the increased visit freguency by PT. He
confirmed there were no physician orders for the
additionai visits. The Administrator also
confirmed there was no physician order for the
missed visit curing week 1 by the Physicat
Therapist.

HiHA and PT visit frequencies were not followed
for Patient #8.

5. Patient #1 was a 62 year old male admitied fo
the agency on 11/23/15, for SN and HHA sarvices
related o wound care. Additional diagnoses
included quadripiegia, chronic pressure ulcer with
osteomyelitis, and suprapubic catheter, His

Patient #1's PCC included crders for the HHA to
visit him 2 imes a day 5 days a week for 9 weeks
o assist with ADLs, However, oniy 1 visit was

STATEMENT OF DEFIGENCIES 1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CORSTRUCTION (X3; DATE SURVEY
AND PLAN QF CORREGTION IDENTIFICATICN NUMBER; COMPLETED
A, BUILDING
137074 B WING 12103/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
104 WIND RIVER ROAD
LOVING CARE AND MCRE
SILYERTON, (D 83867
“H o | SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF GORRECTION ix6)
PREFHC 1 {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INEORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G {58 | Continued From page 9 G 158

FORM CMS-2567(02-99) Previous Versioirs Obsolets

Evant 10: AdAP1H

Faeilily ii: 0ASD04330

If continuation shaet Page 10 ot 15




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

PRINTED: 12/21/2015

FORM APPROVED

OMB MNO. £938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

137074

(X2} MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

{133 DATE SURVEY
COMPLETED

12103/2015

NAME OF

PROVIDER OR SURPPLIER

LOVING CARE AND MORE

STREET ADDRESS, CITY, STATE, ZIP CODE
104 WINDRIVER ROAD
SIVERTON, ID 83867

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL -
REGULATURY OR LSC IDENTIFYING INFORMATION)

¥

iD PROVIDER'S PLAN OF CORRECTION

(x5}

PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG CRGSS-REFERENCED TO THE APPRQOPR
DEFICIENGY)

IATE PATE

G 158

Continued From page 10

dacumented by the BHA the morning of 11/27/15.
There was no docurmentation of a second visit the |
evening of 11/27115, Additionafly, there was no
documentation in the record of the missed visit by
: the HHA.

- During ar interview on 12/03/15 at 10:40 PM, the
Administrator reviewed the record and confirmed
the HHA missed a home visit on 11/27/15. He
confirmed the record did not include a missed
visit note from the HHA.

The agency failed to ensure HHA visit
frequencies were completed as ordered by the
physician.

6. Patient #5 was a 90 year old female whose
S0OC was 10/10/15. She was currently a patient
as of 12/02/15. Her diagnosis was heart failure.
Her record was reviewed for the sertification
period 10/10/15-12/08/15.

Patient #5's POC for the certification pericd
10/10/416-12/08/15 stated PT for "Evaluation and
Treatment." No further PT orders were
documenied, PT visits were documented on
10414115, 10/19M5, and 1021115,

The Administrator reviewed Patient #5's medical
record on 12/03/15 beginning at 9:55 AM. He :
stated there was no documented order for the PT |
visits on 10/18/15, and 10/21/15,

The agency did not follow Patient #5's POC.

7. Patient #10 was a 90 year old famale whose
SOC was 11/04/13. Her diagnosis was

! Alzheimer's Diseasa. She was currertly a patient
i as of 12/02/15. Her record was reviewed for the

G158
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AE12 on 10/30/15, 11/02/15, and 11/08/15. Patient

certification period 10/28/15-12/23/15.

Patient #10's POC for the cerlification perjod
10/25H1 5-12/23/15 stated ST was ordered 1 time
every other week for 9 weeks and 1 PRN visit,
ST visits were documented during weak 1 cn
10/29/16 and during week 2 on 11/05/15, The ST
visit note, dated 11/05/15 at 1:11 PM, appeared lo
be a reguiar visit. The note did not state the
reasan for the visit or Indicate it was a PRN visit. !

The Administrator reviewed the medical record on
12/03/15 bedinning at 9:55 AM. He stated the ST
visil to Patien{ #10 appeared to be a rautine visit
and the POC was nof followed,

The agency completed ST vislts for Patient #10 2 |
weeks in a row instead of every other week, as
ordered.

8. Patfert #12 was a 91 year old female whose
SOC was 1/13/11. She was currently a patient as
of 12/02/15. Her diagnosis was Parkinson's
Disease. Her record was reviewed for the
certification period 10/19/15-12/17/15.

