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RE: Family Home Health, Provider #137079 

Dear Ms. Burnett: 

Based on the survey completed at Family Home Health, on March 11, 2013, by our staff, we 
have determined Family Home Health is out of compliance with the following Medicare Home 
Health Agency (HHA) Conditions of Participation: 42 CFR 484.14 Organization, Services, 
and Administration; 42 CFR 484.16 Group of Professional Personnel; 42 CFR 484.18 
Acceptance of Patients, Plan of Care, and Medical Supervision; and 42 CFR 484.52 
Evaluation of the Agency's Program. To participate as a provider of services in the Medicare 
Program, a HHA must meet all of the Conditions of Participation established by the Secretaty of 
Health and Human Services. 

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

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

An acceptable Plan of Correction contains the following elements: 

• Action that will be taken to correct each specific deficiency cited; 
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• Description of how the actions will improve the processes that led to the deficiency cited; 
• The plan must include the procedure for implementing the acceptable plan of correction 

for each deficiency cited; 
• A completion date for correction of each deficiency cited must be included; 
• Monitoring and tracking procedures to ensure the PoC is effective in bringing the home 

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

• The plan must include the title of the person responsible for implementing the acceptable 
plan of correction; 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 Aprii2S, 
2013. To allow time for a revisit to verify corrections prior to that date, it is important that 
the completion dates on your Credible Allegation/Plan of Correction show compliance no 
later than April17, 2013. 

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by 
AprilS, 2013. 

Failure to correct the deficiencies 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 corrected. 

We urge you to begin correction immediately. 

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

Sincerely, 

~~ 
SYLVIA CRESWELL 
Co-Supervisor 
Non-Long Term Care 

Enclosures 
ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief 

Kate Mitchell, CMS Region X Office 
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The following deficiencies were cited during the 
Medicare recertification survey of your agency. 
Surveyors conducting the recertification were: 

Gary Guiles, RN, HFS, Team Leader 
Sylvia Creswell, LSW, HFS 
Susan Costa RN, HFS 
Libby Doane RN, BSN. HFS 

Acronyms Used in this report include: 

CHF -Congestive Heart Failure 
CNA- Certified Nurses Assistant 
COPD • Chronic Obstructive Pulmonary Disease 
DCS - Director of Clinical Services 
ED - Emergency Department 
ESRD - End Stage Renal Disease 
HHA- Home Health Agency 
H&P - History and Physical 
lV - Intravenous 
LPN - Licensed Practical Nurse 
MO ·Month 
OT - Occupational Therapy 
PT - Physical Therapy 
PAC- Professional Advisory committee. the 
agency's group of professional personnel 
POT - Plan of Treatment 
PR.N - As Needed 
RN • Registered Nurse 
SN -Skilled Nursing 
SOC - Start of Care 
ST- speech therapy 
UTI - Urinary Tract Infection 
VAG -Vacuum 
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statemt;lnt ending with an asterisk ('") denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safegu ds provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the finding5 stated aboVe are disclosable 90 days 
following the· date of survey whether or not a plan of correction is provided. For nursing homes, the above findihgs a:nd plans of correction are disclosable. 14 
days following the date these documents are made available to the facility, If deFiciencies are clfed, an approv~cl plan of correction I& requisite to COI'Jtlnued 
program participation. 
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Before the care is initiated, the HHA must inform 
the patient, orally and in writing, of; 
(i) The extent to .which payment may be expected 
from Medicare, Medicaid, or any other Federally 
funded or aided program known to the HHA; 
(ii) The charges for services that will not be 
covered by Medicare; and 
(iii) The charges that the individual may have to 
pay. 

This STANDARD is not met as evidenced by: 
Based on review of admission paperwork, staff 
interview, review of policies, and patient interview, 
it was determined the agency failed to ensure 
Medicare patients were informed in writing of the 
extent to which payment could be expected, and 
the charges the individual might have to pay, for 
12 of 12 patients (#s 1-12) whose records were 
reviewed. This had the potential to interfere with 
patients'/caregivers' ability to make reasonable, 
informed decisions about financial matters related 
to the agency's care and treatment Findings 
include: 

The Admission packet and each patient record 
conl<lined a form, titled "ADMISSION TO HOME 
CARE." Section 4 of the form, titled 
"AUTHORIZATION FOR GOVERNMENT 
PROGRAM BENEFITS," stated "I certify that the 
information given by me in applying for payment 
under Title XVIII or XIX of the Social Security Act 
is correct. I request that payment of authorized 
benefits be made directly to Family Home Health. 
I understand I will receive written notlce from 
Family Home Health if services are not 
autholized under Medicare or Medicaid. I 
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understand services are expected to be fully paid 
by Medicare/Medicaid or government program 
(except for any deductibles and co-payments)." 
The form did not state the charges for services 
that would not be covered by Medicare or the 
chl'!rges the individuals might have to pay. 

Patient records #1-12 were reviewed. They each 
contained the above referenced form without 
additional specific information. 

A visit was made to Patient #5's home on 3105/11 
from 11:00 AM to 12:30 PM. During the home 
visit, when asked what she expected to have to 
pay for home health services, she stated she did 
not know, that she did not recall being informed. 
She expressed feeling worried about the cost and 
not knowing what to expect. 

The undated policy "NOTIFICATION OF 
FINANCIAL RESPONSIBILITY AND 
NON-COVERAGE, HOME HEALTH AGENCY 
BENEFICIARY NOTICE (HHABN)," included, "All 
clients detennined to be eligible tor care and 
service by the agency will be informed verbally 
and in writing regarding any financial . 
responsibility for care and any non-covered care 
or service.~~ 

The Administrator was interviewed on 3107/11 at 
1 :20 PM. When asKed if the agency provided 
infonnation in writing to Medicare patients about 
what they were expected to pay, she stated they 
informed MediCPre patients verbally, but not in 
writing. 

The agency did not inform patients in writing of 
the extent to which payment could be expected 
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from Federally funded programs and the charges 
the individuals may have to pay. 
484.14 ORGANIZATION, SERVICES & 
ADMINISTRATION 

lhis CONDITION is not met as evidenced by: 
Based on staff interview and review of medical 

records, agency policies, and meeting minutes, it 
was determined the agency's governing body 
failed to ensure it assumed responsibility for the 
agency's operation. This resulted in the inability 
of the agency to ensure vital functions were 
carried out and to ensure all Medicare Conditions 
of Participation were met. Findings include: 

1. Refer to G130 as it relates to the failure of the 
governing body to arrange for a group of 
professional personnel to advise the agency and 
review the agency's program. 

2. Refer to G132 as it relates to the failure of the 
governing body to provide oversight of the 
agency. 

3. Refer to G133 as it relates to the failure of the 
governing body to ensure· the administrator 
maintained ongoing liaison among the governing 
body and the group of professional personnel. . 

4. Refer to G144 as it relates to the agency's 
failure to document coordination of care efforts. 

5. Refer to G151 as it relates to the failure of the 
governing body to ensure the Condition of 
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G 122 Continued From page 4 
Participation of Group of Professional Personnel 
and related standards were met. 

6. Refer to G 156 as it relates to the failure of the 
governing body to ensure the Condition of 
Participation of Acceptance of Patients, Plan of 
Care, and Medical Supervision, and related 
standards were met. 

7. Refer to G 244 as it relates to the failure of the 
governing body to ensure the Condition of 
Participation of Evaluation of the Agency's 
Program and related standards were met 

These cumulative negative practices impaired the 
HHA's organizational functioning and had the 
potential to negatively impact the quality, 
coordination, and $afety of patient care. 

G 130 484.14(b) GOVERNING BODY 

The governing body arranges for professional 
advice as required under §484. 16. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of 

administrative documents, it was determined the 
agency's governing body failed to arrange for a 
group of professional personnel to advise the 
agency and review the agency's program as 
required under 42 CFR Part 484.16. This limited 
!he ability of the agency to utilize the expertise of 
staff and others to oversee its operations. 
Findings include: 

Meeting minutes, dated 1/25/12, stated the PAC 
had met on that date and approved policies. No 
documentation was present that the PAC met 
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after that date or performed any service for the 
agency through 3/08/13. 

The Administrator was interviewed on 3/11113 
beginning at 1:30 PM. She confirmed no meeting 
minutes documented PAC activities after 1/25/12. 

The governing body did not ensure a group of 
professional personnel performed duties for the 
<Jgency. 

G 132 484.14(b) GOVERNING BODY 

The governing body oversees the management 
and fiscal affairs of the agency_ 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of 

administrative documents, it was determined the 
agency's governing body failed to provide 
oversight of the agency. This resulted in a lack of 
direction to staff. Findings include: 

1. Two meetings of the governing bocly were 
documented between 1/01/12 and 3/11113. 
These were dated 7/23/12 and 1/07113. The 
7/23/12 meeting minutes documented personnel 
decisions including the appointment of the 
Administrator and the Director of Clinical 
Services. The minutes also documented a new 
business model and financial issues. The 
1/07/13 meeting minutes documented a review of 
corporate bylaws, the budget, and contracts. The 
governing body "- .. reviewed the agency's policy 
and procedures and found them to be adequate 
01nd appropriate." 

Neither meeting minutes documented 
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communication to or from the PAC or the 
appointment of its members. Neither meeting 
minutes documentr;>d an agency self evaluation or 
othr;>r quality improvement activities. 

The Administrator was interviewed on 3114/13 
beginning at 3:05 PM. She confirmed the lack of 
minutes documenting the involvement of the 
governing body with the PAC and quality 
activities. 

The governing body was not involved with the 
group of professional personnel or quality 
improvement activities. 

2. The governing body failed to appoint a group 
of professional personnel. The group was called 
the "PAC" at (hr;> agr;>ncy and the terms are used 
interchangeably in this report. No documentation 
was present thai the group of professional 
personnel had been appointed by the governing 
body. 

Meeting minutes stated the PAC h<Jd met on 
1125/12 and approvoo policies. No 
documentation was present that the PAC met 
after that dale or performed any service for the 
agency through 3/0B/13. 

The Administrator was interviewed on 3/11/13 
beginning at 1:30 PM. She stated there was no 
documentation showing the composition of the 
PAC or when they were appointed. She 
confirmed no meeting minutes documentoo PAC 
activities after 1125112. 

The governing body did not ensure a group of 
professional personnel performed duties for the 
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agency. 

3. The governing body failed to develop and 
implement systems to evaluate the agency's 
program. 

An eVl'luation of the agency's program was not 
documented. A plan to evaluate the agency's 
program was not documented. Also, there was 
no documentation that quarterly record reviews 
had bean conducted in order to ascertain 
compliance with the agency's policies. 

The Administrator was interviewed on 3/11113 
beginning at 2:00PM. She confirmed systems 
had not been developed to evaluate the agency's 
program. 

The governing body failed to implement systems 
to evaluate the agency. 

G 133 484.14(c) ADMINISTRATOR 

The administrator, who may also be the 
supervising physician or registered nurse required 
under paragraph (d) of this section, organizes and 
directs the agency's ongoing functions; maintains 
ongoing liaison among the governing body, the 
group of professional personnel, and the staff. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of 

administrative documents, it was determined the 
agency failed to ensure the administrator 
maintained ongoing liaison among the governing 
body and the group of professional personnel. 
This resulted in a lack of consultation to persons 
responsible for running the agency. Findings 
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include: 

Meeting minutes, dated 1/25/12, stated the PAC 
had met on that date and approved policies. No 
documentation was present that the PAC met 
after that date or performed any service for the 
agency through 3/08/13. 

The Administrator was was interviewed on 
3/11/13 beginning at 1:30PM. She confirmed no 
meeting minutes documented PAC activities after 
1/25/12. She stated she could not provide 
evidence of the groups activities for the past year. 
She also stated she did not have evidence a PAC 
had been appointed by the governing body. 

The administrator was not able to maintain 
ongoing liaison between the governing body and 
the group of professional personnel. 

G 144 484.14(g) COORDINATION OF PATIENT 
SERVICES 

The clinical record or minutes of case 
conferences establish that effective interchange, 
reporting, and coordination of patient care does 
occur. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of medical 
records it was determined the <~gency failed to 
ensure care coordination between disciplines was 
documented for 6 of 12 patients {#1, #4, #5, #10, 
#11 and #12) who received services from more 
than one discipline and Whose records were 
reviewed. This had the potential to interfere with 
quality and continuity of patient care. Findings 
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include: 

1. Patient #11 was a 42 year old female admitted 
to the facility on 10/03/12 for an abdominal wound 
with wound vac following gastric bypass surgery. 
Her POT included orders for physical therapy and 
skilled nursing services. Her medical record for 
the certification period of 10/03/12 through 
12/01/12 was reviewed <~nd contained the 
following: 

-A "MISSED VISIT'' note, signed by the Physical 
Therapist on 10/10/12, stated Patient #11 
cancelled her physical therapy visit that day 
because she had gone to the ED the night before 
and was diagnosed with a UTI. The note stated 
that Pati<lnt #11 did not feel well. There was no 
documentation on the note to indicate the 
physician or the RN Case Manage; had been 
notified. 

-A "MISSED VISIT" note, signed by the Physical 
Therapist on 10111/12, stated P<~tient#11 had 
canceled her physic<~l therapy visit because she 
still was not feeling well due to the UTI. There 
was no documentation on the note to indicate the 
physician or the RN Case Manager had been 
notified. 

-A "THERAPY VISIT NOTE," signed by th" PT 
on 10/15/12, stated Patient #11 h<~d been 
complaining of n<~usea, especially after taking 
pain medication. The PT documented she had 
communicated with the RN Case Manager, but 
there was no documentation to indicate what had 
been discussed. There was no documentation to 
indicate the physician had been notifi<ld. 
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-A ''THERAPY VISIT NOTE,'' signed by the PT 
on 10/18/12, stated Patient #11 continued to 
complain of nausea and express€ld frustration 
that her nausea had not improved over time. 
There was no documentation to indicate the 
physician or the RN Case Manager had been 
notified. 

-A "THERAPY VISIT NOTE," signed by the PT 
on 10/18/12, stated Patient#11 had experienced 
"some separation" of her abdominal wound. 
There was no documentation to indicate the 
physician or th€! RN Cas.e Manager had been 
notified. 

At the time of the survey, the PT was unavailable 
to interview. The RN Case Manag€lr who cared 
for Patient #11 reviewed the record and was 
interviewed on 3/08/13 at 8:15AM. He said he 
was not aware that Patient #11 had a UTI, 
nausea, or s€lparatlon of her abdominal wound. 
He confirmed there was no documentation to 
indicate skilled nursing had been notified of these 
changes in condition. He conftnned there w<ls no 
documentation to indicate these changes in 
condition were communicated to the physician. 

The DCS was interviewed on 3/08/13 at 11 :50 AM 
and revi€lw€ld Patient #11 's record. He confirmed 
there was no documentation to indicate the 
changes in condition were communicated to the 
physician or the RN Case Manager. He 
confirmed that the PT did not coordinate care with 
the physician and the RN Case Manager. 

The medical record did not contain 
docum€lntatlon of coordination of care. 
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2. Patient #1 D's medical record documented a 62 
year old male who was admitted for home health 
services on 10127/12. He was discharged on 
2/04/13. He was admitted for home health 
services from a skilled nursing facility where he 
was being treated for a punctured lung. He was 
initially admitted tor occupational and physical 
therapy services. 

Patient #1 0 developed pneumonia shortly after 
admission and was etlmitted to the hospital on 
11/01112. Home health care was resumed on 
11/05112. Nursing services and social services 
were ordered at that time. No documentation 
was present that staff caring for Patient #1 0 
communic<Jted with each other to coordinate care 
following his release from the hospitaL 

The Director of Clinical Services was interviewed 
on 3/08/13 beginning at 11:20 AM. He confirmed 
coordination of care was not documented for 
Patient #1 o. 

Staff did not document coordination of care for 
Patient #1 0. 

3. Patient #1 was a 76 year old male whose SOC 
was 10/06/12. His diagnoses included insulin 
dependent diabetes, recent total knee 
replacement, asthma and hypertension. The 
POT for the certification period of 
10/06/12-12/04112 included orders for PTand SN 
services. The POT indicated SN was ordered 
related to physician ordered lab work, and 
diabetes and hypertension management. In 
addition, the POT contained parameters for vital 
signs including blood pressure and orders to 
monitor Patient #1's blood glucose results. 
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Skilled Nurse Visit Notes tor 1 0/11/12 and 
10/15/12 indicated an LPN provided care for 
Patient #1. The POl indicated the physician was 
to be notified if 1) Patient #1 's systolic (top 
number) blood pressure was greater than 160 or 
less than 90, or 2) the dystolic blood pressure 
wasgreaterthan90orless than 50. On 10/15/12 
Patient #1's blood p1essure was documented as 
200/94 which was above the parameter included 
on the POT. There was no documentation that 
the physician was notified of the elevated blood 
pressure. There was no indication of further 
follow,up by the LPN, either by communication 
with the RN case manager or the DCS .. There 
was no evidence of communication with the PT. 

