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July 21, 2016

Cheryl Abel, Administrator
Advanced Home Health
PO Box 1784

Idaho Falls, ID 83403

RE: Advanced Home Health, Provider #137116
Dear Ms. Abel:

Based on the survey completed at Advanced Home Health, on July 11, 2016, by our staff, we have
determined the agency is out of compliance with the Medicare Home Health Agency (HHA)

Conditions of Participation:
e Acceptance of Patients, POC, Med Super (42 CFR 484.18)

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

The deficiencies, which caused this condition to be unmet, substantially limit the capacity of Advanced
Home Health, to furnish services of an adequate level or quality. The deficiencies are described on the
enclosed Statement of Deficiencies/Plan of Correction (CMS-2567). Enclosed, also, is a similar form
describing State licensure deficiencies.

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

An acceptable Plan of Correction contains the following elements:
e Action that will be taken to correct each specific deficiency cited;
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e Description of how the actions will improve the processes that led to the deficiency cited,;

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

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

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

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

e The 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
August 3,2016. It is suggested that the Credible Allegation of Compliance/Plan of Correction for each
Condition of Participation and related standard level deficiencies show compliance no later than
August 25, 2016, 45 days from survey exit. We may accept the Credible Allegation of
Compliance/Plan of Correction and presume compliance until a revisit survey verifies compliance.

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

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

e Civil Monetary Penalty [42 CFR 488.820(a)]

We must recommend to the CMS Regional Office and /or State Medicaid Agency that your provider
agreement be terminated [42 CFR 488.865] on January 7, 2017, if substantial compliance is not
achieved by that time.

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
compliance, CMS may choose to revise sanctions imposed.

In accordance with 42 CFR 488.745, you have one opportunity to question the deficiencies that resulted
in the Conditions of Participation being found out of compliance through an informal dispute resolution
(IDR) process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the IDR Guidelines.
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The IDR. Guidelines can be found on the Internet at:

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NonLongTermC
are/tabid/427/Default.aspx

Scroll down to Home Health Agencies (HHA) and select the following:
Informal Dispute Resolution (IDR)
IDR Guidelines
IDR Request Form

This request must be received by August 3, 2016. If your request for IDR is received after August 3,
2016 , the request will not be granted. An incomplete IDR process will not delay the effective date of
any enforcement action. If the agency wants the IDR panel to consider additional evidence, the
evidence and six (6) copies of the evidence must be received 15 calendar days before the IDR meeting
(Refer to page 6 of the attached IDR Guidelines).

We urge you to begin correction immediately.

Thank you for the courtesies extended to us during the survey. If you have any questions, comments or
concerns, please contact Dennis Kelly, RN or Nicole Wisenor, Co-Supervisors, Non-Long Term Care
at (208) 334-6626, option 4.

Sincerely,
Y

DENNIS KELLY, RN

Co-Supervisor
Non-Long Term Care

DK/pt
Enclosures:

ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief
CMS Region X Office
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G 000 ; INITIAL COMMENTS G 000 This Plan of Correction is
prepared and submitted as

required by law. By submitting
this Plan of Correction,
Advanced Home Health does
not admit that the deficiencies
listed on HCFA 2567 exist, nor

: : does the facility admit to any
Nancy Bax, RN, BSN, HFS ; statements, findings, facts, or
Susan Costa, RN, HFS conclusions that form the basis
' for the alleged deficiencies.

The following deficiencies were cited during the
complaint investigation survey of your agency
from 7/06/16 to 7/11/16. The surveyors
conducting the oompiamt investigation survey
were;

Acronyms used in this report include:

COPD - Chronic Obstructive Pulmonary Disease
CPAP - Continuous Positive Airway Pressure
! DM - Diabetes Mellitus
DME - Durable Medical Equipment
H&P - History and Physical
HHA - Home Health Agency
HTN - Hypertension
ipm - liters per minute
LPN - Licensed Practical Nurse
LSW - Licensed Social Worker
MD - Medical Doctor
MS - Multiple Sclerosis
MSW - Medical Social Worker
NP - Nurse Practitioner
OT - Qccupational Therapy
PA - Physician Assistant
POA - Power of Attorney
POC - Plan of Care
pt - Patient
PT - Physical Therapy
! PTA - Physical Therapy Assistant
i RN - Registered Nurse
SLP - Speech-Language Pathology paCiLE Y
SN - Skilled Nursing v
SOC - Start of Care
ST - Speech Therapy

TITLE (X6) DATE

. 1
LABORATORY DIRECTOR'S O%ERISUPPLIER REPRES ATIVE'S SIGNATURE
' : /}z\/wumﬂ‘?q//w 6;L/ /}[/

Any deficiency, latement erfdin ng with an asterisk (*) denoles a deficlency which the institution may be excused from correcting providing it is determined that
other safegualds provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correciion are disclosable 14
days following the date these documents are made avallable to the facility. If deficlencles are cited, an approved plan of correction is requisite fo continued

program participation. 4 1
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PARTICIPATE G108
{ The patlent has the right to be informed, In The patient wiil be Informed in
advance about the care fo be furnished, and of advance about the care to be
any changes In the care to he furnished, furnished and any changes In
the care to be furnished, the
The HHA I.T]USt advise the patient in advance of disciplines that will furnish care
the disclplines that will furnish care, and the and the frequency of visits
frequency of visits proposed to be furnished.
proposed to be furnished, The
The HHA must advise the patlent In advance of patient will be advised In
any change I the plan of care before the change advance of any change In the
Is made. plan of care before the change
is made. Thisis to Include any
) ) change in physician directing
This STANDARD is not met as evidenced by: the plan of care, Advanced
solcins,palont and barogher ntorviows, and home health staff was
staff interview, it was delermined the agency serviced by Director on 7/12
fallad to Inform patients thelr physiclan would not and 7/ 1,9/ 2016 regarding the
he involved In thelr plan of care for 3 of 7 patlents patlent’s right to be Informed.
(#2, #4, and #6) whose records were reviewed, Patlents will be notifled of any
This resulted In the plan of care and orders potenttal for change in
approved by, and care dlrested by, a physiclan physictan and documentation
other than the patieq(s’ referring or attending entered Into the chart for and
physician. Findings Inchude: acceptance of new physician
, directing thelr plan of care,
The agency's policy #10001, :
FACOEPTANGEIABMISSION OF PATIENTS," 100% of patients changing to
revised 5/16/15, included "The patient must be new PCP charts will be audited
under a physician’s care and the physician must by Director or deslgnee for
be willing to provide the required wriften orders documentation of patient
for care andfor services." notification and acceptance of
] change in physiclan until 100%
The agencyls pO%lC}f #1 0002' "{NTAKE SERVICE’“ comp"ance is achieved. Then
revised 6/16/18, included crllerla for patient 10% of charts will be audited at
admission to the agency. The criteria includsd
"There Is a preferred physician taking medical
responsiblfily for the patient's care, l.e., the ;
Event 10;0R6614 Facllity I OASD01D17 if continuation sheet Page 2 of 39
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plan of care.”

orders."

Examples Include;

|

physician will establish and perlodically review the

The agency's policy #10004, "PLAN OF CARE
(PLAN OF TREATMENT)," REVISED b5/15/186,
included “The total plan of care shall be reviewed |
by the altending physician and HHA staff as often i
as the severity of the patient's condition requires,
but at Jeasl once every 60 days..,"

: The agency's document "HOME CARE PATIENT
RIGHTS AND RESPONSIBILITIES," presenied o |
agency patlents during thelr inittal visit, included

"Have the right to choose a health care provider,
including choosing an attending physicians [sic]

and the right fo receive appropriate care without
discrimination in accordance with physician

{ The agency failed to follow its policles and ensure
| patients were informed of changes In their POG,

1. Patlent #2 was an 83 year old male admitted
to the agency on 2/25/18, for care related to
COPD, Additional diagnoses included bronchitis
and DM Type . He recelved SN, PT, OT, and

i ST services. His record, including the POCs, for
the certification periods 2/25/16 to 4/24/16, and
4125(16 lo 6/23/16, was reviewed,

Patient #2's record included a refarral for home
health services, dated 2/23/16. It stated Patient
ft2 was referred to the agency for SN, PT, OT,
and ST services by Physician A,

Patient #2's record included an SN SOC
i comprehensive assessment dated 2/26/186,
: signed by his RN Case Manager. The

1

|
A
1

Patient’s Rights will be
reviewed and revised if needed
by Director under the direction
of the Governing Board, These
corrections will be completed
by 8/19/2016. “Physician A”
was notified of potential for
violation of Patient’s right to
be informed and was notified
by Director and marketer on
7/14/2016 at 0900 In person
that after discussing with
Governing Board, If the
physician orders Home Health
services he must either follow
his own patients or
1, Notify the patlent that he
will not foliow home
health,
2, Physictan’s office will
facllitate transition to new
PCP of their cholce.
3, The physiclan’s office will be
responsible to notify the
new physiclan, glve report
i and send medical records
as needed
4, The patlent will be
established by new PCP
and orders for Home
Health services will come
from new PCP

CED HO
ADVANGED HOME HEALTH IDAHO FALLS, ID 83404
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G 108 | Continued From page 2 G 108 least quarterly to reassess for
compliance. Pollcles regarding
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G 108 | Continued From page 3

assessment stated "PATIENT ADMITTED TO
ADVANGED HOME HEALTH ON 2/25/16
UNDER ORDERS OF {Physlclan A)..."

Pationt #2's record included a POC for the

- certification perlod 2/25/16 to 4/24/16. The POC
stated his physiclan was Physiclan B, and it was
signhed by Physiclan B. There was no
documentation in Patient #2's record to explain
why Physlcian B was listed as his physlclan when
hls horme health referral order came from

Physlcian A.

Palient #2's record included documents litled
"Glisnt Coordination Note Reporl." They included

the following statements:

-~ 3/01/16, slgned by the Medical Records
Speclalist, "CASE MANAGER WAS EMAILED
AND ASKED TO HELP THE PATIENT GET AN
APPOINTMENT WITH [Physician B) FOR RIS
FACE TO FAGE."

