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Teton Home Health
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Idaho Falls, ID 83404-7575

" RE: Teton Home Health, Provider #137061
Dear Mr. Baﬂey:

On December 3, 2015, an on-site follow-up revisit was conducted to verify that Teton Home Health -
was in compliance with all Conditions of Participation. The agency's allegation of compliance:
indicated your agency was in substantial compliance as of November 15, 2015. However, based on our
on-site revisit, your agency remains out of compliance with the following Condition of Participation:

» ACCEPTANCE OF PATIENTS, PLAN OF CARE, MEDICAL SUPERVISION (42 CFR
484.18)

To participate as a provider of services m the Medicare Program, a home health agency must meet all
of the Conditions of Participation established by the Secretary of Health and Human Services.

The deficiencies, which caused the condition to be unmet, substantially limit the capacity of Teton
Home Health to furnish services of sufficient level and 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. Your copy of the Post-Certification Revisit Report, Form
CMS-2567B, listing corrected deficiencies, is also enclosed.

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Condition of Participation referenced-above by submitting a written Credible
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Allegation of Comipliance/Plan of Correction,

An acceptable Plan of Correction contains the following elements:

e Action that will be taken to coirect each specific deficiency cited,

e 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 home health
agency into compliance, and that the home health agency remains in compliance with the
regulatory requirements;

‘e The plan must include the title of the person respons1ble for implementing the acceptable plan
of correction; and '

e The administrator’s signature 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
December 30, 2015. It is strongly recommended that the agency's Credible Allegation /Plan of
Correction for the Condition of Participation and related standard level deficiences show compliance no
later than January 17, 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 were recommended to the Centers for Medicare/Medicaid (CMS) Region X Office,
following the (date of original survey),recertification survey of your agency: '

e Termination [42 CFR 488.865]

You were notified of these recommendation in our [date of letter], letter, sent following the [date of
original survey], recertification survey.

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 written notice of
that determination.

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

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, :

Sincerely,

Co-Supervisor
Non-Long Term Care

SCipt

Enclosures

ec: Debra Ransom, R.N., RILLT., Bureau Chief
Linda Harris, CMS Region X Office
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December 28. 2015

SYLVIA CRESWELL, Co-Supervisor
Non-Long Term Care Section

- Bureau of Facility Standards

P.O; Box 83720

3232 Elder Sireet

Boise, ID  83720-0009

Re: Plan of Correction.— Teton Horhe Health
Provider No.137061

Dear Sylvia Creswell:

Enclosed is our Plan of Correction in response teo the Suivey conducted on November 30, 2015.
We have listed the G-Tag cited at survey along with an explanation of corfective measures we
plan to use and/or implement towards alleviating all deficiencies identified.

We have chosen our date of proposed compliance as December 27, 2015,

Please:do not hesitate to contact myself, or any member of our administrative team; with any
guestions,

Kind regards,

Jgkon Bailey \\
Administrator

Teton Home Health

2470 Jafer Court

Idaho Falls, ID 83404

208.529.3636 - Office”

208.529.1715 - Fax

2470 Jafer Court 'ldaho.Faiis, ID 23404 (208) 529-3636  (208)929-1715
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INITIAL COMMENTS

The following deficlencies were cited during the
Medicare follow up survey of your agency. from
11430/ 5 to 12/3H5. The surveyoers conducting:
the follow -up survey were!

 Nancy Bax, RN, BSN, HFS
Dennis Kelly, RN-BG,CHPN, BSN, HES

‘Acronyms used I this reportinclisde:

ADL - Activily of Daily Living.

DON - Director of Nurses

HH - Home Health

HHA - Horne Health Agency

HIPAA - Health insurance Poriability and
Accountability-Act:

mg - Willigrams

NOMNG - Notice of Medicare: Non-Coverage
QASIS - Outcorrie-and Assessment Information.

1 Set

OT = Qccupational Therapy
OTC - Qverthe.Counter
FHI - Protectad Heaith Information
POG - Plan-of Care:

prn - As Needad _

PT - Physical Therapy
RN - Registered Nurse.
ROM - Range of Motlan
SN -~ Skifiled Nursing
SOC - Start of Care
434,10 PATIENT RIGHTS

The patient has the right:to be inforred of his or
het rights: The HHA must protect and promote
the exercise of those rights.

1G 000} |

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX -1

(G 101}

f\BORA’TQR

SUPPLIER REPRESENTATIVE'S:

DIBECTOR'S QR PROVID

TILE (X8} DATE

-Lﬁw.mlwms-_- \7-’§ ‘1‘3}3 )

[ 4
By deficleféy statement egdin

T asterisk () denotes a-defiolency which-the inatitution may b excused from corsecting providing i is determined that

ther dafeguards provide suffcient protaction to the patients. (See instructions.) Except for nursing hemis, the findings stated above are:disciosable 90 days
)iiau\gm the-date of survey whether or not a plan. of comection is provided. For nursing homes, the ahove findings and plans of coirection are disclosable 14
aysifgllowing the date these. doctments dre made avallable o the facility. If deficiencies are cited, an approved pian of etraciion 16 fequisite o continued

it paricipation.

ORM CMS 2557{02~99} Previous Versfons- Obsoleta

Event iD: L5X212

. Faciiity [D: 0A5001800 Jf continuation stieet Page 1 of 28
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{G 101} { Continued From page 1 {G 161}

‘Based on review of patient medical records and’
. staffing triafning documents.and staff interview, it
was determined thé agency failed to-ensure:
-appeal a discharge from home health.services,

| This impacted 2'of 3 discharged patients (#3.and
#4) who were Medicare baneficiaries and whase
 records wers reviewed and had the potential to-

‘beneficlaries. This resuited in the potential for -

‘the edueation.

‘Administrator stated he was unaware-a copy of

This STANDARD Is not met as evidenced by:

patients were-fully inforiried of their right to

affect all patients-who were Medjcare

services 1o be terminated without the: patients”
ability to appeal the-discharge: Findings Include:

The CMS Manual Systerii, Pub 100-04 provides
direction. to home health providers regarding the:
"Natice Of Medicare Non-Coverage” (NOMNC)
fotm; The ditection includes the follewing:

-"The beneficiary must be-given-a paper copy-of
the NOMNC, with the required
benef c:aryaspecif ic information mserted at'the
time of the notice delivery.”

- "The information provided should Include the:
follawing: "The beneficiary's last day of covered
services."

A review of agency education provided on
12/01/15, documented agency employees
received an in-service on 9/03/185, {itled "Natice of
Medicare Non-Coverage." The attendee sign in
shest documented the Administrator presented

During an interview on: 12/01715 at.7:00 PM, the

the: NOMNC form needed to be left with the

feton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
(See Attached)
APPENDIX -1

ORM CMS-2567((12-99) Previdus Versions Obmiale Everit {D: L5X212

Fagliity iD: QASQD1600

if continuation sheet Page - 2 of 26
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TETON HOME HEALTH
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{G 101} Continued: Frem page 2 {G 101}

- patlent after a-signature was-obtained: The-
Administrator confirmed agency employees did
notTeceive instructions. to- leave-a signed and
dated copy: of the NOMNC with the patient orwith
the-patient's authorized representative. The
Adriinisirator confirmed: patiepts. or their C ‘ _
-authorized représentatives did not have the Teton Hame Hesalth
necessary-information available to them o how | _ T ’

to. appeal their discharge ffrom:home:heaith:

services, | Plan of Correction

 Examples include:
1. Patient #3 was an 80 year old female admitted PTO.V:]?-C%EI’ #137061
to the-agency:on: 10/05/15, for SNand PT :
‘services refated to recent joint replacement 1 Bafe 193 301 B
surgery. She was discharged from the agency on : REf 12.f 31'; 2015
11/30/15, Her agency discharge information was. '

reviewed. . - t5ee Attas
reviewe : {SEE AttaﬂhEEi)
| Patient #3's record included a discharge

asgessment and discharge summary completed | APPENDIX —1
by the RN Case Manager, dated 11/36/15. The APPENDIX -1

discharge summiary stated "PT [Physital.
-THerapist] stated to-SN that patlent was afready
‘discharged as.of 11/19/15.,.PT had patient sign
notice of medicare non-coverage,"

Patient #3's record included a NOMNC form, The
form included Patient #3's signature, dated
11/17/15. The form stated home health services
would end on 11/30/15. It was unclear how the
PT knew the RN Case Manager would complete
the discharge gssessment on 11/30/15,.9 days
after the final PT visit. '

During an interview on 12/01/15 at 6:056 PM, the
RN Case Manager stated after contacting the
Physical Therapist, she attempted to contact

ORM CHM8:2567(02:36) Pravious Versions Obsalete Event ID; LEX212: " Facillty ID; OAS001600 If continuation shiet Page 3 of 26
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| visit. She stated she laft a telephone message
“but did not receive a return call. On11/30/15, she
- cornpleted the discharge: assessment.based on
‘Patient #3.. She was unable to-explain howthe

- digcharge paperwark on 11/30115.