Patient #1 's record indicated he was admitted to 
the hospital on 10/18112 for treatment related to 
high blood pressure. 

In an interview with the RN Case Manager on 
3.108/13 beginning at 9:00AM, he leviewed 
Patient #1's record and confilmed that whife he 
was on vacation at the time of the LPN visits, 
there was no evidence the LPN communicated 
the elevated blood pressure readings with other 
team members. The RN stated the LPN had 
seen P<Jtient #1 on that d<:~te, and as the LPN was 
no longer employed at the agency, would not be 
available for interview 01 furthel clarification. 

Coordination of care among personnel furnishing 
care to Patient #1 was not documented. 

4. Patient #4 was a 86 year old female whose 
SOC was 1/07/12. Her diagnoses included 
pneumonia, abnormal gait, arthritis, and 
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generalized muscle weakness. The POT 
included orders for PT, OT, and Home Health 
Aide services. 

Visit notes for Pi!Uent #4 from 1/07/13 to 3/05/13 
were reviewed for documentation of coordination 
of care between the disciplines. There were 6 
occupational therapy visits and 15 physical 
therapy visits, none of the notes documented 
interdisciplinary care coordination. 

In an interview on 3/08/13 beginning at 9:40AM, 
the Physical Therapist who provided care for 
Piltient #4 reviewed the record and confirmed she 
had not documented communication with the OT. 
The PT stated she communicated frequently with 
the OT who worKed with Patient #4, but had not 
documented those activities in the medical 
record. 

Coordiniltion of care among personnel furnishing 
c<~re to Patient #4 was not documented. 

5. Patient #12 was a 69 year old female whose 
so·c was 1/21/13. Her diagnoses included 
paralysis, pressure ulcer stage 2, and r~cenl 
placement of a colostomy. The POT included 
orders for SN and PT services. 

Visit notes for Patient#12 from 1/21113 to 3/05/13 
were reviewed for documentation of coordination 
of care between the disciplines. There were 15 
skilled nursing visits and 14 therapy visits, none 
of the notes documented interdisciplinary care 
coordination. 

In an interview on 3/07/13 beginning at 3:20 PM, 
the Physical Therapist who provided care for 
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Patient #12 reviewed the record and confirmed 
he had not documented communication with the 
RN. 

In an interview on 3/07/13 beginning at 11:00 AM, 
the RN who provided care for Patient #12 
reviewed the record and confirmed the lack of 
documentation of coordination of care. The RN 
stated she communicated frequently with the 
therapist who worked with Patient #12, but had 
not documented those activities in the medical 
record. 

Coordination of care among personnel furnishing 
care to Patient #12 was not documented. 

6. Patient #5 was a 93 year old female whose 
soc was 2/05/13. Her diagnoses included 
diabetes, hypertension, lumbar spinal stenosis, 
anemia, and gait abnonnality. The POT included 
orders for SN, Social Worker, PT and Home 
Health Aide services. 

Visit notes for Patient #5 from 2/05/13 to 3/05113 
were reviewed tor documentation of coordination 
of care between the disciplines. There were 6 
skilled nursing visits and 6 therapy visit$, none of 
the notes documented interdisciplinary care 
coordination. 

In an interview on 3/07/13 beginning at3:20 PM, 
the Physical Therapist who provided care for 
Patient #5 reviewed the record and confirmed he 
had not documented communication with the RN. 

In an interview on 3/07113 beginning at 9:00AM, 
the RN who provided care for Patient #5 reviewed 
the record and confirmed the lack of 
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documentation of ct>Ordination of care. The RN 
stated he communicated frequently with the 
therapist who worked with Patient #5, but had not 
documented those activities in the medical 
record. 

Coordination of care among personnel furnishing 
care to Patient #5 was not documented. 

7. Case Conferences Jacked coordination of care 
as follows: 

During an interview on 3/04/13 at 11:35 AM, the 
DCS stated coordination of care among 
disciplines took place during Weekly case 
conferences and as needed. He stated case 
conference was attended by ell clinical staff, 
including the RN Case .Managers, PI, and PT 
aide. He stated contracted services usually did 
not attend. He stated coordination of care that 
happened outside of case conference was 
documented on the clinical note or on a separate 
communication note. He stated not all patients 
were discussed during case conference. He 
explained that generally only new patients and 
patients that were due for recertification or those 
to be discharged in the upcoming 2 weeks that 
were discussed. 

The facility's case conference was observed on 
3/05/13 beginning at 8:35 AM. The case 
conference was attended by the social worker, 
RNs. the PT and PI aide, CNA's, the 
Administrator and the DCS. During the case 
conference, RN Case Managers discussed 
patients in their e<~re that were approaching the 
end of the certification period. The Case 
Managers gave a small report on select patients 
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which included, but was not limited to, information 
regarding symptom management, overall 
progress, wound status and issues with family 
members. At times the PT or CNA would add 
information about the patient being discussed. 
There was, however, no coordination of care 
discussed among the disciplines. It was difficult 
to determine how the disciplines worked together 
to achieve patient goals from the observations of 
the information discussed in case conference. 

Meeting minutes from past case conferences 
were requested and reviewed on 3/11/13 
beginning at 1:30 PM. The meeting minutes did 
not contain notes, but patient names with staff 
initials beside them. There was no indication of 
interdisciplinary interchange or coordination of 
activities occured. 

In an interview on 3/08!13 at 11:35 AM, the DCS 
stated the facility did not document topics that 
had been discussed during case conference, 
including any coordination of care that may have 
taken place. 

G 151 484.16 GROUP OF PROFESSIONAL 
PERSONNEL 

This CONDITION is not met as evidenced by: 
Based on review of agency meeting minutes and 
staff interview, it was determined the agency 
failed to establish a group of professional 
personnel. This resulted in a lack of guidance 
and oversight of the agency's policies and 
practices. Findings include: 
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1. Refer to G152 as it relates to the agency's 
failure to appoint a group of professional 
personnel. 

2. Refer to G 153 as it relates to the <~gency's 
failure to ensure a group of professional 
personnel had revlewed the agency's policies on 
an annual basis. 

3. Refer to G154 as it relates to the failure of the 
agency to ensure a group of professional 
personnel met frequently to advise the agency on 
professional issues and to P<~rticip<~te in the 
evaluation of the <~gency's program. 

The cumulative effect of these negative systemic 
practices resulted a lack of professional oversight 
by required people. 

G 152 484.16 GROUP OF PROFESSIONAL 
PERSONNEL 

A group of professional personnel includes at 
least one physician and one registered nurse 
(preferably a public health nurse). and 
appropriate represent<~tion from other 
professional disciplines. 

This STANDARD is not met as evldenced by: 
Based on staff interview and review of 

administrative documents, it W<lS determined the 
<~gency failed to ensure a group of professional 
personnel had been appointed Whic:h included at 
least one physician, one registered nurse, and 
appropriate representation from other 
professional disciplines. This limited the abilily of 
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the ·agency to utilize the expertise of staff and 
others to oversee its operations. Findings 
include: 

Meeting minutes, dated 1/25/12, stated the PAC 
had met on that date. The attendance record 
stated a physician and an RN had attended the 
meeting_ No other ~isciplines were represented 
at the meeting_ No documentation was present 
the personnel at the meeting had bsen fonnellly 
appointed to the PAC. As of 3/12/13, no PAC 
meeting minutes were documented to show the 
committee had met or performed any duties since 
1/25/12_ 

The Administrator was interviewed on 3/11/13 
beginning at 1:30 PM. She stated there was no 
documentation that stated the required personnel 
had been appointed to the PAC. She confirmed 
no meeting minutes were documented after 
1/25/12. 

Evidence that a group of professional personnel 
had been appointed and had served the agency 
in the past year was not present 

G 153 484.16 GROUP OF PROFESSIONAL 
PERSONNEL 

The group of professional personnel establishes 
and annually reviews the agency's policies 
governing scope of services offered, admission 
and discharge policies, medical supervision and 
plans of care, emergency care, dinical records, 
personnel qualifications, and program evaluation_ 
At least one member of the group is neither an 
owner nor an employee of the agency_ 

FORM CMS-2567(02-99) PreVIous Versions Obao!ala Even!ID:MRL311 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING __ ~-~---

~.WING 

STREET ADDRESS, CITY, STATE, ZIP CODE 

2950 EAST MAGIC VI!;W OR, Sit: 100 
MERIDIAN, ID 83642 

PRINTED: 03126/2013 
FORM APPROVED 

OMB NO 093$-0391 
(XS) DATE SURVE'Y 

COMPLETED 

03/11/2013 

ID 
PREFIX 

'TAG 

PROVIDER'S PLAN OF CORRECTION 
(EAcH CORRECTNEACTION SHOIJ~D BE 

CROSS-REFERENCED TO 'THE APPROPRIATE 
DEFICIENCY) 

IX5) 
COMPLETION 

DATE 

G 152 

G 153 

Facility ID: OAS001170 If continuation sht>et Page 19 of 70 



May. 10. 2013 12:43PM Family Home Health Idaho No. 0746 P. 21171 

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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIOERISUPPUER/CUA 
IDENTIFICATION NUMBER; 

137079 

NAME OF PROVIDER OR SUPPLIER 

FAMILY HOME HEALTH 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

G 153 Continued From page 19 

lhis SIANDARD is not met as evidenced by: 
Based on staff interview and review of 

administrative documents, it was determined the 
agency failed to ensure a group of professional 
personnel had reviewed the agency's policies on 
an annual basis. In addition, the group did not 
include at least one member who was neither an 
owner nor an employee of the agency. This 
limited the input of persons charged with 
oversight of the agency. Findings inc:lude: 

Meeting minutes, dated 1/25/12, stated the PAC 
had rnet on that dale. As of 3/12/13, no PAC 
meeting minutes were documented to show the 
committee had met or performed any duties since 
1/25/12. Also, the attendance record for the 
1/25/12 meeting did not include a person who 
was neither an owner nor an employee of the 
agency. 

The Administrator was interviewed on 3/11/13 
beginning at 1:30 PM. She confirmed the PAC 
had not met to review the agency's policies since 
1/25/12. She also confirmed that no 
documentation was present to show that at least 
one membO!r of the PAC was neither <m owner 
nor an employee of the agency. 

The agency's group of professional personnel 
had not reviewed the agency's policies annually 
and did not include at least one person who was 
neither an owner nor an employee of the agency. 

G 154 4B4.16(a) ADVISORY AND EVALUAIJON 
FUNCTION 

The group of professional personnel meets 
frequently to advise the agency on professional 
issues, to participate in the evaluation of the 
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agency's program, and to assist the agency in 
maintaining liaison with other health care 
providers in the community and in the agency's 
community infonnation program. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of 
administrative documents, it was determined the 
agency failed to ensure a group of professional 
personnel mst frequsntly to advise the agem::y on 
professional issues and to participate in the 
evaluation of the agency's program. This 
prevented the group from providing input to the 
agency. Findings include: 

Meeting minutes, dated 1/25112, stated the PAC 
had met on that date. The minutes did not 
document the PAC reviewed or discussed an 
evaluation of the agency's program. As of 
3112/13, no PAC meeting minutes were 
documented to show the committee had met 
since the 1/25/12 meeting. 

The Administrator was interviewed on 3/11/13 
beginning at 1:30PM. She confirmed the PAC 
had not met since 1/25/12. She also slated a 
formal evaluation of the agency's program had 
not been conducted. 

The agency's group of professional personnel 
had not met frequently to perform the required 
functions. · 

G 156 484.18 ACCEPTANCE OF PATIENTS, POC, 
MEDSUPER 
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This CONDITION is not met as evidenced by: 
Based on staff interview and review of mediC<JI 

records and <~gency policies, it was determined 
the agency failed to ensure POTs were 
completely developed, folloW!"d, and updated. 
These failures had the potential to result in unmet 
patient needs and negatively impact the 
continuity, safety, and quality of patient care. 
Findings include: 

1. Refer to G158 as it relates to the failure of the 
agency to ensure care followed a physicians' 
written plan of care. 

2. Refer to G159 as it relates to the failure of the 
agency to ensure the plan of care covered all 
pertinent information. 

3. Refer to G164 as it relates to the failure of the 
agency to ensure professional staff promptly 
alerted the physician to changes in patients' 
conditions that suggested a need to alter the plan 
of care. 

4. Refer to G165 as it relates to the failure of the 
agency to ensure physiclan orders were 
obtained/clarified prior to the provision of wound 
care 

The cumulative effect of these negative systemic 
practices impeded the ability of the agency to 
provide care of adequate quality. 

G 158 484,1 B ACCEPTANCE OF PATIENTS, POC, 
MEDSVPER 

Care follows a written plan of care established 

FORM CMS-2567(02-99} Previous Versions Obsolsla Evant IO:MRL311 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING _______ _ 

B. WING 

STI<E!CT ADDRESS, CITY, STATE, ZIP CODE 

2950 EAST MAGIC VIEW DR, STE 100 

MERIDIAN, ID 83642 

PRINTED: 03/26/2013 
FORM APPROVED 

OMB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

03111/2013 

ID 
PRERX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACf! COR~CIIVE: ACIION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{X5) 
COMf'LEl'JON 

DATE 

G 156 

racm~ 10: OAS001170 If continuation sheet Page 22 of 70 



May. 10. 2013 12:43PM Family Home Health Idaho No. 0746 P. 24/71 

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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIDcRISUPPLIERICLIA 
IDENTIPICATION NUMBeR: 

137079 
NAME OF PROVIDER OR SUPPLIER 

I'AMILY HOME HEALTH 

(X4) ID 
PReFIX 

TA<l 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED Eff FULl. 

REGULATORY OR LSG IDENTIFYING INFORMATION) 
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and periodically reviewed by a doctor of medicine, 
osteopathy, or podiatric medicine. 

This STANDARD is not m"t i'S evidenced by: 
Based on record '"view, review of policies, and 

staff interview, it was determined the agency 
failed to ensurs care followed a physicians' 
written plan of care for 9 of 12 patients (#1, #2, 
#3, #4, #8, #9, #10, #11 and #12) whose records 
were reviewed. This resulted in unauthorized 
treatments as well as omissions of care and had 
the potential to resutl in unmet patient needs. 
Findings include: 

1. The undated policy, "PHYSICIAN'S PLAN OF 
TREATMENT/CHANGE ORDERS" included, 
"Physician's orders on the plan of treatment sh11ll 
relate to the diagnosis and must be considered 
reasonable and necessary treatment for that 
diagnosis .... The plan of treatment shall include 
but not be limited to: Specific discipline, 
frequency and duration of services ... " 

Patient care was not provided as ordered on the 
physician ordered POT as follows: 

a. Patient #1 W(l.S a 76 year old male Whose SOC 
was 10/06112. His diagnoses included insulin 
d<O>pendent diabetes, recent total knee 
replacement, asthma and hypertension. The 
POT for the certification period 10/06/12 to 
12104112 included orders for SN and PT services. 

The POT included orders for SN to 
observe{ assess Patient #1's diabetes control and 
provide instruction re9arding his diagnoses and 
medication managemenl Skilled Nursing Visit 
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Notes for 10/06/12, 10/11/12, and 10/15/12 did 
not include documentation of blood glucose 
results necessary to assess and monitor Patient 
#1 's diabetes. The visit notes did not include 
evidence of patient education regarding diabetes 
or disease management. 

The POT included orders for SN to 
observe/assess respiratory status and assess 
oxygen saturation every visit. The POT indicated 
the physician was to be notified if 1) Patient#1's 
systolic {top number) blood pressure was greater 
than 160 or less than 90, or 2) the dystolic blood 
pressure was greater than 90 or less than 50. 
Skilled Nursing Visit Noles on 10/15/12 
documented Patient #1's blood pressure as 
200/94. The visit note did not include evidence 
that nursing staff contacted the physician for the 
elevated blood pressure measurement. 

The RN Case Manager was interviewed on 
3/08/13 beginning at 9:00AM. He reviewed 
Pati•mt #1 's record and confinned the above lack 
of documentation. He stated he was on vacation 
at the time of the incident. He also stated an LPN 
saw Patient#1 on 10/15/12, and as the LPN was 
no longer employed at the agency, was not 
available for interview. 

Patient #1 's blood glucose and blood pressure 
were not fully assessed and responded to as 
directed by the POT. 

b. Patient #2 was a 94 year old female with 
hyp<;>rtension and CHF who was admitted to the 
<Jgency on 11/08/12 for care related to a stage 2 
pressure ulcer on her buttocks. The POT for the 
certification period 1/07113 to 3/07/13 included 
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wound care orders for the stage 2 pressure ulcer 
on her buttocks as "Keep dry-do not apply 
occlvsive dressing (one that seals the wound 
from contact with air or bacteria)_" 

A Skilled Nursing Visit Note, dated 1/22113, 
included documentation of wound care to Patient 
#2's left foot which included cleansing, application 
of skin prep and placement of Tegaderm (an 
occlusive dressing). 