- 3/03/18, slgned by ths RN Case Manager,
"ENCOURAGED PT [patient] TO SCHEDULE A
FACE TO FACE WITH [Physlcian B},

~ 3/08/16, signed by the RN Case Manager,
"ENCOURAGE PATIENT TO MAKE AN
APPOINTMENT WITH [Physician B},

~ 3/10/186, signed by the RN Case Manager,
"SCHEDULE THE FACE-TO-FACE WITH
{Physiclan B} ON 3/16/16."

- 316/16, signed by the RN Case Manager, "PT |
ALSO STATED THAT HE CANCELED [sic] HIS
i DRAPPT [appoiniment] WITH [Physician B} DIT ;
| (due to] THE OFFIGE NOT TAKING MEDICARE." |

G108 5.The patlent wlil also be
Informed by the physician

or physiclan designee that
they will not be seen or
thelr healthcare needs will
need to be managed by
recelving PCP at feast until
the time they are
discharged from Home
Health services,

The Physiclan verbalized

understanding and agreed to

follow his patients referred to

Advanced Home Health in the

future,

R
I
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Patient #2's record did not include documentation :
stating he was Informed his POC was signed by !
Physician B. 1t did not state why he was
encouraged lo make an appointment with i
Physician B, i

Patient #2's record included a POG for the
certification period 4/25/16 to 6/23/16, The POC
was signed by Physician B. His record Included
an H&P from the local acute care hospital where
he was admitted on 6/12/16, for cardlac disease,
The H&P stated his primary care physician was

j Physician A,

{ Avisit was made fo Patient #2's home on 7/07/16
at 10:00 AM, to observe an SN visit completed hy
the LPN. During the visit Patient #2 reporled a
low blood glueose level that morning. His oxygen
saturation was abnormally low when checked by

the LPN,

Following the visit, Patlent #2 was asked if he
knew Physician B. He stated he did not know
who that was and stated he had never seen
Physiclan B, He slaled Physlclan Awas his
primary care physictan, and stated he had an

: appointment fo see Physician A the following day.
When asked who he would conlaci if he had
queslions or concerns about his heallh, he stated :
he would contact Physiclan A, Patlent #2 was not |
| aware Physiclan B was directing his home health |

| care.

Puring an interview on 7/07/16 at 1:30 PM, the
RN CGase Manager staled Patient #2's primary
care physiclan was Physician A, She stated

Physician A did not follow patients or sign orders :
for home health, so Physician B, the agency's | i
Evont {D; OREBTT Facliity ID; OAS001017 If conlinuation sheat Page 6 of 39
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Medical Director, signed Patient #2's home health ;
POCs and orders. She stated she thought ! i
Patient #2 had an appointment with Physician B |
following his SOC. However, she stated she
called Physician A the previous day, dus to
cohcerns related to Palient #2's blood pressure,

During an interview on 7/07/16 at 1:00 PM, the
LPN stated she would report Patlent #2's low
blood glucose and oxygen saluratton level to
Physlcian B, as he was following Patlent #2 for

home health,

The physician responsible for Patient #2's home
health POC was changed. Palient #2 was not
involved in, or notlfied of, the change.

2. Patient #4 was a 42 year old female admilted
to the agency on 2/11/18, with a primary
diagnosis of catalonic schizophrenia. Addilional
diagnoses included generalized muscle
weakness, obesity and DM Type Il, She recelved
PT services. Her record, including the POCs, for
the certification perlods 2/11/16 lo 4/10/18,
4/11716 to 6/09/16, and 6/10/16 to 8/08/16, was

reviewed,

Patient #4's record Included a referral for home
health services, dated 2/08/16. it stated Patient
#4 was referrad fo the agency for PT services by
Physician A.

Palient #4's record inciuded a POC for the

certiflcation period 2/11/16 to 4/10/16, The POC

stated her physician was Physlcian B, and it was

signed by Physiclan B. There was ho

: documentation In Pafient #4's record to explain

i why Physiclan B was listed as her physician when A

{ her home health referral order came from B
Event ID:0RG611 Facllity (D: OAS061017 if continuation sheet Page & of 39
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Continued From page 6
Physician A, Patient #2's record did not include

: documentation staling she was informed her

POG was signed by Physlclan B,

Patient #2's record included a "Client
Goordination Note Reporl” dated 3/09/16, signed
by the PTA. I stated "PT HAS MD APPT WITH
{Physician A] TOMORROW..." There was no
documentation in her record to Indicate she had

seen Physician B.

Patient #4's record included POGs for
subsequent certificalion perfods 4/11/16 to
6/09/18, and 6/10/16 lo 8/08/16. The POCs were

slgned by Physlclan B.

During an Interview on 7/07/16 at 1:66 PM, the
Physical Theraplst who was Patient #4's Case
Manager, stated Palient #4 was a patient of
Physician A. She stated the care of Physlclan A's
patients was usually directed by Physician B and
stated It was confusing. She stated she did not
know if Patlent #4 had seen Physlcian B. She
staled she did not inform Pattent #4 that her

home health care would be directed by Physician ;

B.

The physiclan responsible for Patient #4's home

health POG was changed. Patlent #4 was not
volved In, or notifled of, the change.

3, Patient #5 was a 73 year old female admilted
to the agency on 3/11/16, for care related to
dementia and weakness. She received SN, PT,
OT, and SLP services. Her record, including the
POCs, for the certification periods 3/11/18 lo
5/09/16 and 5/10/16 to 7/08/16, was reviewed.

J Palient #5's record included a referral for home

FORM CMS-2687(02-99) Pravious Versions Obsolels
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health services, dated 3/08/16, and signed by
Physlcian A,

Patient #5's record Included a POC for the
certiifcation period 3/11/16 to 5/09/16. The POC
stated her physiclan was Physician B, and it was |
signed by Physiclan B, There was no
documentation in Patlent #5's record to explain
why Physician B was listed as her physician when
the referral order came from Physiclan A, Palient
#8's record did not include documentation stating
she was Informed her POC was slgned by

Physiclan B,

Patient #5’s record included a POC for the
subsequent cerlification perlod 5/10/16 lo
7/08/16, The POC was signed by Physician B,

Palient #5's record documented her daughter
was her legal POA, Palien! #5's daughter was
Interviewed by phone on 7/07/16 at 1:00 PM.
Patlent #5's daughter was asked If she or her
molher were Inforined that Physician A would not
be directing her POC while ont home health
services. She sald “We never got a cholce, but
were told that If my mother was to recelve therapy
services, she had o see Physiclan B." Patient
f#5's daughter stated "I do not know who
Physlclan B is, | have never met him, and my
mother has not seen him,” She said her mother's
doctor was Physiclan A. The daughter of Palient
#5 said she refused to have her mother ieave the
ALF, that it would be loo upselting for her mother
to leave her environment and meet with a new

doctor.

During an inlerview on 7/07/16 at 10:04 AM, the

Director reviewed Patlent #5’s record, She stated
Physlclan A would Initlate a referral, but would not
Evenl ID:0RGBI1
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sign orders once the patient was receiving home
health services. She slated Ihe referral was sent ;
to Physiclan B's office, or to a physigian of tha |
patients’ chofce, The Director stated Pallent #5's
record did not include documentation of .
conversallons with Pallent #56 or her {
daughter/POA relaled to oversight of her care by !
another physician.
Physlcian A ordered PT and OT services for
Pailent #5. However Physliclan B direcled her
POC. Patienl #5 and her POA were not Included
in the choice of a different physlician. G114
G 114 | 484,10(e}(1(i-liiy PATIENT LIABILITY FOR G 14
PAYMENT Patient Liabllity for

| Before the care is Inittated, the HHA must inform

the patient, orally and in writing, of:

() The extent to which payment may be expected
from Medlcare, Medicald, or any other Federally
funded or alded program known to the HHA;

{ii) The charges for services that will not be
covered by Medlcare; and

(Ili) The charges that the individual may have to

pay.

! This STANDARD s not met as evidenced by:

Based oh review of admission paperwork, staff
interview, and review of policles, It was
delermined the agency falled to ensure Medicare
palients were informed in writing of the extent to
which payment could be expected, and the
charges the individual might have to pay, for 3 of
§ patlenis (#1, #2, and #5) whose tecords were

: reviewed, This had the polential lo Interfers with

patlentstcareglvers' abllily to make reasonable,
informed decisions about financial matters related

Payment

The patients will be Informed
verbally and in weiting the
extent to which payment may
be expected from Medicare,
Medicald, or any other
Federally funded or alded
pragram known to the HHA,
the charges for services that
will not be covered by
Medlcare and the charges that
the individual may have to pay.
All staff was in-serviced by
Director on 7/12 and 7/19/16
regarding proper notification of
patlents Liability for payment
(including notification of no
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: Additionally, each record Included a form titled

Gontinued From page 9
{o the agency's care and treatment, Findings
include:

A policy tiled "Patient Llability for Payment,”
revised 5/16/15, stated "Before the cars is
initiated, the HHA nforms the patlent, orally and
in writing, of {ie following:

- The extent to which payment may be expscted
from Medicare, Medfcald or any other Federally
funded or alded program known to the HHA,

- The charges for services that will not be
covered by Medicars,

- The charges that the individual may have to
Pay.“

The HHA did not ensure thelr policy was followed.
Examples include;

The Agency's Admission packet and each patient
racotd contained a form, tilled "ADMISSION ;
SERVICE AGREEMENT." The section of the
form litled "AUTHORIZATION FOR PAYMENT,"
stated “1 hereby certify that all the information
given by me fo the organization is correct for
requesting and applying for payment under Title
AVIIE (MEDICARE) or XIX (MEDICAID) of the
Soclal Security Act and/or from any third parly
payer. | understand and agree lo pay
deduclibles, copayments, spend-downs, and any
amount due after payment of benefils on my
behalf by any third party payers,"

"FEE/SERVICES DISCLOSURE STATEMENT."
The form staled "We are disclosing, in advance,
the estimated fee for these services. This, .
however, is your responsibllily.” The form i
included the disciplines of Skilled Nurse, PT, OT, ¢

C

ADVANCED HOME HEALTH (DAHO FALLS, ID 83404
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onal charge allocated t
G 114 additional charge allocated to

patient) both verbally and in
writing and proper completion
of signed documents at
admission, 25 percent of
admisstons will be audited by
Director or designee weekly
until 200% compliance Js
reached then at feast 10
percent of charts will be
audited quarterly to assess for
completion and continued
compllance with regulation,
Staff will continue to he
educated as needed by
Director / Assistant Director,
Antlclpated date of compliance
Is 8/24/2016
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Speeach Therapist, Medical Social Services, and
Home Heallh Alde. Beside each discipline, was
the estimated fee the agency would charge per
visit. The form also stated "Additionally, we j
require a 20% deposit of ____ [blank] with the
remainder of the balance not covered by your
msurance plan, due and payable in ninely days,

—[blank]." The form Included an area where |
the admitting clinician would project the
anticipated number of Visits for each discipiine
that would be providing services.