‘During am interview on 12/01/15 at §:20 PM, the.
-and cenfirmed he delivered the notics to Patient
#3on 11117/18, 2 days prior to-his:final visit. He

| stated he did, not complete the daterheme heaith

' services would end an-the:ferm, and the 11/30/15

to:the office. ‘Additionally, he stated he did not
leave a copy of the NOMNC form:in Patient#3's

| how ta appeal her discharge.

‘2. Patient #4 was a 70 year old female adimitted

Patient #3 to schedule a discharge assessment

information from the Physical Therapist. She
stated she did-not completa a discharge vislt o

Physical Therapist-knew she would:complete the

Physical Therapist reviewed the NOMNGC form

date was added to the: fornm after it was submitied

home. The Physical Therapist confirmed the
patient was nat notified of the date her home.
fiealth services would-end, and was not given &
capy of the: NOMNC form with Instructions on

The agency failed to-inform Patient #3 of the date |
her home health services woulid end, or give hér

necessary information {o appeal-her discharge:
from home health services.

to the agency on. 10/13/15, for SN and PT
sarvices related to generalized muscle weakness.
8he was discharged from the agency on
1142315 Her record,.including the POC for the
certification period 10/13/15to 12/11/15, was.
reviewed.

Patient #4's record included a. NOMNC forr

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX ~1

ORM CMS-2587{02-88} Prévidus Versions. Obsolete

‘Event {D;L5X212

Facility iD: OASD01600

If continuation: sheet Page 4 of 26
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TETON HOME HEALTH

{G 101}| Continued From page 4 {G101}
stating her home-health services would end on
11/23/15. it inciuded her signature dated

- 11/20/15.

During-an‘inteérview an 12/01/15 at §:20 P, the
Physical Therapist stated he obtained Patient
#4's signature on the NOMNC form on 11720/15,
and submitted the fori o the office.. He stated
he did not leave a-copy of the-form-with- Patient
#4.

| Patient#4 was not given a paper copy of the
NOMNC:-form:

{G 111}{ 484,10(dj CONFIDENTIALITY OF MEDICAL I (cRRAY _ ‘
RECORDS Teton Home Health

The patient has the right to confideniality- of the:
clinical records maintained by the HHA, ; Pian _ @_‘f {:‘DfrEﬂti ol

This STANDARD is not met as evidenced by: D ps TN
Based:on observation; staff interview, and review PFGWEI‘ # 13‘ ?851

of medical-records, agency policies; and . :
.Geverning Body Meeting-Minutes, it was . ks 47 23 01 B
determihed the agency failed to ensure REf 12/ 3};203_5
‘confidentiality of patients’ clinical information was. :
‘maintained by the agency. This impacted 1 of 12 : men
petients (#5) whose recards were reviewed, and . ESEE Attaﬁhﬁdl
had the potential to affect all patients. This failure ;
had the potential to result in unauthorized rejease .

of patients’ confidential health informatian, _ APPEMDiK -1
Findings include:

1. The agency Governhing Board Meeting Minutes
dated 9/24/15, and signed by the OQwner/HHA
Administrator/PharmD, CEQ, Office Manager,
Director of Nursing and Co-Administrator, was.
reviewed. The minutes stated “We have drafted

ORM ClAS-2667(02-99) Previous Versions Obsolele Event i: LEx212 Faciily 1D; OAS001600 if enntinuation sheet Page §-0f 26
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(Xay1o |,
PREFIX
TAG

. SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST.BE PRECEDED BY FULL
REGULATORY OR L3G IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (%57
(FAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY) :

{@ H1}

.an Updated HIPAA policy which.ail employees
“have read and signed. A copy of the:signed draft |
‘will be placed in each employees file, The

-policy number 4.001.4."

- 1 HHApoiicy:4.001. 1 titled “*Patient information”
was-reviewed en 12/01/15. The policy stated”

This policy was not followed, Examples include:

-commuricate patient information and ceordinate

RN B confirmed she received the updated policy.
1 She alsa stated she used her personal cell phone

Continued. From page 5

updated policy can be found in the policies-and
procedures manual under patient information;,

"Patient informatfon may not be.shared using
personial. mobile devices."

a. Staff inferviewed indicated they used personat.
mobile devices to share patient information,

* During an.interview on 12/01/15 at 5:55 PM, PT
& confirmed he received the:updated-policy. He -
also stated he used his: personal cell phoneto.

email patient information and-coordinate- care with |

tearm members.and he had not been issued a-cell
phore from: the agency..

* During an.interview on 12/01/15 at 6:05 PM,.RN. -

A confirmed she recelved the updated policy.

She alsostated she used her personal call phons |-

to email and text patient information and
coordinate care with team members.

* During an interview on 12/02/15 at 9:30-AM, PT
B confirmed he received the updated policy. He.
also stated he used his personal cell.phone fo
care with team members.

* During an interview on 12/02/45 at 10:00 AM,

{G 111}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached])
APPENDIX ~1

‘ORM.CMS-2567(02:99} Previous Versions Obisolets Event [Di.5X242

Facfiity ID; OAS001600 If confinuation sheet Page 6 of 26
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 DON placed her phone on the table and a-picture
_of a patient's medication bottle-was observed on:
her ptione: The-picture jncluded the patient's

The agency's DON received and stored a

to emall and text patisnt information and
coordinate care with team members-and with
physicians: She:stated this was a common
practice: .

* During an interview on 12/02/15 at 3:00.PN; the: |

Administrator stated he presented the policyin an
in-service to agency employees on 9/01/15; He

confirmed the-policy included instructions “patient. |

information may nat be:shared using persenat
dévices." He also stated he was unaware staff
continued to use. personaj .devices.for
communicating: patient ihformation.

The agency failed fo protect the privacy of patient |

personal-health information..

B, The Surveyors met with the agency's DON on
11/30/15 at 12:10 PM. During the: mgeting-the.
DON:stated she was.exchanging text messages
with a patfent regarding pain medication. The

narme and information reégarding her medication.

Duririg an interview- on 12/G2/15 at 4;15 PM, the
DON confirmed she communicated with.a patient -
by text message and received-a piciure of the
patient's medication label, She confirmed the text
message and picture were still.on her phene, and
showed the picture to the surveyor.

patient's PH! on her cell phone.