A Skilled Nursing Visit Note, dated 1/25/13 
included documentation of wound care to Patient 
#2's left foot. The note described the wound as a 
stage 2 pressure ulcer, with drainage and 
reddened skin surrounding the area. 

A Skilled Nursing Visit Note, dated 1/28/13, 
included documentation of wound care to Patient 
#2's left foot which included cleansing, placement 
of PolyMem (a dressing), skin prep and tape_ 

A ''PHYSICIAN .FAX SHEET," signed and dated 
by the physician on 1/29/13, provided orders to 
cleanse the left foot wound, apply skin prep, 
place foam dressing over the wound and secure 
with tape. The wound care was ordered for two 
times weekly. The physician was not contacted 
for wound care orders until after the third nursing 
visit had been completed_ 

The RN Case Manager for Patient #2 was 
interviewed on 3/08/13 beginning at 4:30 PM. 
After review of the record, the RN confirmed she 
had provided wound care to Patient #2's left foot 
before obtaining orders. The RN stated she had 
been instructed to provide the care and complete 
a "PHYSICIAN FAX SHEET" with the request for 
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orders. She stated she had not notified the 
physician or received verbal orders before 
providing the wound care. 

Wound care for Patient #2 was provided by the 
RN before physician orders were obtained. 

c. Patient #12 was a 69 year old female admitted 
to the agency on 1/21/13 for wound c01re 01nd 
physical therapy. 

The POT for the certification period 1/21/13 to 
3/21/13 included wound care orders which 
included wound cleansing, covering the wound 
with Mepilex foam (a type of dressing), and then 
securing with tape. 

Skilled Nursing Visit Notes, dated 1/30/13 and 
2/01113, included documentation that wound care 
for Patient #12 included administration of Ag gel 
(a silver antimocrobial gel) onto the wound bed in 
addition to the wound care that was detailed on 
the POT. There was no order for the Ag gel 
found in Patient #12's medical record. 

The RN Case Manager for Patient #12 was 
interviewed on 3/07/13 beginning at 11:00 AM. 
She reviewed Patient #12's record and confinned 
wound care was provided using Ag gel. The RN 
stated Patient #12 had the wound dressing gel 
from when she had been in the hospital and had 
requested the gel be used. The RN confimmd 
she did not notify the physic:ian for modification of 
wound c"r" orders. 

d. Patient #8 was a 79 year old female admitted 
to the HHA on 2/7/13 for abdominal wounds, 
diabetes, COPD and high blood pressure. The 
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POT included orders for SN services. 

The POT for the certification period 2/07!13 
through 4107/13 included orders for skilled 
nursing to assess oxygen saturation level every 
visit and to perform a blood glucose check during 
every visit. 

Skilled Nursing Visit Notes for 2120113 and 
2/25/13 did not include an assessment of Patient 
#B's oxygen saturation level. 

A Skilled Nursing Visit Note for 2/20/13 indicated 
Paflent #S's blood glucose was 150-299 the night 
prior to the visit. The was no documentation to 
indicate a blood glucose level had been obtained 
during the visit as ordered. 

The RN that documented these visit hOles was 
unavailable to interview at the time of the survey. 
The DCSwas interviewed on 3/08/13 at 11:50 
AM. He confirmed the Skilled Nursing Visit Notes 
for 2/20/13 ilnd 2/25113 did not include an 
ilssessment of oxygen saturation level as ordered 
on the POT. He also confirmed these visit notes 
did not cleerly document a blood glucose level 
obtained at the time of the visit in eccordence 
with the POT. 

Patient #8's blood glucose and oxygen 
saturations were not assessed ilS directed by the 
POT. 

e. Patient #11 was a 42 year old female admitted 
to the HHA on 1 0/03/12 for an abdominal wound 
with wound vac following gastric bypass surgery. 

The POT for the certification period 10/03/12 
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through 12/01/12, signed by the physician on 
11/05/12, documented the frequency of skilled 
nursing visits as twice a week for one week then 
three times a week for 8 weeks. During the visits 
skilled nursing was to perform dressing changes 
to the wound. The POT also ordered skilled 
nursing to measure the wound weekly. 

Skilled Nursing Visit Notes were reviewed from 
10/03112 through 11/16/12. The visit frequency 
followed the POT on the first week with two visits, 
one on 10/03/12 and one on 10/05/12. The 
second week of care, beginning 10/07/12 should 
have included three visits from skilled nurning. 
Only one Skilled Nurning Visit Notes, dated 
1 0/0B/12, was found. 

The RN Case Manager for Patient #11 reviewed 
the chart and was interviewed on 3/08/13 at 8;15 
AM. He confirmed there should have been three 
skilled nursing visits during the week of 10107/12. 
He confirmed there was only one skilled nursing 
visit note for that week. He stated that if the visits 
had been cancelled, it would be documented on a 
"MISSED VlSIT' note. He confirmed there were 
no "MISSED VISIT' notes in the record for the 
week of 10/07/12. He confirmed there was no 
wound measurement documented for the week of 
10107/12 in accordance with the plan of care. He 
agreed that these missing visits lead to an 
incomplete record of the progression of Patient. 
#11's wound. 

Skilled nurning did not provide services in 
accordance with the POT. 

f. Patient# 9 was a 63 year old male admitted to 
the HHA on 2117113 following a stay in a skilled 
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nursing facility after surgery on his left hip. His 
medical record for the certification period of 
2/17113 through 4/17/13 contained a document 
titled ''TELEPHONE ORDERS" that was faxed 
from the skilled nursing facility included orders 
written on 2113113 at 10:30 AM that stated "May 
discharge home ... Home Health RN PT OT..." 
The order was not signed by a physician. At the 
time of the survey, Patient #9's record 
documented he had received two skilled nursing 
visits and a physical therapy evaluation. 

The DCS reviewed the record and was 
interviewed on 3108113 at 10:40 AM. He stated 
that the HHA accepts orders from other facilities 
to start home health services as long as the 
orders were signed by a physician. He stated 
that because this order was not signed by a 
physician, it was invalid. He staled that the HHA 
should have clarified the order with the physician 
at the time it was received. He confirmed that 
there was no order for PaUent #9 to begin home 
health services. 

The HHA accepted a patient for services, formed 
a POT, and provided services without an order. 

g. Patient #3's medical record documented a 67 
year old female who was admitted for home 
health services on 11120/12. She was currently a 
patient as of 3/04/13. According to her RN Case 
Manager, interviewed on 3/06113 beginning at 
8:55 AM, she had a failed total knee replacement 
in 2012 which later became infected. He staled 
she was completely bed bound. Current 
diagnoses included rheumatoid arthritis and 
depression. 
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An order for social services to evaluate and treat 
Patient #3 was written on 2/08/13. The social 
service visit was not documented as of 3/06/13. 
No docum<;>ntation was present in the record 
explaining why th<;> social service visit had not 
been made. 

The Social Worker was interviewed on 3/06/13 
beginning at 10:20 AM. She stated a social 
service visit had not been made in response to 
the 2/08/13 order. 

Patient #3's POT was not followed. 

h. Patient #1 O's medical record documented a 62 
year old male who was admitted for home health 
services on 10/27/12. He was discharged on 
2/04/13. 

Paijent #1 0 was admitted for home health 
services from a skilled n1.1rsing facility. A 
"PHYSICIAN TELEPHONE ORDER," d..t<;>d 
10/25/12, stated "Home Health PT/OT/bath aide." 
The order was not signed by the physician nor 
was it signed by a nurse as of 3/06/13. It was not 
clear who wrote the order. 

The medical record docum<;>nted the PT visited 
Patient #1 0 on 10/27/12 and provided s<;>rvices. 
Since the order to treat Patient #1 0 was not a 
valid order, the agency did not provide care in 
accordance with a written POT. 

The Director of Clinical Services was interviewed 
on 3/08/13 beginning at 1 0;40 AM. He confirmed 
an order to provide home health !>ervices to 
Patient #1 0 was notin place. 
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The agency provided services to Patient #1 0 
without orders. 

2. Patient #4's POT was not established by a 
physician licensed in the state of Idaho as follows: 

Patient #4 was a 86 year old female whose SOC 
was 1/07/12. Her diagnoses included 
Pneumonia, Abnormal gaiL Arthritis, and 
generalized muscle weakness. The PDT for the 
certification period 1/07/13 through 3/07113 
included orders for PT, OT, and Home Health 
Aide services. 

The physician was not licensed in the state of 
Idaho. The POT was addressed to an Oregon 
physician and had not been signed as of 3/07/13. 

The undated policy, "MEDICAL SUPERVISION" 
included, "The agency will accept orders for care 
from any physician of medicine, osteopathy or 
podiatry who is legally authorized to practice 
medicine in the slate in which practicing .... If the 
physician practices outside of the area, a local 
physician shall be obtained." 

According to the 42 CFR 42 484.4, a physician is 
defined as ''A doctor of medicine, osteopathy or 
podiatry legally authorized to practice medicine 
and surgery by the State in which such function or 
action is perfonned" 

During an interview on 3/08/13 at 4:00 PM, the 
ocs confirmed the physician who was 
documented as Patient #4's physician was not 
licensed in the state of Idaho. 

Care did not follow a POT established by a 
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physician licensed to practice in the state of 
Idaho. 

G 159 4B4.18(a) PLAN OF CARE 

The plan of care developed in consultation with 
the agency staff covers all perlinent diagnoses, 
including mental status, types of services and 
equipment required, frequency of visits, 
prognosis, rehabilitation potential, functional 
limitations, activities permitted, nutritional 
requirements, medications and treatments, any 
safety measures to protect against injury, 
instructions for timely discharge or referral, and 
any other appropriate items. 

This STANDARD is not mel as evidenced by: 
Based on record review, observation, patient and 

staff interview, it was determined the agency 
failed to ensure the plan of care included all 
perlinent information for 8 of 12 patients (#1, #2, 
#3, #0, #6, #9, #10, and #11) whose records were 
reviewed. This had the potential to interfere with 
continuitY and completen'O'SS of patient car<ol. 
Findings include: 

1. Patient #11 was a 42 year old female admitted 
to the HHA on 1 0/03/12 for an abdominal wound 
with a wound vac following gastric bypass 
surgery. She was discharged from services on 
11121/12. The medical record for the certification 
period of 10/03/12 through 12/01/12 was 
reviewed and contained incomplete and unclear 
information related to Patient #11's diabetes as 
follows: 

• The POT included a diagnosis of diabetes but 
did not include interventions related to the 
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management of diabetes or medications for the 
treatment of diabetes. 

- Skilled nursing notes from 1 0/03/12 through 
11/16/12 were reviewed. There was no 
documentation in the skilled nursing notes of 
interventions related to diabetes. 

- A "Physical Therapy AssessmenUPian of Care" 
dated 10/08/12 stated Patient# 11 had a history 
of insulin dependent diabetes "nd that Patient 
#11 "is no longer diabetic." 

-An H&P, dictated by Patient#11's physician on 
9/19/12, stated Patient #11 had a diagnosis of 
insulin dependent diabetes. The H&P also stated 
Patient #11 was taking an oral medication for 
diabetes in addition to insulin. 

The RN Case Manager for Patient #11 was 
interviewed on 3/DB/13 at 8:15AM. He stated he 
was unaware Patient #11 was diabetic. He 
confirmed he performed the soc assessment for 
Patient#11, from which the POT was generated. 
He stated that when he does the SOC 
assessment, he does not ask every P"tient if they 
have " history of diabetes. He stated his practice 
was to review the H&P that is provided and ask 
questions based on the H&P. The RN reviewed 
the H&P and confirmed it stated Patient #11 was 
an insulin..ctependent diabetic. He then stated 
that "a lot of time the H&P will be wrong and the 
patient has never even had some of this stuff." 
He confirmed the POT included diabetes as a 
diagnosis, but did not include interventions or 
medications related to diabetes. He confirmed 
that he reviews the POT before it is sent to the 
physician. He confirmed skilled nursing did not 
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perform any interventions related to diabetes for 
Patient#11. 

The DCS reviewed the record and was 
interviewed on 3108/13 at 11:50 AM. He 
confirmed the H&P indicated Patient #11 had 
insulin dependent diabetes and stated there was 
no reason to assume this was in some way 
incorrect. He confirmed the POT included a 
diagnosis of diabetes yet there were no 
interventions on the POT related to diabetes. 

The POT did not include complete and clear 
information. 

2. Patient #9 was a 63 year old male who was 
admitted to the HHA on 211 7113 for care after hip 
surgery. His medical record for the certification 
period 2/17/13 through 4/17/13 was reviewed and 
contained the following: 

The POT included a goal of "Patienfs depression 
will be controlled with medication as evidenced by 
increased mood and no self harm times 4 
weeks." lhere were no medications listed on the 
POT for depression. 

The RN Case Manager for Patient #9 reviewed 
the record and was interviewed on 3/07/13 at 
8:40AM. She stated that she included the goal 
related to depression after talking with Patient #9 
and concluding he was depressed. She stated 
the wording of the goal was taken from a 
template that was given to her by the former 
Clinical Director and did not accurately reflect 
Patient #9's status. She confirmed Patient #9 
was not on any medications to treat depression. 
She also stated Patient #9 had not verbalized 
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ideation of haiTTling himself. She agreed the POT 
was unclear as it permined to a diagnosis of 
depression. 

The POT contained incorrect information 
regarding Patient #9's depression. 

3. Patient #6 was an 68 year old male whose 
SOC was 2/15/13. His diagnoses included 
edema, spinal stenosis and hypertension. The 
POT for the certification period 2/15/13 to 4/15/13 
contained orders for SN frequency as "5mo1, 
3mo2 + 2 PRN for Complications." The 
frequency was unclear as to when the nurse 
would see the patient 

In an interview on 3/07/13 at 1 0:20 AM, the RN 
Case Manager reviewed Patient #6's medical 
record. She stated 5m1 Indicated there would be 
5 nursing visits in the first month of the 
certificstion period and 3mo2 meant 3 visits the 
second and third months. She stated it would be 
left to the nurse to decide when the 5 visits would 
occur in the first month. but that they were usually 
at least once a week. 

The SN and home health aide frequencies on the 
POT for Patient #6 were not specific. 

4. Patient #1 was a 76 year old male whose SOC 
was 10/06/12. His diagnoses included insulin 
dependent diabetes, recent total knee 
replacement, asthma and hypertension. The 
POT contained orders for SN frequency as 6mo1 
and Omo1. The frequency was unclear when the 
nurse would see the patient. 

In an interview on 3/06/13 beginning at 9:00AM, 
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the RN Case Manager reviewed Patient #5's 
medir;:sl record. He stated 5m1 indicated there 
would be 5. nursing visits in the first month of the 
certification period and no visits the second 
month. He stated it would be left to the nurse to 
decide when the 5 visits would occur in the first 
month. 

The POT nursing frequency for Patient #1 was 
not complete. 

5. Patient #2 was a 94 year old female with 
hypertension and CHF who was sdmitted to the 
agency on 11/08/12 for care related to a stage 2 
pressure ulcer. The POT contained orders for 
SN frequency as "3mo1, 2mo1, "'2 PRN for 
Catheter Complications." The frequency was 
unclear when the nurse would see the patient. 

In an interview on 3/08/13 beginning at 4:30PM, 
the RN Case Manager reviewed Patient #2's 
medical record and stated the frequency listed on 
the POT indicated 3 visits during the first month 
of the certification period and 2 visits the second 
month. 

The POT did not include all pertinent information. 

6. Patient #5 was a 93 year old female with 
diabetes, hypertension, and unstable gatt who 
was admitted to the agency on 2/05/13. The POT 
contained orders for SN frequency as "5m1, 4m1, 
+2 PRN for Falls." Home health aide order 
frequency was written as "1w1, 2w5, 1w1,0W2. 
The frequency was unclear when the nurse or 
HHA would see the patient. 

In an interview on 3/08/13 beginning at 9:00 AM, 
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the RN Case Manager reviewed Patient #5's 
medical record. He stated 5m1 indicated there 
would be 5 nursing visits in the first month of the 
certification period. He stated it would be left to 
the nurse to decide when the 5 visits would occur. 
He confirmed the owz frequency for the HHA 
would indicate no HHA visits for the last 2 weeks 
of the certification period. 

The POT did not include all pertinent information. 