1, Palient ##5 was a 73 year old ferale admitted
to the agency on 3/11/18, for care related lo
dementla and weakness. She received SN, PT,
OT, and ST services. Her record, including the
POCs, for the certificalion perfods 3/11/16 to
6/09/16, and 5/10/16 to 7/08/16, was reviewed,

Patient #5's FEE/SERVICES DISCLOSURE
STATEMENT did not Include Information of any
potential out of pocket expense for home health

services,

2, Patient#1 was a 46 year old female admilled
to the agency on 2/20/15, for care related to MS.
Additional diagnoses Included generalized anxisly
disorder, history of blood clot, and fong term use
of anticoagulants, She recelved SN, PT, and OT
services. Her record, including the POCs, for the
cerlification periods 1/04/{6 to 3/03/186, and
3/04/16 lo 5/03/18, was reviewed,

Patient #1's FEE/SERVICES DISCLOSURE
STATEMENT did not inslude information of what
: her payment would be, if a deposit was required,
tor If Medicare would pay the entire amount. Her ‘
! form Included an "X" next to SN, which indicated

i : SN services would be provided. However, her ‘ i
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record documented she recelved PT and OF i

servicas as well, Patient 1's FEE/SERVICES ;
DISCLOSURE STATEMENT did not include
information of any potential out of pocket expense
for home health sérvicas,

The Assislant Director was Interviewed on
8/07/16 al 9:00 AM. When asked If the agency
provided information in writing to Medlcare
patients about what they were expected to pay,
she stated they Informed Medlcare patlents
verbally that there would not be a deduclible, and
Medicare would pay the enfire cost. She
reviewed the FEE/SERVICES DISCLOSURE
STATEMENT for Patlents #1 and #5, and
confirmed they did nol provide Information that
she sald was provided verbally to Medicare

palients.

The agency did not inform patlents in writing of
the exient to which payment could be expecled
from Federally funded programs and the charges
the Individuals may have to pay.

3, Palient #2 was an 83 year old male admitted
to the agency on 2/26/16, for care related to
COPD, Additional diagnoses included bronchitis
and DM Type ll. He received SN, PT, OT and ST
services, His record, Included the POGCs, for the
certiflcation perlods 2/26/16 to 4/24/16, and
4125/16 to 6/23/186, was reviewed,

Patlent #2's record included an "ADMISSION
SERVICE AGREEMENT" signad by Palienl #2 on
2125116, The ssctlion of the form titled "LIABILITY
FOR PAYMENT" included the statement”]
understand {hal service provided o me by
ADVANGED HOME HEALTH will be billed as

i follows." The sectjon was nol completed to

Event [D:0R§611
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G 114 | Continued From page 12 G 114
; indicate the payor for his services. . :
Patient #2's record included a "FEE/SERVICES
DISCLOSURE STATEMENT" with the estimated
fee for aach SN, PT, OT, ST, MSW and Alde
visits, The forn stated "This fee disclosurs
information has been explalned to me and J agree
to pay any balance not covered by my current
healthcare Insurance plan.” Howsver, the form
did not state what payment was expected by his
insurance plan or what amount he may have to
pay. The form included Patient #2's signalure,
undated, and the RN Case Manager's signature,
daled 2/26/186.
During an Interview on 7/07/16 at 3:37 PM, the
! Assistant Director reviewad the 2 forms and
stated Pallent #2's payor source was not G143
compisted on the service agreement, She slated |
{he disclosure statement did not state whether
! Patlent #2 had a potential out of pocket expense Coordination of Patlent
for home health services. ; Services
The agency falled to ensure Patient #2 was Staff was In-serviced by
informed of payment to be expected from his Director on 7/12 and 7/19/16
payor sotirce or charges he may have to pay. regarding coordination of
G 1431 484.14(g) GOORDINATION OF PATIENT G 143 patlent services, the need to
SERVICES document the coordination of i
i . L services that occurs between
: All personnel furnishing services maintain llaison i disciplines in the patient’s
to ensure that their efforts are coordinated medical records, Director or
: tehffec}|velyfez)nd support the objectives ouliined in deslgnee will audit 20 charts
: the pian of care. ' : monthly to ensure
documentation of coordination
This STANDARD s not met as evidenced by: of care untif 100 % compliance
| Based on record review and staff interview, it
was determined the agency failed to ensure care :
i
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Continued From page 13

i coordination betwsen discipfines occurred for 1 of
5 pafients {Patient #5) who received services

from more than one discipline. This interfered

with quality and conlinuity of patient care.

Findings Include;

Patient #5 was a 73 year old female admitted fo
the agenacy on 3/11/16, for cars related o
dementia and weakness. She received SN, PT,
OT, and ST services, Her record, including the
POCs, for the cerlification periods 3/11/16 to
5/09/186, and 6/10/16 {o 7/08/16, was reviewed.

Patient #5's record Included a ST
Recertificalfon/Visit Note Report, dated 6/05/16,
and slgned by the Speech Therapist. The

"Care Coordination,” in which the Speech
Therapisl documented "Not Applicabls.”

Patient #5's record Included a POC for the
cerlificalion period 5/40/16 to 7/06/16. The POC
Included orders for PT vislts once weekly for 8
weeks. Additionally, the POC included
documentalion "The licensad professional whoss
signature appears In block 23 attests that the
Physlcians Orders were received on 6/05/16,"
Block 23 of the POC included an efectronic
sighature of the Speech Therapist, as well as, the
| Asslstant Director, both dated 6/05/16.

Palient #5's record included a verbal order dated
5/04/16, recelved from Physician B by a Physical
i Therapist, The order stated "Pt [Patient #5] to
recertify and confinue with maintenance therapy
for limited mobillly and balance. PT frequency 1
W 8 [once weekly for 8 weeks),"

1 In a Physical Therapy Recertificatlon/Visit Note

Recertification/Visit Nole Includag a section titled

i
:

i

G 143 [s reached. Then at |east 10%

of charts will be audited every
guarter to ensure continued
compliance, Antlcipated date
of compliance is 8/24/2016

i i
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G 143 Continued From page 14 G 143
Report, dated 6/06/16, the Physical Therapist
wrote "P.T, Is completing re-evaluation for
maintenance therapy. She will be seen 1 W 9
fonce weekly far 9 weeks) for review of potential
concerhs with mobffily, galt endurancs training
and high level balance training.”

The PT visit frequency on the POC did not malch |
the orders.

During a phone interview on 7/11/16 heginning at
8:45 AM, the Speech Therapist stated she did not
contacl Patient #5's physician for orders to
develop the POC for a new cerlification period.
The Speech Therapist stated on 6/06/16, she
performed a recertification assessment. She
stated that other than completing the
documentation for her vislt, she was not aware of
how the POC was developed. The Speech
Therapist stated she did not understand how the
attestation statement referring to "Block 23" was
Included on the POC, as she did not get physician

orders.

During an interview on 7/07/16 at 10:04 AM, the
Director reviewed Patlent #8's record and
confirmed the PT frequency on the POC and the
PT frequency that was received by verbal order
on §/04/16 were different. The Director stated
she was unable to find documentation of any
other orders that would explain how the frequency
was chahged. She stated the only orders that
could be found Indicated PT frequency of once
weekly for 8 weeks. She stated the POC should
: have reflecled that order.

The Speech Therapist who performed the
Recertification assessment did not ensure care

; coordination occurred with the other discipline : :
Evenl ID;0R6611 Facliity ID; OASO001017 If continuetion sheet Page 16 of 39
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G 143| Continued From page 15 G 148]
Involved in Patient #5's care, This resulled In a !
POC that was not correct in the visit frequency as ;
ordered by the physician.
The agency did hot ensure the disciplines
communicated and coordinated thelr efforts in
providing patlent care.
G 166 | 484,18 ACCEPTANCE OF PATIENTS, POC, G 156
MED SUPER
G156
Acceptance of patlents,
POC, Med Super

This CONDITION is not met as evidenced by:
Based on record review, review of agency
coniracts, policies, and staff and patfent/caregiver
interview, it was determined the agency falled to
etisure palient needs were mel, care was
provided in accordance with pallents' POCGs, the
POGs Included all perlinent information,
physiclans were consulted to approve POCs, the
physicians were nollfled of changes in palients*
conditions, and verbal orders were sectired by
atthorized personnel, This resulted in unmet
patlent needs, and care provided without
physician authorization. Findings include:

1. Refer to G157 as It relates lo the agency's
failure to ensure palients were accepted for
ireatment on the basls of a reasonable
oxpectation that the patients' needs could be met.

2. Refer to G158 as it relates {o the agency's
failure to ensure care was provided in accordance

with POCs.