¢. Patient#5 was a 91 year ofd female admitted
to the agency on 11/20/15, for SN-and PT

services related to generalized muscle weakness

%43 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xs)
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETICN
TAG REGWULATORY OR ESC IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THEAPPROPRIATE DATE
\ DEFICIENGY). '
} .
{G 111} | Continued From pade 6 (G 111}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX -1

ORM CNS-26B7 (02-89) Pravious Veraions Obsolsla Event {D:LEX212

Facility |2 CASD01800 - I confinuation sheet Page 7 of 26
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ey D
PREFIX
TAG

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

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)

{5y
COMPLETION
DATE:

(@ 141}

{G 156}

- Continued Fromi page 7

-and unsteadiness of gait. She was.a current
_pafient of the agency as of 12/03/15, Her racord,
‘Including the POG, for the:cerfification period
1120115 to 1/18116; was reviewed,

‘comprehensive assessment dated 11/20/45, and
' signed by the' RN Case Manager. The:
-agsessment staled problems wers found:during a

| RN: Case Manager reviewad the record and

Patient#5's. recard included a SOC:

drug regimen review. Additionally, if stafed "SN
texted MD- with:the ofne maderate inferaction.™

During-an interview oh 12/02/15 at 10:05 AM, the

confirmed she used her personal cell phone-to-
send a text message to Patient #5's physician
regarding the medication Interaction, She stated
she identifled Patlent#5 in-the-text message by
ysing:the first 3 iefters of her [ast nama.and:the:
first 2 leftérs.of her first name. She stated this
was.a sommon practice.

Patisnt #5's personal inforrri'atianawas included in '

a text message-on a personal cell phons.,
484,18 ACCEPTANCE QF PATIENTS, POC,
MED SUPER

This CONDITION isnot met as evidenced by:
Based oh medical record review and staff
interview, it was determined the agency failed to
ensure care was provided in accardance with
patienis’ POCs; the POCs included all pertinent
information, physicians were consulied to _
approve POCs, and physicians were notified of
changes in patients’ conditions.. This resuited in

(G 111}

Teton Héjm'e- Health
Plan of Cofrrection
Provider # 137061
@188y Ref: 12/3/2015

{See Attached)
APPENDIX —1
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48418 ACCEPTANGE OF PATIENTS, PQOC,

This STANDARD is not met as evidenced by:
" Based on medical record review and- staff

_ensure care folliowed a physictan's written plan.of

unmet patient needs,. and care provided without
physician authorization. Findings include:

1. Referto:G158 ag it relates to-the agéncy_‘s

failure to ensure care was provided it-aceordance |

with patients' POCs;

2. Referto G159 as'it relates to the agency's'
failure:-to enaire patients' POCs included.all
pertinent diagnoses, types of services, and
supplies and. equipment required.

3. Referto: G160 as It telates to the agency's
failure-to consuilt physicians to approve. patients!
PQCs: faffowlng evaluation visits,

4. Refer to G164 as it refates to the agency's
fallure to ensure professional staff prompily -
alerted:the physician to.chandes in patients’
conditions that suggested a need to. aller their
POCs,

Tha cumulative effect of these nagative systemic. |
. practices impeded the agency in.providing: quaiity |

w1sey| (See Attached)

care in-accordance with established POCs:
MED SUPER
Care follows a written plan of care established

and perfodically reviewed by a doctor of medicine,
osteopathy, or podiatric medicine.

intarview, it was determined the agency falled to

care.for 6 of 12 patients {#1, #4, #5, #8, and #11)

Teton Home H

APPENDIX -1

Plan of Correction
Provider # 137061
Ref: 12/3/2015

ealth

ORN! CMS-2567{02-89) Previous Versions Obsolefe Event 015212

Facility ID: OAS001600
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"1 services provided without physician ofders,

Patient#4's POC included an order for PT visits
 twice a week for4:weeks:. The fouith week of her
- certification period ended on 11/07/15. However,

44718115 and 11/20415. Her record did-not
{ Include physician orders for PT visits after
AR7HS.

- During. an intarview on 12/01/15 at 5:20 PV, the'

- Phiysical Therapist fevigwed: Patiénit #4's record

-and confirmed: there was- no-physician order for

the PT visits completed on 11/18/15 and
11/20/15, .

whose records were reviewsd. This resuited in

omissions of ¢are, and Unmet patient needs.
Findings incliide:

1. Patient #4 was.a 70 yearold ferale admitted
to the :agency-on: 10/13/15, for SN'and FT

services related to generallzed muscle:weakness, |
“She was discharged from the-agency on: :
11/23/16. Her record, including the PQC, for the:
cerlification period 10/13/15 to 12M4/15, was
-reviewed, '

Patient #4's record included PT visit notes dated

Patient #4's PT visits were completed without 2
physician's order,

2, Patient#6 was a 91 year old female admitted
to ihe agency on 11/20/15, for SN'and PT
services related o generalized muscle weakness
and unsteadiness of galt - She was a current
patient of the agency as of 12/03/15. Her record,
inciuding the POG, for the cerification period
11/20/15 to 1/18M 86, was reviewsd.

Patient #5's record includad é home heaith

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX —1

ORM CMS-2587(02-98) Prevlous Verslons Obsolele
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-datedi11/23/15. However, her record did not
‘inciude & physician‘s.order for the PT evaluation.

| 80C comprehensive assessment on 14/20715,
she called the agenicy's office and reported

'Her record for the certiflcation perlod /2715 to

Continued From page 10-

referral order dated 11/20/15, and signed by her
physician. The order did notinclude PT services,
Patient #5's record Included a PT evaluation

During.ar-interview on 12/02/15 at 10105 AM, the.
RN Case:Manager stated after she completed the

Patient #5 would benefit from PT services. She
confirmed she did hot'obtain a physmran order for
a PT evaluation:.

During .an. interview on 12/02/115 at 4:00:PM, the
DON reviewed Patlent#5's record and
confirmed there was no-physician order for the
PT evaluation,

Patient #5'%s PT evaliiation was completed without |

a physician's-order,

3. Patient#8.was an 86 year old female-admiited
to the agency an 7/29/15, for SN and PT services :

related to.generalized muscle weaknass, She
was discharged from the agency on 11/25/15:

1142515 was reviawed.

Patient #8's record included a physician's order
for PT and OT services, dated 10/30/15.
However, her record did not include
documentafion of an OT evaluation or OT visits
prior to-her discharge date of 11/25/15.

During an. interview on 12/02/15 at 4:10 PM, the
DON reviewed Patient #8's record:and cenfirmed
she did not receive OT services as ordered by

her physician,

(G 158}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
(See Attached)
APPENDIX ~ |

ORM CMS-2567(02-89) Previous Versions Obsclete Event 1D; L5X212:
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‘Surgery. She was a:currerit patient of the agency

_Patient #11's record included an order dated
“14/30115, for a:change in hier Coumadin dosage,.
- The orderwas obtained by-the DON from a
-Physician's Assistant.

| confirmed the order for Coumadin dosage-was
obtained from aPhysician's Assistant.

| were obtained from a physician.

' Patlent #8 did not receive OT servides as ordered |
by her physician. . 4

4. ‘Patient #11 was a 51 year old fermale admitied |

ta the dgency on 11/27/15, for SN and PT
services related to recent jpint replacement

ag-of 12/03/18. Herrecord, including-the POC,
for the: cerlification period 11/27/15 o 1/25/18,
was reviewed:

During an Inferviewon 12/02/45 at 4:30 PM, the
DON reviewed Patient #11's record and

The agency failed to-ensure Patient #11's orders

5. Patient #1 was a 59 year old female admitted
to the agency on 11/18/15, for SN, PT and OT
semvices related to hypokalemia, muscie:
weakness and unspecified abnormalities of gait
and mobility. Her record, includihg the POC, for
the certification:period +1/19/15 to 1/17/16, was-
reviewed,

Patient #1's POC included a clinical summary,
completed by the RN Case Manager. The
summary stated "Patient wilt require a PT/OT evai
for strength/stability/ROM/ADL safety.”

An OT evaluation was not found in Patient #1's

Teton Home Health
Plan of Correction |
Provider # 137061
Ref: 12/3/2015
(See Attached)
APPENDIX —1
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medical record.