7. Patient #3's medical record documented a 67 
year old female who was admitted for home 
health services on 11/20/12. She was currently a 
patient as of 3104/13, According to her RN Case 
Manager, interviewed on 3/06/13 beginning at 
8:55AM, she had a failed total knee replacement 
in 2012 which later became infected. He stated 
she was completely bed bound. Current 
diagnoses included rheumatoid arthritis and 
depression. The "START OF CARE 
ASSESSMENT," dated 11/20/12, stated Patient 
#3 had a portacath, a device implanted under the 
skin to administer intravenous solutions. Patient 
#3's POT dated 11/20112, did not mention the 
portacath. Patient #3's medications listed on the 
POT included normal saline IV and Heparin 
solution IV but there were no directions to staff on 
when to flush the portacath or otherwise care for 
it. 

Patient #3's RN Case Manager was interviewed 
on 3106113 beginning at 8:55 AM. He confirmed 
the portacath was not addressed on the POT. 

Also, Patient #3's POT, dated 11/20/12, stated 
the nurse was to visit "6mo1, 2mo1 ," The plan 
did not explain how these visits were to be 
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distributed though out the month. For example, 
was the nurse to conduct the visits at the first of 
the servi<:e month or the end or were they to 
somehow be distributed through the ~;Jntirl;l month. 

Patient #3's RN Case Manager was intervi"'w"'d 
on 3/05/13 beginning at 8:55 AM_ He confirmed 
the POT lacked clarity. 

Patient #3's POT did not Include all required 
information. 

8_ Patient #1 O's medicel record do<:um"'nted a 62 
year old male who was admitted for home health 
services on 10/27/12. He was discharged on 
2/04/13. He was admitted for home health 
s~;Jrvices from a skilled nursing facility where he 
was being treated for a punctured lung. He was 
initially admitted for th~;Jrapy servic:es. 

Patient #1 0 developed pneumonia shortly after 
admission and was admitted to the hospital on 
11/01/12. Home health care was resumed on 
11/05/12. Nursing services were ordered at that 
time_ A "RESUMPTION OF CARE 
ASSESSMENT" was completed by the RN on 
11/06/12_ Remmm~;Jndations for the nursing POT 
were listed at the end of th"' assessment 
However, a nursing POT was not docum~;Jnt"'d-

Patient #1 O's RN Case Manager was interviewed 
on 3/06/13 beginning at 11:40 AM. She stated 
GOnfirmed th"' POT for Patient #1 0 had not been 
developed_ 

Patient #1 O's POT did not inGiude skilled llUrsing 
services as ordered. 
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CARE 

Agency professional staff promptiy alert the 
physician to any changes that suggest a need to 
alter the plan of care. 

This STANDARD is not met as evidenced by: 
Based on staff interview and review of clinical 

. records and policies, it was determined the 
agency failed to ensure professional staff 
promptiy alerted the physician to changes in 
patients' conditions that suggested a need to alter 
the plan of care for 4 of 12 patients (#1, #8, #11, 
and #12) whose records were reviewed. This 
resulted in missed opportunity for physicians to 
alter the plan of care to meet patient needs. 
Findings include: 

The undated policy "PHYSICIAN'S PLAN OF 
TREATMENT/CHANGE ORDERS" included 'The 
physician's plan of treatment (Medicare's Plan of 
Care) is ... based upon the current assessment of 
the client. ... The physician shall be notified 
immediately of any changes in the client's 
condition which indicate changes to the plan of 
treatment." This policy was not followed. 
Examples include: 

1. Patient #11 was a 42 year old female admitted 
to the HHAon 10/03/12 for an abdominal wound 
with a wound vac following gastric bypass 
surgery. Her medical record for the certification 
period of 10/03/12 through 12/01/12 was 
reviewed. The following changes in condition 
were noted: 

- A "MISSED VISIT'' note, signed by the physical 
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therapist on 10/10/12, stated Patient#11 
cancelled her physical therapy visit that day 
because she had gone to the ED the night before 
and was diagnosed with a UTL The note stated 
that Patient #11 did not feel well. There was no 
documantation on the note to indicate the 
physician had been notified'. 

- A "MISSED VISIT'' note, signed by the physical 
tflerapist on 10/11/12, stated Patient#11 had 
cancelled her physical therapy visit because she 
still was not feeling well dUe to the UTI. There 
was no documentation on the note to indicate the 
physician had been notified. 

-A "THERAPY VISIT NOTE," signed by the 
physical therapist on 10/15/12, stated Patient#11 
went to the ED on 10/09/12 and diagnosed with a 
UTI. The note also stated Patient #11 had been 
complaining of nausea, especially after taking 
pain medication. The physical therapist 
documented she had communicated with the RN 
Case Manager but there was no documentation 
to indicate the physician had been notified. 

-A'THERAPYVISIT NOTE," signed by the 
physical therapist on 1 0/18/12, stated Patient #11 
continued to complain of nausea and expressed 
frustration that her nausea had not improved over 
time. There was no documentation to indicate 
the physician had been notified. 

·A "THERAPY VISIT NOTE," signed by the 
physical therapist on 10/18/12, stated Patient#11 
had experienced "some separation" of her 
abdominal wound. There was no documentation 
to indicate the physician had been notified. 
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At the lime of the survey, the PT was unavailable 
to interview. The RN case Manager who cared 
for Patient #11 reviewed the record and was 
interviewed on 3/08/13 at 8:15AM. He said he 
was not aware that Patient #11 had a Uil, 
nausea, or separation of her abdominal wound. 
He stated that per agem::y policy, the physical 
therapist should have notified the physician and 
himself of these changes. He confirmed there 
was no documentation to indicate these changes 
in amdition were communicated to the physician. 

The DCS reviewed the record and was 
interviewed on 3/0B/13 at 11:50 AM. He 
confirrned ttiere was no documentation to 
indicate these changes in condition were 
communicated to the physician. He confirmed 
that the PT failed to follow agency policy of 
notifying the physician of changes in condition_ 
He agreed that this lead to missed opportunity for 
the physician to alter Patient #11 's care. 

Patient #11 's physician was not notified of 
changes in her condition. 

2. Patient #8 was a 79 year old female admitted 
to the HHA for abdominal wounds with a yeast 
infection, cellulitis, diabetes and high blood 
pressure. Her medical record for the certification 
period of 2/07/13 through 4/07/13 was reviewed. 

A "Skilled Nursing Visit Note," signed by an RN on 
2/25/13, indicated a new "area of redness" had 
been noted bene<:Jth Patient #8's left breast. The 
RN documented she tre<:Jted this wound in the 
same fashion as the abdomin<:JI wounds. There 
was no documentation to indicate the physici<:Jn 
had been notified of the new wound. 
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A "Skilled Nursing Visit Note," signed by the RN 
Case Manager on 2/22/13, indicated a "new area" 
on the left abdomen under the pannus. There 
was no documentation to indicate the physician 
had been notified of the new wound. 

The RN Case Manger reviewed the record and 
was interviewed on 3/08/13 at 9:10AM. She 
stated the "new area" was a continuation of the 
original rO>sh so she did not notify the physician of 
this. She stated that if the area had developed 
into a new "deeper'' wound she would have called 
the physician_ She also slated, however, that it 
was best practice to notify the physician of any 
changes in condition and the physician should 
have been notified of the new area of rash. 

Patient #8's physician was not notified of changes 
in her condition. 

3. Patient #1 was a 76 year old male whose SOC 
was 10/06/12. His diagnoses included insulin 
dependent diabetes, recent total knee 
replacement, asthma and hypertension. The 
POT included orders for SN and PT services. 

Patient #1's medical recond was reviewed. A RN 
visit note, dated 10/15/12, documented Patient 
#1's blood pressure as 200/99. The POT 
included vital sign parameters with which to notify 
the physician. There was no documentation the 
physiciO>n had been alerted to Patient #1's 
elevated blood pressure. Patient #1 was 
admitted to the hospital 6 dayJ> later for tre<ltment 
related to hypertension. 

The RN Case Manager was interviewed on 
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3/08/13 at 9:00AM. He reviewed Patient#1's 
record and confirmed the physician had not been 
notified of the elevated blood pressure. He stated 
he was on vacation when the incident occurred. 
He stated an LPN had provided care on that day 
and he had not been alerted of Patient #1 's blood 
pressure. 

Patient #1 's medical record indicated he was 
admitted to the hospital on 1 0/18/12 for treatment 
related to high blood pressure. 

The physician for Patient #1 was not alerted 
related to his elevated blood pressure. 

4. Patient #12 was a 69 year old female who was 
admitted to the agency on 1/21/13 with diagnoses 
that includ~;>d osteomyelitis, decubitus, paraplegia, 
and a stage 2 pressure ulcer. The POT for the 
certification period 1/21113 to 3/21113, included 
wound care orders as follows: " ... wound care as 
ordered every visit until healed: cleanse with 
wound cleanser, cover with Meplex and secure 
with tape." 

On the "START OF CARE ASSESSMENT" form, 
dated 1/21113, the RN documented Patienl#12's 
wound at the time of admission as a pressure 
wound along the surgical flap repair over a healed 
decubitus ulcer on her right hip area. "Skilled 
Nursing Visit Note," dated'Z/25/13, noted the 
decubitus was healed, and there was a new area 
of foc;us on Patient #12's left buttock. The RN 
documented a calloused area that had redness in 
the surrounding area. The note documented the 
area was cleansed welt and would be watched 
carefully. On 2/27/13, the RN noted she provided 
wound care to Patient #12's left posterior hip by 
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cleansing and padded it with foam. There was no 
documentation the physician had been alerted to 
Patient #12's newly identified wound. 

The RN Case Manager was interviewed on 
3/08/13 <Jt :2:05 PM. She reviewed Patient #12's 
record and confirmed the physician had not been 
notified of the new wound. The RN Case 
Manager stated she had applied a dressing to the 
wound to determine if there was drainage, and 
when she saw there was, she alerted the 
physician on 3/04/13. The RN Case Manager 
staled she phoned Patient #12's physician on 
3/04/13 to obtain a referral for PaHent #12 to go 
to the wmmd clinic for evaluation of the wound. 

The physician for Patient #12 was not informed 
about a new wound for 7 days after it was first 
noted and orders for a wound clinic evaluation 
were obtained, 

G 165 484.18(c) CONFORMANCE WITH PHYSICIAN 
ORDERS 

Drugs and treatments are administered by 
agency staff only as ordered by the physician. 

This STANDARD is not met as evidenced by; 
Based on record review and staff interview it W<>s 
determined the agency failed to ensure physician 
orders were obtained/clarified prior to the 
provision of wound care for 2 of 12 patients (#2 
and #12) whose records were reviewed. This 
resulted in unauthorized medication 
administration and wound care and had the 
potential to negatively impact patient safety. 
Findings include: 
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1_ Palienl#12 was a 69 year old female admitted 
to the agency on 1/21/13 for wound care and 
physical therapy_ 

-The POT for the certification period 1/21/13 to 
3/21/13 included wound care orders which 
included wound cleansing, covering the wound 
with Meplex foam, and then securing with tape. 

Skilled Nursing Visit Notes, dated 1/30/13 and 
2/01/13, included documentation for the wound 
care for Patient #12 included administration of Ag 
gel (a silver antimocrobial gel} onto the wound 
bed in addition to !he wound care thai was 
detailed on the POT. There was no order for the 
Ag geL 

The RN Case Manager for Patient #12 was 
interviewed on 3/07/13 beginning at 11:00 AM. 
She reviewed Patient #12's record and confirmed 
wound care had been provided using Ag 9eL The 
RN staled Patient #12 had the wound dressing 
gel from when she had been in the hospital, and 
had requested the gel be used. The RN 
confirmed she did not notify the physician for 
clarification or approval before using the 
additional medication_ 

Medication used in wound care was administered 
without physician orders. 

2_ Patient #2 was a 94 year old female admitted 
to the agency on 11/08/12 for wound care and 
physical therapy_ 

-The POT for the certification period 1/07113 to 
3/07/13 included wound care orders for a stage 2 
pressure ulcer on her buttock. lhere was no 
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indication Patient #2 had a wound on her fooL 

Skilled Nursing Visit notes documented wound 
care was administered for a left foot wound. 
There were no orders for wound care for the foot 
wound before the care was initiated <JS follows; 

-Skilled Nursing Visit notes, dated 1/22/13 
documented: "wound care to L(left) foot Wound 
cleansed with Derrnaklenz, Tegaderrn applied 
(after) skin prep on peri wound. Wound bed red 
(with) small amount of serosanguinous drainage 
noted." 

- Skilled Nursing Visit notes, dated 1/25/13 
documented: "wound on (left) lower extremity 
stage 2 (with) 2+ pitting edema on foot halfway up 
calf. Serous drainage noted, wound bed red'' 

-Skilled Nursing Visit notes, dated 1/28/13 
documented: "Tegadenn removed from LLE (left 
lower extremity). Wound measured using E-Z 
Graph Wound Assessment Worksheet Wound 
bed red (with) some granulation, peri wound 
erythema and edema. Wound cleansed (with) 
DerrnaKienz, Polymem to wound bed (after) skin 
prep used on peri wound, Bio fiX tape. Wound on 
LLE (with) small amount of slightly cloudy tan 
secretions" 

A "PHYSICIAN FAX SHEET," dated 1/28/13 
contained a faxed communication to Patient #2's 
physician informing him of a wound on her left 
foot. The communicaHon included a description 
of the appearance, drainage, and description of 
the wound care provided. The sheet contained "' 
physician signature dated 1/29/13. 
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The RN Case Man agar was interviewed on 
3/06/13 beginning at 4:30 PM. She reviawed 
Patient #2's record and confirmed wound care 
had been administered before obtaining a 
physician order. The RN stated she had been 
instructed to provide wound care for the patient 
and than submit a request to the physician in the 
form of the Physician Fax Sheet. She stated after 
reviewing the request the physician would sign it 
and result in an order. 

Wound care was administered for Patient #2 
without physician orders. 

G 228 484.36(d)(1) SUPERVISION 

tf the patient neceives skilied nursing care, !he 
registered nurse must perform the supervisory 
visit required by paragraph (d)(2) of this section. 
If the patient is not receiving skilled nursing care, 
but is receiving another skilled service (that is, 
physical therapy, occupational therapy, or 
speech-language pathology services), 
supervision may be provided by !he appropriate 
therapist 

This STANDARD is not met as evidenced by: 
Based on review of clinical records and agency 
policies and staff interview, it was determined the 
agency failed to ensure that licensed staff made 
supervisory visits to the patient's home no less 
frequently !han every 2 weeks for 1 of 6 sample 
patients (Paliant #4) who received home health 
aide services. This prevented the agency from 
ensuring home health aides provided safe and 
effective care to patients. Findings include: 
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Patient #4 was an 86 year old female whose SOC 
was 1/07/12. Her diagnoses included 
Pneumonia, Abnormal gait, Arthritis, and 
generalized muscle weakness. The POT for the 
certification period 1/08/13 to 3/08/13 included 
orders for PT, OT, and home health aide 
services. 

The "Home Health Aide Plan of Care" was 
completed by the admitting PT on 1/08/13. The 
PT instructed the home health aide to assist with 
shower care, hair cere, and apply lotion with eac::h 
visit. The POC was signed by the PT on 1/08/13 
and cosigned by the home health aide on 
1/14/13. 

The undated policy "SUPE:RVISION AND 
EVALUATION OF STAFF" inc::luded, "A registered 
nurse or therapist will make a supervisory visit to 
all clients receiving home health aide services at 
least every 2 weeks." Documentation of 2 week 
supervisory visits by the PT was not found in 
Patient #4's record. 

In an inteJView on 3/07113 beginning at 9:15AM, 
the PT for Patient #4 confirmed she had not 
performed supervisory visits for the home health 
aide as required. 

The agency did not provide PT supervision of the 
home health aide for Patient #4. 

G 242 484.52 EVALUATION OF THE AGENCY'S 
PROGRAM 

This CONDITION is not met as evidenced by: 
Based on review of agency pofocies, 
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administrative documentation, and staff interview, 
~ was determined the agency failed to ensure an 
evaluation of the agency's program was 
completed. This resulted in the inability of the 
agency to evaluate patient care services and 
generate changes to improve the delivery of 
those services. Findings include: 

1. Refer to G244 as it relates to the agency's 
failure to ensure an annual evaluation including 
an overall policy, administrative, and clinical 
record review was completed. 

2. Refer to G245 as ll relates to the agency's 
failure to ensure an annual evaluation was 
performed to assess the extent to which the 
<ogency's program was appropriate, adequate, 
effective and efficient. 

3. Refer to G248 as it rel<otes to the failure of the 
agency to ensure an annual evaluUon was 
completed that included review of the <ogency's 
policies and adminstrative practices. 

4. Refer to G250 as it relates to the agency's 
failure to include all health professionals in chart 
audits representing the scope of the program as 
part of the quarterly record review. 

The cumulative effect of these negative systemic 
practices seriously impeded the ability of the 
<ogency to provide services of adequate qualily. 