3. Referto G158 as |t relates to the agency's
! fallure to ensure the POC Included all pertinent

i

i

1, Refer to G157

“Physiclan A” was notified by

Director and Marketer on

7/14/16 at 0900 of potential

for violation of Patient’s right

to he informed and was

notifled that after discussing

with Governing Board, if the

physiclan orders Home Health

services he must elther follow

his own patlents or

1. Notify the patlent that he
wili not follow home
health,

2, The physician’s office will
factlitate transfer to new
PCP of patient’s choice

3, The physiclan’s office will be
responsible to notify the
new physiclan, give report

i

FORM CMS-2567(02-89) Previous Verslons Obsolela

Event ID:0R6811

16

Facllity ID; OAS00$017

If confinuation sheet Page 16 of 39




DEPART
CENTERS FOR MEDICARE & MEDICAID SERVICES

MENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/21/2016

FORMAPPROVED

OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUGTION

{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
Cc
1371186 B. WING 07/11/2016
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

" ADVANCED HOME HEALTH

2140 NJAGARA ST
IDAHO FALLS, ID 83404

X | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 1X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
| DEFICIENGY)
G 166 Gontinued From page 16 G 166 ard serd medical records
gz?'ggzes, types of services and equipment ‘ 4, The patient will be
' established by new PCP
4, Refer to G160 as It relates to the agency's l and orders for Home
failure to consult physicians to approve POCs | Health services will come
following evaluation visits. from new PCP
5.The patient will also be
5. Refer to G164 as lt relates to the agency's ~ Informed by the physician
fallure to ensure professional staff promptly or physician designee that
alerted the physiclan to changes in pallents' they wiil not be seen or
conditions that suggested a need to alter their v
POCs. their healthcare needs willl
need to be managed by
6. Refer to G166 as it relates to the failure of the recelving PCP at least until
agency 1o ensure verbal orders were oblalned by the time they are
those who were authorized to accept verbal discharged fram Home
orders. Health services,
) . The physician verbalized
The cumulative effect of these negative systemic understanding and agreed to ]
praclices impeded the agency In providing quality follow his patients for H
care in accordance with established POCs, ollow his pattents tor Home
G 167 | 484.18 AGCEPTANCE OF PATIENTS, POC, G1s7|  Health services provided by
MED SUPER Advanced Home Health In the
future,
Palients are accepted for treatment on the basls Additionally, staff was in-
of a reasonable expectation that the patient’s serviced by Director on 7/12
medical, nursing, and soclal needs can be met and 7/19/16 regarding
adaquately by the agency In the palient's place of regulation for accepting
residence. patlents with a Physiclan that
will oversee thelr plan of care.
This STANDARD ls not met as evidenced by: Patlents without safd physiclan
Based on record review, review of agency will not be accepted or |
contracts, policles, and staff and patient/caregiver admitted to services without
interview, it was determined the agency falled to physictan to follow thelr POC.
ensure patients were accepted for freatment on 20 charts will be audited
the basls of a reasonable expectation that the
patients' needs could be mef, by accepling

i
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monthly untll 100% compliance
57
G 167 Conlinued From page 17 G 1671 Is reached, Then 10 % of charts

patients for trealment without ensuring their
eligibllity for hotne heallh services, for 3 of 7
Ipatients (#2, #4, and #5) whose records were
reviewed. This restilted in the admission oy

recertification of patients without a physician to
certify thelr need for home health and direct thelr
POC, and had the potential to result In negalive
outcomes for agency patients. Findings Include;

The Medlcare Benefit Policy Manual, Chapter 7,
Home Heallh Services, section 30.3, titled "Under
the Care of a Physician” states "The patient must
be under the care of a physician who is qualified
to sign the physician certification and plan of care
In accordance with 42 CFR 424,22."

The Code of Federal Regulations, Title 42,
section 424.22, titled "Requirements for home
health services," states "if a physiclan has a
financlal relationship as defined in section
411,364 of this chapter, with an HHA, the
physiclan may not cerlify or recertify need for
home health services provided by that HHA,
establish or review a plan of lreatment for such

services,..”

The agency's policy #1000,
"ACCEPTANGE/ADMISSION OF PATIENTS,”
revised 6/16/16, Included "The palient must be
under a physiclan's care and the physician must

¢ be willing 1o provide the required written orders

for care andfor services.”

i The agency's policy #10002, "INTAKE SERVICE,";
i revised 5115115, included criteria for patient

admisslon to the agency, The crllerfa included
"There is a preferred physiclan taking medical

responsibility for the patient's care, i.e,, the

: physician will establish and perfodically review the

is 8/24/2016

will be audited quarterly to
ensure contlnued compliance.
Anticipated date of compllance

2, Refer to G 158

Staff was educated by
Director on 7/12 and
7/19/2016 regarding the
regulation for care
following a written plan of
care established and
perlodically reviewed by a
doctor of medicine,
osteopathy, or podlatric
medicine,

Any orders signed by a
nurse practitioner or PA
wiil not be accepted as
orders until the physiclan
Is contacted and new
verbal orders received
from physician, 20 charts
wilf be audited by Director
/ Deslgnee every month
until 100% compliance,
then 10% of charts will be
audlted quarterly for
continued compliance.

3, Refer to G159
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] Staff was In-serviced by
G 167 Continued F:om page 18 G 167 Director on 7/12 and
plan of care. 7/19/16 regarding
The agency's policy #10004, "PLAN OF CARE developing a patlent
(PLAN OF TREATMENT)," REVISED 5/16/16, specific plan of care for
included "The total plan of care shall be reviewed ; patlents. Plans of care
by the altending physician and HHA staff as often (approved by physician) to
as the severity of the pallent's condillon requires, ; include DME, supplies, and
but al ]easl once every 60 days...“ ; pat]ent.speclﬁc
An interview with the Agency's Direclor and :Tf;:,i’;gomn: n tp ;?:t:tf ::re
Assistant Director was conducted on 7/07/16 al £ servl ’ i
2:20 PM. The Director confirmed Physictan B types of services and
was the agency's Medlcal Director, and was paid equipment required,
for his services. frequency of visits,
prognosls, rehabilitation
i The Director provided a letter dated 12/04/15, potentlal, functional
i and signed by Physiclan A, The letler staled : fimitations, activities
“This lelter is {o inform you that as of January 1, ; permitted, nutritional
2016 ) will no longer manage patients on Home requirements
Health and Hospice, These patients will either medicatl ; tment
need to seek care from a different physiclan edications, treatments,
during this time or be followed by the Facliities any safety measures to
Supervising Physiclan. Upon discharge from protect against Injury,
Home Health or Hosplee, I will be happy to Instructions for timely
resume their healthcare needs."” discharge or referral and
‘ any other appropriate
fThe [‘)ji{]ect_oir strﬁed éhe age?cc\,l( tr;acem;d r:aferra!s Items, 20 charts will be
rom Physician A and accepled the patients, :
knowing Physician A would not direct their home gT:g::rT:Bg;y::e until
| health care or sign their POCs, She stated when 100 % " & )
they recelved a referral from Physician A, they % comp anceos ;
sent the referral Information to Physician B's reached, Then 10 % of
office to datermine if the patient should be charts wiil be audited
admitted to home health. She slaled the agency every quarter to ensure
assisted the patient to make an appointiment with cantlnued compllance.
Physician B, however, the patlent was not always
seen by Physician B prior to their SOC. The
Director slated Physician B signed the patients'
POGCs and was responsible for direcling their .
Even! ID: 0R6611 Facllity iD: OAS001017 If confinuation sheel Page 19 of 39
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G 167 | Gontinued From page 19 G 167 & Refer to G160
h health or t ina th Staff was educated by
ome health care prior to seeing them. ,f Director on 7/12 and
' The agancy accepted patients knowing thelr 7/19/16 on the need to

: Physiclan A.

attending physician would not authorize and
provide oversight of their POCs. Examples

include:

1. Palient#2 was an 83 year old mmale admitted
{o the agency on 2/26/18, for care related to i
COPD, Addilional dlagnoses included bronchitis
and DM Type ll. He received SN, PT, CT, and
ST services. His record, including the POCs, for
the ceriification perfods 2/26/16 to 4/24/16, and

+ 4/25/16 to 6/23/16, was reviewed,

Patient #2's record included a referral for home
heatlth services, dated 2/23/186. i stated Patisnt
#2 was referred lo the agency for SN, PT, OT and
ST services by Physician A,

Patient #2's record Included an SN SOC
comprehensive assassment dated 2/256/16,
signed by his RN Case Manager, The
assossment stated "PATIENT ADMITTED TO
ADVANCED HOME HEALTH ON 2/25/16
UNDER ORDERS OF [Physician A)..."

Pallent #2's record included a POC for the
certiflcation perfod 2126/16 to 4/24/16. The POC
slated his physician was Physician B, and it was
slgned by Physician 8. There was no
documentatlon in Patient #2's record to explain
why Physician B was isted as his physiclan when
his homne health referral order came from

Patient #2's record included documents litled

i "Glient Coordination Note Report" Thay included |

j the foflowing statements: 2

contact the physlclan to
approve the plan of care
developed before the plan
of care can be
Implemented. 20 charts
will be audited every
month by Director or
Deslgnee until 100 %
compliance [s reached,
then 10% of charts will be
audited quarterly to
ensure contlhued
compliance,

5, Refer to G164
Staff was in-serviced hy
Director on 7/12 and
7/19/2016 to promptly
alert the physician to any
changes that suggest a
need to alter the plan of
care and document the
notificatlon and any
changes In the patlent’s
medlcal record. Director /
Designee wlll audit 20
charts monthiy until 100%
compllance Is reached.
Then 10 % of charts will be
audited quarterly to

i
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G 167 | Gontinued From page 20 G 157 ensure continued
compliance.

: APPOINTMENT WITH [Physician B).

- 3/01/16, signed by the Medical Records
Spacialist, "CASE MANAGER WAS EMAILED
AND ASKED TO HELP THE PATIENT GET AN
APPOINTMENT WITH {Physiclan B} FOR HIS
FACE TO FACE."

- 8/03/16, signed by the RN Case Manager,
"ENCOURAGED PT [palient) TO SCHEDULE A
FACE TO FACE WITH [Physician B},

-~ 3/08/18, slgned by the RN Case Manager,
"ENCOURAGE PATIENT TO MAKE AN

- 3/10/18, signed by the RN Case Manager,
*SCHEDULE THE FACE-TO-FACE WITH
[Physlcian B} ON 3/16/16."

- 8/16/16, signed by the RN Case Manager, "PT
ALSO STATED THAT HE CANGELED [slc} HIS
DR APPT WITH [Physician B] D/T [due to) THE
OFFICE NOT TAKING MEDICARE."

