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Tanuary 12, 2011

Christopher Weston, Administrator
Teton Home Health

3101 Valencia Drive o ‘ — e
Idalio Falls, I 83404 FACILITY STANDARDS

RE: Teton Home Health, Provider #137061
Dear Mr. Weston;

Based on the survey completed at Teton Home Health, on Janwary 5, 2011, by our staff, we have
determined Teton Home Health is oul of compliance with the Medicare Home Health Agency
(HHA) Conditions of Participation ot Acceptance of Patients, Plan of Care, and Medical
Supervision (42 CFR 484,18) and Comprehensive Assessment of Patients (42 CIFR 484.55).
To participate as a provider of services in the Medicare Program, a HIIA must meet all of the
Conditions of Participation established by the Secretary of Flealth and Human Scrvices.

The deficiencies, which caused these conditions to be uvnmet, substantiaily limit the capacity of
Telon Home Health, to furiish 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 Conditions of Participation veferenced above by submitting a writlen

Credible Allegation of Compliance/Plan of Correction,

An acceptable Plan of Correction containg the following elements:

¢ Action that will be taken 1o correct each specific deficieney ciled;
s Description of how the actions will improve the processes that led to the deficiency ciled;



Christopher Weston, Administrator
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Page 2 of 2

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

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

plan of cotrection; and

The administrator’s signature and the date signed on page 1 of each form.

Such corrections must be achieved and compliance verified by this office, before February
19, 2011. To allow time for a revisit to verify corrections prior to that date, it is important
that the completion dates on youy Credible Allegation/I’lan of Correction show compliance
up later than February 13, 2011,

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
January 25, 2011,

Failure to correct the deliciencies and achieve compliance will result in our recommending that
CMS terminate your approval to participate in the Medicare Program. If you fail to notify us, we
will assume you have not cotrected,

We urge you to begin corrcclion immediately.

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

Sincerely,

SYLVIA'CRESWELL
Co-Supervisor
Non-Loug Term Care

TH/srm

Enclosures

ec: Debra Ransom, R.N., R.H.1.T,, Bureau Chiefl
Kate Mitcliell, CMS Region X Office



TETON PHARMACY
. HOMIE MEALTH & OXTGEN

January 24, 2011

SYLVIA CRESWELL, Co-Supervisor
Non-Long Term Care Section
Bureau of Facility Standards

P.O. Box 83720

3232 Elder Street

Boise, ID 83720-0036

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

Dear Sylvia Creswell:

Enclosed is our Plan of Correction in response to the survey conducted on January 5, 2011, You
will find the letter split in two sections with Appendix: | & Il explaining our corrective measures.

Plezse don’t hesitate to contact us with any questions.

Kind regards, 5 & F'}T,ﬂ iy
CACRATY STARD
#
Chris Weston

Administrator

Teton Home Health
3101 Valencia Dr.
Idaho Falls, ID 83404
208.529.3636 - Office
208.528.6562 - Fax

3101 Valencia Drive * Idaho Falis, ID 83404 * (208) 529-3636—Phone * (208) 528-6562 —Fax
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NAME OF PROVIDER OR SUPPLIER
TETON HOME HEALTH

STREEY ADDRESS, CITY, STATE, ZIP CODE
3101 VALENCIA DRIVE

IDAHO FALLS, ID 83404

(X4) 1D
PREFIX
TAG

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

3] PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENGY}

(X8)
COMPLETION
OATE

G 000

INITIAL COMMENTS

The following deficlencles were cited during the

recertification survey of your home health agency.

The surveyors conducting the survey were:

Teresa Hamblin, RN, MS, HFS Team Leader
Susan Costa, RN, HFS

Acronyms used in this report include:
BG - Blood Glucoss

BSW - Baccalaureate Soctal Work
CHF- Congestive Heart Fallure

G 000

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:

COPD- Chronic Obstructive Pulmonary Disease
C-PAP- Continuous Posillve Alrway Pressure
DME- Durable Medlcal Equipment

DON- Director of Nurses

HHA - Home Health Agency

- Infravenous

LMSW - Licensed Master's Social Worker

L.PN - Licensed Practical Nurse

L.SW- Licensed Soclal Worker

MD- Medical Doctor

MS- MuHiple Sclerosis

MSW- Master's Soclal Worker Fo it
PA- Physician Assistant
POC - Plan of Care
PRN - As Needed

PT- Physlical Therapy
RN - Registered Nurse
SOC- Slart of Care

SN- Skilled Nurse
484,18 ACCEPTANCE QOF PATIENTS, POC, G 156
MED SUPER i

g%

P

caon g, D BT f:"
ity &1 BNDAR

G 156

i
; i

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE I TITLE

{X8) DATE
’é__ % WM&}?/L’%& 74-’- '//75//:2&//

Any deficlency slalement ending with an asterisk (*) dencles a deliclency which the institutlon may be excused from carrecting providing It is determined that
olher safeguards provide sufiictent proteciion to the patienls. (See Inslructions.) Except for nursing homaes, the findings stated above are disclosabls 60 days
faltowing the date of survey whelher o7 not a plan of eorteclion Is provided. For nursing homes, the abova findings and plane of correction are disclosabla 14
days following the date these documents are made available to the facllity. I deficlencles are cited, an approved plan of correction Is requisite to continued
program parilelpalfon,

FORM CMS-2567(02-99) Previous Versians Obsolets Evand ID; DOSBA1 Farility ID: OAS0816060 ll; contlnyation sheat Page 1 of 30
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{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
01/06/2011

NAME OF PROVIDER OR SUPPLIER
TETON HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
3101 VALENGIA DRIVE

IDAHO FALLS, iD 63404

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IENTIFYING INFORMATION)}

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
{EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}

G 156 ; Continued From page 1

This CONDITION is nol met as evidenced by:
Basad on record review, staff Intervlew, and a
patlent Interview, It was determined the agency
falled to ensure pfans of care covered all
appropriate items, falled to alert physiclans to
falls, and failed to ensure all wrliten plans of care
were authorized by a physlcian. These fallures
had the potential to interfere with quality,
complateness, coordination, and safely of patient
care, Findings inciude:

1, Refer to G158 as It relates to the agency's
failure to ensure a physician astablished and
reviewed the written plan of care,

2. Refer to G159 as it relates to the agency's
fallure to ensure the plan of care covered all
appropriate ltems.

3. Refer to G164 as It refates to the agency's
failure to alert the physician to patlents’ falls.

The cumulative sffects of these negative
praclices sariously impeded the ability of the
agency to provide services of adequate quallty.
G 158 484.18 ACCEPTANCE OF PATIENTS, POC,
MED SUPER

Care follows a written plan of care established
and periodically reviewed by a doctor of medicine,
osteopathy, or podiatric medicine.

This STANDARD is not met as evidenced by:
Based on review of clinical records and inlerviews
wilh HHA slaff, it was determinad that the agency
faited to ensure a physician established and
reviewed the wrllteh plan of care for 1 of 12
palients (##8) whose records were raviewaed. This

G 156

G 158

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:

FORM CMS-2557(02-88) Previous Verslens Obsolete Evenl ID:DDSB11
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STATEMENT OF DEFICIENGIES {1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
137061 B. WING 04/05/2011
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f ICIENCIES ) PROVIDER'S PLAN OF CORRECTION (s
(XD SR S OF EACH CORRECTIVE ACTION SHOULD BE COMPLETION
PR | EBULATORY OR L6 IDENTIFING INFORMATION) e céoss-REFEREggglg TOTHEAPPROPRATE | PN
G 158 Continued From page 2 G 158
| resulted In the agency providing services without
appropriale physician oversight. It had the
potential to negatively Impact quality and safety of Teton Home Health
patient care. Findings include: Plan of Correction
Patient #6 was an 87 year old female with a SOC Provider # 137061
of 9/10/10. Her primary diagnosis was Ref: January 5,2011 Survey
unconltrolled type 2 diabetes, macular
degenerallon, and chronic kidney dlsease. The
"HOME HEALTH CERTIFICATION AND PLAN (See Attached)
OF CARE," for the cerlification perfod 11/08/10 to .
1/07/11, was signed by a physlclan’s assistant, APPENDIX - I:
and not a physician.
: tin an interview on 12/16/10 at 9:30 AM, the DON |
{ confirmed the plan of care had been signed by a i
PA and should have been signed by a physiclan. |
She staled the previous "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
certification period 9/10/10 to 11/08/10 had been
signed by a physician.
The fachity failed to ensure the POC was signed
by a physician.
G 159 484.18(a) PLAN OF CARE G 159

i This STANDARD Is not met as evidenced by

The plan of care developed in consultation with
the agency slaff covers alt perlinent diagnoses,
including mental stalus, ynes of services and
eculpment required, frequency of visits,
prognosis, rehabliitation potential, functional
Himitations, activilies permilled, nulritional
requireinents, medications and treatments, any
safely measures to profect against injury,
instructions for timely discharge or referral, and
any other appropriate items.

FORM CMS.2507(02-89) Pravious Versions Obsaolets Evenl ID:DOSB11

Facllity ID: QAS001508 I continuallon sheet Page 3 of 39
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G 159! Continued From page 3 G 159

Based on patient interview, medical record
review, and staff interview It was delermined the

agency falled to snsure the plan of care covered Teton Home

all appropriafe itams for 11 of 12 palients, (#1, #2, P f HP:alth ,
| #3, #4, #5, #6, #7, #8, #9, #11, and #12) whose an of Correction !

records were reviewed. This faliure had the Provider # 137061

potential to impade or delay the abilily of the
patiant to attaln his or her highest practicable
functional capacity as well as the ability to
evaluate patient outcome. Findings include: (See Attached)

Ref: January 5, 2011 Survey

1, Patient #8 was a 92 year old male with a SOC APPENDIX - I:
of 8/31/40. His primary diagnosls was Vitamin B 4
deflciency, with additional diagnoses of atrlal
fibriltation, testicular hypofunction, and
depression. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
certificalion period 10/30/10 to 12/28/10, directed
the SN to assess Patient #8 for pain with each
visit, and instruct the patient In proper use of pain
medication for safety. Patient #8's plan of care
did not include a diagnosls related to paln, and
the medications listed did not include paln :
medications.

The plan of care also included instructions for the
SN to observe and assess the patient for chest i
pain, and noted the use of nitroglycerin. Thea
nitrogiycerin was not included in the medications
listed on the plan of care.

The plan of care did not reflect an update or
revision of goals, as the date of goals was the
sama as on the initial cerlification period of
10/29/10, and were ldentlcal in wording. The
DME and supplies listed included 1V supplles,
needie, and solution, syringe, and tape, although
Patiant #8 was not receiving IV therapy.

FORM CMS.2607{02-80} Previous Verslons Obsolate Event 10: DOSBH Facilty 1D; OAS001800 If continualion shast Page 4 of 39
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G 159 | Continued From page 4 G 1569

In an intervlew on 12/17/10 at 10:00 AM, the DON
reviewed ihe record of Pallent #8 and staled the

DME and supplies listed were a result of a Teton Home Health
software program Issue that was prepopulated :
with the tems listed, She stated the case { Plan _Of Correction
| manager was able to list additional supplies, but Provider # 137061
 the needle, solution, syringe, and tape was listed Ref: January 5, 2011 Survey

for all patlents, The DON was unable to explain
i why the nitroglycerin was not listed In the

{ medication area of the plan of care. She'provided (See Attached)
i a list from the phartmacy of medications that ST

! Palient #8 was reported to be taking. The APPENDIX - I
‘ medicalion list provided by the pharmacy was
different from the plan of care medication list, and
i included nltroglycerin, as well as, mulliple pain
medications,

The POC did nol include all medications and
Included supplies not needed by Patlent #8.

2. Patlent #2 was an 87 year old famale with a
SOC of 11/04/10. Her primary diagnosis was
type 2 diabetes, malaize and fatigue, COPD, and
arthropathy. Patient #2 was recsiving nursing
visits, home health aide services to assist with

, bathing, and physicat therapy setvices to asgist

; with mobility. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
cerlification period 11/04/10 to 1/02/11, indicated
Pallent #2 was to take medications as ordered for
paln, although there was no paln medication
listed on the POC. The DME and suppliss listed
“included IV supplies, needle, and solution,

! syringe, and tape, although Patiept #2 was not

{ receiving 1V therapy.

L In an interview on 12/16/10 at 10:20 AM, the DON
: confirmed Patlent #2 had no orders for pain
1 medications, and confirmed there was no

]

FORM CMS-2507{02-99) Previous Verslons Obsolate Event ID:DOSBI( Facllty ID; OASQ01600 If continuation shoot Page 5 of 39
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G 159 | Continued From page & G 169

direction for the staff that provided care to Patient

#2 to monilor her vitai signs and oxygen

saturations. The DON staled the DME and Teton Home Health

supplies listed were a resuit of a software of Co ;

program lssue that was prepopulated with the Plan . f Correction

ltems listed. She stated the case manager was Provider # 137061

able to adapt ihe list for additional supplles, but Ref: January 5, 2011 Survey

lhe needle, solutlon, syringe, and tape was Initially
fisted for all patients,

ot s sho did (See Attached)
Patlent #2's plan of cars included supplies she 1.
not need, instructed her to take pain medications APPENDIX - I:
when none was ordered for her, and did hot
include when and by whom her oxygen levels
were to be monilored.

3. Patient #6 was an 87 year old femnale with a
SOC of 9/10/10. Her primaty dlagnoses was
uncontrollad type 2 dfabetes, macular
degeneration, and chronic kidney disease. Tha .
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for the certification petiod 11/09/10 to
1/07/11 listed included IV suppltes, needle and
solution, syringe, and taps, although Patfent #6
was not recelving IV therapy.