G 244 484.52 EVALUATION OF THE AGENCY'S 
PROGRAM 

The evaluation consists of an overall policy and 
administr<otive review and a clinical record review. 
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This STANDARD is not met as evidenced by: 
Based on staff inteJView and review of 

administrative documents and meeting minutes, it 
was determined the agency failed to ensure an · 
annual evaluauon, including an overall policy 
review and a clinical record review, was 
conducted annually. This resulted in a lack of 
feedback to determine whether agency programs 
met patient needs. Findings include: 

PAC meeting minutes, dated 1/25/12 stated 
agency policies had been reviewed. Neither an 
annual evaluation of the agency's program nor 
clinical record review were mentioned in the 
minutes. No other PAC minutes were present 
through 3/11113. No other documentation was 
present that an evaluation of the agency's 
program had been conducted. 

The Administrator was inteJViewed on 3/11/13 at 
2:00 PM. She stated an evaluation of the 
agency's program had not been conducted in 
2012 or 2013. 

The agency did not conduct an annual evaluation. 
G 245 484.52 EVALUATION OF THE AGENCY'S 

PROGRAM 

The evaluation assesses the extent to which the 
agency's program is appropriate, adequate, 
effective and efficient. 

This STANDARD is not met as evidenced by: 
Based on review of administrative records and 
staff inteJView, it was determined the agency 
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failed to ensure an annual agency evaluation was 
conducted which assessed the extent to which 
the agency's program was appropriate, adequate, 
effec:tive and efficienl This resulted a lack of 
feedback toagency staff to assist them to improve 
patient care. Findings include: 

Documentation of an evaluation of the agency's 
program was not present for 2012 or 2013. 

The Administrator was interviewed on 3/11/13 ;~t 
2:00 PM. She stated an evaluation of the 
agency's program which included a detennination 
of the extent to which the agency's program was 
appropriate, adequate, effective and efficient, had 
not been conducted in 2012 or 2013. 

The agency did not conduct an annual evaluation. 
G 248 484.52(a) POLICY AND ADMINISTRATIVE 

REVIEW 

As part of the evaluation process the policies and 
administrative practices of the agency ;~re 
reviewed to 
determine the extent to which they promCJte 
patient care that is appropriate, adequate, 
effective and efficient. 

This STANDARD is not met as evidenced by: 
Based on review of administrative documents 

and staff interview, it was determined the agency 
failed to ensure an annual evaluation, including 
an evaluation of the policies and administrative 
practices of the agency, was conducted. This 
resulted in a lack of feedback to agency staff. 
Findings include: 
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PAC meeting minutes, dated 1125/12 stated 
agency policies had been reviewed. Neither an 
annual evaluation of the agency's program nor 
clinical record review were mentioned in the 
minutes. No other documentation was present 
that policies had been evaluated through 3/11113. 
No other documentation was present that an 
evaluation of the agency's program had been 
conducted. 

The Administrator was interviewed on 3/11/13 at 
2:00 PM. She stated an evaluation of the 
agency's program had not been conducted in 
2012 or 2013. She stated ;;~gency policies had 
not been evaluated since 1/25/12. She stated the 
PAC was sc:heduled to meet soon but an 
evaluation of the agenc:y's program had not been 
conducted in the past year. 

The agency did not conduct an annual evaluation 
including a review of policies and administrative 
practices. 

G 250 484.52{b) CLINICAL RECORD REVIEW 

At least quarterly, appropriate health 
professionals, representing at least the scope of 
the program, review a sample of both active and 
closed c:linical rec:ords to determine whether 
established policies are followed in furnishing 
services directly or under arrangemenl 

This STANDARD is not met as evidenced by; 
Based on staff interview and review of chart audit 
results and polic:ies, it was determined the agenc:y 
failed to include health professionals representing 
the scope of the program as part of the quarterly 
record review. This resulted in an incomplete 
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review. Findings include: 

1. The agency provided nursing as well as home 
health aide. social services, PT, OT, and ST. 

The Administrator was interviewed on 3/11/13 at 
2:00 PM. She slated one quality <!Ssurance staff 
member, an RN, reviewed 100 percent of all 
clinical notes. The review included content, 
coding, and completeness. The Administrator 
stated there was no data produced from the 
reviews in order to determine whether established 
policies are followed. 

A comprehensive review of open and closed 
records was not completed. Additionally, the 
agency did not utilize appropriate health 
professionals to review clinical records to 
determine whether established policies are 
followed 

2. The undated policy, "CLINICAL RECORD 
REVIEW," stated "The clinical record review is 
performed by a multidisciplinary team" The 
policy did not state which disciplines would be 
represented on the team. 

The Administrator was interviewed on 3111/13 at 
2:00 PM. She slated only one person conducted 
any form of clinicel record reviews. 

The agency failed to follow its policy regarding 
clinical record review by a multidisciplinary team. 

G 331 484.55(a)(1} INITIAL ASSESSMENT VISIT 

A registered nurse must conduct an initial 
assessment visit to determine the immediate care 
and support needs of the patient; and, for 
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Medicare patients, to determine eligibility for the 
Medicare home health benefit, including 
homebound status. 

This STANDARD is not met as evidenced by: 
Based on record review, policy review, patient 

interview, and staff interview, it was determined 
the agency failed to ensure the initial SOC 
comprehensive assessment included a thorough 
examination of identified items of concern for 5 of 
12 patients (fl(l, #8, #9, #11, and #12) whose 
records were reviewed. This had the potential to 
lead to im:orn plete development of plans of care 
and monitoring of patient health status. Findings 
include: 

The undated policy "COMPREHENSIVE 
ASSESSMENT AND OASIS DATA 
COLLECTION; START OF CARE" included, 
"Care of clients is based upon a comprehensive 
assessment process. It is established by the 
orgnizatlon in coordination with the regulatory 
requirements to gather and analyze specific data 
to determine the initial and continuing health care 
needs and services of the client and client care 
outcomes. The comprehensive assessment will 
include: Primary and secondary diagnosis and 
... Medical history including dates." This policy 
was not followed. Examples include: 

1, Patient #11 was a 42 year old female admitted 
to the HHA on 10/03/12 for an abdominal wound 
following gastric bypass surgery. An H&P, 
dictated by Patient #11 's physician on 9/19/12, 
stated Patient #11 had a diagnosis of insulin 
dependent diabetes. The H&P also slated 
Patient #11 was taking an oral medication for 
diabetes. 
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The "START OF CARE 
ASSESSMENT/RESUMPTION OF CARE," dated 
10/03/12, contained the following discrepancies 
related to Patient #11's diabetic condition: 

- In the section "Current Illness" diabetes was 
listed as a diagnoses. However, in the section 
"Endocrine and Hematopoeitic:" the RN did not 
check the box labeled diabetes. In the section 
"Plan of Care Synopsis" the RN checked "Yes" 
indicating diabetic foot care would be provided to 
Patient #11. 

Subsequently, the POT for the certification period 
of 10/03/12 through 12/01/12 included a 
diagnosis of Diabetes Mellitus Type II but did not 
include interventions related to the management 
of diabetss or medications for the treatment of 
diabetes. Skilled nursing notes from 1 0/03/12 
through 11/16/12 were reviewed. There was no 
documentation of interventions related to 
diabetes. 

The RN who completed the SOC assessment 
and provided care for Patient #11 was interviewed 
on 3/08/13 at 8:-15 AM. He stated he was 
unaware Patient #11 was diabetic and that was 
why he did not mark the box labeled diabetes on 
the SOC assessment He stated that when he 
does the SOC assessment, he does not ask 
every patient if they have a history of diabetes. 
He stated his practice was to review the H&P that 
is provided and ask questions based on the H&P. 
The RN reviewed the H&P and confimned it 
stated Patient #11 was an insulin-dependent 
diabetic. He then stated that "a lot of lime the 
H&P will be wrong and the patient has never even 
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had some of this stuff." He confirmed the POT 
included diabetes as a diagnoses. He confirmed 
that the POT is generated from the SOC 
assessment and !hal he reviews the POT before 
it is sent to the physician. He confirmed skilled 
nursing did not perform any interventions related 
to diabetes for Patient #11. 

The DCS was reviewed the record and was 
interviewed on 3/08113 at 11:50 AM. He 
confirmed !he SOC assessment was unclear as 
to whether Patient #11 had a diagnosis of 
diabetes. He confirmed the H&P indicated 
Patient #11 had insulin dependent diabetes and 
stated there was no reason to assume this was in 
some way incorrect. 

The SOC assessment was inconsistent in 
documentation of eXisting diagnoses. 

2. Patient #9 was a 63 year old male who was 
admitted to the HHA on 2/17113 for care after hip 
surgery. The "START OF CARE 
ASSESSMENT/RESUMPTION OF CARE," dated 
2/19113, contained the following discrepancies: 

a. The SOC assessment indicated a goal that 
Patient #9's depression will be controlled with 
medication. The SOC also indicated Patient #9 
was assessed on a "PHQ- 2" scale, which is used 
to assess the risk of depression. The scale 
indicated Patient #9 felt "down, depressed or 
hopeless" more than half the days in a two week 
period. The scale also indicated Patient #9 found 
"little interest or pleasure in doing things" more 
than half the days in a two week period. 
However. under the section "Mental Status" the 
box labeled "Depressed" was not checked. 

FORM CMS·2567{02..g9) PfeVIOUS. VerslonG Obsolete Event ID; MRL311 

(X2) MUlTIP"E CONSTRUCTION 
A. BUILDING _______ _ 

a. WING 

STREET ADDRESS, CITY. STATE. ZIP COPE 
29~0 J:'.AST MAGIC VIEW DR, STE 1 DO 

MERIDIAN, ID 83642 

PRINTED: 03/2612013 
FORM APPROVED 

OMB NO. 0938-0391 
(X3) DAlE SURV~ 

COMPLI'TED 

03/11/2013 

10 
PRERX 
lAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORR~C11\II:!ACTION StiOULD BE 

CROSS-REFERENCED TO THE APPROPRlATE 
DEFICIENCY) 

IX5) 
COMPLETION 

DATE 

G 331 

FacUIIy ID; OAS001170 IF continuation sheet Page 56 of 70 



May. 10. 2013 !2:47PM Family Home Health Idaho No. 0746 P. 58/71 
D~PARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDERISUPPUI:RJCUA 
IDENTIFICATION NUMBER: 

137079 

NAME: 0~ PROVIDER OR SUPPLIER 

FAMILY HOME HEALTH 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(l:ACH DEF"ICIENCY MUST BE PRECEDED BY FULL 

REG\lLATORY OR LSC IDENTIFYING INFORMATION) 

G 331 Continued From page 56 

The POT for the certification period 2/1713 
through 4/17/13 was reviewed. The POT 
included a goal of "Patients depression will be 
controlled with medication as evidenced by 
increased mood and no self hann limes 4 
weeks." The POT also listed the medication 
Patient #9 was taking. There were no 
medications on the POT for depression. 

The RN that completed the SOC assessment 
reviewed the record and was interviewed on 
3/07/13 at 8:40AM. She stated that she included 
the goal related to depression after talking with 
Patient #9 and concluding he was depressed. 
She stated the goal related to depression was 
taken from a template that was given to her by 
the fanner Clinical Director and did not accurately 
reflect Patient #9's status. She confinned Patient 
#9 was not on any medications to treat 
depression. She also stated Patient #9 had not 
verbalized ideation of harming himself. She 
stated that she should have notified Patient #9's 
physician about the results of the "PHQ-2" scale, 
as it indicated to her Patient #9 was depressed, 
and gotten an order for antidepressant 
medication. 

b. The SOC assessment indicated Patient #9 
wore glasses and had partially impaired vision, 
which meant that he "cannot see medication 
labels or newsprint, but can see obstacles in 
path, and the surrounding layout..." A statement 
on the assessment form stated the patienfs 
vision was to be assessed with glasses on. 

PT services were observed on 3/05/13 beginning 
at 1 ;35 PM. Immediately following this 
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observation, Patient #9 wa$ observed reading the 
labels of his medication bottles. Also during this 
observation, Patient #9's roommate stated he had 
been hying to collect newspapers for Patient #9 
because Patient #9 loved to read. 

The RN that completed the SOC assessment 
reviewed the record and was interviewed on 
3107113 at 8:40AM. She stated she 
misunderstood the section related to vision status 
on the SOC assessmenl She stated she 
interpreted the question as Patient #9's vision 
capabilities without glasses, not with glasses. 
She stated she is still in the process of learning 
how to complete the SOC assessment. 

The SOC assessment was inaccurate and 
contained unclear information related to 
diagnoses. 

3. Patient #8 was a 79 year old female admitted 
to the HHA on 2/07/13 for abdominal wounds, 
diabetes, high blood pressure, and COPP. The 
"START OF CARE 
ASSESSMENT/RESUMPTION OF CARE," dated 
2106/13, contained the following discrepancies: 

-In the "Pain" portion of the assessmen~ the RN 
documented the location of pain as the "rash 
wounds on (abdomen) under pannus [a flap of 
excess skin, fat and tissue at the bottom of the 
abdomen], groin area." 

-In the section "Type of Lesion{s):" the RN 
documented "open (stage) 2 started as yeast 
infection." 

- In the section "Stage of Most Problematic 
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(Observable) Pressure Ulcer:" thl;! RN did not 
mark the box indicatin9 the wound was stage 2. 
The RN marked "NIA- No observable pressure 
ulcer or unhealed pressure ulcer." 

- Th" RN document"d that the wound "Started as 
y"ast infection (b"tw""n) pannus (and) groin area 
then opened up (stage) 2 red, pink (with) small 
amount of serous drainage (and) yellow esc:har." 

The RN who completed the assessment reviewed 
the medical record and was interviewed on 
3/08/13 at 9:10AM. She stated that Patient#B 
had developed a yeast infection under her 
pannus and then developed small wounds under 
her pannus and in her groin area. She stated she 
documented the wounds as stage 2 because they 
were open, but stated she was not sure if that 
was accurate. The RN stated she was unsure 
how to accurately document these wounds as 
she had not had very much training on 
completing th" SOC assessment. She agreed 
the assessment was unclear as to what type of 
wounds Patient #8 had. 

Documentation of wounds on the SOC 
assessment was unclear. 

4. Patient #6 was an 88 year old male admitted 
to the HHA on 2/15/13 for edema, high blood 
pressure and spinal stenosis. The "START OF 
CARE ASSESSMENT/RESUMPTION OF 
CARE," dated 2/14/13, contained the following 
discrepancies: 

The SOC assessment indicated Patient #6 wore 
glasses and had normal vision, which meant he 
could see adequately in most situations. The 
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SOC assessment also indicated Patient #6 wore 
glasses and contacts. A hand written note 
indicated the left eye contact had been removed. 

Skilled Nursing services were observed on 
3/05/13 beginning at 10;20 AM. During the 
observ<Jtion it was noted th<Jt Patient #$ was not 
wearing glasses. Immediately following the 
observation, Patient fiB's medications were 
reviewed with him. He staled he was taking eye 
drops for a cataract surgery on his left eye in 
2012. There was no documentation of this on the 
SOC assessment. 

The RN who completed the SOC assessment 
was interviewed on 3/07/13 at 10:20 AM. She 
stated she was not aware of Patient #6 having 
cataract surgery. After reviewing the medical 
record she then stated she may have known 
about the cataract surgery and marked left 
contact removed by mistake. She stated Patient 
fiB did not we<Jr contacts. 

The SOC assessment was inaccurate. 

5. Patient #12 was a 69 year old female admitted 
to the agency on 1/21/13 for home health 
services related to paralysis and pressure ulcer 
th<Jt required wound care. 

The "START OF CARE ASSESSMENT," dated 
1/21113, listed diagnoses which included 
osteomyelitis and stage 4 pressure ulcer. 
Subsequently, the POT tor the certification period 
1121/13 io 3/21113 contained diagnoses of 
ostaomyelitis (infection of the bone) and 
decubitus of the buttock. 
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During an interview on 3/07113 beginning at 11:00 
AM, the RN Case M<mager reviewed Patient 
#12's medical record and stated thfil dii!gnoses of 
stage 4 pressure ulcer as well as the 
osteomyelttis was not a cutrent problem with 
Patient #12. She stated Patient #12 had gone to 
another state last year and ha'd been hospitalized 
for osteomyelitis and it had been treated and 
resolved. Shfil stated Patient #12 had then 
undergone surgical repair for the stage 4 
pressure ulcer, so that had resolved as well. The 
RN stated Palient#12 had a separation of the 
surgical wound, which was classified at the SOC 
as a stage 2, for which she was recieving wound 
care. The RN stated she had not written the 
dii!gnoses on the SOC assessment, but had left 
the areas blank. 

Jn an interview on 3/07/13 beginning at 1:30 PM, 
the Administrator reviewed Patient #12's record 
and confirmed she had written the diagnoses on 
the SOC assessment The Administrator stated 
during the patient admission process the case 
manager would complete a coding worksheet, 
and that information would be used to determine 
the diagnosis and lCD 9 code. 