During. an interview on 12/02/1%5 at 10:00 AM, the
RN Case Manager reviewed Patient#1's record Teton HUmE‘ He,a{th
and confirmed there was-a nead for an OT o "’
evaiuation documented.on her POC, TheRN

Case Manager conflrmed an QT evalyation had | Mo of Crerortis

Mprsucihel . . Plan of Correction

The HHA fafled to'ensure Patient #1's care: Doy 4 1 27001

foliowed the writteh plan:of care. P[U'W{fer # 13?061
{G 159} 484.18(a) PLAN OF CARE. {G 1503

Ref: 12/3/2015

The plan of care déveloped in consuitation with
the agency staff covers alf pertinent disgnoses,
“including mental status, types.of services and ) I e T Aot gy il X
equipment required, frecjuency of visits, ES.E:E ﬁttaﬂhﬁd)

proghosis, rehabilitation potential, functional
limitations, activities permitted, nutritional R
requiremnents; ‘medications and treatments, any | APPENDIX -1
safety measures to protect against injury;
instructions: for timely discharge or referrai;, and
any other appropriate items.

This. STANDARD' is nof met.as evidenced by:
Basad on record review and staff interview, it
was determined the agency failed fo ensure
PQCs covered ail pertinent information for 5 of 9
patients (#1, #5, #6, #7, and #9) whose POCs
were reviewed. This had the potential to resuit in
unmet patient needs and adverse patient '
outcomes. Findings include:

1. Patient #5 was-a 91 year old femate admitted
to the agency on 11/20/15, for SN and FT
services refated to generalized muscle weakness
and unsteadiness of galt. She was a current .

‘ORM CMS-2567(02-99) Previous Versions Qbeglele Event ID:1 6X2132 Facility IN: OAS001800 If conithuation sheet Page 13 of 26 .




PRINTED: 12/17/2015

PEPARTMENT OF HEALTH AND HUMAN SERVICES ’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0381
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%23 MULTIPLE CONSTRUGTION {%3) DATE SURVEY.
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING. COMPLETED
7 R
_ 137064 B. WING : _ 42003/2018
" NAME OF PROVIDER OR SUPPLIER' STREET ADDRESS, CITY, STATE, ZIP CODE
i 2470.JAFER GOURT
TETON HOME HEALTH- IDAHQ FALLS, ID 83404
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN-OF CORRECTION {ts).
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX. {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR.LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFIGIENCY)
{G 169} Continued From:page 13 {G 159}

patient of the agency as of 12/03/16. Her record,
- {including the POC; for the certification period
1 11/20/15 to: 1118116, was reviewed.

Patient #5's POC did'not inciude all pertinent
Information; as follows:

a. Patient #8's POC included a principal !
diagnosis of "Other specified disorders of the sKin . : _ e
and subcutaneous tissus," However, her SOC | Teton Home Health
comprehensive assessment, completed on :
' 11/20/15-stated she had no wounds or skin

lesions. Patient#5's POC was marked " Plan of Correction
"compiated” in the electronic medicakrecord, '
During an Interview:on 12/02/15 at 10:05 AM, the me‘g-der #137061

RN Case Manager reviewed the recerd. She.
cohfirmed Patient #5. did not have a-wound-or : Ref- 12/3/7
skin lesion. She stated the diagnoses are added | Ret-12/3/2015
to:tha POC by a medical coder who is contracted | - et 1 f 3‘/
by the agency, She stated she was Unaware of

‘the: diagnoses codes.on Patient #5'%s POGC. ESEE Attﬂﬂhﬁd)
Puring aninterview on 12/02/15 at 2:20 PM, the
Assistant Administrator stated a document status. . APPENDIX -1

af'completed” in the electronic medical record
meant the document.was reviewed by the office;
completed and- ready to send to'the physician for
signature,

During an interview on 12/02/15 at 4:00: PM, the
DON reviewed Patient #5's record. She
confirmed the principal.diagnoses oni-the POC
was incorrect, Additiohafly, she confirmed the
POC was compieted and ready to be sent to the
physician fer signature,

Patient #5's POC did net include an accurate
- | primary diagnosis, ) _
DRM CMS-2567(02-89) Previous Verslons Obsolste - Event ID: L5%212 Facility. [2: DASDC{6CO {f continuation sheet Page 14 of 26
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{G 159}

‘However, Patlent #5.did not havé:a wotind or skin

1 her POC did not include an order for care
‘Tequiring dressing supplies..

#5's POC did notinclude medications to relleve

Continued From page 14
b, Patient #6's POC included dressing supplies.

lesion requiring dressing suppiies. Additionally,

During &n inferview on: 12/02/15 at 10:05-AM, the-
RN:Case Manager reviewed Patient #8's.record.
Sheconfirmed her POGC did not include care
requiring dressing supplies. She stated she:
included dressing suppfles on the POC because

Patient #5 had. an increased risk. of falle and-there |

was a potential’ for an injury requiring dressing
stipplies.

Patient #5's POG inciuded suppliss that were not |

pertinent to-her caré:

¢, Patient #5's record included-a SOC

comprehensive assessment dated 11/20/15, and |,

signed by the RN-Case :Manager, The pain.

profile included in the assessment stated she had |

low back-pain daily but not constantly, that was:
relieved by pain medication. However; Patlent

pain.

During an interview on 12/02/15 at 10:05 AM, the
RM Case Manager reviewed Patient #5's record..
She stated Patient #5 took over the counter
medication to relieve her pain, She confirmed her
POC did net include her aver the counter pain
medications.

Patient #5's POC did net include her pain
medicatiorn:

2. Patient #6 was a 51 year old female admitied

{G 159}

Teton Home Health
Plan of Carrection
Provider # 137061
Ref: 12/3/2015
(See Attached]
APPENDIX ~1
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:10-the agency on 11/20/186, for 8N and PT
sewvices related 1o recent joint replacement
surgery. She was a current patient of the.agericy
“as.of 12/03/15. Her record, includig the POC for
the certification period 11720415 to 1/18/16, Was

Teviewed. ~ Teton Home Heatth
Patient #5's POC did not include all pertinent

information, as follows: i Plan @f CQE’?’EEEQFI

a. Patlent #8's POC included wound care to her

‘?vlérg:%aigrtmf Slﬂ-:jc;ﬁrse\sfer her POC did nJot include PFE%E@ET ¥ 137061
During-an interview on 12/01/15 at 6:25 PM, the. | onte 47 fa 00
RN:Case Manager reviewed Patient #6's re::erd Ref: 12! 3;‘{ 2015

and eonfirmed wound. care Suppties were missinhg

from her POC, {Sge . ﬁ;‘ttaﬂhad]

Patient #6's FOC did not inclide herwound care

- b, Patlent#6's record included a SOC
comprehensive assessment dated 11/20/15, and
signed by the RN Case Manager. The pain .
profile included in the assessment:stated she had
right knee paln daily but not constantly. Her pain
at the time of the assessment was rated as 8 on
a scale of 110 10.

4

Patient #6's POC inclided
Oxycodone~Acetaminophen 7.5-325:mg tablets to
be taken once daily. "Drugs.com” {an
interriativnally recognized database and puhlic
access website established as a resource for
nurses and clinical staff,} accessed on 12/04/15,
stated the usual adulf dose of
Oxycodone-Acetaminophen is 1 fo 2 tablets every:
6 hours, as needed to relleve pain.

ORM CMS-2567(02-99) Previous Versicns Obsolete Evént-lD: LsKz12 Facliity. ID; OAS0016C0 if continuation sheef Page 18 of 26.
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-Gontinued From page 16
" During an interview.on 12/01/15-at 6:25 PV, the:

| and-canfirmed she was taking
:POC was:not cotrest.

frequency of her pain medication.

“dressing sUpplies” however, the record didfiot

- During an interview on 42/02/15:at-3:45 PM, the

RN Case Manager reviewed Patient #6's record

Oxycodone-Acetatinophen several imes daily
for pain relief. She stated the fraguency onthe

Patient #6's POC did not iriclude the correct

3. Palient#1 was a 59 year old female admitted
to the agency-on 11/19/15, for SN, PT and OT
services refated to hypokaleria, muscle
weakness and unspecified abnormalities of gat
and mobility, Herrecord, inciuding the POG, far
the certification period $1/19/15 o 01/17/16; was
reviewed.

Patient #1's. POC included "ace wrap" and.

include doéumentation of @ wound or use:of an
ace wrap.