In an interview on 12/16/10 at 9:30 AM, the DON
stated the DME and supplies listed were a resuilt

t of a software program issue that was
prepopulated with the items listed. She stated the
case manager was able to adapt the list for
additlonal supplies, but the needle, solution,
syringe, and tape was initlally iisted for al!
palients,

The POC listed supplies not nasded by Patient
#6,

4. Patient #7 was a 52 year old female with a

i
FORM CMS-2587(02-69) Previous Varslons Obsolale Evant ID: DOSB1+ Facllity 1 OAS¢1600 if contlnuation sheal Page 6 of 39
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G 159 | Continued From page 6 ’ G 152
S0C of 12/07/10. Her ptiimary diagnosis was
open wound, with additional diagnoses of chronic
depression, type 2 diabetes, morbid obesity, and
CHF. The "HOME HEALTH CERTIFICATION Teton Home Health
AND PLAN OF CARE," for the cettification period Plan of Correction

1207110 to 2/04/11, directed the SN to instruct .
Patlent #7 how to take her pulse and about Provider # 137061
alterations In rate and rhythm to report {o MD. Ref: January 5, 2011 Survey
There was no indication on the plan of care that
Pailent #7 had a history of abnormal heart rate,
The plan of care medicalion fist included pain {See Attached)
medications Methadone and Oxycodones, APPENDIX - I:
however, there was no nursing intervention
included to address paln management. Palient
#7 was on multiple antidepressant medications, !
however, the POC did not include nursing i
interventions {hat Included assisting the patient
wilh management of depression. The DME and
suppliss listed Included IV supplles, needle, and
solutlon, syrings, and tape, although Patlent #7
was nol receiving {V therapy. Nursing
interventions also included that Patient #7
demonstrate use of oxygen, although oxygen was
not listed on the DME or the medicatfon list.

In an interview on 12/16/10 at 12:00 PM, the DON
reviewed the medical record of Patlent #7, and
confirmed the plan of cars did not address the
depression, paln management, and cardiac
rhythm assessment. The DON stated the nurse
had deslgned the plan of care to addrass {he
open wound for which the primary diagnosis
listed. The DON slated the DME and supplies
listed was a software program lssue that was
prepopulated with the items listed. She stated the
case manager would be able o list additional
supplies, bul the needle, solution, syringe, and
tape was inllially listed for all patients, I

FORM CMS-2667(02-99) Previous Verstans Obsalale Even! ID; DOSB11 Facllity ID: CAS001800 If conlinuation sheel Page 7 of 38
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G 159! Continued From page 7 P (3160
The facliity falled to ensure the plan of care was
inclusive of all pertinent diagnosis and Teton Home Health
interventions. Plan of Correction
5, Patient #1 was a 90 year old' male with a SOC Provider # 137061

of 9/01/10. His primary diagnosis was
dehydration, with additional diagnoses lisled as
prostate cancer, Alzheimer's diseass,
hypertension, and generalized muscle weakness.

The "HOME HEALTH CERTIFICATION AND
PLAN OF CARE," for the cerlification period
10/31110 to 12/29/10, indicated Patient #1 was lo
be observed and assessed every hursing visit for
signs and symptoms of depression and mood,
Patient #1's medicallons included Seroquel SR,
which Is a medication used for schizophrenla or
blpotar disorders. The diagnoses of depression,
schizophreanla, or bipolar disorder were not
included on the POC.

In an interview on 12/17/10 at 10:00 AM, the DON
confirmed Patient #1's record did not include a
diagnosls which reflaclad his mental status and
inciuded his need for antipsychotic medication,

6, Patient #9 was a 67 year old farmale with a
S0C of 11/08/10. Her primary diaghosis was
renal failure, hypotension, type 2 diabetes,
muscle weakness, and hyperpotassemia, The
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for the certification period 11/08/10 to
1/06/11, direcled the SN to notlfy the physlcian for
oxygen saturations of 86% or less while on

[ oxygen, although the plan of care did not indicate
Pattent #9 was on oxygen in the medications or
the DME and supplles listed.

Reviewing the medications listed on the plan of

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:

FORM CMS-2567{02-99} Pravicus Verslons Obsolele Event ID:DOSB11

Facillty [0: QAS0016800 if confinuation sheat Page 6 of 39
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G 159 Continued From page 8 G 1569
care, it was discovered Patlent #9 was on
medicatlons for glaucoma, as well as, on
i medications for mullipie sclerosis, although those Teton Home Health

: diagnoses ware not listed on the plan of care.

i The DME and supplies listed Included IV
supplias, needle, and solution, syringe, and lape,
aithough Patient #9 was not recelving IV therapy.

{n an interview on 12/47/10 at 10:45 AM, the DON
reviewed the medical record of Patient #9 and
stated the DME and supplies listed was a
software program issue that was prepopulated
with the items listed. She stated the case
manager was able lo list additional supplles, but
the needle, solution, syringe, and tape was listed
for all patlents. The DON confirmed the
medicalions listed on the plan of care indicated
Patient #9 had MS, as well as, glaucoma, and
was unable to explain why the case manager did
not include those diagnosls on the ptan of care.

The facility failed to ensure the plan of care
incorporated the comprehensive assessment and
medication review.

7. Patlent #12 was a 21 year old female with a
SOC of 10/22/10. Her primary dlagnosls was

: general muscle weakness, neuromyelitis optica,
{ paralysis, and gasiroparesis. The "HOME
HEALTH CERTIFICATION AND PLAN OF
CARE," for the certification period 10/22/10 to
12/20/10 instructed the SN to "cleanse slte with
NS {normal saline)/ gauze,...cover with duoderm
until healed.”

The plan of care did not Include a diagnosis of a
wound. The plan of care listad mathadone, but
there was no dlagnosis or interventlions for pain

Plan of Correction
Provider # 137061
Ref: January 5, 2011 Survey

{See Attached)
APPENDIX - L;

managemant.

I
i
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The DME and supplies fisted Included IV
supplies, neqdle. and solutlon, syringe, and tape, Teton Home Health
although Patient #12 was not receiving IV ]
therapy. Plan of Correction
Provider # 137061

In an interview on 12/17/110 at 1:30 PM, the DCN
stated Patient #12 was referred for wound care
only, and conflrmed the plan of care did not

Ref: January 5, 2011 Survey

provide a comprehensive needs plan for Pafient
| #12. The DON reviewed the record of Patient (See Attached) ]
| ##12 and stated the DME and supplies listed was APPENDIX - I

a soflware program issue that was prepopulated
wiih the items listed. She staled the case
manager was able to list additionat supplies, but
the needle, solution, syringe, and tape was lisled
for all patlents.

The facilily falled to include medications and
treatments, equipment required, pertinent
dlagnosis, and lhe interventions required to
ensure a measurable goal for each palient.

8. Patient #3 was a 51 year cld female admitted
. to the agency on 9/15/10 primarily for wound
care. The "HOME HEALTH CERTIFICATION
AND PLAN OF GARE," for cerliflcation period
11114110 to 1/12/11, lacked internal consistency
and completeness. While the POG slated SN
orders were for 3 x per week for 9 weeks, the
POG also stated SN would assess and change
the dressing to the right hip on a dally basis (a
discrepancy of 4 x per week). While a goal was
listed for Patient #3 to gain or maintain her weight
of 90 |bs, there was no Interventlon listed to
assess Patlent #3's welght, While a goal was
listed fo conlrol Pafient#3's pain at a tevel of 4 or
less, there was no intervention listed fo assess
i Patient #3's rating of paln. During an inlerview on

FORM CMS-2687(02-99) Previous Verslons Obsolole Event ID: DOSB11 Facllily ID; DASIHB00 if continuation sheot Page 10 of 3¢
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12M6/10 al 4:25 PM, the DON reviewed the
record and confirmad the findings.

During a home visit on 12/16/10 beginning at
11:00 AM, the visiting RN was cbserved to
change a dressing and gripper at a port-a-cath
site (a slte where a port is Installed beneath the
skin to allow venous access) on Patient #3's

| upper left chest area, The procedure was not
fncluded on Patient #3's POC. The vislting RN
: was Interviewed imimediately following the visit.
She slaled she had been doing the procedure
since the SOC (9/15/10) and consldered it a
standard of practice and did not realize It was
necessary fo put it on the POGC,

The POC was incomplele and inconslstent.

9, Patient ##4 was a 72 year old male admitted to
the agency on 11/29710 for post-stroks care. The
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for certification perlod 11/29/10 to
01/2710 was incomplete. "Hyperiension” was
listed as a pertinent diagnosis. However, there
was no corresponding intervention, such as
monitoring blood pressure, to address the
dlagnosis. There were orders for an Alde 3 x per
week for 8 weeks. However, the plan did not
indicate type of alde services to be performed,
such as bathing assistance. "IV Supplies” were
listed under "DME and Supplies." However, there
was no indication Patient #4 was on IV therapy.
During an interview on 12/15/10 at 4:00 PM, the
DON reviewed the record and confirmed the
findings.

The POC was incomplete,
|

10, Patient#5 was a 49 year old diabetic male

(4 ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 16
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:
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admittad 1o the agency on 6/27/10 primarily for
wound care. The "HOME HEALTH

CERTIFICATION AND PLAN OF CARE," for

cerlification period 10/25/10 o 12/23/10, was Teton Home Health
incomplete. Orders for physical therapy did not ‘ Plan of Correction

include the frequency of treatment. The POC did : 061

not Include reporling parameters for blood Provider # 137 11 Surve
glucose. A goal for the client lo be compliant with ¢ Ref: January 5,20 y

i performing 4 x per day accuchecks (blood

: glucose monltoring) did not include corresponding
SN Interventions to assess Patlent #5 for (See Attached)
compliance with blood sugar monltoring. The APPENDIX - I:
POG did not Include patient use of C-PAP (a
device for treating sleep apnea) although nursing
documentation on 12/06/10 at 11:45 AM indicated
| Patient #5 used C-PAP al night. A section, "DME
t and Supplies," included “IV Supplies” althotgh
Palient #5 was not on 1V medications. During an
Interview on 12/16/10 at 11:15 AM, the DON
revlewed the POC. She slated the PT frequency
was listed separately on PT documentation. She
confirmed no specific BG paramelers were listed
on the POC and there was no policy for
standardized reporling of BGs. She

. acknowledged the discrepancy between goals
and Interventions.

11. Patlent#11 was a 90 year old male admitted
to the agency on 7/21/10 for care related to
ruscle weakness. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for ;
certificallon period 11/18/10 to 1/16/10, was §
incomplets. Il did not include Patient #11's '
diaghosls of diabetes or the diabetic medication
tmetformin Pallent #11 was taking. A section,
"DME and Supplles," included "IV Supplies,”
although no IV madications were listad on the
POC. During an Interview on 12/17/10 at 11:30
AM, the DON reviewad the record and confirmed
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the findings.
During an interview on 12/16/10 at 11:00 AM, the Teton Home Health

Managing Coordinator stated the nurses had .
troublte with the computer documentation Plan of Correction

program, and as a result did not always Provider # 137061
appropriately update the POCs. For example, ;

she axplained the DME and Supplles came Ref: January 5, 2011 Survey
pre-populated on the program and nursing staff

had to know how lo de-selact the supplies and (See Attached)
add relevant ones. They aiso had trouble APPENDIX - I:
updating the madicatlons to indicate the - "L

medications were new or changed.

The PCC was missing a medication and a

pertinent diagnosis. The POC included supplies

not relevant to Patient #11.

G 184 | 484.18(b} PERIODIC REVIEW OF PLAN OF i G164
CARE :

‘ Agency professional staff promptly alert the
| physician to any changes thal suggest a need to
: glter the plan of care.

Thls STANDARD is not met as evidenced by;
Based on record review and staff interview, it was
determined tha agency falled fo alert the
physiclan to the falls of 3 of 4 sample patlents
{#5, #10, and #11) who had documented falls.
This interfered with the ability of physiclans to
evaluate palient needs and potenlially alter the
plan of care. Findings include:

1. Palient #5 was & 49 year old diabelic male
admilted to the agency on 6/27/10 primarily for
wound care. An LPN visit note, dated 12/10/10 at
i 2:31 PM, staled Patient #5 reported falling thres
 times in the previous week, once in the bathroom
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G 164 | Conlinted From page 13

and twice in his living rcom. There was no
documentation to indicate the falls had been
reported to the physician.

During an interview on 12/16/10 at 11:00 AM, the
DON reviewed the record and confirmed there
was no evidence the physiclan had been aleried.

2. Patient #10 was an 85 year old femals
admitted to the agency on 11/12/10 with vertigo
and history of falls. A Case Conference nole,
dated 12/07/10, stated Patient #10 reported a
recent fall In her bathroom while prepatitg for a
shower, There was no documentalion to Indicate -
the fall had been reported to the physician.

During an initial interview on 12/17/10 at 10:45
AM the DON and Managing Coordinator did not
know if the physician had been contacled. A fax,
dated 12/17/10, was presented lo surveyors on
12/20/10 Indicating the physician was notified
after the request for evidence of physiclan
notification.

3. Patient #11 was a 90 year old male admitted
to the agency on 7/21/10 for care relaled to
muscle weakness and abnormaility of gait. A
therapy visit note, dated 11/22/10 at 3:15 PM,
documented "reporls fell 2 days ago in bedroom.”
There was no documentation to indicate the fail
had been reported to the physician,

During an interview on 12/17/10 al 10:30 AM, the
i DON reviewed the record and staled she was not
sure If the physiclan had been reported and would
check apd let us know. A fax, dated 12/17/10,
was presehted to surveyors on 12/20/10
indicating the physician was nolified after the
request for evidence of physician notification.