The START OF CARE ASSESSMENT for Patient 
#12 did not contain accurate information. 

G 337 484.55(c) DRUG REGIMEN REVIEW 

The comprehensive assessment must include a 
review of all medications the patient is currently 
using in order to identify any potential adverse 
effects and drug reactions, including ineffective 
drug therapy, significant side effects, significant 
drug interactions, duplicate drug therapy, and 
noncompliance with drug therapy. 
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This STANDARD is not met as evidenced by: 
Based on record review, policy review, 
observations during home visits, staff interview 
and patient interview, it was determined the 
agency failed to ensure the drug review was 
comprehensive for 6 of 12 patients (#3, #4, #5, 
#6, #8, and #9) whose records were reviewed. 
Failure to obtain an accurate patient medication 
list or to evaluate the list for duplicative therapy, 
drug interactions, or significant side effects had 
the potential to place patients at risk for adverse 
events or negative drug interactions. Findings 
include: 

The "MEDICATION ADMINISTRATION" policy, 
undated, included, "A medication profile, 
completed for each client at the time of 
admission, will be updated as indicated and 
reviewed at least every 60 days_ The profile will 
include the name of the drug, date ordered, dose, 
route, frequency, duration of therapy if 
appropriate and action or use. This profile will 
Include over-the-counter drugs'' 

The "MEDICATION ADMINISTRATION" policy, 
undated, contained a section that discussed new 
or changed medications. The policy included, 
"Medication changes will be documented on the 
nursing/therapy note when the CClse manager 
becomes aware of the change ____ New 
medications will be identified by the Rx number 
on the bottle and the patient's medication profile 
will be updated in the computer by the QA 
Director or his/her designee. All changes in the 
previously prescribed medications will be verified 
with the physician on the Physician Fax Sheet 
and when the order is retumed signed, the 
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patienes medication profile will be updated in the 
computer by thlil Clinical Coordinator or his/her 
designee." 

A complete review of medications did not occur in 
the following examples: 

1. Patili'nt #f3 was an 88 year old male who was 
admittoo to the agency on 2/15/13 for edema and 
high blood pressure. 

A fotm iiHed "Medication Profile," unsigned, 
documented the medications Patient #f3 was 
taking at the time of admission. It included: 

- Amlodipine 10 mg orally daily, 
-Lecithin 1200 mg orally daily, 
- Lisinapril 40 mg orally daily, 
-Omega 3 Fish Oil 500 mg orally daily, 
-Vitamin D 3000 units orally daily_ 

The same medications were listoo on Patient #f3's 
POT for the certificaiton period of 2/15/13 through 
4115/13. 

On a SN home visit on 3/05/13 starting at 10:20 
AM, smveyors completed a review of medications 
with Patient #fi_ Patient #f3 confirmed the above 
medications and dosages. Also at this time, 
several eye drop bottles and a bottle of Aspirin 
were obsii'rved on a small table in the living area 
directly beside Patili'nt #6's rli'cliner. Patient #6 
staled he was taking eye drops tor a rli'moval of a 
cataract on his left eye done in 2012. Thes1;0 eye 
drops were Ketorolac (non-steroidal 
anti-inflammatory), Prednisone (steroid), and 
Vigamox (antibiotic). He stated he applied a drop 
to his left .. ye each day. Patient #f3 also stated he 
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was taking an 81 mg Aspirin most days. The 
Prednisone, Ketorolac, Vigamox and Aspirin were 
not included in Patient #6's medication profile and 
POT. 

The RN who provided care for Patient #5 
reviewed the medical record and was interviewed 
on 3/07113 at 10:20 AM. She stated she was 
unaware that Pa~ent #6 was taking the eye drops 
and Aspirin. She stated she did not review 
Patient #fJ's medications each time she visited 
him. 

The medication list and POT in P;;~tient #fJ's 
medical record were not accurate and current on 
the date of the home visit 

2. Patient #9 was a 63 year old male who was 
admitted to the agency on 2117/13 following 
discharge from a skilled nursing facility after 
being treated for a left hip fracture, ESRD, and 
high blood pressure. 

A form titled "Medication Profile," signed by a 
physician on 2128/13, documented the 
medications Patient #9 was taking at the time of 
admission. It included: 

- Nephro Vit 1 tablet or;;~lly daily, 
- Procardia XL 60 mg orally daily, 
- Renvela 800 mg 5 tablets orally with meals, 
-Norco 101325 mg 1-2 tablets orally every 6 
hours as needed for pain, 
- Oxycodone 5 mg orally every 4 hours as needed 
for pain, 
- Flexeril 5 mg orally every 8 hours as needed 
- Metoprolol 25 mg omlly daily 
- Colace 100 mg orally twice a day as needed for 
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constipation 

The same medications were listed on Patient #9's 
POT for certification period 2/17/13 through 
4/17/13. 

During aPT home visit on 3/06/13 at 1:35PM, 
surveyors completed a review of medications with 
Patient #9. Discrepancies were noted in 
comparison to the medications listed on the POT 
and "Medication Profile." Patient #9 stated he 
had never had a prescription for Oxycodone. He 
stated he took it while he was in the hospital and 
skilled nursing facility but had never taken it once 
discharged. 

Patient #9 also stated he had a bottle of Reglan 
for na~sea. He stated it w11s given to him when 
he was discharged from the nursing home. The 
Reglan was not included on the POT and 
"Medication Profile." 

The DCS reviewed Patient #9's record and was 
interviewed on 3/08/13 at 1 0:40 AM. He 
confirmed he had completed the "Medication 
Profile" for Patient #9. He stated he believed he 
had seen the medication Oxycodone at the time 
the "Medication Profile" was completed but he 
could not recall for sure. He stated he was 
unaware Patient #9 was taking Reglan. 

The POT and medication list in Patient #9's 
medical record w~;Js not accurate and current on 
the date of the home visil 

3. Patient #8 was a 79 year old female admitted 
to the agency on 2/07113 for treatment of 
abdominal wounds, cellulitis and high blood 
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pressure. 

A form tiHed, "Medication Profile," signed by \h!;l 
RN on 2/21/13, documented th!;l medications 
Patient #6 was taking at the time of admission, 
and included: 

- Cephalexin 500 mg orally 4 times a day, 
stopped 2/15/13 
• Albuterollnhaler, 2 puffs inhaled every 4-6 
hours as needed for wheezing, 
- Amplodipine 10 mg or<~IIY d01ily, 
- Aspirin 81 mg orally daily, 
-Am bien 10 mg orally daily, 
• Clotrimazole ointment to apply to wounds twice 
a day, 
- Fish oil 1000 mg orally daily, 
- Insulin Glargine 30 units injected twice a day, 
- Insulin Lispro 10 units injected before meals, 
- Lasix 40 mg orally daily as needed, 
- Metolazone 2.5 mg orally daily, 
- Nabumetone 500 mg orally twice a day, 
- Simvasta~n 20 mg orally daily, 
- Trazadone 150 mg 1.5 tablets orally daily 
- Vicodin 5/500 mg orally every 6 hours as 
needed for pain 

The same medications were listed on Patient #B's 
POT for certification period 2/07113 through 
4/07113. 

Wound care orders, signed by the physician on 
2/14/13, included Dermaklenz and Nystop 
powder. These were not listed on the medication 
profile. 

During an observation of a Skilled Nursing visit on 
3107113 beginning at 11 :05 AM, the RN performed 
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an assessment of Patient #8. During the 
assessment, Patient #B slated she had been 
taking a stool softener as needed for constipation 
and that she had a "huge bottle" of stool softener 
pills with her. The RN slated she was unaware of 
this and asked if this was ordered by Patient #8's 
physician. Patient #8 stated no, she got the stool 
softener over the counter and had been laking it 
for "a while." The RN stated she would notify 
Patient #8's physician of the stool softener. 

Also during this observation, the RN provided 
wound care and applied the Nystop powder. The 
RN did not apply Clotrimazole. When asked if 
Clolrimazole was intended for the wound, the RN 
slated it was. She stated she never used it 
because it caused too much moisture around the 
wound area. She stated thai she should have 
notified Patient #B's physician that she was not 
using the Clotrimazole_ 

The medication list and POT in Patient #B's 
medical record was not accurate and current on 
the dale of the home visit. 

4. Patient #3's medical record documented a 67 
year old female who was admitted for home 
health services on 11/20/12. She was currentiy a 
patient as of 3/04/13. She had a failed total knee 
replacement in 2012 which later became infected. 
Curren! diagnoses included rheumatoid arthritis 
and depression. Patient #3's "Medication Profile," 
dated 11/20/12, stated she had 2 separate 
antidepressants, Effexor and Zolott. The POT 
dated 11/20112, included the same medications. 

P;~tient #3's "Medication Profile" was fal1ed to the 
physician on 11/21/12. However, the profile did 
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not identify duplicate medications. 

Patient #3's RN Case Manager was interviewed 
on 3106113 beginning at 8:55AM. He confirmed 
the information regarding Patient #3's 
medications was not communicated with the 
physician. 

The agency did not identify duplicate drug therapy 
for Patient #3. 

5. Patient #4 was an 86 year old female admit\ed 
to the agency on 1/08113 for home health 
services related to pneumonia, generalized 
muscle weakness, and arthritis. 

The POT for the certification period 1/07/13 
through 3/07/13 contained a list of medications 
Patient #4 was taking. During " home visit to 
observe care provided by the HHA on 3/06113 
beginning at 10:45 AM, a review of medications 
was performed with Patient #4. Discrepancies 
were noted in comparison to the medicafions 
listed on the POT as follows: 

- Hydroxycholorquine, 200 mg, one daily, (The 
POT stated the dosage as 1200 mg) 
-Allopurinol 1 oo mg, one daily, (Not Included on 
the POT) 
- Omeprazole 20 mg, one daily, (Not included on 
the POT) 
- ProbiD!ic one daily, (Not included on the POT) 
- Loperamide as needed, (Not included on the 
POT) 
-Fiber capsules as needed, (Not included on the 
POT} 
- Probiotic 1 0 as needed, (Not included on the 
POT) 
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-Nature Multivitamins one daily, (Not included on 
the POT) 
- Beano as needed, (No! inc:luded on the POT). 

ln an inteiView on 3/08/13 beginning at 9:40AM, 
the PT Case Manager reviewed Patient #4's 
record. She stated her process for medication 
review on soc was to review the hoapital's 
medication list on discharge with the medications 
provided by the patient during that visil She 
stated she would verbally ask for updates for 
changes during visits but patients did not always 
reveal all medications. As for the 
Hydroxycholorquine dose (written as 1200 mg, 
not 200 mg as written on the container) the PT 
stated she may have misread the label or it was a 
typo on her part 

Patient #4 was taking medications that were not 
included on the POT. 

6. Patient #5 was a 93 year old female who was 
admitted to the agency on 2/05/13 for care 
related to diabetes, hypertension, and abnormal 
gait. 

The POT for the certification period 2/05/13 
through 4/05/13 contained a list of medications 
Patient #5 was taking. During a SN home visit on 
3/05/13 starting at 11:15 AM, the RN completed a 
review of medications with Patient #5. 
Discrepancies were noted in comparison to the 
medications listed on the POT. Patient #5 stated 
she was taking Docusate (a stool softener) three 
tablets at night as well as Miralax, a laxative. 
Patient #5 stated she had been taking the 
Docusate for many years. The 2 medications 
were not included on the POT. 
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In an interview on 3/0B/13 beginning at 9:00AM, 
the RN Case Manager stated he W<IS previously 
una~N<~re Patient #5 had been using the stool 
softener and laxative. He stated he reviewed 
both medications with the patient at the time of 
the observed visit. The RN confirmed he had not 
contacted the physician to include the 
medications on the POT or to clarify if the 
medications were approved by the physician. 

Patient #5 was taking medications that were not 
included on the POT. 
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ACKNOWLEDGMENTS 

As Ad.ministrator of Family Home Health I Julie Burnett acknowledge these changes as identified by the 

plan of correction document. I further will do all within my capacity to ensure that the following changes 

are implemented and followed as identified. I understand deviations from the conditions of 

participation as outlined by State and Federal regulations must be corrected timely. 

Date 
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G 114: 484.10(e) PATIENT LIABILITY FOR PAYMENT 
Family Home Health Staff has been educated on 3/19/13 of the following changes to patient consents in 

regards to Patients liability for payment. Staff responsibility upon initiation of services is to present in 

writing to the patient or legal representative their financial responsibility for payment of home health 

services. This is performed using the form "Admission to Home Care: Consents/Terms 

Conditions/Releases". The identified sections Authorization for Government Program Benefits and 

Financial Responsibility outline the specific cost of services and the patient's liability for payment of 

these services. Along federal and State guidelines patients with Medicare and Medicaid have no out of 

pocket expense for any home health services rendered by Family Home Health. Patients not enrolled 

with Medicare/Medicaid will be presented with specific cost breakdown for all services rendered by 
Family Home Health at the time of admission. In both cases all patients or their legal representative 

must agree to sign and verbalize understanding of their liability for payment prior to initiation of home 

health services. 

AUTHORIZATION FOR GOVERNMENT PROGRAM BENEFITS 

I certify that the information given by me in applying for payment under Title XVIII or Title XIX of the 

Social Security Act is correct. I request that payment of authorized benefits be made directly to Family 

Home Health. I understand I will receive written notice from Family Harne Health if services are not 

authorized under Medicare or Medicaid. I understand services are expected to be fully paid by 

Medicare/Medicaid or government program (100% Coverage by Medicare/Medicaid). 

FINANCIAL RESPONSIBILili' (None to Patient if traditional Medh;are/Medicaid) 

Medicare. 100% Benefit Coverage. Medicare beneficiaries will not receive a bill for any Family Home 

Health services. If the agency expects Medicare payment for physician ordered services not included in 

the Family Home Health Services provided, the agency will notify me, ora fly and in writing, before 

services are initiated or continued. 

PRIVATE INSURANCE/SELF PAY 
INSURANCE: Patient is or is not covered by private medical insurance. (Complete If applicable.) Name of 
insurance company and type of plan: Insurance Company: Policy Number: 
Employer or Group#: Amount of Coverage: Contact Person: 
Type of Plan: (Circle one) Individual/Group 
Policy covers home care services requested: 0 Yes ONe Managed Care Plan: 0 Yes 0 No 
Patient's out-of -pocket charges:$_ per visit 
(Patients receiving services under Medicare, have no out-of-pocket e~penses, for Homebound Skilled 
Home Health Services) 

MODIFICATIONS: 
No oral statement of any person shall modify or otherwise affect the foregoing terms and conditions. 
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G 130: 484.14(b) GOVERNING BODY 
The Governing Body arranges for professional advice as required under 484.16. 

The Board of Directors (aka) The Governing Body of the Corporation has made a change in who its' 

members are in order to allow more effective and efficient management of the Agency. This change was 

effective on Aprill, 2013. Steven R. Horton will be stepping away from his duties as Secretary of the 

Governing Body and replaced by Julie Burnett. Michael Dempsey will remain on the Governing Body as 

President. 

The change in appointing Julie Burnett as a member of the Governing Body will allow her, as the 

Administrator, to take the necessary action to ensure the Agency is in compliance by coordinating with 

just one individual instead of two. 

The Governing Body met on Aprill, 2013 and agreed upon who the members of its' Advisory Committee 

will be for 2013. Those members are as follows: 

Julie Burnett- Administrator, FHH 

Jake Overall- RN, BSN, DOCS, FHH 

A Professional Advisory Committee (PAC Meeting) is scheduled to be held on AprillO, 2013 at 9:00am 

with all attendees mentioned above. 

The Administrator will be responsible to ensure the PAC meeting will occur twice within a calendar year. 

The first meeting will occur before AprillO" of each year and the second PAC meeting will occur before 

October 31" of this year and each year following. 
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G 132: 4-84.14(b) GOVERNING BODY 
The governing body oversees the management and fiscal affairs of the agency. 

The Governing Body met on April 1, 2013 and agreed upon who the members of its' Advisory Committee 

will be for 2013. Those members are as follows: 

Julie Burnett· Administrator, FHH 

Jake Overall· RN, BSN, DOCS, FHH 

A Professional Advisory Committee (PAC) is scheduled to be held on April10, 2013 at 9:00am with all 

attendees mentioned above. 

The Agenda for the scheduled meeting is as follows: 

1. Defining the Professional Advisory Committee. 
2. Evaluation process: 

• Assurance/Evaluation of existing or potential problems 
• Capacity of Overcome 
• Services offered meet objectives of Agency and patient outcomes 
• Minimal expenditures of resources to achieve desired goals and outcomes. 