Patient #2's record included a POC for the
cerlification perlod 4/25/16 to 6/23/16. The POC
was sighed by Physician B, His record included
an H&P from the focal acute care hospital where
he was admitted on 6/12/186, for ¢ardiac disease.
The H&P sfated his primary care physiclan was
Physlcian A.

s

Avisit was made lo Palient #2's home on 7/07/16
at 10:00 AM, to observe an SN visit complated by
the LPN, Following the visit, Patlenl #2 was
asked if he knew Physician B. He stated he did
not know who that was and slated he had never
seen Physician B. He slated Physlclan Awas his
primary care physiclan, and stated he had an

i

6. Refer to G166
Staff was In-serviced on
7/12 and 7/19/16 that
Physiclan orders can only
be written / entered In the
chart by an RN or Qualified
Therapist., 20 charts will
be audited monthly by
Director or designee untii
100 % compliance Is
reached then 10 % of
charts will be audited
quarterly to ensure
continued compliance.
Antlcipated date of

compliance is 8/24/2016

G157
Acceptance of Patients,
POC, Med Super

]

i
i

FORM GMS-2667(02-90) Previous Versfons Obsolele

i

Event ID: OR861

21

Facllly ID: 0AS00t017

If coniinuation sheet Page 21 of 39




PRINTED: 07/21/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING __ COMPLETED
G
137118 B. WING 07/11/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP CODE
2110 NIAGARA 8T
ADVANCED HOME HEALTH IDAHO FALLS, ID 83404
o | SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION [ e
PREFIX @ {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) Y CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 157 | Continued From page 21 G167 ;': :zftk:a;nid\”hzﬁn:;:ﬁd by
appointment to see Physiclan A the following day. 0 °
V\Il)hen asked who he wséufd contact if he had [ 7/14/16at 0900 of potential
questions or concerns about his health, he stated for violatlon of Patient’s right
he would contact Physiclan A. to e informed and was
: notified that after discussing
During an Interview on 7/07/16 at 1:30 PM, the I with Governing Board, if the
RN Case Manager stated Patlent #2's primary ; physician orders Home Health
care physician was Physiclan A. She staled services he must elther follow
Physictan A did not follow pallents or sign orders his own
A . patlents or
for home health, so Physician B, the agency's 1. Notlfy the patlent that h
Medical Direclor, signed Patient #2's home heallh ; « Notly the patient that he
POCs and orders. will not follow home health,
2. The physictan’s office will
Patient #2 was admitted {o the agency withoul facilitate transfer to new PCP
being under the care of a physiclan qualified to of patient’s cholce
sign the physiclan cerlificalion and plan of care 3.The physiclan’s office will be
and who was willing to provide the required : responsible to notify the
written orders for care and services. new physician, give report
2. Palient #4 was a 42 year old female admitted and send megical records
{o the agency on 2/11/15, with a primary - as neaded
diagnosis of calatonic schizophrenta. Additional 4.The patient will be
diagnoses included generalized muscle established by new PCP
weakness, obesity and DM Type il She received and orders for Home
PT services. Her record, Included the POCs, for | Health services will come
the certificatlon petiads 2/11/16 to 4/10/16, from new PCP
4141116 to 8/09/16, and 6/10/16 fo 8/08/18, was 5. The patlent will also be
reviewed, : informed by the physiclan
Patlent #4's record Included a referral for home or physician designee that
heallh services, datad 2/08/16. I stated Patient they will not be seen or
#4 was referred to the agency for PT services by thelr healthcare needs will
Physician A, : need to be managed by
recejving PCP at least until
Patlent #4's record included a POC for the the time they are
certifloation perlod 2/14/16 to 4/10116. The POC
staled her physician was Physician B, and it was
signed by Physiclan B, There was no
documentation in Patient #4's record to explain
Event ID:0RG811 Fachiity 1D; OAS001047 if conlinuatlon shast Paga 22 of 38
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why Physician B was listed as her physician when
her home heaith referral order came from

Physician A,

There was no documentation in her record to
Indicate she had seen Physician B,

During an interview on 7/07/16 at 1:55 PM, the
Physical Therapist who was Patlent #i4's Case
Manager, stated Pallent #4 was a patient of
Physician A. She slated the care of Physiclan A's
patients was usually direcled by Physician B and
stated it was confusing. She slated she did not
know if Patlent #4 had seen Physician B.

Pafient #4 was admilted to the agency without
being under the care of a physician qualified to
slgn the physician cerlillcation and plan of care
and who was willing to provide the reguired
wrillen orders for care and services,

3, Patient #5 was a 73 year old female admitled
to the agency on 3/11/16, for care related to
dementla and weakness, She received SN, PT,
OT, and ST services, Her record, including the
POCs, for the cerlification perlods 3/11/16 to
6/09/16, and 5/10/16 to 7/08/16, was reviewed,

: Patient #6's record Included a referral for home
health services, dated 3/08/18, signed by

Physiclan A.

Patient #6's record documented har daughter
was her legal POA. She was Interviewed by
phone on 7/07/16 at 1:00 PM. Patient #5's
daughter said her mother's doctor was Physiclan
A. She stated she was Instrucled to bring her
mother to an appeintmenl with Physiclan B. She

said she refused, and stated it would be loo

.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN OF GORREGTION {%5)
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DEFICIENCY)
G 167 | Conlinued From page 22 G 157 discharged from Home
Health services.

The physiclan verbalized
understanding and agreed to
follow his patients for Home
Heaith services provided by
Advanced Home Health In the
future,

Additionally, staff was In-
serviced by Director on 7/12
and 7/19/16 regarding
regulation for accepting
patlents with a Physiclan that
will oversee their plan of care.
Patlents without sald physician
will not be accepted or
admitted to services without
physiclan to follow thelr POC,
20 charts wiil be audited
monthly until 100% compliance
Isreached. Then 10 % of charts
wili be audited quarterly to
ensure continued compliance,
Anticlpated date of compliance
is 8/24/2016

i
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PREFIX
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G 1571

G 168

 stated the agency Medical Director, Physician B,

Conlinued From page 23

upsetling for her mother to lsave her environment :

and meet with a new doctlor.

During an intarview on 7/07/16 beginning at 10:04

AM, the Director stated Patlent #5 was referred to |

the agenoy for home health services by Physician
A. She stated the agency accepted Patlent #5
knowing Physician A would not be directing her
PQC, and would nof sign orders, The Director

had agreed to follow Physiclan A's patlents, She
stated the referral information was sent to

Physiclan B and the patient or family was
contacted to schedule an appointment to see

him.

Pallent #5 was admilted to the agency without
belng undsr the care of a physician qualified to
sign the physician certification and plan of care
and who was willing to provide the required
written orders for care and services.

484,18 ACCEPTANCE OF PATIENTS, POC,

MED SUPER

Care follows a written plan of care eslablished
and periodically reviewed by a dootor of medicine,
osteopathy, or podiatric medicine,

This STANDARD s not met as evidenced by:
Basad on review of clinical records and
Interviews with HIHA staff, it was delermined that
the agency failed {o ensure a physician
established and reviewed the wrilten plan of care
for 4 of 7 patients (#1, #2, #6 and #7) whose
records were reviewed, This resuited In the
agency providing services withoul appropriate
physictan oversight and had the potentlal to

G 157;

G 168

i
H

i

G158
Acceptance of Patlents,
PQC, Med Super

Staff was educated by Director
on7/12 and 7/19/2016
regarding the regulation for
care followlng a written plan of
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negatively impact quality and safety of patient
care, Findings include:

1. Patient #1 was a 46 year old female admilted
to the agency on 2/20/16, for care related to MS.
She recelved SN, PT, OT, and SLP services, Her
record, including the POGs, for the certification
periods 2/20/16 to 4/20/16, and 7/02/16 lo
8/30/16, was reviewed,

a. Patient#1's record included an order for home
heatth services dated 2/18/15, and signed by an
NP. Her record did not include an order for
initiation of home health services sighed by a

physician.

b. Palient #1's record included an order for ST,
dated 12/23/18, and signed by an NP.

c¢. Patlent#1's record included an order for OT,
dated 12/23/16, and signed by an NP.

During an interview on 7/07/16 at 11:00 AM, the
Director reviewed Palient #1's record. She
confirmed Palient #1's record included orders
slgned by an NP. She stated she was unable to
fingt additional orders from Patient #1's physician
that would authorize the OT, 8T, and S8OC visils.

: Patlent #1's record included orders, signed by an

NP, for initiation of home health services, OT,
and ST. These orders were hot signed by a
physician,

2. Palient #2 was an 83 year old male admitted
to the agency on 2/26/18, for care refated to
COPD. Additlonal diagnoses included bronchitis
and DM Type |l. He received SN, PT, OT and ST
services. His record, including the POCs, for the

CED HOME HEALTH
ADVANCED HOME H IDAHO FALLS, ID 83404

{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES i ! PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (FACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR L.8C INENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bate

i DEFIGIENCY)
G 168 Continued From page 24 G 168 care established and
perlodically reviewed by a

doctor of medicine,
osteopathy, or podiatric
medicine,

Any orders slgned by a nurse
practitioner or PA will not he
accepted as orders until the
physiclan is contacted and new
verbal orders recelved from
physician, 20 charts wiii be
audited by Director / Designee
every month until 100%
compliance, then 10% of charts
will be audited quarterly for
continued compliance,
Anticlpated date of compliance
is 8/24/2016

i
i
i
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G 168 Continued From page 26
certification periods 2/26/16 to 4/24/16, and 4
4/25/186 to 6/23/16, was reviewed. \

Palient #2's POC for the cerlification perled ;
2/261186 o 4/24/18, included a dlagnosis of ¢
dapendence on supplemental oxygeh, The POC i
did not include orders related lo hls oxygen use,
such the Ipim flow rate, or whether it was to be
used continuously or intermiitently.

Pallent #2's record included an SN vislt note,
dated 3/03/16, signed by the RN Case Manager.
The note slated his oxygen saluration level was
stable with an oxygen flow rate of 3 Ipm, and
stated his flow rate was decreased 1o 2,6 Ipm.
Palient#2's record did not include an order lo

: decreass his oxygen flow rate in responss (o his
oxygen saturation Jevel,

During an inlerview on 7/07/16 af 1:30 P, the
RN Case Manager reviewed Patlent #2's record
and stated his POG did not Include an order for
his oxygen or an order to change his oxygen flow

rate.

Patient #2's POC did not include oxygen flow rate |
or orders, parameters to report or orders to adjust

the oxygen flow rate,

3. Palienl #6 was an 88 year old female admitted
to the agency on 6/17/16, for care related lo heart
fallure. Additional diagnoses incfuded
generalized muscle weakness and maculay
degeneration. She recelved SN services. Her
record, including the POC, for the cerfification
period 6/17/16 to 8/15/16, was reviewed.