G164

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:
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| Agency professional staff did not promptlly alert _
, 173] 44 30(a) DUTIES OF THE REGISTERED g 1rg| Jeton Home Health
G 1731 484.30{a) DUTIE .
NURsé ) : Plan of Correction
, Provider # 137061
The registered nurse initiates the plan of care and | Ref: [anuary 5, 2011 Survey

necessary revisions,

. (See Attached)
This STANDARD fs not met as evidenced by: .
Based on record review, observation, and staff APPENDIX - I
interview, It was determined the facliity {alled to
ensure patient plans of care were revised by the
RN for 6 of & patlents {f1, #3, #5, #6, # 8 and
#11), who had been on services for more than
one certification period. A failure to revise
patients' POCs as needed has the potentlal to
negallvely impact coordination and quality of
patlent care, Findings include:

1. Patient ##1 was a 90 year old male with a SOC
of 9/01110. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for ihe
certification period 10/31/10 lo 12/29/10, included
goals that were dated 10/30/10, the same dale as
the prior certification period of 9/01/10 to 10/30/10
and contained the sama wording. The POC had
not been revised to reflact the new goals and
discharge plans for Patient #1.

In an interview on 12/17/16/10 at 10:16 AM, the
DON reviewed the records and veriffed the
findings. She stated the when recertification
paperwork had been completed, the RN was
supposed to update lhe goals and dates. She
stated when an RN printed the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," that
RN was also responsible {o revlew it for errors
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before sending it to the physician.
Teton Home Health

2, Patient #6 was an 87 year old female wilh a ;

| SOC of 9/10/10. The "HOME HEALTH Plan of Correction
CERTIFICATION AND PLAN OF CARE" for Provider # 137061
certification perlod 11/09/10 to 1/67/11, Included Ref: January 5, 2011 Survey

goals to be completed by 11/08/10, the same
date as the prior certification period of 9/10/10 lo
11/08/10 and conlained the same wording. The (See Attached)
POC had not been revised to reflect the new T
goals and discharge plans for Patient #6. APPENDIX - I:

In an intervlew on 12/17/16/10 at 10:15 AM, the
DON reviewed the records and verified the
findings. She stated the when recerillication
paperwork had been completed, the RN was
supposed {o updale the goals and dates. She
stated when an RN printed the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," that
RN was also responsible to review it for errors
before sending it to the physician.

3. Patient #8 was a 92 year old male with a SOC
of 8/31/10, The "HOME HEALTH [
CERTIF{CATION AND PLAN OF CARE," for the !
cenlification period 10/30/10 to 12/28/10, included
goals to be completed by 10/29/10, the same
date as the prlor certification period of 8/31/10 to
' 10/29M0 and contained {he same wording. The
POC had not been revised to reflect the new
goals and discharge plans for Patlent #8,

In an interview on 12/17/16/10 at 10:15 AM, the
DON reviewad the records and veriffed the
findings. She stated the when recertification
paperwork had been completed, the RN was
supposed to update the goals and dates. Shg
stated when an RN printed the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," that
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RN was also responsible to review it for errors Teton Home Health

before sending It to lhe physiclan. i
Plan of Correction

The facility failed to revise and update the goals Provider # 137061

on the POCs. Ref: January 5, 2011 Survey
4. Patient #3 was a 51 year old fernale admitted

lo the agency on 9/16/10 primarily for wound
care. The "HOME HEALTH CERTIFICATION (See Attached)
AND PLAN OF CARE," for certlification period APPENDIX - I:

11/14/10 to 1/12111, included orders for
conlinuous oxygen at 2 liters, During a home visit
on 12/15/10 (approximately 11,00 AM to 12:30
FPM), Patient #3 stated her doctor had allowsd her
to use oxygen as needed for the previous &
months, The POC had nol been revised fo reflect
lhis change in oxygen use. The RN who was
present during the home visit confirmed she was
aware of the PRN uss of oxygen and the need lo
update the POC to accurately reflect use.

5, Patlent ##5 was a 49 year old diabelic male
admitled to the agency on 8/27/10 primarily for
wound care. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for
certificalion period 10/25/10 to 12/23/10, had not
been ravised to reflect current goal dates. The
goals Included completion dates of 10/24/10,
which reflected goals for the previous certiflcalion
perlod.

In an interview on 12/17/16/10 at 10:16 AM, the
DON raviewed the racords and verified the
findings. She stated the when recertification
paperwork had been complsted, the RN was
supposed to update the goals and dates. She
stated when an RN printed the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," that
RN was alsc responsible to review it for errors

FORM CMS-2567{(02-88) Previous Verstans Obsolete Event ID: DOSB11 Facliity ID: QAS0OC 1800 It continuation sheal Page 17 of 39




PRINTED: 01/12/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X4) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
137061 B WINS 01/05/2011
NAME OF PROVIOER CR SUPPLIER STREET ADURESS, CITY, STATE, ZIF CODE
301 VALENCIA DRIVE
TETON HOME HEALTH IDAHO FALLS, ID 83404
NT OF DEFICIENCIES o FROVIDER'S PLAY OF CORRECTION {X8)
éﬁ‘;’é& | (m?: %’E"S@?&ﬁéﬁﬂsﬁ EE iFll]E(')EDED BY FULL PREFIX | {(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE d
DEFICIENCY)
G 173 | Continued From page 17 G173
before sending it to the physiclan. | Teton Home Health
! :
During an interview on 12/16/10 at 11:00 AM, the Plan of Correction
M.anaging Coordinator stated nurses had trouble ‘ Provider # 137061
with the computer documentation program and
knowing how to change the dales to update Ref: January 5, 2011 Survey
goals. ¢
6. Patient#11 was a 90 year old male admitted (See Attached)
to the agency on 7/21/10 for care relaled to APPENDIX - I;
muscle weakness, The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for

 certlfication period 11/18/10 to 1/16/10 was not

. revised lo indicafe current goal dates. The goals
included completlon dates of 11/17/10, which
reflected goals for the previcus certification
period.

In an {nterview on 12/17/16/110 at 10:156 AM, the |
' DON reviewed the records and verlfied the i
! findings. She stated the when recerification

| paperwork had been completed, the RN was
supposed to updale the goals and dates. She
stated when an RN printed the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," that
RN was also responsible to review it for errors
before sending It to the physiclan.

During an interview on 12/16/10 at 11,00 AM, the :
Managing Coordinator stated nurses had trouble
with the computer documentation program and |
knowing how to change the dales to update
doals, i
G 195 484.34 MEDICAL SOCIAL SERVICES [ G195

If the agency furnishes medical soclal services,
those services are given by a qualified social

worker or by a qualified social work assistant '
i under the supervision of a qualifled soclal worker, |

L 3 i
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and in accordance with the plan of care. The
soclal worker assists the physician and other

team members in understanding the significant Teton Home Health
soclal and emotional factors related to the health Plan of Correction
; problems.

Provider # 137061
Ref: January 5, 2011 Survey

This STANDARD Is not met as evidenced by: :
Based on personnel record review, patlent record ;
review, and slaff interview, it was determined the (See Attached)
agency failed to ensure social services were T
provided by a qualified social worker in APPENDIX - I:
accordance with the plan of care for 1 of 1
sample patlent (#12) who recelved social work
services. This failure had the potentlal lo
negatively impact the abilily of the agency to meet
pallent needs. Findings Include:

1. Palient #12 was a 21 year old female with a
50C of 10/22/10, Her diagnoses incltided
paralysis and muscle weakness.

On 11/23/10 the case manager for Patlent #12
obtalned a verbal order for MSW services. The
"GONFIRMATION QF PHYSICIAN'S ORDERS"
request that was written and faxed lo the
physiclan for his signature, stated: "Can we
please get an order for MSW sarvicas for the pt?
She cont (continues) to have difficulty with her
depression." The physiclan response, dated
11/24/10, contalned the notation "OK as above."
with the date and signature of the physiclan.
There was no direction provided as to humber or
frequency of visits,

An undated form, titled "LMSW SOCIAL WORK
VISIT," slated the purpose of the visit was for
"Complele social work assessment and plan.”

E The "Social Work Note" stated "Met with (Patient

-t i
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#12) in her home and completed soclal work visit.
Discussed her clrcumstances and needs. We
attempted to explore options and opportunities lo Teton Home Health
increasa socialization and Interaction. LSW will 1 f Correction
link (Patlent #12) to Information and resources as Plan of Lo
needed 1o address her depression and eimotional i Provider # 137061
needs. LSW will follow up as needed. LSW wil . 011 Surve
follow up with 4 more visits to address Issue." Ref: January 5, 2 y
The visit note was signed by the LSW {a BSW)
and co-signed by an LMSW. The note was then (See Attached)
faxed to the physician, who signed It on 12/02/10.

i : APPENDIX - I:

The "Social Work Note" did not document that a |
mental, environmental or soclal assessment had
heen performed or a depression screening to ;
assess sevarity of depresslon. The plan for four
vislts facked Information regarding the frequency
or goal of the visits.

In an inferview on 12/17/10 at 1:20 PM, the LSW |
stated he would have documanted better [f the
agency had used a betler template. He sfated
the form he had used was new, and not one that
he was familiar with. The LSW confirmed he had
not performed a depression or mental health
screening. The LSW indicated a LMSW had
reviewed and signed his visit note, showing
evidence of oversight. The LSW stated the vislt
had been made on 12/01/10, and he had not
returned for any additional visits. The LSW was
unable to explain the delay of eight days from the
order for MSW services and the initial social work
visit. i

2. The agency had a conlract signed on 7/26/10, |
witl a corporation for soclal work services. The
agency's personnel records were reviewed. A
personnel record was present for the LSW, who |
owned the corporation. The personnel record :
i t
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included a copy of a soclal work license,
indicating a bachelor's degree preparation for
licensure,
Teton Home Health
in an interview on 12/17/10 al 1:20 PM, the LSW ! of Correction
slated the agency conltracted with his corporation : Plan . f 4137061
to provide social work services to agency Provider
patients. He stated his corporation employed an Ref: January 5,2011 Survey
MSW who provided the required oversight. He
_| described the process of MSW oversight. Upon
an inittal social work visit, the LSW would (See Attached)
complete the patlent assessment and plan, -1t
anticipate the number of visits needed and APPENDIX
requast physician orders to provide the services,
The MSW (employed by his corporation) would
then revlew and sign the paperwork, Indlcating
oversight. The LSW statad the contract he had
signed with the agency was for the corporation to

provide social work services which atso included
i the MSW oversight.

The contract, tiled "HOME THERAPY
AGREEMENT " dated 7/26/10, was a four page
agreement betwaen the agency and the
corporation lo provide social work services,
specifically listing BSW services {(Bachelor of i
Soclal Work services). The contract did not 5
specify MSW services or detail how the BSW
{LSW) would be supervised by an MSW. The
incomplete contract failed to clarify thal medical
social services would be provided by a qualified
social worker {licensed MSW) or by a qualified
soclal work assistant (such as a BSW) under the
supervision of a qualified social worker lo ensure |
the social work needs of patients would be met.

The social work assessment and the contract for
social work services were Incomplete, leading to
unmet patient needs.

'
i) i
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j HOME HEALTH AIDE
i
| Written patlent care instructions for the home i Teton Home Health
| health alde must be prepared by the registered Plan of Correction
nurse or other appropriate professional who s .
responsible for the supervision of the home Provider # 137061
health alde under paragraph (d) of this section. Ref: January 5, 2011 Survey
i
I "This STANDARD is not met as avidenced by: { (See Attached)
Based con record review and staff Interview it was . APPENDIX - I:

determined the agency failed to ensure the RN
provided written reporlting paramelers for the
home health aide and supervision that assessed
whelher the aide was following the aide plan of
care in 6 of & patients who received aide services
{(#1, #2, #4, #8, and #9) whose records were
reviewad. This had the potential to negatively
impact quality and safety of patient care.
Findings include:

1. Patlenl #4 was a 72 year old male who was
admilled to the agency on 11/29/10. The "AIDE
CARE PLAN," dated 12/07/10, Included direction
for the Alde to take Patient #4’s pulse,
respiraflons, and bload pressure, and provide foot i
i care, nail care, and oral care, CNA visil noles,

I dated 12/08/10 at 3:20 AM, 12/10/10 at 1:45 AM,
and 12/13/10 at 1:30 AM, indlcated the following
assigned tasks were not completed: taking
Patient #4's pulse, respirations, and blood
pressure, as well as providing foot care, nail cars, |
or oral care, There was no RN documentation
that {he ommissions had been addressed to
provide direction to the Aide or lo re-assess the
need to updale the POC. During an interview on

record and confirmed the findings.