During an interview on 12/02/15 at 10:00 AM, the
RN Case:Manager reviewed Patient #1's record
and confirmed her POC. inciuded "ace wrap” and
"dressing.supplies” however she did nof have a
wound or a need for an ace wrap. She stated
she "inciuded any DME and supply needs past,
present and future™ on Pafient #1's POC,

DON reviewed Patient #1's record and confirmed
i documented ace wrap and dressing supplies.
She confirmed there-was no documentation of a
wound or need for an ace wrap. She stated

(G 159}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX -1

Patient #1's POG included supplies thaf were not
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{6 159} |
_.pertinent to her care;

Patient#1's POC included supplies that were not
: used in-her care..

4. Patient #7 was an 84 year old female admitted
tothe agenegy-on 11/18/15, for SN; PT and home:

'b. Patient #7's record included a SN nofe dated
11423115 and signed by the RN Case Manager. It

Continued.From page 17

health. aide-services related to-muscis weakness.
and unspecified dbnormalities of gait-and
mobility. Her record, including the POC, for the
certification period, 11718/15 to: 01/16/116, was
reviewed,

a, Patient #7's. POC included an insertion kit-and
a syringe; however, her record did-not include
dosumentation of a need for either supply.

During-an interview an 12/01715 at'6:06 PM; the
RN Case Managerreviewed Patient #7's record

and ¢onfirmed. her POC included an “insertion kit" |

and "syringe”" however she did not have a need
for an insertion kitor aisyrings. She:stated she:
could not expiain why she included an insertion
kit or syringe on, Patient #7's. POC,

During an interview-on 12/02/15-at:3:45 PM, the
DON reviewed Patlent #7°s record and confirmed
it documented an: insertion kit and syringe,
however, there was no doecumentation of a need
for the supplies.

Patient #7's POC included suppiies that were not |-

pertinent to her care.

included a pain assessment that documented |
Patient #7's self reported pain rating of 4 on a
0-10 scale. The RM-Case Manager documented

{G 159}

~ Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
[See Attached)
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G 158}

_certification: perlod 11/23/15 to 01/21/16, was
reviewed,

'Patient #08's: medical record inciided an OT

“assessment stated Patient #£9 would benafit from
-continued OT services.

Continued From page 18
“patient states that the OTC medication is
assisting with the pain.”

Patient #7's POC did not Include any pain-
medications.

Burifg an interview on 12/04/15:at 6:05 PM, {he
RN Cassa Manager reviewed:Patient #7's record
and cohfirrmed her visit note dated 11/23/15,
documentsd Patient #7 rated her painas 4 on a
0-10 scale and included herstatement:her "“OTC
medication is-gssisting with the pain." The RN
Case Manager ¢onfirmed she-did not document
the ©TC medications in Patlent #7's record..

During an interview on-12/02/15 at 3:49 P, the:

CON reviewed Patient #7's record and confirmed
it did not include pain medications en:her POC:or |

gn: anUpdate to her POC,

5. Patient #9-was.a 74 year old male:admitted-to |
-the:agenecy. on-09/29/14, for SN, PT, OT and

home heaith aide services rslated 1o muscle
weakness; His recoid, including the POG; forthe

functional reassessment dated. 11/18/5. The

Patient #9's' PQC, completed by the RN Case
Manager, stated "Cccupational Therapy Visit

Frequency”. However, the frequency of OT visits |

to be completed were not incilided on the POC.

The Ogcupatianal Therapist was unavailable for

interview, However, during an interview on

{G 158}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
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{G 156} | Continued Frompage 19 G 159}

12/0°1/15 at 6:05 PM, the RN Case Manhager
reviewed Patient #9's record and confirmed there
was.a need for OT dacumented on her POC,
however, the POC did not include the: frequency
of visits,

During an Interview on 12/02/15 at 3:45 PM, the | Teton Home Health
DON reviewed Patient#9's record and confirmed | ' -
there was a need for OT documented.on the OT | o : .
functional reassessment dated 19/18/15. The Plan of Correction
DON further confirmed. the frequency of OT visits ' '
was not inciuded o the FOC for the cerification

period of 11/253/15 to 1/21/18. ' Provider # 137061
The agency fai!?dfto ‘ensure Patient #9's POC o |
{G 160} Zlgjlu'?gé}a&ﬁg"ggtg:géﬂahon G 169}' REfi 12/ 3f 2915
If a physician refers a patient under  plan of care {SEB ﬁttﬁﬂhﬁdl

that-cannot-be completed untit after an evaluation.
visit, the physician s consilted to approve.

additions or modification to the original pian. : APPENDIX —1

This. STANDARD: iz not:met a5 evidenced by:
Based on review of patient records and staff’
Interview, it was determined the agency failed to
ensure a physician was consulted to approve the. |

‘plan of care for 2 of 8 patients (#6.and #11)
whose SOC records were reviewed. This.
resuited in POCs that were developed and
initiated without:appropriate physician approval.
Findings include:

1. Patient #6 was a 51 vear old femate admitted
“{o the agency on 11/20/15, for SN and PT
services refated to recent joint replacement
surgery. She was a current patlent of the agency

ORMN CMS-2567(02-59) Previous Versions Obsolele ' Event [D:L5X212 Facllity J0: OAS001600° {F continuation sheet Page 20 of 26
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{G 160} | Continued From page 20 {G- 180}

as of 12/03/15. Her record, including the POCG,
1:for the certifieation period. 11/20/15 t0 1/ 81186,
‘ was reviewed,

. Patient #6's record included a PT gvaltigtion
dated 11/21/15, and sighed by the Physical |
Therapist. Her record included a physician order ] Foken Home Hegltk
form.dated 11/21/16, stating "PT eval [evaluation]. Teton Home Hea 'th,
done week #1 and then HH PT 2x/wk for 8
weeks, or until goals.are met. Per Nurses. D & F 7 F1)
Yoicemail on 11/21/15." It was followed by the | Pian mc Correction
initials of the administrator. The form did not
include. PT treatment-er imerventions.. revilar 3 I 06
Additionally, it did not state a return phong cali | PFG"&I—E@E—T 137061
was received-fram:the physician’s office to- :
approve the PT visits. Fatient #5's POC-was. _ P T S e e Tt 0 2
unsigned by the physiciafas of 12/03/15.. Ref: :Ezf 31'} 2015
However, PT visits were completed on 11/23/15,.

-and 11/26/15, prior to physician approvaf of her | o ' \
POC. priorio Ry {See Attached)
During an interview on.12/02/16 at 3:00 PM, the | R
Administrator reviewed the record and stated he ﬁPPENi}( -1

did'not receive a call from Patient #6's physician:
o approve her PT PQC,

Patient #6's physician was not consuited to
approve her PT POC and additional visits
following the PT evaluation.

2. Patlent#11 was a 51 year old female admitted
to the ageney on 11/27/15; for SN and PT
“services related to recerit joint replacement
surdery. She was'a current patient of the agency
as:of 12/03/15, Her recard, inciuding the POC,
for the certification period 11/27/15 to 1/25/186,
was reviewed.

Patient #11's record included a PT avaluation
CRM CMS-25682(02-:09) Previous Versions Obsalele ) Event ID: L5X212 . Facility ID; OAS0T600, If continuation sheet Page: 21 of 26
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{G160} | Continued From page 21
dated 11/30/15, and signed by the Physical

form dated  11/30/15, stating "HH PT 4xfwk for 2
weeks,. then reducing to 2x/iwk for 2 mora wks.
.Per voicemail at:Dt. [name]j office'on 11/30/18;" it
‘was followed by the initials of the administratar.
The form did not include PT treatment or
interventions.. Additionally, it dtd not state a return
phona cail was received from: the-physician's
office to approve the PT visits. Patient#11's POC
was unsigned by-the:physician as of 12/03/15,
 However, PT visits were-completed on 12/01/15,
and 12/02/18; prior to physician.approvat of her
POC. l
. During an interview on 12/02/18 at: 3:00 P\, the
- Administrator reviewed the record.and stated:he
did not receive. a call from Patient #11's physician
to.approve her PT POC.,

Patient:#11's physician was not consuited to
approve-her PT POC and:additionaf visits
follewing the PT evailation.