3. Review of Policies by PAC 
• Admission Criteria 
• Discharge Criteria 
• Coordination of Patient Care 
• Plans of Care 
• Clinical Records Review 
• Personnel Qualifications 
• Program Evaluation 

4. Other Areas of Review 
• Marketing & Community Involvement 
• Contract Management 
• Personnel Management 

5. Statistics 
6. Committee Designations 

•QA 
• Fjnance 

7. Other topics for comment/review 

Family Home Health 
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The Administrator will be responsible to ensure the PAC meeting is held twice each year and that all 

pertinent subjects are covered in those meetings. 

The Director of Quality Assurance will present the previous quarters findings statistical data related to 

compliance with agency policies and completeness of clinical records. This data will be interpreted to 

determine the best course of action for ensuring Family Home Health adheres to Federal and State 

conditions of participation for home health services. 
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Gl33: 484.14(c) ADMlNlSTRATOR 
The administrator, who may also be the supervising physician or registered nurse required under 

paragraph (d) of this section, organizes and directs the agency's ongoing functions; maintains ongoing 

liaison among the governing body, the group of professional personnel, and the staff. 

A Professional Advisory Committee (PAC} is scheduled to be held on AprillO, 2013 at 9:00am with all 

attendees mentioned above. (Gl32) 

The Administrator will be responsible to ensure the PAC meeting will occur twice within a calendar year. 

The first meeting will occur before AprillO'" of each year and the second PAC meeting will occur before 

October 31 n of this year and each year fallowing. 

The Board of Directors (aka) The Governing Body of the Corporation has made a change .in who its' 

members are in order to allow more effective and efficient management of the Agency. This change was 

effective on Aprill, 2013. Steven R. Horton will be stepping away from his duties as Secretary of the 

Governing Body and replaced by Julie Burnett. Michael Dempsey will remain on the Governing Body as 

President. 

The change in appointing Julie Burnett as a member of the Governing Body will allow her, as the 

Administrator, to take the necessary action to ensure the Agency is in compliance by coordinating with 

just one individual instead of two. 

In addition, the Administrator has begun a computer journal to document her conversations with the 

other Board Member so it may be reviewed periodically and jointly signed. 

·Within (1) week of each Pac meeting the Administrator will meet with the Governing Body to discuss 

findings and recommendations from that meeting. 
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G 144: 484.14(g) COORDINATION OF PATIENT SERVICES 
On 3/19/13 staff appointed position Case Conference Scribe is responsible for recording case conference 
minutes each week during case conference. Minutes are to include patient information and interchange 
communication between involved disciplines for each case being reviewed. 

COMMUNICATION NOTES 
With the integration of electronic charting via AxxessWeb all clinicians received training on 3/26/13 for 
the use of electronic communication notes. This allows clinicians to send messages allowing for 
adequate and detailed written communication to specific individuals involved in the case. All 
communication notes are received by the Director of Clinical Services and any other involved staff. 
Communication notes are generated for any condition that will affect the plan of care, any changes in 
patient condition.or events that may affect the potential for reaching goals. 

Missed visits will also be coordinated for the purpose of the missed visit. The Director of Clinical Services 
is responsible for ensuring that communication is occurring and will hold clinicians accountable for 
coordination of care throughout certification period. 

On 4/2/13 Introduction of the SHARQAssessmentTool and the Recertification/Discharge Assessment 
Tool. Case managers have been educated as to the function and purpose of these two forms in 
coordinating care and ensuring adequate and accurate communication is occurring between disciplines. 

SHARQ Assessment Tool (Attachment A) 
All new admissions paperwork will include the SHARQ Assessment tool to assist In coordination of care 
and communication between clinicians. The SHARQ tool will be reviewed at the time of the patient's 
first case conference. 

Recertification/Discharge Assessment Tool (Attachment B) 
Cases that are within two weeks of discharge or recertification must have a Recertification/Discharge 
Assessment Tool. This tool serves as a guide for patients that fall into criteria of recertification or 
discharge. This form is sent as a physician's order to provide written and verbal communication of the 
patient's progress throughout the certification period and will help guide the physician's decision in 
ordering a recertification period for the patient. 
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G151: 4-84.16 GROUP OF PROFESSlONAL PERSONNEL 
A Group of Professional Personnel includes at least one physician and one registered nurse, and 

appropriate representation from other professional disciplines. 

The Governing Body met on Aprill, 2013 and agreed upon who the members of its' Advisory Committee 

will be for 2013. Those members are as follows: 

Julie Burnett- Administrator, FHH 

Jake Overall- RN, BSN, DOCS, FHH ~ ....._. 

A Professional Advisory Committee (PAC) is scheduled to be held on AprillO, 2013 at 9:00am with all 

attendees mentioned above. 

The Administrator in conjunction with the Advisory Committee will be responsible to appoint a Group of 

Professional Personnel by February 15th of every year. 
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G152: 464.16 GROUP OF PROFESSIONAL PERSONNEL 
Refer to G152 as it relates to the agency's failure to appoint a group of professional personnel. 

The Administrator in conjunction with the Advisory Committee will be responsible to appoint a Group of 

Professional Personnel by February 15"' of every year. 

The Governing Body met on April1, 2013 and agreed upon who the members of its' Advisory Committee 

will be for 2013. Those members are as follows: 

Julie Burnett· Administrator, FHH 

Jake Overall- RN, BSN, DOCS, FHH ~ 
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G153: 484.16 GROUP OF PROFESSIONAL PERSONNEL 
Refer to G153 as it relates to the agency's failure to ensure a group of professional personnel had 

reviewed the agency's policies on an annual basis. 

A Professional Advisory Committee (PAC) is scheduled to be held on AprillO, 2013 at 9:00am with all 

attendees mentioned above. 

On the agenda for the PAC meeting to be held AprillO, 2013, we will be discussing changes to our 

policies and soliciting the advice of the PAC members. Going forward we will continue to review and. 

update as necessary (5) policies at each (bi-annual) PAC meeting. The Administrator in conjunction with 
the DOCS and the Governing Body will decide what those policies will be in advance of each PAC 

meeting. 

The Agenda for the scheduled meeting Is as follows: 

1. Defining the Professional Advisory Committee. 
2. Evaluation process: 

• Assurance/Evaluation of existing or pe>tential problems 
• Capacity of Overcome 
• Services offered meet objectives of Agency and patient outcomes 
• Minimal expenditures of resources to achieve desired goals and outcomes. 

3. Review of Policies by PAC 
• Admission Criteria 
• Discharge Criteria 
• Coordination of Patient Care 
• Plans of Care 
• Clinical Records Review 
• Personnel Qualifications 
• Program Evaluation 

4. Other Areas of Review 
• Marketing & Community Involvement 
• Contract Management 
• Personnel Management 

5. Statistics 
6. Committee Designations 

• QA 

• Rnance 
7. Other topics for comment/review 

The Administrator will be responsible to ensure the PAC meeting is held twice each year and that all 
pertinent subjects are covered in those meetings. 

The Administrator will be responsible to ensure the PAC meeting will occur twice within a calendar year. 

The first meeting will occur before AprillO'h of each year and the second PAC meeting will occur before 

October 31" of this year and each year following. 
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G154: 484.16(a) ADVISORY AND EVALUATION FUNCTION 
The group of professional personnel meets frequently to advise the agency on professional issues, to 

participate in the evaluation of the agency's program, and to assist the agency in maintaining liaison 

with other health care providers in the community and in the agency's community information program. 

The Administrator will be responsible to er~sure the PAC meeting will occur twice within a calendar year. 

The first meetirlg will occur before Aprii10'" of each year and the second PAC meetir~g will occur before 

October 31~ of this year ar~d each year following. 

The Governing Body met on April1, 2013 and agreed upon who the members of its' Advisory Committee 

will be for 2013. Those members are as follows: 

Julie Burnett- Administrator, FHH 

Jake Overa II- RN, BSN, DOCS, FH H 

One of the topics on the Agenda for the scheduled PAC meeting to be held April10, 2013 is Marketing 

ar1d Community lr~volvement which will be covered by Tami Taylor, who is the Community Liaison 

Director of Family Home Health. This topic will be covered in each PAC meeting going forward. Tami has 

or~going responsibility for this role ar1d provides weekly reports to the Administrator who then reports 

this ir~formation on a monthly basis to the Governing Body. 
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..:11 16:01; 58 04-08-2013 

G 156: 484.18 ACCEPTANCE OF PATIENTS, POC, MED SUPER 
With the implemented changes and updates as outlined In G158, G159, Gl64, G165 Case POTs will be 

regularly reviewed and updated as needed to ensure that patient are receiving care according to their 

changing needs. This will also ensure that the patient is receiving continuity of care between all 
disciplines as the plan of care will be reviewed by all clinicians involved in the case at the time of the 

update. 
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G 158: 484.18 ACCEPTANCE OF PATfENTS, POC, MED SUPER 
Clinical staff trained on the fallowing requirements on 4/9/13. All written plans of care will be followed 
as written and any changes to the plan of care must be approved by the attending physician. Attending 
physicians will be a doctor of medicine, osteopathy, or podiatric medicine and will have an active good 

standing license in the state of idaho. Orders signed by physicians outside of these regulations will not 
be accepted as authorized orders. No care will be provided by the Home Health Agency without verbal 
or written orders from an approved physician. All verbal orders will be sent for signature and returned 

within sixty days of verbal order date or by the end of the episode for which the verbal order was 
received. 

Using our newly implemented electronic charting all patients' plans of cares (485) are generated at the 
time of the completion of the Oasis documentation. The plan of care is reviewed with the patient by the 

case manager and verbal orders are requested from the physician for frequency plans and initial goals 
are outlined to be approved by the attending physician. The written plan of care (485) is electronically 
signed and dated by the case manager and sent via fax to the attending physician. All485 will be 
returned signed by the physician within thirty days of the verbal order date. This will be monitored by 
clerical staff and case managers will be notified when the signed (485) is returned. The case manager 

will review the signed (485) for additional written instructions from the physician. 

All care will be rendered according to the (485) and any deviation from the plan will be documented 

with physician orders to explain the deviation and necessary update to the plan of care. All clinicians 
involved in the case will receive written notification via Axxess messaging center at the time of 
deviation. No deviation of care will be permitted without verbal consent from the attending physician. 
This includes frequency changes, treatments, medication, ect... 

All cases' plan of treatment will include parameters that will be assessed at each visit, unless deferred by 
the patient, and any findings outside of the physician approved parameters will be immediately called 

into the physician. Any orders received by the physician will be documented and sent for signature as 
orders, while all involved clinicians will be notified in writing of the findings via the Axxess 
communication center. 

All treatments and medications that the patient is receiving will be recorded in the patient's medication 
record and must have written or verbal physician approval prior to administration. Periodic chart 
reviews will be performed by the Director of Quality Assurance to monitor for any discrepancies with 
the plan of care. Any significant changes in conditions experienced by the patient that result in a transfer 
of care will trigger a partial clinical record review by QA to help identify avoidable trends or potential 
problems. The results will be reviewed by the Director of Clinical Services to identify areas of needed 
education for clinicians. 
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-21 16:02:30 04-08-2013 

G 159: 484.18(a) PLAN OF CARE 
Clinical staff trained on the following requirements on 4/9/13. The plan of care will coincide with the 

patient's accurate health history as identified IJy physician visit notes or physician approved history and 

physical. All patient stated diagnoses or conditions not identified by the physician will iJe noted a)'ld sent 

to the patient's physician for verification and notification of symptoms. All pertinent diagnoses including 

mental status, types of services needed, durable medical equipment, frequency of visits outlined for 

each week of the episode, prognosis, rehabilitation potential, functional limitations, activities permitted, 

nutritional requirements, medications and treatments, safety measures to protect against injury, 

instructions for timely discharge or referral, and any other appropriate items will be documented on the 

patients plan of care (485) for physician review and written approval by signature. A verbal o~der is 

received by the case manager at the generation of the plan of care (485) for physician approval and 

suggestions. 

All care will be rendered according to the plan of care (485) and any deviation from the plan will be 
documented with physician orders to explain the deviation and necessary update to the plan of care. All 
clinicians involved in the case will receive written notification via Axxess messaging center at the time of 
deviation. No deviation of care will be permitted without verbal consent from the attending physician. 

The plan of care (485) is reviewed by the case manager and involved clinicians, along with the Director 
of Quality Assurance on a regular bases to ensure that no care is being rendered outside of the plan of 
care without physician approval. 

All pertinent diagnoses will have identified interventions and goals with expected outcomes 
documented on the plan of care. The physician will be notified of the patient's progress throughout the 
duration of care and will receive a written report for assessment of recertification or discharge orders 
prior to the patient being recertified or discharged. Each sixty day episode will include a sixty day case 
conference report detailing the physician on the patient's success or lack thereof for completion of the 
identified goals for the episode. 

The Director of Clinical Services will ensure that the stated requirements for the plan of care are 
followed. The Director of Quality Assurance will report to the Director of Clinical Services annually and 
as needed. Training will be scheduled as needed for areas of weakness identified. 

Page 15 of 33 
Family Home Health 

17/35 



..;>1 16:02:50 04-08-2013 

G 164: 484.18(b) PERfODIC REVIEW OF THE PLAN OF CARE 
Clinical staff trained on the following requirements on 4/9/13. The plan of care (485) is reviewed by the 
case manager and involved clinicians, along with the Director of Quality Assurance on a regular bases to 
ensure that no care is being rendered outside of the plan of care without physician approval. 

All care will be rendered according to the plan of care (485) and any deviation from the plan will be 
documented with physician orders to explain the deviation and necessary update to the plan of care. All 
clinicians involved in the case will receive written notification via Axxess messaging center at the time of 
deviation. No deviation of care will be permitted without verbal consent from the attending physician. 

All cases plan of treatment will include parameters that will be assessed at each visit, unless deferred by 
the patient, and any findings outside of the physician approved parameters will be immediately called 
into the physician. Any orders received by the physician will be documented and sent for signature as 
orders, while all involved clinicians will be notified in writing of the findings via the Axxess 
communication center. Missed visit notes will be generate for any missed visits along with the reason 
for the missed visit. The Director of Clinical Services will be notified of all missed visits and the reason for 
the missed visit as well as the patient's case manager. 

All treatments and medications that the patient is receiving will be recorded in the patient's medication 
record and must have written or verbal physician approval prior to administration. Periodic chart 
reviews will be performed by the Director of Quality Assurance to monitor for any discrepancies with 
the plan of care. Any significant changes in conditions experienced by the patient that result in a transfer 
of care will trigger a partial clinical record review by QA to help identify avoidable trends or potential 
problems. The results will be reviewed by the Director of Clinical Services to identify areas of needed 
education for clinicians. The Director of Quality Assurance will report to the Director of Clinical Services 
annually and as needed. 
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-21 16:03:09 04-08-2013 

G 165: 484.18© CONFORMANCE WITH PHYSICIAN'S ORDERS 
Drugs and treatments are administered by agency staff only as ordered by the physician. 

Since the agency has now purchased a computer application to not only do 'point of care' by the clinical 
staff but to also manage the day-to-day Quality Assurance (QA) to ensure that the physician's orders are 
in place for all drugs and treatments. 

During this transition to the computer, of course the staff is unsure of their responsibilities and what is 
expected of them. The agency is providing extensive training for the staff with individualized training for 
those with less computer literacy. During this period the QA RN will enter physician's orders for 
medications and treatments into the computer, send out communication notes to the staff to ensure 
their awareness of any updates, and closely scrutinize the clinical notes for documentation of changes in 

wound care, medications, or changes to the plans of care. 

Currently, the Director of Clinical Services (DCS) has established an Excel Spreadsheet to track the plans 
of care to ensure they are timely and updated when necessary. This form will allow a quick reference 
for the Administrator, DCS, and QA RN to monitor the dressings ordered for wound care medications, 
wound sizing, visit frequency, and other changes that might occur and to ensure that the physician is 
notified of~ things that would help the patient to regain and/or maintain their health status. 

Under the auspices of the DCS and Administrator supervision the QA RN will be responsible for this 
hugely important part of Home Health Care. As above, the Excel spreadsheet was generated today 
(3/29/13). The review and transition to full computer use is and has been going on for about a month. 
On Tuesday, 4/9/13, there will be held a day long training session for the staff. 

This is a large undertaking but once fully operational it will make it possible to provide numerical indices 
' for the Governing Body and the Professional Advisory Committee so they will better be able to advise 

the Administrator and Staff to be able to meet the needs of the patients. 
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G 228: 484.36( d) (1) SUPERVISION 
If the patient receives skilled nursing care, the registered nurse will pertorm the supervisory visit 

required at least every fC>urteen days that the patient is receiving home health aide visits. Supervisory 

visits are the responsibility of the case manager, if skilled nursing is not involved in the case then 

supervisory visits become the responsibility of the appointed case manager who is a licensed Physical 

Therapist, Occupational Therapists, or Speech-Language Pathologist. 

Supervisory visits will be scheduled via Axxess scheduling center upon the initiation of aide serviCes. 