H
i
H

i
!
|
12/15/10 at 4:00 PM, the DON reviewed the |
?
i
,
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The POC did not include reporting guidelines for

the vital signs. During an interview on 12/17/10 at

10:00 AM, an RN stated she did not provide Teton Home Health
 reporting parameters for viial signs on the Alde Plan of Correction
i POC. She also staled she was not aware of any , 4137061
i slandardized clincial guideiines. ! Provider

! Ref: January 5, 2011 Survey
| 2. Patient #1 was a 90 year old male whowas |

! admilted to the agency on 8/01/10. Patlent#1 | '

was receiving Alde visits three fimes we?}kly fc:r ! (See Attached)
assistance with bathing and dressing. The “AlDE | -I
CARE PLAN," dated 10/29/10, Included direction APPENDIX
for the Alde to take Palient #1's temperature,
pulse, raspirations, and blood pressure (also
known as "vital signs™), on a weekly basis in
addition to when the caregiver requested. Patient
#1 was to be weighed on a weekly basts as well. ;
There was no documentation that the i
temperalure, pulse, respirations, blood pressufe
or welghts had been dene by the Aide.

| In an interview on 12/16/10 at 1:50 PM, the Home
i Health Aide conflirmed she had not taken the vital
: shgns or weight for Pafient #1. She stated she
was unaware of the "AIDE CARE PLAN,"
instructions, and stated it must have been a

| miscommunication,

3. Patient #2 was an 87 year old female who was
admiited to the agency on 11/4/10. Patient#2
was racelving Aide visits three times weekly for
assistance with bathing and dressing. The "AIDE
CARE PLAN," dated 11/04/10, did not indicate
vital signs were to be done. |n a "Home Health
Aide Supervisory Visit Report," dated 11/12/10,
here was a comment "Patient would iike {Aide) to
starf taking her vital signs at each visil." On
t11/20/10, Lhe "Home Health Aide Supervisory i
 Visit Report” stated “(Atde) will start taking vital '5
i i
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L

i slgns for client and report io RN." The "AIDE
CARE PLAN" was not updated to Include
parameters or guldelines for when the Aide was
expected to report to the case manager

Alde visit notes, dated 11/22/10, 1172610,
12/01/10, 12/03/10, 12/07/10, 12/08/10, 12/10/10,
and 12/13/10 did not include Palient #2's

i temperature.

H

L in an interview on 12/16/10 at 1:50 PM, the Home
Health Aide confirmed temperaiures had not
been obiained with the vital signs. She stated
Patient #2 did not have a thermomeler, and the
agency had not provided her with one.

i 4, Patient #8 was a 92 year old mate who was

{ admlited to (he agency on 8/31/10. Palient #8
was receiving alde visits three limes weekly for
assistance with bathing and dressing. The "AIDE
CARE PLAN," datsd 10/28/10, Indicated
temperalure, pulse, respirations, and blood
pressure would be taken with each visit,

Aide visil notes, dated 11/03/10, 11/08/10,
11410/10, 11712110, 11714710, 11/22/10, 11/24/10,
11/26/10, 11/29/10, 12/01/10, 12/03110, 12/10/10,
| 12/13/10, and 12/15/10 failed 10 include blood

| pressure measurements.

In an interview on 12/17/10 at 10:00 AM, the DON
reviewed Patient #8's record and stated the "AIDE
CARE PLAN" did not reflect the needs of the !
patient and should have been updated,

5. Patlent {19 was a 67 year old female with a
SOC of 11/08/10. Patient #9 was receiving aide
visits three timas weekly for bathing and
assistance with dressing and personal care. The |

f
L S

Teton Home Health

Plan of Correction

Provider # 137061

:  Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I
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*AIDE GARE PLAN," dated 11/08/10, instructed
the aide lo take welght, temperature, pulss,
respirations, and blood pressure once weekly.
No parameters for the vital signs were included Teton Home Health
for the aide. , Plan of Correction
Aide visit notes for 11/10/10, 11/19/10, 11/22/10, Provider # 137061
11/26/10, 11/29/19, 12/01110, 12[03:/10, 1?!08/10, Ref: January 5, 2011 Survey
12/10/10, 1213110, and 1215110 did not include
welght or vital signs.
o 16/ 50 PM. the H (See Attached)
[n an interview on 12/16/10 at 1:50 PM, the Home APPENDIX - I:

Health Alde confirmed she had not taken vital

signs on Palient #9. She stated she did not know
she was supposed to take weights and vital signs,
although she had signed the "AIDE CARE PLAN."
G 229 484.38(d)(2) SUPERVISION G 229

The registered nurse (or another professional
described In paragraph {d)(1) of this section)
must make an on-site visit to the palient's home
no less frequently than every 2 weeks.

This STANDARD is nol met as evidenced by:
Based on clinical record review and interview of
staff, it was delermined the agency falled fo
ansure supervisory visits by an RN or therapist
were conducted at least every 2 weeks for 3 of &
palients (##1, #2, and #8), whose clinical record
was reviewed for aide services, A delay in
supervisory visits resulted in a delay in
assessment of (he competence of the aide
providing service, the sallsfaction of the client,
and the appropriateness of the plah of care. This
resulled in lhe agency's inability to ensure aides
were providing services in gceordance with the
aide POC. The findings include:

1
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H

1. Patient #1 was a 80 year old male with a SOC
oh 9/01/10. His POC was lo recelve home heaith
aide services at a frequency of three times weeskly
for assistance with bathing and dressing. Alde

: visits were documented belween 10/29/10 and

12/14/10. The last supervisory visit was 11/20/10.
Additional supervisory visits were due 12/03/10
and the week of 12/12/10. There was no
documentation supervisory visiis had heen
completfed.

in an interview on 12/16/10 at 10:15 AM, the DON
stated the case manager was responsible for
ensuring the supervisory visits were dene, and
was unsure why they had not been done.

i 2. Paflent #2 was an 87 year old female with a
SOC on 11/04/10. Her POC was to receive home

health aide services at a frequency of three times
weekly for assistance with bathing and dressing,
Thae first and sacond supervisory visils were
done, and the third supenvisory visit was due on
or before 12/04/10 but was not made until
12/13/10, 9 days lafe.

In an interview on 12/16/10 at 10:20 AM, the DON
stated the case manager was responsible for
ansuring the supervisory vislts were done, and
was unsure why It was delayed.

. 3, Patient # § was a 67 year old female with a

SOC of 11/08/10. Her POC included home health
alde visits three times weekly o assist with
hathing. Aide services werg Inifiated on 11/10/10,
The flrst supsrvisory vislt was due on or before
11/24/10, but record review did not indicate
supervisory visits had been done.

z

(X4) 1D J SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i il
G 2291 Coniinued From page 25 G229

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

i (See Attached)
‘ APPENDIX - I:
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In an interview on 12/17/10 at 10:45 AM, the DON
reviewed the record and confirmed no Teton Home Health
supervisory visita had been done. Plan of Correction
The facility failed to ensure the home health atde Provider # 137061
received on-site supervisory visits at two week Ref: January 5, 2011 Survey
intervals. !
G 236 484.48 GLINICAL RECORDS ' G236
(See Attached)
| A clinical record containing pertinent past and ' APPENDIX - I:

current findings in accordance with accepted |
professional standards is maintained for every j
pafient receiving home health services. In
i addition to the plan of care, the record confains i
appropriate identifying information; name of
physician; drug, dletary, trealment, and activity
orders; signed and dated cfinical and progress
notes; coples of summary reports sent to the
attending physician; and a discharge summary.

This STANDARD is not met as avidenced by:
Based on record review and sfaff Interview, it was
determined e agency failed to ensure accuracy
of Alde documentallon of time in 3 of 5 pallenis
{##1, #2, and #4) who received Alde services
whose records were reviewed. This impacted the
clarily of the course of care. Findings Inciude:

The following Alde notes indicated services were
provided during the night {early am}. During an !
interview on 121510 at ©:30 AM, the DON and |
Administrator stated that all CNA visits were done |
during the day and any notes imed during the
night were incorrect. They thought perhaps the !
CNA did not know how to read military time, :

i
i

;8. CNA notes documented visits to Patlent #1 on }
i i
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12/03/10 at 1:35 AM, 12/10/10 at 3:00 AM, and
| 12/13/10 at 2:50 AM. Teton Home Health

of Correction
b. CNA notes documented visits {o Patient #2 on Plan T

12/08/10 at 2:30 AM, 12/10/10 at 2:30 AM, and Provider # 137061

i 12/13/10 at 2:30 AM. Ref: ]anuary 5,2011 Survey
c. CNA notes documented visits to Patient #4 on

 12/08/10 at 3:20 AM, 12/10/10 at 1:45 AM, and . (See Attached)

1? 12/13/10 at 1:30 AM. { APPENDIX - I:
Documentation of fime was inaccurate.

G 250 | 484,52(b) CLINICAL RECORD REVIEW G250
At least quarterly, appropriate health
professionals, representing al least the scope of
the program, review a sample of bolh active and
closed clinical records to determine whether
established policles are followed In furnishing
services directly or under arrangement,

This STANDARD is nol met as evidenced by:
Based on staff interview and documentation of
charl audits, it was determined the agency failed
lo include all health professionals In chart audits
representing the scope of the program and falted
to include a sampls of closed clinical records in
the review in 1 of 1 quarterly record review. This |
resulted in an incomplete review and had the ;
{ potential to negatively impact the utility and
effectiveness of the review. Findings include: :

A sumimary of chart audits, dated 9/29/10,
included results of 26 open records that were
reviewed. Services represented in the records
included skllted nursing, home health alde,
physical therapy, and occupational therapy. The
chart audits were completed and signed by an
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RN. There was no evidence other appropriate
professlonals, such as physical therapists or Teton Home Health
ocgﬁpalional therapists, parlicipated in the chart Plan of Correction
audits, )
; Provider # 137061
| During an interview on 12/17/10 at 12.05 PM, the Ref: January 5, 2011 Survey

Administrator confirmed record reviews (audits)
had been exclusively completed by an RN, He
slated he began as Administrator in 07/10 and (See Attached)
prior to his arrival, chart audits, ta his knowledge, 1

had not been done. He staied the focus of record | APPENDIX - I:
review had been on open records and he did not !

believe they had audited closed records.

Quarterly record reviews did not include all
appropriate profassionals in the review or includa
review of closed records.

G 330 | 484.556 COMPREHENSIVE ASSESSMENT OF G 330
PATIENTS

Each patient must receive, and an HHA must
provide, a patient-specific, comprehensive
assessment that accurately reflacts the patient's
current health sfatus and includes information
that may be used to demonstrate the palient's
progress toward achlevement of desired
outcomes. The comprehensive assessment

1 must [denlify the patienl’s continuing need for

| home care and meet the patient’s medical,

¢ nursing, rehabilitative, social, and discharge
planning needs. For Madlcare beneficlaries, the
HHA must verify the patient's ellgibiilty for the
Medicare home heaith benefit including
homebound status, hoth at the time of the inftial
assessment vislt and at the time of the
comprehensive assassment. The comprehensive
assassment must also incorporate lhe use of the
current version of the Outcome and Assessment
 Information Set (OASIS} items, using the

;
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(3 330 Continued From page 29 G 330
language and groupings of the OASIS ilems, as
specified by the Secretary Teton Home Health

, , Plan of Correction
This CONDITICON is not met as evidenced by .
Based on racord review, observation, patlent and Provider # 137061
staff Interview, It was delermined the agency Ref: January 5, 2011 Survey
failed to ensure staff petformed comprehensive |
assessments, including drug regime review, and |
incorporated OASIS data efements into the (See Attached)
agency's own comprehensive assessment tool, APPENDIX - I:
i These failures resulted in incomplete
i assessments and had the potential to negatively
i impact quality and safety of palient care.
: Findings include:

1. Referto G331 as it refates to the failure of the
agency to ensure SOC assessments were
thorougly completed. |

2. Refer to (3337 as it relates to the agency's
failure to ensure comprehensive reviews of
patients' drug regimes were complelsd.

3. Refer to G338 as it relales to the failure of the
agency lo ensure patients' recertification
assessments were thoroughly completed.

4. Refer fo G342 as il relates {o the agency's ‘
fallure 1o incorporate OASIS data lttems into |
pallents' comprehensive assessments, !

The cumulative effect of these negative systemic :
agency praclices serfously impeded the abillty of ;
the agency to provide services of adequate :
quality. :
!
i

G 331 484.55(a)(1) INITIAL ASSESSMENT VISIT | G 331]

LA registered nurse must conduct an initial :
assessment visit to determine the Immediate care | :

1
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G 331 | Conlinued From page 30 G 3 '
and support needs of the patienk; and, for !
Medicare patients, to determine eliglbility for the Teton Home Health
Medicare home health benefit, including Plan of Correction
homebound status. Provider # 137061
This STANDARD [s not met as evidenced by: Ref: January 5, 2011 Survey

Based on record review and faxed staff
communication it was determined the agency
failed to ensure the initial SOC comprehensive i (See Attached)
assessment included a thorough examination of APPENDIX - I:
identified items of concern for 1 of 12 pailent, (#7)
who received admission assessments and whose
records were reviewed. This failure placed the
patient at risk of inadequate care and negalive
oulcomes. Findings inciude:

Patient #7 was a 52 year old diabetic female
admitted fo the agency on 12/07/10 primarily for
wound care. Additional diagnoses listed on the
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for cerlification perlod 12/07/10 to
2{04/11, included morbid obesity, depression,
CHF, and abnormalily of gait. The SOC
assessment, completed by an RN on 12/08/10,
stated Patient #7 had ain opsn wound on her
buttock, although there was no documentlation of
a measurement of the wound. Additionally, thers
was no documentation of Patient #7's weight.
Measurements of welght and the wound would
have allowed a baseline to demonstrate progress |
toward nulritional status and wound healing.

On a fax communication, dated 1/06/11, the DON
explained the nurse who provided care was a new
nurse. She confirmed the welght and wound
measurements had not been completed on SOC. |
She stated the wound was measured on 12/17/10
when the agency discovered the omission,

'

[
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The start of care assessment failed to include the :
welght and wound measurements. i T
et e t
G 337 G 337 on Home Health

484.65(c) DRUG REGIMEN REVIEW
. The comprehensive assessment must include a
 review of all medications the patient is currently
using in order to identify any potentlal adverse
effects and drug reactlons, including ineffective
drug therapy, significant side effects, signiflcant
drug interactlons, duplicate drug therapy, and
noncompliance wilh drug therapy.