{G 164} | 484.18(b) PERIODIC REVIEW OF PLAN OF
GARE

Agericy professional staff promptly alert the
physician to any changes that suggest a need to
- alter the plan of care.

This STANDARD s not met as evidenced by:
Based on review of clinical records-and staff
interview, it was determinad the agency falled ta
ensure RNs promptly alerted the physician to
patlents' status at the SOC. that suggested a need
| toaiter the plan of care for 1 of 8 pafients: (#6)
‘whose-SOC assessments were reviewed, This

Therapist. Her record included a. physician arder |

{G 160}

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached}
APPENDIN ~1]

(G 164}]
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{G 184} | Continued From page 22 (G164}

resulted in missed oppertunities for the physician
to alter patients' POCs fo meeat their needs.

Findings include: .
1. Patient #6-was a 51 year old female admitted 1 Teton Home Heah’h
fo the: agency .on. 11/20/15; fer:SN and PT ' '
-Services reldted to récentjoint replacement Blar nE Crarrort o
surgery. She was a current patient of the agency : Plan Qf CDFTE{IHQH
as of 12/03/15. Herrecord, including the POC, ’
‘for the:certification period 1172041510 1418/16, Pr de ert 13 ?061

was reviewed.

Patient #6's record. included a SOC TEy A5 5 750t
-cormprehensive assessment completed on ~ Ref: 321{ 31"'r263-5
: 11/20/15, and signed by the RN:Case Manager. ‘
' The assessment stated “Patient.was-defirious at _ , i
the time of admit and stated-that it was a side {See Attached)

effect of the pair medication...SN noted that :

patient has uncontrolied pain and.is sleepy.” e . ¥

Additionally, the assessment stated Patient #8's APPENDIX - |

paih was iptractable (seévere, constant pain thatis

unrelieved by current treatment.). The

assessment rated her cuirent pain as an-8 oh a

scale of 1 to 10,

Patient #8's record did: not inciude documentation:
of contact with her physician regarding her mental
status and pain that was not refieved with her
current pain medication regimen.

During an interview on 12/01/15 at 6:25 PM, the
RN Case Manager confirmed she did ot contact
Patlent #6's physictan fo report her mental status
or unrelieved pain.

Patient #6's physician was not contacted
regarding her altered mental stalus:and
unrelieved pain:

‘ORM CMS-2567{02-99} Previous Versions Obsolete Event 1D: L5X212 Faciilty-iD: QAS001600: If continuation sheet Page 23 of 26




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

PRINTED: 12/17/2015
FORM AFFROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X#} PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTICN IDENTIFICATION NUMBER:

137061

.| A, BULDING

{X2) MULTIFLE GONSTRUCTION (X2} DATE SURVEY
" COMPLETED

_ - R.
B. WING 1_21'0312015'

NMAME OF PROVIDER OR SUPPUER

“TETON HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
2470 JAFER COURY
IDAHO FALLS, 1D .83404

X4y ID
PREFIX
TAG

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

D PROVIBER'S PLAN OF CORREGTION x5)

PREFIX {EACH CORRECTIVE ACTION SHOULD-BE COMPLETIDN
TAG: CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGYY
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(G 178)

_ NURSE
‘The'registered nurse ;ﬁrepar’es clinical and

-phivsician and other persannel of changes in the
‘patient’s. cotidition and needs.

| refated to recent joint replacement surgery, -She

Continued From page 23
484.30(a) BPUTIES-OF THE REGISTERED

progress notes, coordinates services, informs the

This STANDARD is not.met as evidenced by:
Based on record review and siaff interview; it
was determined the agency failed to-ensuire the
RN prepared clinical notes that accurately
described the patient's condition, and informed
the physician of changes in the patient's condition
and needs. for 1 of 9-patients (#6) who: received
SN services and whose nurses' visit notes were
reviewed. This had the potential to resuit in
unmet patient needs and negatively impact
continuity and quality of patientcare. Findings
include:

Patient#8 was 2 51 year old female admiltted to
the agsncy on 11/20/15, for SN'and PT services

was a.current patient of the agency as. of
12/03/15. Her record, including the POC-for the
certification. period, 11/20/15 to 118/16, was
reviewed, '

Patient #8's record included a SOC
comprehensive assessment completed on
11/20/18, and signed by the RN Case Manager..
The assessment stated "Patient was delirious at
the me.of adimit and stated that it was a side
effect of the pain medication...SN noted that
petient has uncontrolled pain and is sleepy.”
Additionaliy, the assessment stated Patient #6's

pain was intractable (severe, constant pain that is

(G 176}
(G 176}

Teton Home Health
Plan of 4Ci:1njet:timen
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX —1
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(G 178)

{6177}

“unrefieved by current treatment:} The.
assessment rated her current pain as.an8on a

| Patient #8's. record. did not include documentation
current pain medication regimen..
| RN Case Manager stated Patient #6 described

her mental status as defirfous. She-confirmed

| #¥6's mental status. Additionally, she confirmed

- The registered nurse counsels the patient-and
“family in-meetihg nursing and related: needs.

.patienis or caregivers for for 1 of 9 patients: (#6)
‘who received SN services and whose nurses’ visit

Continued-From.page 24

scale of 1 to 10,

of contact with her physician regarding her mental
staius-ahd pain thatwas not relieved with:her

Duting.aninterview on 12/01/15 at 8:25 PM, the

she did net document:her agsessment-of Patient

she:did not contact Patient #6's physician to
report her mental status or unrelieved-pain.

Pafient #6's SOC assessment was not accurate
fo describe her mental'status. -Additionally, the:
RN falled to-contact.Patient #6's physician
regarding her altered mental status and;
unrefieved pain,

484.30(a) DUTIES OF THE REGISTERED
NURSE

This STANDARD" is.not met as évidenced hy:
Based on observalion, record raview and staff
interview it was determined the-agency failed fo
ensure the RN provided necessary instruction to

notes were reviewed. This created the potential
for patients to experience adverse outeomes.
Findings include;

{G 176}

{G 17?}1.

Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{See Attached)
APPENDIX — |
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‘Patient #6 was-a 51 year old female-admittad to

was a.ctrrent patient of the agency-as of

| first 2 wéeks of her home health services.

‘Cantinued. From page 25

the agency on11/20/15, for SN and PT services
related fo recent joint repiacement surgery: She

12/03/15. Her record, Including: the PQC, for the
certification period 11/20/161t0-1/1816, was
reviewed,

Patient #6's: POC included the: medication Efiquis,
a-hlood thihner used to:prevent blood clots.after
jeint replacement surgery. The 2016 Nursing
Drug Handbook stated Eliquis can cause serious,
potentially fatal bleeding and patients shouid be
instructed to repart unusual bleeding, and fake
precautions to prevent'bleeding and bruising.

Pationt #8's: SN assessment:and visit note dated
41/20/15,.did not Include documantatfon of patient:
education-related {o Eliquis and-risk of bleeding..
Her PQC stated her next SN visit wiouid be:in 2
weeks, Therefore she:did not receive important
education refated to.risk of sericus bleeding in the.

During:an interview on 12/01/15 at 6:25 PM; the
RN Casa Manager reviewed Patient #6's record
and confirmed she did not provide education
refated to Efiquls and risk of bieeding during her
intial visit. She sfated she had:not performed a
second visit as of 12/01/15,

The -agency failed to ensure Patient #6 was
educated regarding risks related to her
medication.

G|
Teton Home Health
Plan of Correction
Provider # 137061
Ref: 12/3/2015
{5ee Attached)
APPENDIX -1
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{N 000} 16.03.07 INITIAL COMMENTS

! The following, deficiencies were cited during the
{ Medicare follow up survey of your agency from

11/30115 to 12/3(15. The sufveyors conducting

the follow up-survey were:

“Nancy Bax, RN, BSN, HFS
‘Dennis Kelly, RN, BSN, HFS

03.07020. ADMIN. GOV, BODY

' NOT5  04. Patients’ Rights. Insura

that patients” rights are recognized
and Include as a minimum the
following:

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

This Rule is.not.met as evidenced by:

| Referto G104

03.07020. ADM. GOV, BODRY

ND22 04. Fatients' Rights. |hsure

! thait patients” rights are recognized
- and:include as a minimuim the
i follewing:

d.iv. A patient has the right to

confidentiality with regard to
! information about his health, sociaj

and finandial circumstances and about
what takes place in his home.