Patient #6's record included an order for hotme

heallh services daled 6/15/16, and signed by an |
Event ID; OR661H . Fatllity ID; OAS001017 If continuation sheet Page 28 of 3¢
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G 168 Continued From page 26
NP. Her record did not include an order for
initiation of home health services signed by a

physician,

G 158

During an Interview on 7/07/16 at 2:10 PM, the
Assistant Director stated when they recelved a
referral ordar from an NP, they called the
physician's office to obtaln a verbal order from the
physiclan. She reviewed Patient #6's record and
stated no physician's order was obtained for her

S0C visit.

Patlent #6's home health services were initiated
without a physician's order,

I 4, Pallent #7 was a 77 year old male admilled to
the agency on 3/10/16 for care following a total
knee replacement, Additlonal diagnoses included
pressure ulcer of the right heel and COPD. He
received SN, PT, and OT services, His record,

i Including the POG, for the certification period

: 3/10/16 to 5/08/16, was reviewed.

a. Patient #7's record Included an order for home
health services dated 3/07/16, and signed by an
NP, His record did not include an order for
Inttiation of home health services signed by a

physician.

During an Interview on 7/07/16 at 2:30 PM, the
Assistant Director reviewed Pallent #6's record
and staled no physiclan's order was obtained for

his SOC visit,

Patient #7's home health services were initiated
without a physician's order.

b. Patient#7's record included an order for )
wound care to his right heel dated 3/17/16, and I

Evanl 1D;0R3611
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G 168

G 169

Continued From page 27

: signed by a PA, SN visit notes dated 3/19/18 and

3/21/16 documenled wound care was provided
per {he order from the PA.

During an interview on 7/07/16 at 2:30 PM; the
Assisiant Dirscltor reviewed Patient #6's record

-{ and stated the wound care order was slghed by a

PA at the wound care center. She slated the
agency should have requested an order from the
physician at the wound care center. She stated
no physician order was obtainad for the wound
care provided on 3/19/16 and 3/21/16,

Wound care was provided without a physician's

order,
484.18(a) PLAN OF CARE

Tha plan of ¢are developed In consullation with
the agenay slaff covers all pertinent diagnosses,
including mental stalus, lypes of services and
equipment required, frequency of visils,
prognosis, rehabllitation potential, functional
limitations, activities permilted, nutritional
requirements, medications and {reatments, any
safely measures {o protect against injury,
instructlons for thmely discharge or referral, and
any other appropriate items,

This STANDARD is not met as evidenced by:
Based on record review and staff interviews, it
was determined the agency falled to ensure the
POC covered all interventions, equipment, or
other appropriate items for 3 of 7 patienls (#2, #3,
and #7) whose records were reviewed. This had
the potantial to negatively impact quality and
coordination of palient care. Findings include:

G168

G159

G159
Plan of Care

Staff was In-serviced by
Director on 7/12 and 7/19/16
regarding developing a patient
specific plan of care for
patlents, Plans of care
{approved by physician) to
include DME, supplles, and
patient-specific Interventions,
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§ 2/26/16 to 4/124/16, was not complete and

: OXygen.

i ranged from 4-10 on a scale of 0-10 with 10 being
i the worst paln. His POC dlid not include

1. Patient #2 was an 83 year old male admilted
to the agency on 2/25/16, for care related to i
COPD, Additional diagnoses inciuded bronchitis |
and DM Type ll. He received SN, PT, OT, and
ST services. His record, including the POCs, for
the cerlification periods 2/26/16 to 4/24/16, and
4125118 to 6/23/16, was reviewed,

Paltient #2's POC for the cerlification periad

accurate to reflect his needs. Examples Include:

a. Pallent #2's POGC Included an order o educate
him regarding administration of insulin. His POC
did not include an order for insulin.

b, Patient #2's POC included an order to instruct
him In management of an indweliing urinary
catheter, and 1o change his cathetsr monthly. His
SN SOC comprehensive assessment, dated
2125116, signed by his RN CM, stated he did not
have a urinary catheter,

¢. Pallent #2's POC Included a dlaghosis of
dependence on supplemental oxygen, His POGC
did not Include anh order for oxygen, an oxygen
flow rate, or squipment used {o deliver his

d. Patlent #2's SN SOC comprehensive
assessment, dated 2/26/16, signed by his RN
CM, stated his had paln In his right leg that

intervention to assess or lreat his pain.

e. Pallent#2's POC included medications to be
administered per nebulizer. His POC did not
include a nebulizer.

D OME HEAL

ADVANGED HOME REALTH IDAHO FALLS, ID 83404
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES i 10 ! PROVIDER'S PLAN OF CORREGTION ; (X5}
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DEFICIENGY)
Plan of care to include mental

G 159 int 8

Continued From page 28 G 159 status, types of services and

equipment required, frequency
of visits, prognosfs,
rehabilitation potential,
functional limitatfons, activities
permitted, nutritional
requirements, medications,
treatments, any safety
measures to protect agalnst
Injury, instructions for timely
discharge or referral and any
other appropriate items, 20
charts will be audited monthly
by Director or Designee untli
100 % compliance is reached.
Then 10 % of charts will be
audited every quarter to
ensure continued compliance,
Anticlpated date of compllance
Is 8/24/2016
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! patlent #7's POC included oxygen to be used
continuously at 2 [pm, His POC did not Include

f. Patient #2's POC Included an order to educate

him in blood glucose monitoring. His POC did not
fnclude a blood glucose monitor or suppliesto |
test his blood glucose fevel,

g. Palient#2's SN SOC comprehensive
assessment, dated 2/26/16, slgned by his RN
CM, stated he used assistive devices, including a
rolling walker, cane, power wheslchalr, elevated
tollet seat and tub chalr. His PQC did not include

these ltems.

During an intervlew on 7/07/16 at 1;30 PM, the
RN Case Manager reviewad Patlent #2's POC.
She stated he was not on insulln and did not have
a urinary catheter, She was unable to explain
why the orders were Included on his POC. She
stated his POC should have Included his oxygen
and oxygen equipment, nebulizer, blood glucose |
monitor and supplles and the assistive devices he
used in his home, Addiltonally, she stated his
POC should have included interventions to
assess and {reat his pain.

Patient #2's POC was not accurate and camplete
to address all his needs,

2, Patlent #7 was a 77 year old male admitled {o :
the agency on 3/10/16 for care following a lotal
knee replacement. Additional diagnoses included

pressure ulcer of he right heel and GOPD, He
received SN, PT, and OT services. His record,
including the POC, for the certification period
38/10/16 to 5/08/16, was reviewed,

equipment used to deliver his oxygen.

I

DVANCED HOME HEALTH '
ADVANCED H IDAHO FALLS, 1D 83404
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G 169 | Gontinued From page 30 G 159 :

Patlent #7's record included an SN SOC
comprehensive assessment dated 3/10/16,
signed by the RN Case Manager. The
assessment stated he used CPAP at night for
sleep apnea, The assessment also stated he
used a tub chalr for bathing. Patlent #7's POC
did not include his CPAP device or tub chair.

During an interview on 7/07/16 al 2:30 PM, the
Director reviewed Patient #7's POC and staled it
did not Include his oxygen equipment, CPAP
device or (ub chair.

Patient #7's PQC did not Include all equipment
used in his home.

3, Patlent #3 was an 88 year old rnale admilted
to the agency on 6/25/18, for care related to

generalized muscle weakness. He received SN, !

PT, and MSW services. His record, Including the
POC for the certification perlod 6/26/16 to
7/23/18, was reviewsd.

Palient #3's POC was not complete and accurate
to reflect his needs, Examples include:

a, Patient #3's record included documentation
his SOC comprehensive assgssment was

performed by a Physical Therapist on 5/26/16,
The Physleal Therapist documented Patlent #3

i had pain In both legs that ranged from 7-10 on a

scale of 0-10 with 10 belng the worst pain. His
POC did not include intervenflons to assess or

treal his pain.

: b, Palient #3's POC Included a diagnosis of

dependence on supplemental oxygen. His POC
did not include equlpment and other DME used
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for oxygen dellvery.

¢, Patlent #3's SOC comprehensive assessment,
dated 5/25/16, included DME of walker, tub chalr,
elevated toilet seat, grab bars, and a cane.” His
POC did not include those items,

During an interview on 7/07/16 beginning at 11:00
AM, the Assistant Director reviewed Patlent #3's
record. She confirmed the POG developed and
sighed by the Physical Therapist did not Include
Interventions related to his lower extremity pain.
She stated the SOC comprehensive assessment
listed his assistive devices, and conflrmed they
were not included on his POC.

Patient #3's POC did not Include all equipment
used in his home,
G 160] 484.18(a) PLAN OF CARE ' G 160

If a physician refers a palient under a plan of care ;
that cannot be compisted until after an evaluation
1 Visit, the physlclan is consulted to approve

: additions or modification to the original plan.

This STANDARD s nof met as evidenced by;
Based on record review and staff Interview, it
was determined the agency falled to ensurea i
physician was consulied to approve the POC for
2 of 7 pafients (#2 and #4) whose records were
| reviewed, This resulted in POCs that were
developed and injliated without appropriate )
physician approval, Findings include; ;

G160

1. Pallent #2 was an 83 year old male admitted
to the agency on 2/25/18, for care related to Plan of Care

: GOPD. Addillonal dlagnoses Included bronchitis
B f ;
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G 160

i During an interview on 7/07/16 af 1:30 PM, the

+ approval of the POC.

| weakness, obeslly and DM Type I, She received

and DM Type ll. He received SN, PT, OT, and
ST services. His record, including the POCs, for
the cerification periods 2/26/16 to 4/24/186, and
4/25116 to 6/23/16, was reviewed,

Patient #2's record Included an SN SOC
comprehensive assessment completed on
21256116, signed by the RN Gase Manager. His
POG included the slatement "THE LICENSED
PROFESSIONAL WHOSE SIGNATURE
APPEARS IN BLOCK 23 ATTESTS THAT THE
PHYSICIAN'S ORDERS WERE RECEIVED ON
2{25/16." Block 23 Included the electronic
signature of the RN Case Manager.