This STANDARD is not mel as evidenced by
Based on review of medical records, agency
pollcies, and staff interview, it was delermined the
agency falled to ensure the comprehensive
assessment Included a thorough medication
review to evaluale for drug interactions, identify
significant side effects, and identify dupilcative
therapy for 3 of 12 patients, (#1, #3, and #8)
whose records were reviewed, Fajlure to
complete a thorough medicatlon review had the
potential to place palients at risk for adverse
evenls and potential drug reactions. Findings
include:

1. Patient #1 was a 90 year old male with a SOC
of 9/01/10. His primary dlagnosis was
dehydration, with additional diagnoses listed as
prosfate cancer, Alzheimer's disease,
hyperlension, and generalized muscle weakness.
During a home visit on 12/15/10 at 2:00 PM, the
POC was compared with {he medications Pallent
#1 was taking in his home. Patient #1's wife
provided information and clarification as well
during the medication review. Discrepancies
noted were as follows:

Paiient #1 had a Port-a-calh, (a vascular access

Plan of Correction
Provider # 137061
Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - I:

FORM CMS-2587(02-29) Pravious Verslons Obsolate

Event I0: 005811

Faclllly 10: OAS00180¢

If continuation shest Page 32 of 39




PRINTED: 01/12/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDING
137081 B. WING 01/05/2011
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIF CODE
3101 VALENCIA DRIVE

TETON HOME HEALTH IDAHO FALLS, 1D 83404

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG ,  CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

(G 337 | Continued From page 32 G 337

device implanted under the skin), located In his

upper right chest area, through which 1V fluids Teton Home Health

could be administered. The device was Plan of Correction

documented as being flushed wilth B ml of ) #137061

Heparin 100 units/ml after each use. Heparin Provider

was not listed as a medicalion on Patient #1's . Ref: January 5, 2011 Survey

POC, !

i
Dexamethasone 4 ma two tablets, twice dally, (See Attached)
and Lomotil one to two tablets four times dally APPENDIX - It

were listed on the plan of care. Patient #1's wife
stated the medications were ordered to be taken
only during the first three days of chemotherapy
whan It was started in September. _ !

Vitamin B 12 was listed as a medication (o be
adminlstered on a weekly basls.

In an interview on 12/16/10 at 10:15 AM, the DON
reviewed the medications listed on the plan of
care, and confirmed Heparin should have been
listed. She slated Vitamin B 12 was adminlstered
to Patient #1 In his physician's office, and should
not have been on the plan of care.

2. Patient #8 was a 92 year old male with a SOC
of 8/31/10. His primary diagnosis was Vitamin B
deficiency, with additional dlagnosis of atrial
fibrillation, testicular hypofunction, and
depression. The PQC did not list nitroglycerin as
a medication for Patient #8, although there were
orders for the SN o observe and assess the |
pattent for chest pain and note the use of ;
nitroglycerin,

in an Interview on 12/17/10 at 10:00 AM, the DON
reviewed the record of Patient #8 and was unable
to explain why the nitroglycerin was not listed on
the medicatlon area of the plan of care. She
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Continued Frem page 33

: provided a list from the pharmacy of medicatfons
that Patient #8 was reported to he taking. The

medication list provided by the pharmacy did

include nitraglycerin.

3. Palient #3 was a 571 year old female admitied
to the agency on 9/15/10 primarily for wound
care. During a home visit on 12/15/10 baginning
at 11:00 AM, Patienl #3 was observed to ask the
visiting RN if she (Patient #3) was really
supposed {0 be on 4 inhalers. The RN did not
have Patlent #3's POC with her to compare

| againal a medication list. The survayor provided
 the Visiting RN with a copy of the most recent

{ "HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for certification perfod 11/14/10 to
1/12/11, which had a medication list that Included
2 inhalers (Albuteral and Spiriva), When Patient
#3 was asked by the surveyor how long she had
been using 4 Inhalers, she responded she had
bsen onh one for 4 weeks, one since October, one
for 3 months, and another for about a year. The
recerlification assessment did not include a
thorough assessment of all medications Patlent
#3 was taking.

During an intervlew after the home vislt on
12/15M10 al 12:35 PM, the visiting RN stated she
had heen unaware of the addilional inhalers.

During an inteview on 12/15/10 at 4:25 PM, the
DON stated nursing staff are expecled to go
through medications one by one.

484,55(d) UPDATE OF THE COMPREHENSIVE
ASSESSMENT

The comprehensive assessment must be
updated and revised (including the administration !
| of the OASIS) as frequently as the patlent's

i

G 337

G 338

| Teton Home Health
Plan of Correction

Provider # 137061 |
Ref: January 5, 2011 Survey =

(See Attached)
APPENDIX - It

A
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condition warrants due to a major decline or
improvemant in {ha pafient's health status.

Teton Home Health
This STANDARD Is not inet as evidenced by: C tion
Based on medical record review and faxed staff Plan of Correc
communication it was determined the agency Provider # 137061
failed o ensure patlents’ comprehensive : Surve
assessments were thoroughly updated during Ref: January 5, 2011 y
recertification for 2 of 6 patients (#3 and #5} who

required recertification assessments and whose (See Attached)

records were reviewed. This resulted in the lack X-I: ;
of weight and/or welght measurements. Findings APPENDIX - k: ;
include: ;

1, Patient #3 was a 51 year old female admitted
to the agency on 9/15/10 primarliy for wound
care. Additional diagnoses listed on the "HOME
HEALTH CERTIFICATION AND PLAN OF
CARE," for certification period 11/14/10 to
01/12/11, included nutritionat deficiency and
dehydration. The recertification assessment,
completed by an RN on 11/12/10, stated Patlent
#3 had a lack of appetite and decreased weight
and a wound on her cocoyx. Thers was no
documenlation of Pafient #3's welght or
measurament of the wound on har coceyx.
Measurement of welght and the wound would
have allowed for a baseling to demonstrate
progress toward nutritional status and wound
healing.

On 1/06/11, the DON confirmed by fax the weight !
had not been taken. A second fax, also daied !
1/06/11, from an RN stated the wound |
measurements for the coceyx had been done but
were in her personal possession rather than in

: Patlent #3's record.

| . ) . ;
! The recertificallon assessment failed to include i

x
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weight and wound measurements.

2. Pallent #5 was a 49 year old diabetic male

admilted to the agency on 6/27/10 primarily for Teton Home Health

wound care. The recertification assessment, Plan of Correction
i dated 10/20/10, for recertification 10/26/10 Provj
through 12/23/10 was completed by an LPN and Ren der # 137061
RN. The assessment documented 4 skin ulcers : ef: January 5, 2011 Survey

on Patient #5's abdomen, The wound
assessment did not include measuraiment of tha
wounds. Measurement of the abdominaf wounds (See Attached)
would have alfowed a baseline to demonslrate APPENDIX - I:
progress toward wound healing.

On 1/06/11, the DON confirmed by fax
communication that no measurements had besn
taken for Patient #5's abdominal wounds during
the receriification assessment, dated 10/20/10,

The recertification assessment failed to include
i wound measurements.

G 342 | 484.55(e) INCORPORATION OF OASIS DATA G 342/
ITEMS

The QASIS data items determined by the
Secretary must be incorporated Into the HHA's
own assessment and must Include: clinical record
iterns, demographics and patient history, living
arrangements, supportive assistance, sensory
status, infegumentary slatus, respiratory status,
elimination status, neuro/emotional/behavioral
stalus, activities of dally living, medications,
equipmenl management, emergent care, and
data ltems coliected at Inpatient facllity admission
or discharge only.

This STANDARD is not mel as evidenced by:
' Based on slaff interview and record review, it was

determined lhe agency falled to ensure OASIS ‘
]
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data tems were Incorporated inlo the agency's
own assessment for 12 of 12 patients (#'s 1-12)

whose records were reviewed. This resulted in i

OASIS dala items being segregated from other | Teton Home Health

elements of a comprehensive assessment. The Plan of Correction

lack of integration and standardizatlon of a ;

comprehensive assessment tool had the potential Provider # 137061

to allow for incomplete and inconsistent Ref: January 5, 2011 Survey

assessments. Findings include:

The agency falled to ensure nursing staff used an (See Attached)
integrated comprehenslve assessment tool at APPENDIX - I:
850G and recertification to allow for
standardization among data collection and to cue
nursing staff to clinical Informalion necessary as a
part of a compreheansive assessment for patients.

OASIS data items were collected and entered In
the computer by nursing staff at slart of care,
recerlification, and other appropriate times. After
being entered, QASIS data ftems printed on a
form which identifled each OASIS data ltem and
the corresponding code number. Additional
skilled nursing assessment informatlon collected
during skif nursing vislts was documented on
separate skilied nursing visit notes. The OASIS
assessmeni was not integrated into the agency's
own comprehensive assessment tool.

This was confirmed during an interview on
12/16/10 at 1:50 PM with the Managing
Coordinator. She stated the admlinisfrators of the
computer documentation program they used told i
them the agency could add items lo the OASIS i
assessment items in the computer in order to
make the lool comprehensive, bul they had not |
yet done so. She stated the nursing staff elected ;
to enter the bulk of their assessments primarlly in
narrative fashion in skilled nursing notes,
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RN Case Mapager acknowledged not using the

i when the following assessments were completed

| Patient #2; SOC of 11/04/10;

Continued From page 37

An integrated assessment tool was not used
for Patient #s 1-12:
Patient #1; Recertification 10/29/10;

Pationt #3: Recertification on 11/14/10;
Patient ##4; SOC 11/29/10, ;
Patient #5: Recertification 10/25/10;

Patlent #6: Recerliflcation 11/05/10;

Patient #7: SOGC of 12/07/10;

Patlent #8: Recerlification 10/28/10;

Patisnt #9; SOC of 11/08/10 and Resumption of
Care 11/17/10.

Patient #10;: 8OC 11/12/10;

Patient #11: Recertification 11/17/10;

Paltent #12: SOC 10/22/10;

The Administrator and Managing Coordinator
were interviewed on 12/16/10 at 3:10 PM. The
Administrator provided a paper copy of a
comprahensive assessment tool, and a printed
computer copy of an electronic comprehansive
assessment tool, He stated nurses had been
tralned in the use of the electronic assessment
tool. He stated the agency had them availabie
but nursing staff were not using them. During the
same Interview, the Managing Coordinator stated
the nurses did not like the electronic system and
had not been using the comprehansive
assassment ioof available on the computer, She
also conflrmed nursing staff did not use the
non-electronic comprehensive assessment toot
as they each had their own systems for collecting
informatlon.

During an interview on 12/17/10 at 10:00 AM, an
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forms for the comprehensive assessmenls. She
stated although she had not used the forms, her
assessmenis were comprehensive and were Teton Home Health
summarized in narrative format, in addition to the Plan of Correction
QASIS items collacted. .
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G156 The DON is responsible for ensuring that the clinicians are fully completing a plan of care on SOC
and updating the plan of care as needed with changes in the pt's condition, such as falls and at least
every 60 days and to ensure that the POC was authorized by a physician. The clinical staff received
training on 1/19/11 regarding the requirements of the plan of care, when and how to notify the physician.
During the in-service they received training regarding how to appropriately conduct a review of the pt's
POC, how to accurately complete a POC, and how to verify that the physician has authorized the POC.
The DON began, on 1/20/11, conducting an audit of all POCs on SOC and upon recert to verify that all
POCs were accurate and contained all of the required areas, that the physician was notified of any
changes and that the physician did authorize the POC. Also to ensure that the POC was thorough
enough to cover all the needs of the pis in regards to diagnoses, medications, IV treatments,
interventions, goals, supplies, assessments and education. The findings of these audits will be reviewed
with each clinician that completed the POC. In the event that the clinical has not adequately completed
the POC documentation then the DON will provide the clinician with additional training at that time to
ensure that the clinician fully understands how to accurately complete a POC. The DON will prepare a
report that contains the findings of these audits and the DON will review the findings with the
administrator on a monthly basis. All necessary corrections and new procedures will be in place by
21111,

G158 The DON is responsible for ensuring that each medical record has the necessary medical
supervision. The clinical staffs received training on 1/19/11 regarding the requirements of having a
physician review and approve the plan of care. A new tracking tool was put in place on 1/20/11 that will
be used by the office manager to document when a POC has heen sent to the physician, when it was
received back from the physician, and if a physician, not another employee, signed the POC. The POC
for pt #6 was sent back to the physician's office on 1/17/11 to have the physician review and sign the
POC. The office manager will prepare a report based on the findings of the tracking tool and review it
with the administrator on a monthly basis. The DON will conduct a review of all physician orders once
they are received into the office and upon recert and discharge to ensure that the physician has signed
each of the orders/POC.

G159 The DON is responsible for ensuring that the clinicians are fully completing a plan of care on
SOC and updating the pian of care as needed with changes in the pt's condition and at least every 60
days. The clinical staff received training on 1/19/11 regarding the requirements of the plan of care.
During the in-service they received training regarding how to appropriately conduct a review of the pt's
POC and how to accurately complete a POC. The DON began, on 1/20/11, conducting an audit of all
POCs on SOC and upon recert to verify that all POCs were accurate and contained all of the required
areas. Also to ensure that the POC was thorough enough to cover all the needs of the pts in regards to
diagnoses, medications, |V treatments, interventions, goals, supplies, assessments, education, etc. The
findings of these audits will be reviewed with each clinician that completed the POC. In the event that the
clinician has not adequately completed the POC documentation then the DON will provide the clinician
with additional training at that time to ensure that the clinician fully understands how to accurately
complete a POC. The DON will prepare a report that contains the findings of these audits and the DON
will review the findings with the administrator on a monthly basis. All necessary corrections and new
procedures will be in place by 2/11/11.