Patient #12's POC for the certification period
10/19/M1 512117115 stated nursing was ordered 0
times a week but afso stated "PRN visits for
status change.” Nursing services were not
ordered for Patient #12, therfore PRN nursing
visits were not an appropriate arder.

trr addition, ST visits wera documented o Patient

#12's PQU for the certification period
10/19/15-12/17/15 referred to an "ST
maintenance program.” However, no specific
orders for ST visits ware inctuded on her POC or
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Based on Interview and review of personnet files
it was determined the agency failed to ensure
participation in in-service programs for 3 of 5 RNs
(Staff A-C} whose personnef files were reviewed.
This had the potential to result in patients
receiving care from under-qualified RNs.

Findings include:

Personnel files wara reviewed on 12/02/15
beginning at 9:00 AM.* Tha foillowing personnel
files lacked documenrtation of participation in
in-service programs:

- Staff A, RN hired 7/07/08
- Staff B, RN hired 9/12/11
- Staff G, RN hired 5/8/03

During an interview on 12/02/15 at 3:00 PM, the
Administrator stated RNs do participate in

oo | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAM OF CORRECTION X5y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 158 | Continued From page 12 G 158
etsewhere in her medicat record.
The Adrinistrator reviewad the madical record on
12/03415 beginning at 9:56 AM. He stated Patient
#12 was nol receiving nursing services but had
PRN orders for nursing visits. He also confirmed
no orders were present for Patient #12°s 5T
visils. .
The agency did not follow Patient #12's POC.
G 178 | 484.30(a) DUTIES OF THE REGISTERED G 178| On 12/23/15 We created a tracking binder
NURSE to track the individual in-services that are .
The registered nurse patticipates in in-service done by hoth our nurse's and thergpists also
programs, and supervises and teaches other | nurses and therapists have heen ir-serviced
nursing personnel, i . , .
provide documentation of their other qualifyi
' k _ training and inservices.The administrator will
This STANDARD is not mef as avidenced by: . e . L ,
responsible for maintaining this binder ongoi

the
io

g
be

Ng.-
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The qualified therapist patticipates in in-service
programs.

This STANDARD is not met as evidenced by:
Based on interview and review of parsonnel files
it was determined the agency failed {o ensure
participation In in-service programs for 3 of 5
therapy staff (Staff D, E, and Fiwhose personned
files were reviewed. This had the poteniial to
fesult in patients raceiving care from
under-qualified therapy staff. Findings include:

Personnel fites were reviewed on 12/02/15
beginning at 9:00 AM. The foliowing therapisis
files lacked documentation of participation in

{ in-service programs:

Staff D, Speech Language Pathoiogist, hired
12/01/12

Staff £, Qccupationai Therapist, hired 8/17/14
Staff F, Physical Therapist, hired 1/01/1994

During an inferview on 12/02/15 af 3:00 PM, the
Administrator stated therapists did participate in

i
i
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in-services. He stated the agency did not hald
| meetings or classes for in-sarvices, The
¢ Administrator stated educational brochures ot
articles were passed around for RNs fo review
and they would afso watch videos an the internet.
The Administrater confirmed he did not keep
: documentation of participation in in-services for
RNs.
The agancy failed to document participation by
RNSs in In-service programs. o .
G 1891 484,32 THERAPY SERVICES G 189 P\ ‘b ?
S50
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educational classes outside of the agency, but
tha agency did not require them to bring in
certificates ar proof of participation. He stated
the agency did not hald meetings or classes for
in-services. The Administralor confirmed he did
not keep documentation of participation in
in-services for therapists.

The agency falled offer in-services ot keep
documentation therapy personnel participated in
i-service training.

G 189

i

:
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The: following deficizncies were cited during the
ldaho state ficensure survey of your home health
agency on 11/30/15 thraugh 12/03/15.
The surveyors conducting the review were:
| Gary Guilss RN, HFS; Team Lead
Laura Thompsan RN, HFS
N018| 03.07020. ADMIN, GOV. BODY - NO1S RECEWED

NO15 (4. Patients’ Rights. Insure
that patients’ rights are recognized
and include as a minimum tha
foliowing:

a. Home health providers have
an obligation to protect and promote
the exercise of these rights. The
governing body of the agency must
insure patients' rights are
recognized.

This Rule is not met as evidenced by:
Refer to G101

N 101] 03.07024. SK. NSG. SERV. ' N 101

N101 01.Registered Nurse. A
registered nurse assures that care is
coordinated between services and that
all of the patients needs identified

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

i. Participates in
in-service programs, and
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This Rule is not met as evidenced by:
Referto G178

N 127 03.07025. THERAPY SERV. N 127

N127 01. Qualified Therapist. A
quatified therapist duties inciude the
following:

d. Parficipates in in-service
programs.

This Rule s not met as evidenced by:
Refer to G189

N 152 03.07030.01.PLAN OF CARE N 152

N152 01, Wriiten Plan of Care. A
written plan of care shall be
developed and implemented far each
patient by all disciplines providing

4 services {or that patlent. Care
follows the written plan of care and
includes:

This Rule is not met as evidonced hy:
Referto G158
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