1

RN Case Manager was asked which physician
she called to obtaln orders, She staled she did
not call a physician to oblain orders for Patient
#2's POC, She slated it was not her practice to
call the physician after completing a SOC
assessment,

Pallent #2's POG was signed by a physician on
3/07/16. SN visits were completed on 3/01/16
and 3/03/16, prior to physician approval of his
POC\

SN visits were performed without physician

2. Palient #4 was a 42 year old female admilted
to the agency on 2/11/16, with a primary
dlagnosis of catatonic schizophrenia. Additional
diagnoses Included generalized muscle

PT services, Her record, including the POCs, for
the certification perlods 2/11116 to 4/10/16,
4111116 to 6/09/16, and 6/10/16 to 8/08/16, was

i

(X910 SUMMARY STATEMENT OF DEFICIENCIES w ! PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACR DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
Staff was educated by Director
Continued From page 32 G 160
pag ! on 7/12 and 7/19/16 on the

need to contact the physiclan
to approve the plan of care
develaped bhefore the plan of
care can be implemented. 20
charts will be audited every
month by Director or Designee
until 100 % compllance Is
reached, then 10% of charts
will be audited quarterly to
ensure continued campliance,
Anticlpated date of compilance
is 8/24/2016

i
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G 160 Continued From page 33
reviewed,

Patient #4's record Included a PT SOC
comprehensive assessment completed on
2111118, signed by the Physical Therapist, who !
was her Case Manager. Her POC included the |
sfatement "THE LICENSED PROFESS|ONAL
WHOSE SIGNATURE APPEARS IN BLOCK 23
ATTESTS THAT THE PHYSICIAN'S ORDERS
WERE RECEIVED ON 2/25/18." Block 23 i
included the elactronic signature of the PT Case

Manager.

During an interview on 7/07/16 at 1:65 PM, the
Physical Theraplst was asked which physlclan
she called to obtaln orders, She stated she dld
not call a physician o oblain orders for Patient
#2's POC, She stated she did not call the
phystcian to approve the POC when she
completed an SOC assessment,

Patient #4's POC was signed by a physician on
3/02/16, PT visils were completed on 2/16/186,

2117118, 2/18/18, 2/22/16, 2124116, 2/26/16, and
2129116, prior to physiclan approval of his POC,

PT vislts were performed without physliclan
approval of the POC,

G 164 | 484,18(b} PERIODIC REVIEW OF PLAN OF
CARE

: Agency professlonal staff promptiy alert the
physlclan to any changes that suggest a need to
alter the plan of care,

: This STANDARD is not met as evidenced by:
i Based on medical record reviaw, observation,

G 160)

G 164

'
I ke
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G 164 | Continued From page 34 G 164§
policy review and staff interview, it was :
determined the agency failed to ensure

professional staff promptly alerted the physician
to changes in patients' condilions that suggested
a naed o alter the plan of care for 1 of 7 pailents
(Patient #2) whose records were reviewed. This
resulted in missed opporlunities for tha physician
to alter patients' POCs lo mest thelr needs.

Findings include:

Patient #2 was an 83 year old male admilled to
the agency on 2/25/16, for care related to COPD,
Additional dlagnoses included bronchitis and DM
Type ll, He received SN, PT, OT, and ST
services. His record, Included the POGs, for the
certificallon periods 2/26/16 to 4/24/16, and
4125116 lo 6/23/16, was reviewed,

Pallent #2's POC included a diagnosis of hearf
fallure. The Mayo Clinlc websile, accessed on
7112116, stated edema (swelling) in the legs and
feet can be a symptom of heart failure.

Patfent #2's SN SOC comprehensive assessment
dated 2/26/16 and signed by the RN Case
Manager, stated he had 1+ edema In both lower
legs. An SN visit note dated 3/08/18, signed by
the RN Case Manager, stated he had 2+ edema
in both Jower legs. An SN visit note dated
3/15/186, signed by the RN Gase Manager, stated
he had 3+ edema In both lower legs. There was
no documentation stating Patient #2's physiclan

! was nolified of his increased edema.

During an interview on 7/07/16 at 1,30 PM, the
RN Case Manager reviswed Pallent #2's record
and stated she was unable to recall whether she
notified his physician of his increased edema.

i She slated there was no documentation of

G164

Perlodic Review of Plan of

Care

Staff was In-serviced by
Director on 7/12 and
7/19/2016 to promptly alert
the physician to any changes
that suggest a need to alter the
plan of care and document the
notification and any changes in
the patlent’s medical record,
Director / Designee wili audit
20 charts monthly until 100%
compliance Is reached. Then
10 % of charts wiil be audited
guarterly to ensure contlnued
compliance, Anticipated date
of complliance Is 8/24/2016
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G 164 | Continued From page 35 G 164
physician contact, !
 Patient #2's physician was not nolified of a
change In his condition,
G 166 ] 484.18(c) CONFORMANCE WITH PHYSICIAN G 166
ORDERS ,
Verbal orders are put In wrlting and signed and
dated with the date of recelpt by the reglstered :
nurse or qualified therapist (as defined in section
484.4 of this chapter) responsible for furnishing or
supervising he ordered services.
This STANDARD s not met as evidencad by:
Based oh policy review, record review and slaff
interview, it was determined the agency falled to G166
ensure verbal orders were put in writing by an RN ! Conformance with
or qualified therapist for 1 of 7 patients (Patient )
#1) whose records were reviewed, This had the : physician orders
potential to negalively impact coordination and Staff was In-serviced on 7/12
clarity of patient care. Findings nclude: and 7/19/16 by the Director
that Physictan orders can only
Palient #1 was a 46 year old female admifted to he written / entered In the
i the agency on 2/20/18, for care related lo MS. chart by an RN or Qualifled
o rg c'eivle(:ffsgl ,(IPTfljgg 6\‘!1(1{'817’ Segi\{;?esl: plor Therapist, 20 charts will be
record, including the s for the cerfification dited bv DI
parlods 2/20/15 to 4/20/16 and 7102116 to o flee":;':f,hl‘{m‘; rector or
8/30/18, was reviewed., g °
compliance is reached then 10
Patlent #1's record included an order for wound % of charts will be audited
care, received from her physician, by an LPN, quarterly to ensure continued
dated 2/08/186. compliance,
During an ierview on 7/07/16 at 11:00 AM, the
Director reviewed Palient #1’s record, She stated
the agency allowed LPNs lo recelve physician
Event 1D:0R6511 Facliity ID: OAS001017 if conlinuation sheet Page 36 of 39
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G 166 Continued From page 36 G 166 iAn'clclpated date of compliance
orders, She stated she was not aware that the | s 8/24/2016
! LPNs coulld not receive verbal orders from ; =
physicians,
The agency failed o ensure physician orders
were recejved by an RN or qualified therapist,
G 337 484.56(c) DRUG REGIMEN REVIEW G 337
The comprehensive assessment must include a H
review of all medications the patient is currently '
using in order to Iidentify any polential adverse %
effects and drug reactions, including ineffective i
drug therapy, significant side effects, slgnificant §
drug interactlons, duplicate drug therapy, and i
noncompliance with drug therapy.
This STANDARD Is not mef as evidenced by:

Based on review of medical records and staff i
interviews, it was determined the agency failed to :
ensure the comprehensive assessinent included
medicaflons the patient was taking, as well as a
medication review o evaluate for drug
interactions, identily significant side effects, and
identify duplicative therapy and non-compliance G337
with drug therapy for 1 of 7 palients (Pallent #6) Drug Regimen Review
whose records were reviewed, This resulted in Staff n-serviced on 7/12
the potential for patients to experience adverse : att was in-serviced on
outcomes related to medications. Findings and 7/18/16 by Directar :
include: regarding the regulation that

! the comprehensive assessment

Patlent ##5 was a 73 year old female admitted fo ! must Include a review of all
the agency on 3/11/16, for care related to medlcations the patient is
Dementia ahd weakness. She recefved SN, PT, currently uslng In order to
OT, and SLP services. Her record, including the Identlfy any potential adverse
PQOCs, for the certification perlods 3/11/16 to effects and drug reactlons, E
6/09/16, and 6/10/16 to 7/08/16, was reviewed, Including Ineffective drug
Patient #5's record Included an RN SOC ; j

i ; i
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: Sevarily levef 2-Severe [nferaction. Action is

E her physiclan responded to the medication

drug regimen review. It queries the cliniclan
"Does a complete drug regimen review indlcale
potential clinically significant medication lssuies?”
The RN responded "No problems found during
review.” The assessment Included another query
of "Has the palient/caregiver received insiruction
on special precautions for alf high-risk
medicalions?® The RN responded "Yes,"

Palient #6's record included "Client Coordination

Note Reporijs)," which were dated 3/13/16. The

reports doctimented madication interactions for 3
of the medications Patient #5 was prescribed, as
follows:

- Coumadin Interacts wilh Duloxeline. Severily
level 2-Severe Interaclion. Actlon is required to
reduce the risk of severe adverse Interaction,

- Coumadin interacts with Fluoxetine. Severity
level 2-Severe Interaction. Action is required to
reduce the risk of severe adverse Interaction.

- Coumadin interacts with Levothyroxine,

required {o reduce the risk of severe adverse
nteraction,

The 3 reports Included an entry by the Assistant
Director, dated 3/14/16, which slated they were
“faxed to MD" on 3/14/16. The Assistatit Director :
did not indicale which MD was notified, Palient
#5's record did nof include documentation that

interaction reports.

See G-0157 as it relates to Physiclah A referring

with drug therapy. The
patient’s physiclan to be
immediately notlfied and
documentation entered Into
the medical record of the
notification and any changes
the physician orders. 20 charts
will be audited monthly by
Director or designee untll 100%
compliance Is reached then
10% of charts will be audited
quarterly to ensure continued
compliance.