G164 The DON is responsible for ensuring that the clinicians are alerting the physician with any change
in condition. The staff received training on 1/19/11 regarding the need to notify the physician with any
change in condition, how to appropriately notify the physician, how to appropriately document the
notification and the process that will be used fo ensure that the physician is notified of all changes in
condition. During each case conference meeting the DON will review with all of the clinicians the current
state of the pts on the agenda and will discuss whether or not each of the pts on service have had any
change in condition, in particularly if the pt has had a fall. If the pt has had a fall the case manager will, at
that point, document the incident and then will be required to notify the physician by the end of the
meeting and then document the fall and physician notification and then place the document in the pt's
medical record. The DON began on 1/20/11 to conduct a review of at least 90% of all charts upon recert
and discharge to verify that the physician has been notified of any and all changes in the pt's condition.

Page 1 of 4



Teton Home Health
Plan of Correction
Provider # 137061

Ref: January 5, 2011 Survey

APPENDIX - I

The chart audit report will be prepared and reviewed with the QA team and the administrator on a monthly
basis. All necessary corrections and new procedures will be in place by 2/11/11.

G173 The DON is responsible for ensuring that an update of the plan of care is completed at least
every 60 days if not sooner due to a change in the patient's condition. The DON has implemented a
tracking tool that will be used to track each patient’'s cerification period. This too] will be used to identify
when an updated plan of care is required. The DON will notify the clinical staff at least 5 days prior to the
end of the certification period that an update to the plan of care is due and the date it is due. The DON
will then follow up with the clinical staff to ensure that the clinical staff member has in fact contacted the
physician and completed an updated plan of care by the 60" day. The DON will also conduct ongoing
audits of each updated plan of care to verify that the form has been accurately and completely filled out.
The findings of these audits will be reviewed with the clinician that completed the form, The new tracking
tool was put in place on 1/20/11. The clinical staff received training on 1/19/11 regarding the
requirements of updating the plan of care at least every 60 days if not sooner due to a change in the
patient’s condition and the new tracking process that will be used. The staff also received training on how
to accurately complete the plan of care. The tracking sheet will identify when the updated POC is due,
when the staff member was notified, and when the POC was completed. This tracking tool will be
reviewed with the administrator on a monthly basis so that the administrator can ensure that the POCs
are being updated as required by regulation. The tracking tool will also be reviewed with the QA team. In
the event that a staff member fails to complete an updated POC the staff member will be contacted and
will be required to come into the office to meet with the DON and receive additional training regarding the
requirements of this regulation. Al necessary corrections and new procedures will be in place by
21111,

G195 The DON is responsible for ensuring that all disciplines have a physician ordered POC that
includes the frequency, duration, interventions and goals of the care that will be provided. The staff
received training on 1/19/11 regarding the need of a complete care plan, how to accurately document and
create a care plan, the need for physician orders, and the appropriate process for obtaining orders and
creating a care plan. The DON began on 1/20/11 to conduct an audit of all SOC paperwork and new or
updated care plans to verify that all care plans contain all of the required information and that the
appropriate process was followed. In the event that the DON identifies a break down in this system the
Don will contact both the MSW and the Nurse Case Manager to inform them of the issues, provide
additional training regarding the process that is required, and to make any necessary and appropriate
corrections. All necessary corrections and the new procedure will be in place by 2/11/11.

G224 The DON is responsible for ensuring that the documentation completed by the clinical staff is
accurate and that the staff follows the care plans. On 1/19/11 the clinical staff members received training
on how to completely and accurately fill out the clinical documentation forms, the need to constantly
review the POC, and that the staff can only do what is ordered on the care plan. Upon admission and
recert the HHA POC will be given to the HHA that is assigned to the pt. Also a copy of the HHA POC will
be placed in the pt's home. This process wiil ensure that the HHAs are fully aware of what services have
been ordered. The DON hegan on 1/20/11 complete chart audits of all documentation within the medical
record that specifically reviewed whether or not the aide has in fact followed the HHA POC. The DON will
review at least 90% of all charts upon discharge or recert. In the event that during these audits it is found
that that an error has been made by one of the employees, that employee will be immediately contacted
and will be required to come into the office to review the error with their supervisor and make any
necessary and appropriate corrections. Additional one-on-one training will be provided to that employee
regarding the requirements of this regulation and how to accurately complete the documentation. All
necessary corrections and new procedures will be in place by 2/11/11.

G229 The DON is responsible for ensuring that the RNs are conducting an aide supervisory visit at
least every 14 days. On 1/19/11 the staff received training on the requirements of the aide supervisory
visits and how to complete the documentation required. When HHA are providing service to the patients
the office will add specific aide supervisory visits to the RN’s schedules beginning on 1/20/11. The DON
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began on 1/20/11 to conduct an audit of the charts to verify that the RNs have in fact conducted an aide
supervisory visit at least every 14 days. The DON will review at least 90% of all charts upon discharge or
recert. In the event that the aide supervisory visit was not completed the DON will contact the RN and
provide additional training regarding this requirement and how to conduct the visits and inform them of the
new scheduling process. The nurse will also be required at that time to conduct an aide supervisory visit
in the pt's home. The DON will prepare a chart audit summary report that includes the aide supervisory
visit and will review the findings of the chart audit report on a monthly basis with the administrator. All
necessary corrections and new procedures will be in place by 2/11/11.

G236 The DON is responsible for ensuring that the documentation completed by the clinical staff is
accurate, On 1/19/10 the clinical staff members received training on how to completely and accurately fil
out the clinical documentation forms. The DON began on 1/20/10 complete chart audits of all
documentation within the medical record. The DCN will review at least 90% of all charts upon discharge
or recert. The office Manager also began at this time to conduct a review of each employee's time card in
conjunction with the notes when the employees turn in the timecard and note. This is to verify that the
times of the visits are appropriate and match the times on the time card. In the event that during these
audits it is found that that an error has been made by one of the employees, that employee will be
immediately contacted and will be required to come into the office to review the error with their supervisor
and make any necessary and appropriate corrections. All necessary corrections and new procedures will
be in place by 2/11/11.

G250 The DON is responsible for ensuning that chart reviews are completed at least quarterly.
Beginning the week 1/24/11 the DON has had the Physical therapists conduct a peer review of the PT
notes within the charts. The Occupational Therapists will conduct a peer review of the OT notes within
the charts. Each of the PT and OT employees that attend the case conference will conduct at least one
peer review of the therapy documentation per meeting. ©On 1/19/11 the therapists received training
regarding how to accurately conduct a chart audit. Prior to case conference the DON will identify which
charts are due for an audit and she will prepare the chart and the audit tool for the therapists, so that
during the case conference meeting, they are able to complete the chart audits. The results of the chart
audits will be reviewed as part of the QA review. A report will be created on a monthly basis to identify
which charts have been audited, by whom, and what the findings were. This report will be reviewed with
the administrator and the QA team on a monthly basis. . All necessary corrections and new procedures
will be in place by 2/11/11.

G330 The DON is responsible for ensuring that the clinical team uses an integrated
comprehensive/OASIS assessment form on SOC. A new integrated comprehensive/OASIS assessment
tool was purchased on 1/17/11 and the clinical staff received training on 1/19/11 on how to accurately
complete the new integrated comprehensive assessment form. The DON began conducting ongoing
audits of all SOC paperwork on 1/20/11 of all SOC paperwork to verify that the staff has used the new
integrated OASIS/comprehensive assessment form and that the form has been accurately completed.
Monthly reports of the chart audits will be completed and reviewed with the administrator and the QA
team so that the administrator and QA team can ensure that the new form is being used and accurately
completed. If found, during the SOC audits of the comprehensive assessment, that a clinician has not
fully completed he integrated comprehensive assessment tool then the clinician will be contacted and the
necessary and appropriate corrections will be made and additional training will be provided to that
employee at that time.  All necessary corrections and new procedures will be in place by 2/11/11.

G331 The DON is responsible to ensure that the clinical staff is completing a comprehensive
assessment of the patients during the initia! visit and identifying the immediate care and support needs of
the patient. The clinical staff received training on 1/19/11 regarding the requirements of the initial visit
and how to accurately and completely fill out the comprehensive assessment form. The DON began on
1/20/11 conducting an audit of all paperwork completed during the initial visits to ensure that the staff has
adequately and appropriately assessed the immediate care and support needs of the patient and has
determined the eligibility of hormecare including the homebound status. The findings of these audit results
will be reviewed with each clinician that completed the initial assessment. In the event that the clinician
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has not adequately completed the initial visit assessment documentation then the DON will provide the
clinician with additional training at that time to ensure that the clinician fully understands how to accurately
conduct an initial visits and how to accurately complete the documentation. The DON will prepare a
report that will be reviewed with the administrator on a monthly basis. All necessary corrections and new
procedures will be in place by 2/11/11,

G337 The DON is responsible for ensuring that the clinicians are fully completing a drug profile and
conducting a med review on SOC and updating the med profile as needed with medications changes and
at least every 60 days. The clinical staff received training on 1/19/11 regarding the requirements of the
drug profile. During the in-service the staff received training regarding how to appropriately conduct a
review of ALL of the pt's medications and how to accurately complete a drug profite. The DON began, on
1/20/11, conducting an audit of all medications profiles on SOC and upon recert to verify that all
medications that the pt is using are listed on the medication profile. The findings of these audits wili be
reviewed with each clinician that completed the med profile. In the event that the clinical has not
adequately completed the medication profile documentation then the DON will provide the clinician with
additional training at that time to ensure that the clinician fully understands how to accurately complete a
medication profile. The DON will prepare a report that contains the findings of these audits and the DON
will review the findings with the administrator on a monthly basis. All necessary corrections and new
procedures will be in place by 2/11/11.

G338 The DON is responsible for ensuring that an update of the comprehensive assessment is
completed at least every 60 days if not sooner due to a change in the patient's condition. The DON has
implemented a tracking tool that will be used to track each patient's certification period. This tool will be
used to identify when an updated comprehensive assessment is required. The DON will notify the clinical
staff at least 5 days prior to the end of the certification period that an update to the comprehensive
assessment is due and the date it is due, The DON will then follow up with the clinical staff to ensure that
the clinical staff member has in fact completed an updated comprehensive assessment by the 60" day.
The DON will also conduct ongoing audits of each updated comprehensive assessment to verify that the
form has been accurately and completely filled out. The findings of these audits will be reviewed with the
clinician that completed the form. The new tracking tool was put in place on 1/19/11. The clinical staff
received training on 1/19/11 regarding the requirements of updating the comprehensive assessment at
least every 60 days if not sooner due to a change in the patient’s condition and the new tracking process
that will be used. The staff also received training on how to accurately complete the comprehensive
assessment. The tracking sheet will identify when the updated assessment is due, when the staff
member was notified, and when the assessment was completed. This tracking tool will be reviewed with
the administrator on a monthly basis so that the administrator can ensure that the assessments are being
updated as required by regulation. The tracking tool will also be reviewed with the QA team. In the event
that a staff member fails to complete an updated comprehensive assessment the staff member will be
contacted and will be required to come into the office to meet with the DON and receive additional training
regarding the requirements of this regulation. Al necessary corrections and new procedures will be in
place by 2/11/11,

G342 The DON is responsible for ensuring that the clinical team uses an integrated
comprehensive/CASIS assessment form on SOC. A new integrated comprehensive/OASIS assessment
form was purchased on 1/17/11 and the clinical staff received training on 1/19/11 on how to accurately
complete the new integrated comprehensive assessment form. The DCN began conducting ongoing
audits of all SOC paperwork on 1/20/11 of all SOC paperwork to verify that the staff has used the new
integrated OAS|S/comprehensive assessment form and that the form has been accurately completed.
Monthly reports of the chart audits will be completed and reviewed with the administrator and the QA
team so that the administrator and QA team can ensure that the new form is being used and accurately
completed. If found, during the SOC audits of the comprehensive assessment, that a clinician has not
fully completed he integrated comprehensive assessment tool then the clinician will be contacted and the
necessary and appropriate corrections will be made and additional training will be provided to that
employee at that time. Al necessary corrections and new procedures will be in place by 2/11/11.
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Dear Susan,
Enclosed you will find an addendum to the following: G250, G195, G164,
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G250 The DON is respansible for ensuring that chart reviews are completed at least guarterly.
Beginning the week 1/24/11 the DON has had the Physical therapists, Occupational therapists, and
Speech language pathologists conduct a peer review of the notes within the charts. Each of the
disciplines will conduct a peer review of the other employesg’s, of the same discipline, notes within the
charts. Each of the employees that attend the case conference will conduct at least one peer review of
their peer’s documentation per meeting. On 1/18/11 each of the disciplines received training regarding
how to accurately conduct a chart audit. Prior to case conference the DON will identify which charts are
due for an audit and will prepare the charts and the audit tool for the employees, so that during the case
conference meeting, they are able to complete the chart audits. The social worker will send his
documentation to the supervising M5W to review the documentation. The DON will review the nurse's
documentation. The results of the chart audits will be reviewed as part of the QA review. A report will
be created on a monthly basis to identify which tharts have been audited, by whom, and what the
findings were. This report will be reviewed with the administrator and the QA team on a monthly baais.
A 90% review of all charts will be audited each quarter until a 90% compliance can be obtained within
the charts. Atthat point the audits will be reduced to a 50% audit of all charts ongoing, All necessary
corrections and new procedures will be in place by 2/11/11,

G195 The DON is responsible for ensuring that all disciplines have a physician ordered POC which
includes the frequency, duration, interventions and goals of the care that will be provided. The social
worker is supervised by the M5W. Each of the notes, care plans, etc that are created by the social
worker are sent to the MSW for a peer review. The staff received training on 1/19/11 regarding the
need of 3 complete care plan, how to accurately document and create a care plan, the need for
physician orders, and the appropriate process for obtaining orders and creating a care plan. The DON
began on 1/20/11 to eohduct an audit of all SOC paperwork and new or updated care plans to verify that
all care plans contain all of the required information and that the appropriate process was followed. In
the event that the DON identifies a break down in this system the DON will contact both the MSW and
the Nurse Case Manager to inform them of the issues, provide additienal training regarding the process
that is required, and to make any necessary and appropriate corrections. The MSW will conduct the
oversight of the social worker and conduct ongoing audits of the social worker's documentation to
ensure that the POCs are created according to the regulations, The review will also include an oversight
of the care and follow through being provided to the pts by the social worker. All necessary corrections
and the hew procedure will be in place by 2/11/11.