:;{N 015}

(N 000}

Ref: 12/3/2015
{See Attached)
- APPENDIX -1l

{N 022}
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
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(X2} MULTIFLE CONSTRUGTION
A, BUILDING:

B, WING-

{X3) DATE SURVEY’
COMPLETER

R
12103/2018

NAME OF PROVIDER OR SURPLIER

TETON HOME HEALTH

STREETADORESS, CiTY, STATE, ZiF CODE

2470 JAFER COURT

IDAHO FALLS, ID' 83404

(X310
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY-MUST BE PRECEDED-BY FULL
REGULATCRY OR:LSG IDENTIFYING INFORMATION}

iD. PROVIDER'S PLAN OF CORRECTION CXE
PREFIX {EACH CORREGTIVE ACTION SHOULD RE. " COMPLETE
TAG CROSS-REFERENGED TO THE AFPRGPRIATE CATE

{N 022}

N Q23

|

{N:087}

{N 099}

Continued From.page 1

This Rule Is not met as evidenced.by:
Referto G111

03.07020. ADMIN. GOV, BODY

ND23 D4 Patients” Rights. insure
 that patients’ rights are recognized
and include as.a minimum the:
following;
d.v; The HHA will only release

infarmation abaut & patient as
. required by jaw or authorized by a

{N 022}

N 023

H

P

patient.

. This Rule is not met as evidenced by:
Referto G111 '

-03:07024, SK. NSG: SERV,

NO97 01.Registered:Nurse.. A
registered nurse dassures that care is

.coordinated between services and that

all of the patients needs ideritified

by the assessments are addressed, A
registered nurse performs the'
foilowlng:

e. Prepares clinicat and
progress notes, and summaries of care;

This Rule is not met as evidenced by:’
Refer to G178

03.07024.5K, NSG. SERV.,

NO8G 01, Registered Nurse, A
: registered nurse assures that care is.

(N 097}

{N 099}

Teton Home Health

1

Plan of Correction
Provider #137061
Ref: 12/3/2015
{See Attached)
 APPENDIX - I
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, R
OASB01500 B WING' 12/0312015

‘NAME OF PROVIDER OR SUPPLIER

TETON-HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE

2470 JAFER COURT
IDAHO FALLS, 1D §3404

PREFIX
TAG

o) o

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN.OF CORRECTION, )
{EAGH GORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) _

{N 153}

N 152}7:

{N 098}; Continued From page 2
coordinated between services and that

all of the patients needs identified:
by the assessments are addressed. A
registered nurse performs-the
following:

g. Counsels the patient-and

family In meeting nursing and refated

- needs;

Referto G177

03.07030.01.PLAN OF CARE

- N152  01. Written Plan of Care, A

written pian: of care'shall be-
developed and implemented for each
patient by ail disciplines providing
services for that:patient. Care

¢ follows: the written.plan of care-and

¢ inclijdes:

Al

| This-Rule- is not met as svidenced by:

| Referto 5158

i

b ‘ )
1-03:07030.PLAN OF CARE

N183  01. Written. Plan of Care. A
written plan of care shall be
developed ard implemented for each
patient by all disciplines providing
services far that patient, Care
follows the written plan of care and
includas: :

a. Al pertinent-diagnoses;

- This Rule’ is not met as:evidenced by:

This Rule is-hot met as evidenced by;

I3

{N. 099}

N 152

L{N 153}

‘Teton Home Health
Plan of Correction
Provider #137061
Ref: 12/3/2015
(See Attached)
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B, WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

R
12/03/2015

NAME OF PROVIDER OR SUPPLIER

TETON HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
2470 JAFER COURT
IDAHO FALLS, 1D 83404

SUMMARY STATEMENT OF DEFICIENCIES
{EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATCRY QR LSG IDENTIFYING INFORMATION)

XAy |

PREFIX
TAG: f
!

[
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTICN {5}
(EACH CORRECTIVE ACTION SHOULD BE COMBLETE

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

{N 153} Continued From page 3
Referto G159

{N1 55}%‘ 03.07030. PLAN ©F CARE

i

| N155. §1. Written Plan of Care. A

i writtery plan. of care-shall be

¢ developed and implemented for each

¢ patient:by all disciplines providing

: services for that patient. Care

: follows the written plan of care-and
Includes;

: . Types of services-and
-equipment required;

: This Rule is not met as evidenced by:
Refer to G169

{N'161} 03.07030.PLAN OF CARE

N161 01, Written Plan of Care, A

written pian of cara shall be
developed and implemented for each:

patient by all disciplines providing

sservices for that patient. Care

follows the written plan of care and:
includes:

i. Medication and treatment
orders;

¢ This Rule is not met as evidenced by:
i Referto. G158

{N 170} (13.07030.04.PLAN OF CARE

N170 04, [nitial Plan of Care. The
- initial plan of care and subsaquent

|

1 {N 153}

(N 158}

AN 361}

: {N 170}

Teton Home Health
Plar of Correction
Provider #137061
Ref: 12/3/2015
(See Attached)
APPENDIX—H
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PREFIX : (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFI% ~ {EACH CORREETIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THEAPPROPRIATE | DATE
'DEFICIENCY) _
{N 170} Gontinued From page-4 (N170}
+ changes to the plan of care are
approved-by a doctor of medicine,
osteapathy, or podiatric-medicirig,
This Rule is not met as.evidenced by: : | Teton Home Health -
Referto G160 . _
: o q: ) s : 1.
{N-172) 03:07030.06:PLAN OF CARE : RUREF Plan of Correction
'N172 06. Changesto Plan, Agency | Dirrarbdlor ¥ 27001
J Y | Provider #137061

 professional:staff promptiy alert the
: physician to any changes that suggest

. a-need’to alter the plan:of care. Ref: 12}{ 3/ 2@15
‘__T_hES-RuE'_e is not met as evidenced by: 1 |
Refer to G164  [5ee Attached)

- APPENDIX — I

H

Burea'u of Fécility. Stangards ‘
STATE FORM ) G890 L5¥212 ¥ comtinuation sheet 5of 5

©




. 1. )
TETON HOME HEALTH, PROVIDER #137061
PLAN OF CORRECTIONS
APPENDIX - |

G 101

Action: HHA wiil assess and change as necessary the process and the presentation of the
Notice of Non:Medicare Coverage to satisfy CMS guidelines.

Improved Process and Procedure: 1. A mandatory in-service will be presented to inform

the Clinical staff of the proper vse and time frames of the NOMNC form, including the

requirement to leave a copy of NOMNC with the patient. 2. HHA will obtain a new
carbon-copy form of NOMNC, a copy of which will be left in the patient’s home. 3,
During Case Caonference all discharges will be reviewed. A clinician will be assigned to
have the NOMNC form discussed-and signed by the patient/POA within the CMS
recammended timeframe. '

Completion Date:. In-service completed:12/21/2015. All necessary corrections and new
procedures will-be in place by 12/27/15,

Monitoring and Tracking: A.line item on the technical:audit which Is completed on
discharge.will include verification that the form wassigned and dated appropriately.

Chart audits will be completed on 100% of new-admissions for the first month; 80%

thereafter untii"90% compliance s achieved for 4 consecutive weeks

‘Responsible Person: Administrateor and.Director of Nursing will share the duty of final
chart audits.

G111

Action: [n-service:staff on HHA PHi pelicy and procedure.

lmproved Process and Procedure: in—Service forall émployees.completed. Specifically,
all employees were reminded that HHA: policy-exclides the use of personal mabile
devices for communicating PHI. Only-agency approved mobile devices and methods; suchr
as HHA ownedand.approved tablets and EMR containing the proper security
mechanisms, are'to be used:for conducting patient care.