They will be scheduled and completed at least every fourteen days. The Director of Clinical Services will 

monitor these visits and will be notified if any deviation of supervision occurs. 
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G 242: 484.52 EVALUATION OF THE AGENCY'S PROGRAM 
Administrative review as outlined and detailed in G244, G245, G248, G250 will occur at least annually 

and will be assessed to ensure the agency's ability to provide quality adequate services in accordance 

with State and Federal conditions of participation for home health agencies. 
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-21 16:03:44 - 04-08-2013 

G244: 484.52 EVALUATION OF THE AGENCY'S PROGRAM 
The evaluation consists of an overall policy and administrative review and a clinical record review. 

On the agenda for the PAC meeting to be held April 10, 2013, we will be discussing changes to our 
policies and soliciting the advice of the PAC members. Going forward we will continue to review and 
update as necessary {5) policies at each {bi-annual) PAC meeting. The Administrator in conjunction with 
the DOCS and the Governing Body will decide what those policies will be in advance of each PAC 

meeting. 

• The Administrator, with input from the Board of Directors, and the PAC, shall develop/select a 
comprehensive Agency-wide evaluation tool that will provide for the collection of both subjective 
and objective data. This will be in place by May 1, 2013. 

• Services and care will be evaluated for adequacy, effectiveness, efficiency and appropriateness. 

• At least one (1) component of the evaluation process will be an objective and documented analysis 
of the Agency's compliance with the Medicare Conditions of Participation, as well as the regulations 
of any applicable regulatory agencies and/or applicable accrediting organizations. 

• A written report shall be completed and <ubmitted to the Administrator at least one {1) month prior 
to the end of the fiscal year. 

• Aggregation and analysis of the employee evaluation data should be completed and submitted to 
the Administrator no later than one (1) month prior to the end of the fiscal year. 

• Based on the results of the evaluations, a plan of correction, if appropriate, shall be developed and 
included in the Annual Agency Evaluation Report. 

• The completed Agency Evaluation Report shall be submitted to the Board of Directors for review 
and ratification. 

The Purpose will be to analyze the effectiveness ofthe organization's administrative practices, policies 
and procedures including personnel, financial and program administration policies. 

The Administrator will be responsible for delegating and following up on this task for comt:~letion prior to 
November 30, 2013. 
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G245: 484.52 EVALUATION OF THE AGENCY'S PROGRAM 
The evaluation assesses the extent to which the agency's program is appropriate, adequate, effective 
and efficient. 

• The Administrator, with input from the Board of Directors, and the PAC, shall develop/select a 
comprehensive Agency-wide evaluation tool that will provide for the collection of both subjective 
and objective data. This will be in place by Mayl, 2013. 

• Services and care will be evaluated for adequacy, effectiveness, effiCiency and appropriateness. 

• At least one (1) component of the evaluation process will be an objective and documented analysis 
of the Agency's compliance with the Medicare Conditions of Participation, as well as the regulations 
of any applicable regulatory agencies and/or applicable accrediting organizations. 

• A written report shall be completed and submitted to the Administrator at least one {1) month prior 
to the end of the fiscal year. 

• Aggregation and analysis of the employee evaluation data should be completed and submitted to 
the Administrator no later than one (1) month prior to the end of the fiscal year. 

• Based on the results of the evaluations, a plan of correction, if appropriate, shall be developed and 
included in the Annual Agency Evaluation Report. 

• The completed Agency Evaluation Report shall be submitted to the Board of Directors for review 
and ratification. 

The Purpose will be to analyze the effectiveness of the organization's administrative practices, policies 
and procedures including personnel, financial and program administration policies. 

The Administrator will be responsible for delegating and following up on this task for completion prior to 
November 30, 2013 
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-21 16:04:17 04-08-2013 

G248: 484.52 (a) POLICY AND ADMINISTRATIVE REVIEW 
As part of the evaluation process the policies and administrative practices of the agency are reviewed to 
determine the extent to which they promote patient care that is appropriate, adequate, effective and 

efficient. 

The Agency conducts an annual comprehensive evaluation of the Agency's functioning and performance 
relative to its written mission, philosophy and goals. 

Agency Administration and Board of Directors are committed to improving organizational performance 
and sustaining quality performance in the organization's governance, management and clinical 
processes with guidance from the PAC. Inherent in the Agency's leadership commitment to develop and 
implement a continuous effective performance improvement program is a commitment to plan, budget 
for and allocate adequate resources to sustain the performance improvement program. 

The effectiveness of the Agency's administration and Board of Directors in implementing and sustaining 
an effective organization-wide performance improvement program is evaluated during the Agency 
annual evaluation. 

Agency Administration and the Board of Directors participate in a variety of educ~tional activities on a 
regular basis to learn about and maintain currency of knowledge relative to performance improvement 
principles and methodologies. 

Agency Administration and the Board of Directors, in collaboration with appropriate Agency staff and 
the PAC, implements a planned, systematic, organization-wide approach to performance improvement, 
setting measurement priorities and ensuring that patient outcomes are continuously assessed and 
improved. Agency administration, upon approval of the Board of Directors, provides the following 
resources for assessing the organization's governance, managerial and clinical processes: 

• Sufficient, appropriate staff, including management staff, to participate in performance 
Improvement activities 

• Adequate time for staff to participate in performance improvement activities 

• Sufficient information systems and processes to support timely and efficient data collection, 
management and analysis 

This is done to analyze the effectiveness of the organization's administrative practices, policies and 
procedures including personnel, financial and program administration policies as well as to determine if 
patient care that is appropriate, adequate, effective and efficient. 

The Administrator will be responsible for delegating and following up on this task for completion prior to 
November 30, 2013 
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-21 16:04:37 04-08-2013 

G 250: 484.52(b) CLINICAL RECORD REVIEW 
At least quarterly, appropriate health professionals, representing at least the scope of the program, 
review a sample of both active and closed clinical records to determine whether established policies are 
followed in furnishing services directly or under arrangement. 

This opportunity allows the agency to upgrade its chart.audit practices. A new Chart Audit tool is being 
developed and will be implemented as soon as it is finalized. This tool will have the ability to give 
numerical results to each and all portions of the agency's practice. Each section will allow the Governing 
Body and Professional Advisory Committee to see where the agency needs to be fine-tuned and changes 
made. 

Previously, it was stated that the agency is currently implementing new computer software. The 
program when used to its ability hopefully will be able to indicate the changes that need to be made 
within the agency to provide the best care. Today, 3/29/13, the Director of Clinical Services (DCS) 
placed a telephone call to Axxess Software Company to ask If such a program was currently in the 
software. They offered the ability to ask for an upgrade to the program and that we should scan the 
Chart Audit tool and send it to them. 

While waiting for this, the Quality Assurance Registered Nurse will implement the tool with the staff and 
work with them so a complete and authentic result might be obtained. This chart audit will occur on or 
before 4/15/13 for the first quarter of this year using 10% of current and closed charts being reviewed 
by the clinical staff, both employed by the agency and under contract. This will become a quarterly task 
so that the best practice for health care can be provided by the agency and the agency professionals. 

A compilation of the results prepared by the QA RN will be made available for review by the Governing 
Body no later than 4/15/13. 

(Please review the Clinical Record AuditTool attached) 
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-21 16:04:54 04-08-2013 

G 331: 484.55(a) (1) INITIAL ASSESSMENT VISIT 
A Registered Nurse will conduct an initial assessment visit to determine the immediate care and support 

needs of the patient. The nurse will assess the patient eligibility for home health services including home 

bound status. 

The plan of care will coincide with the patient's accurate health history as identified by physician visit 

notes or physician approved history and physical. All patient stated diagnoses or conditions not 

identified by the physician will be noted and sent to the patient's physician for verification and 

notification of symptoms. All pertinent diagnoses including mental status, types of services needed, 

durable medical equipment, frequency of visits outlined for each week of the episode, prognosis, 

rehabilitation potential, functional limitations, activities permitted, nutritional requirements, 

medications and treatments, safety measures to protect against Injury, instructions for timely discharge 

or referral, and any other appropriate items will be documented on the patients plan of care (485) for 

physician review and written approval by signature. A verbal order is received by the case manager at 

the generation of the plan of care (485) for physician approval and suggestions. 

All care will be rendered according to the plan of care ( 485) and any deviation from the plan will be 
documented with physician orders to explain' the deviation and necessary update to the plan of care. All 
clinicians involved in the case will receive written notification via Axxess messaging center at the time of 
deviation. No deviation of care will be permitted without verbal consent from the attending physician. 

·The plan of care (485) is reviewed by the case manager and involved clinicians, along with the Director 
of Quality Assurance on a regular bases to ensure that no care is being rendered outside of the plan of 
care without physician approval. 

All pertinent diagnoses will have identified interventions and goals with expected outcomes 
documented on the plan of care. The physician will be notified of the patient's progress throughout the 
duration of care and will receive a written report for assessment of recertification or discharge orders 
prior to the patient being recertified or discharged. Each sixty day episode will include a sixty day case 
conference report detailing the physician on the patient's success or lack thereof for completion of the 
identified goals for the episode. 

All clinicians responsible for completing the Oasis documentation at the start of care will receive Oasis 
training per CMS online module by 4/16/13. Training is inclusive to educate clinicians of proper 
documentation of homebound status, wound classification, staging, and care, patient DME needs, 
diagnostic coding, and other pertinent information. 
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G 337: 484.55© DRUG REGIMEN REVIEW 
The comprehensive assessment must include a review of all medications the patient is currently using in 
order to identify any potential adverse effects and drug reactions, including ineffective drug therapy, 
significant side effects, significant drug interactions, duplicate drug therapy, and noncompliance with 

drug therapy. 

The agency has established an intake procedure which will ensure that referral paperwork includes a 
current list of medications, history and physical, and physician order. The Case Manager will review this 
paperwork prior to the first visit. At the start of care visit, the Case Manager will then compare the 
medication list with the medication bottles in the patient's home as well as review the list with the 
patient/caregiver. Any discrepancies will be noted and a medication clarification order will be sent to 

the physician. 

Since the agency has now purchased a computer application that will to not only do point-of-care 
documentation by the clinical staff but also to monitor patients' medications, including having available 
a complete list of medications including all over-the-counter medications. The computer software also 
provides a tool to help clinical staff monitor drug interactions and compatibility. This will become a 
permanent part of the clinical record. 

Case managers will assess any medication changes during each skilled visit, document this assessment, 
and note any changes identified. This will ensure that a medication clarification order is generated and 
forwarded to the physician for signature. The system will allow this entire process to be completed 
during the skilled visit. 

During this transition to the computer, of course the staff is unsure of its responsibilities and 
expectations. The agency is providing extensive training for the staff with individualized training for 
those staff members with less computer literacy. During this period the QA RN will enter physicians' 
orders for medications and treatments and provide communication notes to ensure staff awareness of 
any updates. This process will also ensure notes are included in the clinical record and that changes in 
wound care, medications, or changes to the plans of care are documented. 

Currently, the Director of Clinical Services (DCS) has established an Excel Spreadsheet to track the plans 
of care to ensure they are timely and updated when necessary. This form will provide a quick reference 
to the Administrator, pes, and QA RN so that physicians are notified of dressings ordered for wound 
care, medications, wound sizing, visit frequency, and other changes that will help patients 
maintain/regain their health status. 

Under the direction of the DCS and Administrator supervision the QA RN will be responsible for this 
highly important part of Home Health care. As above, the Excel spreadsheet was generated today 

(3/29/13). The review and transition to full computer use is and has been ongoing for about a month. 
On Tuesday, 4/9/13, there will be a daylong training session for the staff. 
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aide is absent, to assess 
relationships and determine whether 
goals are met For patients who are 
receiving only home health aide 
services, a supervisory visit must be 
made at least every sixty (60) days. 

This Rule is not met as evidenced by: 
Refer to G228 as it relaies to the failure of the 
agency to ensure aide supervisory visits were 
conducted at least evert 2 weeks. 

N 15< 03.07030.01.PLAN OF CARE 

N152 01. Written Plan of Care. A 
written plan of care shall be 
developed and implemented for each 
patient by all disciplines providing 
services for that patient Care 
follows the written plan of care and 
inclUdes: 

This Rule is not met as evidenced by: 
Refer to G158 as it relates to the failure of the 
agency to ensure home health care followed a 
written plan of care. 
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N 15 03.07030.PU>.N OF CARE N 153 

N153 01. Written Plan of Care. A -4~ 1-o PDG 
written plan of care shall be 
developed and implemented for each i~ bl5q patient by all disciplines providing 
services for that patient. Care \~J)~~ follows the written plan of care and 
includes: u.\r1 \I-~ 

a. All pertinent diagnoses; 

This Rule is not met as evidenced by: 
Refer to 8159 as it relates to the failure of the 
agency to ensure home heallh care followed a I 

I 
written plan of care that included all pertinent I 

I 
diagnoses. I 

! 
N17:l 03.07030.06.PLAN OF CARE N 172 ~hJ PDL 

N172 06. Changes to Plan. Agency 
professional staff promptiy alert the ~&L ~~(_p~ physician to any changes that suggest 
a need to alter the plan of care. ~~..Lfu-V~ ~ 
This Rule is not met as evidenced by; ._\\ n tt'(J 
Refer to G164 as It relates to the failure of the 

: agency to ensure the professional staff promptiy 
: alerted the 
i physician to changes that suggested a need to 
: a~er the plan of care_ 

N 173' 03.07030.07.PU>.N OF CARE N 173 IZ_ojv- .jv P D t I 
J N173 07. Drugs and Treatments. Drugs 

and treatments are administered by t ~tto5 agency staff only as ordered by the l'W-fL~\..L_..Q Q_D.:ll physician. The nurse or therapist 
immediately 18COrds and signs oral Lllltll:::. 

Bureau of Facility Standards 
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N 173 Continued From page 4 N 173 

orders and obtains the physician's 
countersignature. Ag~;mcy staff check . 
all medications a patient may be 

- taking to identify possible [ 

ineffective side effects, the need for 
; 

laboratory monitoring of drug levels, 
drug allergies, and contraindicaled 
medication and promptly report any 
problems to the physician. 

This Rule is not met as evidenced by: 
Refer to G165 as it relates to the failure of the 
agency to ensure treatments were administered 

I by 
agency staff only as ordered by the physician. 

N 19 03.07040.AGENCY EVALUATION N 193 

N193 040. AGENCY EVALUATION. Agnoup 

~~1-o PD~ of professional personnel, which , 
includes at least one (1) physician, 

i one ( 1) registered nurse, and with Q;74'J. 
1 

! appropriate representatiM from other 
: professional discipflnes, estabnshes t~~~8 and annually reviews tile agency's 
policies governing the scope of 
services offered, admission and 4\l'l\G discharge policies, medical 
supervision and plans of care, 
emergency care, clinical records, ' 
personnel qualilicalions, and program 

' evaluabon. At least one (1) member of 
, the group is neither an owner nor an 

1 employee of the agency. 
' 
This Rule is not met as evidenced by: 
Refer to G242 as tt relates to the faDure of the 
agency to ensure an annual agency evaluation 
was conducted . 

.. 
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N 199 Continued From page 5 

N 19~ Criminal History and Background Check 

009.CRIMINAL HISTORY AND BACKGROUND 
CHECK REQUIREMENTS. 

01. Compliance with Department's Criminal 
History and Background Check. A home health 
agency must comply with IDAPA 16.05.06, • 
Criminal History and Background Checks. • 
(3-26-08) 

02. Direct PalientAccess IndiVIduals. These rules 
. apply to employees and contractors hired or 
• contracted with after October 1, 2007, who have 
• direct patient access. (3-26-{)8) 

. 03. Availability to Work. Any direct patient access 
individual hired or contracted with on or after 
October 1, 2007, must complete an application 
·before having access to patients. II a disqualifying 
crime as described in IDAPA 16.05.06, "Criminal 
History and Background Checks, " is disclosed, 
the individual cannot have access to any patient 
without a clearance by the Department. Once the 
notarized application is completed the individual 
can only woli( under supe!Vision until the 
individual has been fingerprinted. The individual 
must have his fingerprints submitted to the 
Department within twenly-one (21) days of 
completion of the notarized application. (3-26-08) 

This Rule is not met as evidenced by: 
Based on review of personnel records and staff 
inlel'\llew, it was determined the agency failed to 
ensure completion of criminal background checks 
for 1 of 17 direct patient care staff (Staff #P), 
hired after October 2007. This had the potential 
to allow an employee who may have had 
disqualifying crimes access to patients. Findings 
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include: 

Personnel records were reviewed with the DCS 
on 3106/12 at 10:00 AM. Employee files for 
patient care staff hired after October 2007 did not 
have evidence of a qualifying background check 
for Staff P, aPT Aide hired 11/19112. 

The DCS confimned the employee did not have 
, Criminal background clearance from the 
: Department of Health and Welfare. 

i The agency did not ensure all direct care staff 
· had completed a qualifying criminal his!01y 
background check. 
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