G164 The DON is responsible for ensuring that the clinicians are alerting the physician with any
change in condition. The staff received training on 1/19/11 regarding the need to netify the physician of
any change In condition, how to appropriately notify the physician, how to appropriately document the
notification and the process that will be used to ensure that the physician is notified of all changes in
condition, During each case conference meeting the DON will review with all of the cliniclans the
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current state of the pts on the agenda and will discuss whether or not each of the pts on service have
had any change in condition, including falls, med errars, incidents, and variance, etc. If the pt has had a
fall or any ather change in condition the case manager will, at that point, document the incident and wil)
be required to notify the physician by the end of the meeting. Additionally docurhent the fall and
physician notification and then place the document in the pt's medical record, In the event that the pt
has had a change in condition that, due to the immediate nature of the event, cannot wait until the next
case conference meeting the staff member is required to immediately contact the DON and the
physician to report the change in condition. Once the physician and DON have been contacted the
employee will be required to come in the office to document the incident and/or change in condition.
The DON began on 1/20/11 to conduct a review of at least 30% of all charts upon recert and discharge
to verify that the physician has been notified of any and all changes in the pt’s condition. The ¢hart
audit report will be prepared and reviewed with the QA teamn and the administrator on a manthly basis.
All necessary corrections and new procedures will be in place by 2/11/11,

* Many of the other POCs for the tags included the DON conducting chart audits. The audits have
begun and will continue to be done at 90% each guarter for the next year ot until a minimum of
90% compliance can be achieved. Once the 90% cornpliance has been achieved then the DON
will continue to conduct a 50% review of all charts each quarter.
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follows the wrilten plan of cara and
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a. All pertinent diagnoses;

This Rule is hot met as evidenced by:
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1, Patient #11 was a 90 year old male admitted
to the agency on 7/21/10 for care related to
muscle weakness. The "HOME HEALTH f Teton Home Health
CERTIFICATION AND PLAN OF CARE," for ;
| cerlification period 11/18/10 to 1/46/10, was Plan of Correction
| incomplete. 1t did not include Patient #11's Provider # 137061
diagnosis of dlabsles. During an interview on Ref: Januarv 5. 2011 S
12117/10 at 11:30 AM, the DON reviewed the January 5, 2011 Survey
record and confirmed the findings.
ont# 00 Id male with a S0C (See Attached)
2. Palient #1 was a 90 year old male with a APPENDIX - II:

of 8/01/10. His primaiy dlagnosis was ;
dehydration, with additicnal diagnosls listed as
prostate cancer, Alzheimer's disease,
hypertension, and generalized muscle weakness,

The "HOME HEALTH CERTIFICATION AND
PLAN OF CARE,” for lhe certification period
103110 to 12/26M10, indicated Patient #1 was to
be observed and assessed every nursing visit for
sighs and symptoms of depression and mood.
Patlent #1's medications included Seroguel SR,
which is a madicatlon used for schizophrenia or
bipolar disorders. There were no diagnoses
listed, such as depression, schizophrenia, or
bipolar discrder, to explain the medication and
interventions.

In an Interview on 12/17/10 at 10:00 AM, the
DON confirmed Patlent #1's record did not
include a diaghosis which reflectad his mental
slatus and included his need for antipsychotic
medicalion.

3. Pallent #8 was a 82 year old mate with a SOC
; of 8/31/10. Hls primary diagnosis was Vitamin B
| deficlency, with additional diagnosis of atrial
fibrillation, testicular hypofunction, and
depression. The "HOME HEALTH

Bureay of Faclilty Standards
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CERTIFICATION AND PLAN OF CARE," for the
certification period 10/30/10 to 12/26/10, directed
the SN to assess Patient #8 for paln wilh sach
visils, and Instruct the palient in proper use of
paln medication for safely. Patient #8's plan of
care did not Include a diagnosis related to pain.

fn an Interview on 12/17/10 at 10:00 PM, the
DON reviewed the record and confirmed the
findings.

4. Palient #7 was a 52 year old female with a
SOC of 12/07/10. Her primary diagnosis was
open wound, with additionat diagnosls of chronic
depression, type 2 dlabetes, morbid obesity, and
CHF. The "HOME HEALTH CERTIFICATION
AND PLAN OF CARE," for the cerlification pertod
12/07/10 to 2/04/11, directed the SN to Instruct

! Patient #7 how fo take her pulse and about
allerations in rate and rhythm to raport to MD,
There was no diaghosis listed that explalned the
abnormal heart rate, The plan of care medication
i list included Methadone as well as Oxycodeone,
and there was diagnosis listed to explain the
medication. Patient #7 was on multiple
antidepressant medicalions, there were no
diagnosis listed to explain the use of
anlidepressants.

i In an interview on 12/16/10 at 12:00 PM, the

i DON reviewed Patienl #7's medical record and
confirmed the plan of care did not address the
depression, pain management, and cardlac
rhythm assessment. The DON staled the nurse
had designed the plan of care lo address the
open wound for which the primary diagnosis
listed.

! 5. Palient #9 was a 67 year old female with a
SOC of 11/08/10, Her primary diagnosis was

(X1) PROVIDERISURPLIER/CLIA
O FLAN OF CORRECTION : COMPLETED
AN IDENTIFICATION NUMBER A BUILDING
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137061 0110612011
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Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:
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renal failure, hypotension, type 2 diabetes,
muscle weakness, and hyperpotassemla. The
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for the certiflcaton period 11/08/10 to Teton Home Health
/06111, included medications for glaucoma and Plan of Correction
multiple sclerosis, allhough those diagnoses were .

not fisted on the plan of care. Provider # 137061

Ref: January 5, 2011 Survey
The DON confirmed the meadicalions llsted on the
plan of care indicated Patient #9 had MS as well

as glaucoma, and was unable o explain why the (See Attached)
case manager did not include those diagnosis on APPENDIX - II:
the plan of care.

6. Patient #12 was a 21 year old female with a
S0C of 10/22/10. Her primary diagnosis was
general muscie weakness, neuromyelilis optica,
paralysis, and gastroparesis. The "HOME
HEALTH CERTIFICATION AND PLAN OF
CARE," for the certification perfod 10/22/10 to
12120110 instructad the SN 1o "cleanse sile with
NS {normal salina)/ gauze....cover with duoderm
until healed.” The plan of care did not Include a
diagnosis of a woutnd.

In an interview on 12/17/10 at 1:30 PM, the DON
staled Patient #12 was referrad for wound care
only, and confirmed the pian of care did not
provide a comprehensive needs plan for Palient
12,

N 166 03.07030, PLAN OF CARE N 166

N185 01. Wrillen Plan of Care. A
written plan of care shall be
developed and Implemented for each
patient by all disciplines providing
services for that patlent, Care
follows the writien plan of care and
includes:

Bureau of Facilily Standards
STATE FORM 4433 DOSB11 I confinuation skee! 4 of 14
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¢. Types of services and
equipment required;

This Rule s not met as evidencaed by:

Based on record review and staff interview, it was
determined the written plan of care included
squlipment not required and/or falled to include
types of services ordered by a physiclan for 11 of
12 patients (#2, #3, #4, #5, #6, #7, #3, #9, #11,
#12) whose records were reviewed, This
resulted in POGCs that were not patlent specific as
to equipment/supplies and POGs that were
Incomplete. This had the potential to inlarfere
with quality and coordination of patient care.
Findings include;

1. Patient #3 was a 51 year old female admitted
to the agency on 9/15/10 primarily for wound
care. The "HOME HEALTH GERTIFICATION
AND PLAN OF CARE," for certification period
11/14/10 o 1/12/11, included a goal for Patient
#3 to gain or maintain her weight of 90 Ibs,
Howevar, there was no intervention listed to
assess Patient #3's welght, The POC also listed
a goal to controf Patient #3's pain at a leval of 4
or legs. However, there was no intervention listed
to assass Patient #3's rating of pain. During an
interview on 12/15/10 at 4:25 PM, the DON
raviewed ths record and confirmed the findings.

The POG did not include Inlerventions raguired to
adequately assess the stated goals,

2. Patient #4 was a 72 year old male admitled lo
the agency on 11/29/10 for post-stroke care. The
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for cerlification period 11/28/10 to
01/27/10, dld not include the type of services
reguired by the aide during the 3 x per week

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION COMPLETED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING
B. WING
137064 910512011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3101 VALENCIA DRIVE
TETON HOME HEALTH IDAHO FALLS, ID 83404
XNI0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX 1 (EACH DEFICIENCY MUST BE PRECEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Teton Home Health

Plan of Correction
Provider # 137061
Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:

|
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During an interview on 12/15/10 at 4:00 PM, the
DON reviswed the record and confirmed the
findings.

The typs of aide services were not included in the
POC. Supplies were listed on the POC Ihat were
not relevant to Patient #4.

3. Palient #5 was a 49 year old diabetic male
admitted to the agency on 6/27/10 primarlly for
wound care., The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for
cerlification period 10/25/10 to 12/23/10,
included a goal for the client to be comptliant with
performing 4 x per day accuchecks (blood
glucose monltoring). Howsver, the POC did not

! include corrasponding SN Interventions to assess

Patient #5 for compliance with blood sugar
monitoring. The POC did not inciude patient use
of C-PAP (a device for treating sleep apnea)
although nursing documentation on 12/06/10 at
11:45 AM indicated Patient #5 used C-PAP at
night. A section, "DME and Supplies," included
"IV Suppites” aithough Patient #5 was not on 1V
medications. During an interview an 12/16/10 at
11:15 AM, the DON reviewed the POC and
confirmed the findings.

The POC was missing Interventions necessary to
assess lhe stated goals. The POC was missing
squipment {C-PAP) specific to Pallent #5 and
included IV supplies not refevant to Patlent #5.

| 4. patient #11 was a 90 year old male admilted

{o the agency on 7/21/10 for care related 1o
muscle weakness., The "HOME HEALTH
CERTIFICATION AND PLAN OF GARE," for

TETON HOME HEALTH IDAHO FALLS, ID 83404
(XD ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GCOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N 155 Continued From page 5 N 1585
physiclan-ordered visits. "V Supplles" were listed
{ under "DME and Supplies." However, there was
| no indication Patient #4 was on WV therapy.
Teton Home Health

Plan of Correction
Provider # 137061
Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:

Bureau of Facility Standards
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cetlification period 11/18/10 to 1/16/10 had &
section, "DME and Suppllas,” which included "IV
_ Fupg“e&;m%\géerbno'w meidlfatl?ns ware Teton Home Health

isted on the . During an interview on .

12/17/10 at 11:30 AM, the DON reviewed the Plan of Correction

racord and confirmed the findings. Provider # 137061

The POC included supplies that wers not relevant Ref: January 5, 2011 Survey

to Patient #11.

Se
5. Patient #8 was a 92 year old mals with a SOC (See Attached)
of 8/31/10. His primary diagnosis was Vitamin B APPENDIX - II:
deficiency, with additional diagnosis of atrlal
fibrillation, testicular hypofunction, and
depression,

The DME and supplles listed Included IV
supplies, needle, and solution, syringe, and tape,
although Patient #8 was not receiving 1V therapy.

in an interview on 12/17/10 at 10:00 AM, the
DON reviewed the record of Palient #8 and
staled the DME and supplies listed was a
software program issue thal was prepopulated
with the items lsted, She stated the case
manager was able to list additlonal supplies, but
the needle, solution, syringe, and tape was listed
for all patients.

The POC included supplies not needed by
Patlsnt #8.

6. Palient #2 was an 87 year old female with a
S0C of 11/04/10. Her primary diagnosis was
type 2 diabetes, malaise and fafigus, COPD, and
arfhropathy, The DME and supplles listed
included 1V supplies, needle, and solution,
syringe, and tape, although Palient #2 was not
recelving 1V therapy.

y
1

i
Bureau of Facliity Standards
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I
| In an interview on 12/16/10 at 10:20 AM, the
1 DON stated the DME and supplies listed was
actually a soffware program Issue that was Teton Home Health
prepopulated with the items lisled. She stated Plan of Correction
the case manager was able to adapt the list for X
! additional supplies, but fhe needle, solution, Provider # 137061
syringe, and tape was inltlally listed for all Ref: January 5, 2011 Survey
pailents. l
Patient #2's plan of care included suppiies she (See Attached)
did not need. APPENDIX - II:

i 7. Patient #6 was an 87 year old female with a
SOC of 8/10M10. Her primary dlagnosis was
uncontrolled lype 2 diabetes, macular
degeneration, and chronic kidney disease. The
DME and supplies listed included IV supplies,
needle, and solution, syringe, and lape, although
Pafient #6 was not recaiving IV therapy,

In an interview on 12/16/10 at 9:30 AM, the DON
stated the DME and supplles listed was a
software program issue that was prepopulated

! wilh the ftems listed. She stated the case

i manager was able lo adapt the list for additional
supplies, but the neadls, solution, syringe, and
tape was iniially listed for all palients.

| The PQC listed supplies nof needed by Patient
#0,

8. Palient #7 was a 52 year old femals with a
SOC of 12/07/10. Her primary dlagnosis was
open wound, with additional diagnosis of chronic
depression, lype 2 diabetes, morbld obesity, and
: CHF, The DME and supplies fisted included IV

. supplies, needle, and solution, syringe, and tape,
! although Patlent #7 was not recelving IV therapy.
i Nursing Interventions aiso included that Patient

i #t7 demonslrate use of oxygen, although oxygen

|
Bureau of Facillty Standards
STATE FORM 8059 D0SB11 If conlinuation shesl 8 of 14
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was not listed on the DME or the medication list.