Compietion Date: In-service and compliance was completed-on 12/21/15. All necessary
corrections and new procedures will be in place by 12/27/15.

Meonitoring and Trackinig: Administratorwill randomly ask employees to demonstrate
continued compliance and will document results in compliance log, Any incidents of non-
compliance wiil be addressed through the HHA’s human resources process..

Responsible Person;: Administrator

TETON HOME HEALTH APPENDIX —1




G 156

Action:

G 156 ~ 148.18 Acceptance of Patients,.PQC, MED Super

Refer to plan of correction G 158
Refer to plan of correction G 159
Refer to plan of correction.G 160
Refer to-plan.of correction G 164

Responsible Person; DON.

G 158

Action; HHA will review process to ensure-that the plan of care for each patient is being
followed correctly. In addition, HHA will purchase and implement-a scheduling-software
to help. manage the number of visits versus. frequencies:ordered,

Improved Process and Procedure; In-service will be conducted and Include training
regarding the process of what itemis'of an intake-the-admitting nurse needs to checkto
make sure:ali necessary orders are in pizce and:signed by a physician. In-service will also
address how the frequencies work from one pian:of care to:the next “recert” plan-of care.
The chart-audit process wilt Include assessing the-plan of care and comiparing the visit
notasto make sure 3}l items have: beeri addressed from the plan of care, The chart
auditor will assess the-number of visits versus frequencies ordered for the patient.
Continued chatt audits at policy: standard number wilf continue to monitor these issues.

Comgietinn Date:: In-services completed by 12/28/15. All necessary corrections and new

procedures will be in pfaceby12/27/15..

Monitoring and Tracking: Chart audits will he:completed on 100% of new-admisstons for
the first month, 80% thereafter until:90% complignice is achiaved for 4 consecutive weeks,

Responsible Person: Chart audits are the shared responsibility of the-administrator-and

the Director of Nursing.

G 159

Action: To ensure, upon initial.assessment; that all elements required to be-listed in the
patient’s chart are on the Plan of Care, including, but not limited to, DME/Supplies;
diagnosis, interventians, therapies; and goals. Also to. review writing. complete orders
including proceduras to be used;

Improved Process and Procedure: In-seryice wili Be presentedto all the clinical staff,
including therapies, about what information needs to be charted and where to chart the
information. In-service will also be presented about the necessity of writing and
communicating complete ¢rders and what elements a complete order needs to-contain.

Completion Date: In-Services will be completed 12/28/15. .All necessary.corrections and
new procedures will be in place by 12/27/15. .

Monitoring and Tracking:_ 100%_of the charts will be audited forthe first month, 80%
thereafter until 90% compiiance is achieved for 4 consecutive weeks. Subsequent chart
audits.per dgency policy will Include monitoring for these items.

TETON HOME HEALTH APPENDIX -1




G 159

Responsible Person: Chart audits are the shared responsibility of the Administrator and

the Directer of Nursing,

G 160

Action:_ Physician verbal order for care will be obtained after initial evaluations have
been completed and before care actually starts. The new process.will have alt disciplines
reporting tothe case manager and the case manager will cammunicate with the physician
about the plan of care Including suggested frequencles and any additional orders the
physician may have forthe team. The in-service will also include how to document the
communications bétween the physicians and.the clinician for the plan of care or changes
to the plan of care. - '

improved Process and Procedure; In-service for all elinical staff about the process of how:
the physician will learn about the plan.of care or any subsequent changes to the plan of
care.. Duties of the case manager and the communication pathways-for the clinical team
will be reviewed.,

Completion Date: [n-service will be completed 12/21/15. All necessary corrections.and:
new procedures will be in place by 12/27/15,

Monitoring and Tracking:. Clinical chart audits will assess chart for decumentation related
to the physician verbal order for care, -Auditor will éxpect ta see a name of the person the
case-manager talked with about the plan of care: Chart audits will be completed on 100%
of new admissions for the first month; 80% thereafter until 90% compliance.is achieved
for 4 consecutive weeks, This item:is included in the initial chart audit perforrned asthe
chartis being prepared for biiling.

Responsible Person: Chart audits are the shared responsibility.of the Administrator and:
the Director of Nursing. The Billing Manager is part of the technical audit of the chart.. The
chart will be assessed forwritten verbal orders before billing will ageur,

G164

Actioni Any proposed changes to the plan of care due to changes in patients’ status wiil
be promptly reportedto the physician. If approved, the physician will provide to
appropriate clinician a verbal order which will be'written and-sent to:physician for
signature.

Improved Process and Procedure: The communication with the physician will happen
promptly and will be documented according to agency pollcy and precedure.

Completion Date: In-service will be completed 12/28/15. All necessary corrections.and
new procedures will' be in place by 12/27/15.

Monitering and Tracking: Chart audits will assess for compliance any proposed changes

to the Plan of Care will be reported to the physician in a timely manner. Chart audits wiil.
be completed on 100% of new admissions for the first month, 80% thereafter until- 90%
compliance Is achieved for 4 consecutive weeks

Responsible Person:  Chart audits are the shared responsibility of the Administratorand .
the Director of Nursing.

TETON HOME HEALTH APPENDIX ~ |




G176

Action: The nurse case manager will review duties for timely contact of physician and
other clinical personnel of changes In patient’s condition and subsequent changes.to-plan
of care.

Improved Process and Pracedure: An in-service wili be performed to remind the nurse
case.-manager of the duties of the case manager refated to communication of any and all
changes.in patient’s condition. Communication includes documentation in-the patient’s

‘chart, and case conference-discussian,

Completion Date; in-service will be completed 12/28/15, Al necessary corrections.and

new procedures-wifl bein place’by 12/27/15.

Manitoring and Tracking: During chart audits the Case Conference documentation will
be assessed to reveal if it reflects any changes noted in the patient.during:case
conference discussions, Additional o.bpo-r.tuniti'es for documentation are available in the
electronic medical record. The documentation requirements will-be discussed and
demonstrated. 100 % -of new patient chart audits will be-performed for the first month;.

-80% thereafter until. 90% complianceé is achieved for 4 consecutive weeks, to-ensure case

managers understand the concept. Continued:compliance:will be monitored through

-agency-required monthly chart audits.

Responsible Person: In-service will be conducted by the Director of Nursing, Chart
audits are the sharéd responsibility of the Administrator-and the Director-of Nursing:

G177

Action: The nurse:case manager will understand the impartance of education for the

patient and family and charting the education‘provided.

Impfoved Pracess‘and Procedure: An.in-service with clinical staff will be provided-about

‘appropriate documentation of education performed during visits, Clinical staff wilfalso.be

reminded that the plari of care determines the education that needs to be performed. All
iterns on the plan of care need to be compieted.

Comgletion Date: In-service will be completed 12/28/15. All necessary corrections and

new procedures will be in place by 12/27/15.

Monitoring and Tracking; During chart audits the auditor will maonitor for documentation

- of education completed for each item on theplan of care. 100% of new charts will be

audited in the first month for compliance, 80% thereafter until 90% compliance is
achieved for 4 consecutive weeks. Continued compliance will also be ensured during
agency required monthiy chart audits,

Responsibile Person: Chart audits are the shared responsibility of the Administrator and

the Director of Nursing,

TETON HOME HEALTH ARPENDIX—1
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TETON HOME HEALTH, PROVIDER #137061
PLAN OF CORRECTIONS
APPENDIX - H

N 015 Refer to-plan of correction G 101

N 022 Refer to plan of correction G 111

N 023 Refer to plan of correction G 111

N 097 | Referto plan.of correction G 176

N 029 | Referto plan of correction G177

N 152 Refer to plan of correction G 158

N 153 | Refer to plan of correction G 159

N 155 | Refer to plan-of-correction G 159

N 161 Refer to plan:of correction G 158

NAZ0 Referto plan of cerrection G160

N 172 | Refertoplanof eorre'cti’dn G164
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