Anticipated date of compllance
Is 8/24/2016

t+

4D | - SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION {x6)
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TAG REGULATORY QR 1.8G IDENTIFYING {NFORMATION) TWe ¢ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
G 337 | Gonfinued From page 37 Gagy|  therapy,significant side
R effects, slgnlficant drug
Comprehensive Assessment, performed on Interactions, duplicate drug
3111118, The assessment included a section for '
therapy, and noncomptliance
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G 337} Continued From page 38 G 337
Patient #5 to home health services, and Physician
B directing her PQC,

During an inlerview on 7/07/16 at 10:04 AM, the
Director reviewed Patlent #5's record. She stated
it was the expectation of the agency that the |
clinfclan performing the comprehensive :
assessment conduct a review of the patients’
medications, She slated the EMR software
allowed each medication to be entered info the ,
program, and If inferactions were noted, the
clinfctan would be alerted immedialely. The
Director slated It was her expectation the cliniclan
would relay that information verbally to the ;
physician when they were contacted for further
orders. The verbal communication of medication
interactions would be followed by a wrilten report
which was sent to the physician. The Direclor
was Uhable (o find documentation of evidence the
severe medication Interaction reports were faxed
to the physiclan. Additionally, she was unable to
see documentation of follow up by the RN that
she recelved direction from Patient #5's physiclan
regarding the medications. When questioned if
Physlclan A or Physiclan B recelved the
medlcation interaction reporls, the Director stated
she was unable to determine who the reports

were faxed to.

Patient #5's SOC Comprehensive Assessimeant
did hot include a complete imedication review.
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PREFIX |
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i

fop
i PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(%6)
COMPLETE
DATE

I

N 000, 16.03.07 INITIAL COMMENTS

The following deficiencies were cited during the
I complaint investigation survey of your agency

i from 7/06/16 to 7/11/16. The surveyors
conducting the complaint investigation survey
were:

Nancy Bax, RN, BSN, HFS
: Susan Costa, RN, HFS

N 035 03.07020. ADMIN. GOV.BODY

N035 04. Patients' Rights. Insure
that patients' rights are recognized
. and include as a minimum the
following:

d.xvii. The HHA must advise a

| patient in advance of any change in
the plan of care before the change is
i made,

This Rule is not met as evidenced by;
Refer to G108

N 039; 03.07020. ADMIN.GOV. BODY

i N039 04, Patients' Rights. Insure
that patients' rights are

recognized and include as a minimum
the following:

: d.xxi. Before the care is

¢ initiated, the HHA must inform a
i patient orally and in writing of the
following:

a) The extent to which payment

N 000

N 035

N 039

Refer to G108

Refer to G114
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Xd) 1D :
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Fop PROVIDER'S PLAN OF CORREGTION )
(EACH CORRECTIVE ACTION SHOULD 8E COMPLETE

TAG
DEFICIENCY)

payors.; and

Refer to G114

Refer to G143

following:

 Refer to G143

N 039 Continued From page 1
: may be expected from third parly

This Rule is not msl as evidenced by:

N 062 03.07021. ADMINISTRATOR N 062 Refer to G143

N062 03. Responsibliities. The
administrator, or hls designee, shall
assume responsibliity for:

i. Insuring that the clinlcal
record and minutes of case conferences

i establish that effective interchange, R EKE | V/E/D
reporling, and ¢oordination of palient N

care between all agency personnsl AUG 2 3 2016

caring for that patient does occur. ) N
GLITY STANDARDS
This Rule is not met as evidenced by: FAC R

N 093! 03,07024. SK. NSG, SERV. N 093

N093 01, Registered Nurse, A
reglsiered nurse assures that care is
coordinated between servicas and that Refer to G143
all of the patients needs Iidentifled

i by the assessments are addressed. A
registered nurse performs the

a, Makes the Initlal evaiuation
visit and regularly reevaluates the
patient's nursing needs;

[ This Rule is not met as evidenced by:

N 039

NO62

NO93
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N 161
N 161

N 162

N 165

Continued From page 2
03.07030.PLAN OF CARE

N151 030, PLAN OF CARE. Patients are
: accepted for lreatment on the hasls of Refer to G157

a reasonable expectalion that the
patient’s medical, nursing, and soclal
neads can be met adequately by the
agency in the pallent’s plan of care.

This Rule is nol met as evidenced by:
Refer to G157

03.07030,01,PLAN OF CARE

N162 01, Wrllten Plan of Care. A
written plan of care shall be
developed and implemented for each
patient by all disciplines providing
services for thal patient, Care
follows the written plan of care and
ncludes:

This Rule is not met as evidenced by:
Refer to G168

03.07030. PLAN OF CARE

N166 01, Wrillen Plan of Care. A
written plan of care shall be
developed and implemented for each
palient by all disciplines providing
services for that pallent. Care

follows the written plan of care and
Includes:

¢, Types of services and
equipment requlred,

This Rule is not met as evidenced by:

N 161
N 151 Ni51

N 162

Refer to G158

N 155

Refer to G159
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N 185| Gontinued From page 3
Refer to G158

N 161 03.07030.PLAN OF CARE

N161 01. Wiritten Plan of Care. A
written plan of care shall be
developed and Implemented for each
palient by all disciplines providing
services for that patient. Care
follows the written plan of care and
includes:

i. Medication and lreatment
orders;

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

N 170, 03.07030.04.PLAN OF CARE

N170 04. Inilial Plan of Care. The
¢ jnitial plan of care and subsequent
i changes to the plan of care are
approved by a doctor of medicine,
osteopathy, or podiatric medicine.

; This Rule is not met as evidenced by:
Refor to G160

N 172 03,07030.08,PLAN OF CARE

N172 06. Changes to Plan. Agency

¢ professional staff promptly alert the

: physiclan to any changes that suggest
¢ a need to alter the plan of care,

This Rule is not mel as evidenced by:
Refer to G164

N 165 N161

Refer to G159
N 161

N170
Refer to G160

N 170

N 172

Refer to G164

i
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N 173’ 03.07030.07.PLAN OF CARE N 173 N173 i
{ N173  07. Drugs and Treatments, Drugs |
and treatments are adiinistered by Refer to G166 and G337
agency staff only as ordered by the :

physician. The nurse or therapist
immediately records and signs oral
orders and obtains the physiclan's
countersignature. Agency staff check
all medications a patient may be
taking to identify possible
-ineffective side effects, the need far
laboratory monitering of drug levsls,
drug allergles, and coniraindicated
medicalion and promplly report any
problems to the physiclan,

This Rule is not met as evidenced by:
Refer {o G166 and G337
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P.0. Box 83720

Boise, idaho 83720-0009

PHONE: (208) 334-6626

FAX: (208) 364-1888

E-mall: fsh@dhw.idaho.gov

July 21, 2016

Cheryl Abel, Administrator
Advanced Home Health
PO Box 1784

Idaho Falls, ID 83403

Provider #137116
Dear Ms. Abel:

An unannounced on-site complaint investigation was conducted from July 6, 2016 to July 11,
2016 at Advanced Home Health. The complaint allegation, findings, and conclusion are as
follows:

Complaint #1D00007284

Allegation: The home health agency accepted patients for admission with the knowledge their
primary physician would not oversee their plans of care or sign physician orders. The agency's
Medical Director signed plans of care and orders for these patients.

Findings: An unannounced on-site complaint investigation was conducted from 7/06/16 to
7/07/16. During the investigation, surveyors reviewed 7 medical records, policies and
procedures, observed 1 home visit, and interviewed patients, caregivers, and staff.

The Agency's Director and Assistant Director were interviewed. The Director provided a letter
dated 12/04/15, and signed by a local physician. The letter stated "This letter is to inform you
that as of January 1, 2016 I will no longer manage patients on Home Health and Hospice. These
patients will either need to seek care from a different physician during this time or be followed by
the Facilities Supervising Physician. Upon discharge from Home Health or Hospice, I will be
happy to resume their healthcare needs."



Cheryl Abel, Administrator
July 21, 2016
Page 2 of 3

The Director stated the agency received referrals from this physician and accepted the patients,
knowing he would not direct their home health care or sign their plans of care. She stated when
they received a referral from this physician, they sent the referral information to the agency's
Medical Director to determine if the patient should be admitted to home health. She stated the
agency would assist the patient to make an appointment with the Medical Director, however, the
patient was not always seen prior to admission to the agency. The Director stated the Medical
Director signed the patients' plans of care and directed their home health care prior to seeing
them in his office.

One patient's record described an 83 year old male admitted to the agency on 2/25/16. His record
included a referral for home health services, dated 2/23/16, from his primary care physician, the
physician who stated he would not manage patients on home health. His plan of care was signed
by the agency's Medical Director. A visit was made to this patient's home by the surveyor.
During the visit, he stated he did not know the agency's Medical Director and had never seen
him. He stated he had an appointment with his primary care physician the following day and that
was the physician he contacted for his health care needs. He was not aware the agency's Medical
Director was directing his home health care.

Another record described a 73 year old female admitted to the agency on 3/11/16. Her record
included a referral for home health services, dated 3/08/16, from her primary care physician, the
physician who stated he would not manage patients on home health. Her plan of care was signed
by the agency's Medical Director. The patient's daughter, who was her power of attorney, was
interviewed by phone. The daughter stated she was told her mother needed to make an
appointment to be seen by the agency's Medical Director. The daughter stated she did not know
the Medical Director and did not want to bring her mother to his office. She stated her mother's
health care was provided by her primary care physician.

Another patient's record described a 42 year old female admitted to the agency on 2/11/16. Her
record included a referral for home health services, dated 2/08/16, from her primary care
physician, the physician who stated he would not manage patients on home health. Her plan of
care was signed by the agency's Medical Director. There was no documentation stating she was
informed her care was directed by the agency's Medical Director. Her record included
documentation stating she continued to see her primary care physician while receiving home
health services.

The Home Health Agency was cited at Code of Federal Regulations (CFR) 484.10(c) for failure
to ensure patients were informed and involved in their plan of care, and at 484.18 for failure to
accept patients for treatment on the basis of a reasonable expectation that the patient's needs can
be met by the agency.



Cheryl Abel, Administrator
July 21,2016
Page 3 of 3

Conclusion: Substantiated. Federal and State deficiencies related to the allegation are cited.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it will be addressed in the
Plan of Correction.

Thank you for the courtesies extended to us during the survey. If you have any questions,
comments or concerns, please contact Dennis Kelly, RN or Nicole Wisenor, Co-Supervisors,
Non-Long Term Care at (208) 334-6626, option 4.
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