In an interview on 12/46/10 at 12:00 PM, the
DON stated the DME and supplies listed was a
software prograrm Issue that was prepopulated
with {he items listed. She stated the case

' manager would be able to list additional supplies,
bui the needle, solutfon, syringe, and lape was
initially listed for all patienis,

The POC listed supplies not needed by Palient
#7.

9. Palient #9 was a 67 year oid female with a
SOC of 11/068/10. Her primary diagnosis was
renal fallure, hypotension, type 2 diabetes,
muscle weakness, and hyperpotassemla, The
"HOME HEALTH CERTIFICATION AND PLAN
OF CARE," for the certification period 11/08/10 to
1/06/11, directed the SN to nolify the physician
for oxygen saturations of 86% or less while on
oxygen, ailthough the plan of care did not Indicate
! Pallent #9 was on oxygen in the medications or
the DME and suppltes listed. The DME and
supplies listed inctuded IV supplies, needle, and
solution, syringe, and tape, although Palient #9
was not receiving |V therapy.

In an interview on 12/17/10 at 10:45 AM, the
DON reviewed the medical record of Pallent #8
and stated the DME and supplies listed was a
software program issue that was prepopulated
with the items lisled. She stated the case
manager was able to list additional supplies, hut
| the needle, solution, syringe, and tape was (isted
i for all patients.

The POC failed to inciude oxygen for Patient #9,
. and included supplies that were not needed by
! Patient #9.

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:

Buiroau of Faciily Standards
STATE FORM
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11, Palient #12 was a 21 year old female with a
SOG of 10/22/10, Her primary diagnosis was
general muscle weaknass, neuromyelitis oplica,
paralysls, and gastroparesis.

The DME and suppllss listed Included IV Teton Home Health

supplies, needle, and solulion, syringe, and tape, Plan of Correction
although Palient #12 was not recelving IV Provider # 137061
therapy.

Ref: January 5, 2011 Survey

th an interview on 12/17/10 at 1:30 PM, the DON

reviewed lhe record of Patient #12 and stated the
DME and supplies listed was a software program (See Attached)
issue that was prepopulated with the items listed. APPENDIX - iI:

She stated the case manager was able fo list
additional supplies, but the needle, solution,
syringe, and lape was listed for all patients.

The facility failad to ensure appropriate supplies
were listed for Patlent #12.

N 1811 03.07030.PLAN QF CARE N 161

N1681  01. Written Plan of Care, A
wrilten ptan of care shall be
dsvelopsed and implemeanled for each
patient by all disciplines providing
services for that patient. Care

follows the wrilten plan of care and
includes:

i. Medicaticn and treatment
orders;

This Rule is not met as evidenced by:

Based on record review and staff inferview, It was
determined the agency falled to ensure the

{ POGs included medication and treatment orders

i for 3 of 12 sample palients (#5, #8, and #11).

Bureat: of Fécimy Standards
STATE FORM atop DOSB14 H continualion sheet 10 of 14
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: This bad the potential to interfere with quality,
: completeness, and coordination of patient
services, Findings Include:
Teton Home Health
i 1, Patlient #5 was a 49 year old diabstic male !
admitied to the agency on 6/27/10 primarlly for Plan _Of Correction
wound care. The "HOME HEALTH Provider # 137061
CERTIFICATION AND PLAN OF CARE," for Ref: January 5, 2011 Survey

certification perlod 10/25/10 to 12/23/10, did not
include patient use of C-PAP {a devica for

treating sleep apnea). Howraveri rAusriR?' . (See Attached)
documentation on 12/06/10 at 11: ndicated .
| Patient #5 used C-PAP at night. During an APPENDIX - II:
interview on 12/16/10 at 11:15 AM, the DON '
reviewed the POC and confirmed the findings.

The POC did not include tha C-PAP treatment,

2. Palient #11 was a 90 year old male admitted
to the agency on 7/21/10 for care related to
muscle weakness. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for
cerlification period 11/18/10 to 1/16/10, did not
include the diabetic medication metformin Patient
#11 was taking. During an interview on 12/17/10
at 11:30 AM, the DON reviewed the racord and
confirmed the findings.

The POC did not include a medication.

3. Patient #8 was a 92 year old male with a SOC
of 8/31/10. His primary diagnosis was Vitamin B
. deficlency, with additlonal diagnosis of atrial
fibrilation, testicular hypofunction, and
depression. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
certification period 10/30/10 to 12/28/10, direcled
the SN to assess Palient #8 for paln with each
visit, and instruct the patient in proper use of paln

i

Bureau of Facility Standards
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N 181! Continued From page 11 N 161

! medication for safely. Patient #8's plan of care
| did not include pain medications.

The plan of care also Included instructions for the Teton Home Health
SN to observe and assess the patlent for ches! Plan of Correction

pain, and note the use of nitroglycerin. The :
nitroglycerin was not included In the medlcations Provider # 137061 ,
iisted on the plan of care. Ref: January 5, 2011 Survey

in an interview on 12/17/16 at 10:00 AM, the
DON was unable to explain why the nitroglycerin (See Attached)
was not listed in the medication area of the plan APPENDIX - 1I:
' of care, She provided a fist from the pharmacy of
medications that Patient #8 was reported to be
taking. The medication list provided by the
pharmacy was different from the plan of care
medication list, and included nitroglycerin, as well
as, mulliple pain medications.

The POC did not include alf medications needed
by Patient #8.

N 186! 03.07031.03.CLINICAL REC. N 186
N186 03. Clinical and Progress

i Notes, and Summaries of Cars. Clinical
and progress notes must be wriltan or
dictated on the day service is

rendered and incorporated into the
clinical record within seven (7) days,
Summaries of care reports must be
submitted to the attending physician

al least every sixly (60) days.

This Rule is not mel as evidenced by:

Bassd on record review and staff inlerview it was
i determined the agency falled to ensure clinical

: notes were wrillen or dictated on the day service
t was randered in § of 5 pallents (#3, #4, #5, #10,
| and #11) whose records were reviewed for dales
Bureau of Facilily Standards
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During an interview on 12/15/10 at 9:30 AM, the
DON and Adminisirator, after consulting with the
Managing Coordinator, stated the term "entered”
meant the time the note was started and "logged"
meant when the nole was synced with the

| agency's compuler system. They explained if
was necassary for staff to come into the office to
sync thelr notes with the compuler system. They
further explained their computer documentation
program did not allow staff to transmit notes In
real time from a distance.

The following clinical notes are examples of
entries documented as entered and logged after
the dates of sarvices,

11, Patient #3; An RN visit note, daled 9/15/10 at

9:45 AM, was documented as entered on 9/20/10
i at 810 am and logged 9/20/10 at 8:32 AM (5
 days after the date of service).

2. Palient #4: An RN visit note, dated 11/29/10
at 2:00 PM, was documented as entered on

{ 12/101/10 (2 days after the date of service), A

: CNA visit note, dated 12/08/10 at 3:20 AM was

documented as enfered 12/10/10 at 3:57 PM (2
days after the date of service),

i 3. Palient#5; AN LPN visit nate, dated 10/27/10
: at 10:30 PM, was documenied as entered

£ 10/31/10 at 9:42 PM and logged at 11/01/10 at

' 9:03 PM (5 days after the date of service),

H

i

X4y ID i SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (XG)
PREFIX | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRINTE DATE
- DEFICIENCY)
N 186 Continued From page 12 N 186
of entry for clinical notes, This had the polential
to Interfere with the accuracy of clinical records.
Findings include:
RN and CNA clinical notes listed the dates and Teton Home Health
limes services were rendered and the dates and Plan of Correction
times visit noles were “enlered” and "logged." \
99 Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:

I
i
|
i

i
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i
i

i
i

4, Patlent #10: An RN vislt nole, dated 11/12/10
at 12,32 PM, was doctmented as enfered on
11/15/10 at 12:24 AM and logged 11/15/10 at
1.04 AM (3 days after the date of service).

5. Pallent #11: An RN vistt note, dated 11/12/10
at 10:06 AM, was doctimented as entered on
1111510 at 12:04 AM and legged 11/15/10 at
12:07 AM (3 days after the date of service).

oD | SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
N 186 Continued From page 13 N 186

Teton Home Health

Plan of Correction

Provider # 137061

Ref: January 5, 2011 Survey

(See Attached)
APPENDIX - II:
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Teton Home Health

Plan of Correction

Provider # 137061
Ref: January 5, 2011 Survey

APPENDIX II:

N153 The DON is responsible for ensuring that an update of the plan of care is completed at least
every 60 days if not sooner due to a change in the patient’s condition. The DON has implemented a
tracking tool that will be used to track each patient’s certification perioed. This tool will be used to identify
when an updated plan of care is required. The DON will notify the clinical staff at least 5 days prior to the
end of the certification pericd that an update to the plan of care is due and the date it is due. The DON
will then follow up with the clinical staff to ensure that the clinical staff member has in fact contacted the
physician and completed an updated plan of care by the 60" day. The DON will also conduct ongoing
audits of each updated plan of care to verify that the form has been accurately and completely filled out,
The findings of these audits will be reviewed with the clinician that completed the form. The new tracking
tool was put in place on 1/20/11. The clinical staff received training on 1/19/11 regarding the
requirements of updating the plan of care at least every 60 days if not socner due to a change in the
patient's condition and the new tracking process that will be used. The staff also received training cn how
to accurately complete the plan of care. The tracking sheet will identify when the updated POC is due,
when the staff member was notified, and when the POC was completed. This tracking tool will be
reviewed with the administrator on a monthly basis so that the administrator can ensure that the POCs
are being updated as required by regulation. The tracking too! will also be reviewed with the QA team. In
the event that a staff member fails to complete an updated POC the staff member will be contacted and
will be required to come into the office to meet with the DON and receive additional training regarding the
requirements of this regulation. All necessary corrections and new procedures wilt be in place by
2M11/11.

N155 The DON is responsible for ensuring that the clinicians are fully completing a plan of care on SOC
and updating the plan of care as needed with changes in the pt's condition and at least every 60 days.
The clinical staff received training on 1/19/11 regarding the requirements of the plan of care. During the
in-service they received training regarding how to appropriately conduct a review of the pt's POC and how
to accurately complete a POC. The DON began, on 1/20/11, conducting an audit of all POCs on SOC
and upon recert to verify that all POCs were accurate and contained all of the required areas. Also to
ensure that the POC was thorough enough to cover all the needs of the pts in regards to diagnoses,
medications, |V treatments, interventions, goals, supplies, assessments, education, etc. The findings of
these audits will be reviewed with each clinician that completed the POC. In the event that the clinician
has not adequately completed the POC documentation then the DON will provide the clinician with
additional training at that time to ensure that the clinician fully understands how to accurately complete a
POC. The DON will prepare a report that contains the findings of these audits and the DON will review
the findings with the administrator on a monthly basis. All necessary corrections and new procedures will
be in place by 2/11/11.

N161 The DON is responsible for ensuring that the clinicians are fully completing a drug profile as part
of the care plan and conducting a med review on SOC and updating the med profile as needed with
medications changes and at least every 80 days and that an update to the POC is necessary. The
clinical staff received training on 1/18/11 regarding the requirements of the drug profile. During the in-
service the staff received training regarding how to appropriately conduct a review of ALL of the pt's
medications and how to accurately complete a drug profile. The DON began, on 1/20/11, conducting an
audit of all medications profiles on SOC and upon recert to verify that all medications that the pt is using
are listed on the medication profile. The findings of these audits will be reviewed with each clinician that
completed the med profile. In the event that the clinical has not adequately completed the medication
profile documentation then the DON will provide the clinician with additional training at that time to ensure
that the clinician fully understands how to accurately complete a medication profile. The DON will
prepare a report that contains the findings of these audits and the DON will review the findings with the
administrator on a monthly basis. All necessary corrections and new procedures will be in place by
211711,
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Teton Home Health

Plan of Correction

Provider # 137061
Ref: January 5, 2011 Survey

APPENDIX II:

N186 The DON is responsible for ensuring that the clinical team’s documentation is conducted at the
time of the visit' and that he notes are logged into the charts within 7 days from eh time of the visit. The
agency has switched from an etectronic documentation system to a paper system. The clinical staff
received training on 1/19/11 regarding the documentation requirements. The staff was trained that eh
notes needed to be completed the day of the visit and turned into the office within 72 hrs of the visit s0
that the internal check and balance system could be run and the chart filed within 7 days of the visit. The
agency implemented a point of care documentation system on 1/20/11, which now requires the clinical
staff to begin their clinical documentation at the beginning of the visit and have it completed before the
clinician leaves the pt's home. The office manager, during the review of the timecards and notes, will
identify whether or not the clinicians are meeting the new paperwork deadlines. The office manger will
notify the DON any time that a clinician has failed to meet the deadlines. The DON will then contact the
clinician and inform them of the requirements of the agency and assist that employee to develop methods
to effectively manage their time so that the deadlines can be met. The DON will meet with the
administrator on a monthly basis and will inform the administrator of any issues with this new process.
The new process will be fully in effect by 2/11/11.
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