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Julie Burnett, Administrator
Family Home Health

2950 East Magic View Dr, Ste 100
Meridian, ID 83642-6246

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 ITHA must meet all of the Conditions of Participation established by the Secretary of
Health and Human Services.

The deficiencies, which caused this condition to be unmet, substantially limit the capacity of
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 corrections of those deficiencies, which led to the finding of
non-compliance with the Condition of Participation referenced above by submitting a written

Credible Allegation of Compliance/Plan of Correction.

An acceptable Plan of Correction contains the following elements:

e Action that will be taken to correct cach specific deficiency cited;




Julie Burnett, Administrator
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Page 2 of 2

» 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;

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

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

Such corrections must be achieved and compliance verified by this office, before April 25,
2013. To allow time for a revisit to verify correcfions prior to that dafe, it is imporfant that
the complefion dates on your Credible Allegation/Plan of Correciion show compliznce no
later than April 17, 2013.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
April 8, 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,, RH.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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The foliowing deficiencies were cited during the
Medicare recertification survey of your agency.
Surveyors conducting the recertification were:

Gary Guilss, RN, HFS, Team Leader
Sylvia Creswell, LSW, HFFS

Susan Costa RN, HFS

Libby Doane RN, BSN, HES

Acronyms used In this report include;

CHF - Congestive Heart Failure

CNA - Certified Nurses Assistant

COFD - Chronjc Ohstructive Pulmonary Disease
DCS - Director of Clinical Services

El - Emergency Department

ESRD - End Stage Renal Disease

HHA. - Home Heallh Agency

H&F - Hisfory and Physical

IV - [ntravenous

LPN - Licensed Practical Nurse

MO - Month

OT - Occupational Therapy

PT - Physical Therapy

PAC - Professional Advisoty Committes, the
agency's group of professional personnel
POT - Plan of Treatment

PRN - Az Needed

RN ~ Registerad Nurse

SN - Skilled Nursing

S0OC - Start of Care

ST - speech therapy

UTI - Urinary Tract infection

VAC « Vacuum

G 114 | 484 .10(e){1(i-ii) PATIENT LIABILITY FOR G 114
PAYMENT
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {(¥6) DATE

ONedes O Proonadde Ndbmoniod o dor A7)

Any daﬂcigniy) statamant anding with an asterisk (*) denotas a daficiency which the inslitution may be excused from correcting providing it is determined that
ather safagudfds provide sufficient protaction to the patients. (See inslruclions.) Except for nurging homes, the findings stated above are disglosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of sorrection are disclosable 14
days following the dale these documents are made available ko the facility. i deficiencles are olfed, an appraved plan of comraction ls reguisiia fo continued

program participation. - /
A alan ﬂp&@q%_ﬁwﬁwﬁﬂlf /1.3
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Before the care is mniliated, the HHA must inform
the patient, orally and in writing, of;

(i) The extent fo which payment may be expected
from Medicare, Medicaid, or any other Federally
funded or aided program known ko the HHA;

(i) 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.
extant to which payment could be expected, and
the charges the individual might have to pay, for
12 of 12 patienis (#s 1-12) whose records were
reviewed. This had the potential to interfere with
patientsYcaregivers' ability to make reasonable,
informed decisions about financial matters related
to the agency's care and treatment. Findings
include:

The Admission packef and each patient record
contained a form, titled "ADMISSION TO HOME
CARE." Section 4 of the form, titled
"AUTHORIZATION FOR GOVERNMENT
PROGRAM BENEFITS," stated "l certify that the
information given by me in applying for payment
under Title XViH or XIX of the Social Security Act
is correct. | request thai payment of authorized
benefits be made directly to Family Horme Health.
I understand [ will receive written nofice from
Family Home Health if services are not
authorized under Medicare or Medicaid, |

Jo PoC-
/e

Ao

polatrs
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understand services are expeacted to be fully paid
by Medicare/Madicaid or government program
(except for any deductibies and co-payments)."
The form did nat state the charges for services
that would nof be covered by Medicare or the
charges the individuals might have to pay.

Pafient records #1-12 were reviewed, They each
sontained the above referenced form without
additional specific information.

A visit was made to Pafient #5's home on 3/05/11
from 11:00 AM 10 12:30 PM. During the home
visif, when asked what she expected to have o
pay for home bealth services, she stated she did
not know, that she did not recall being informed.
She expressed fesling warriad 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, "Al
clients determined to be eligible for care and
servica by the agency will be informed verbally
and in writing regarding any financial .
responsibilily for care and any non-covered care
or service,"

The Administrator was interviewed on 3/07/11 at
1:20 PM, When asked if the agency provided
information in writing to Meadicare patients about
what they were expected o pay, she stated they
infarmed Medicare patients varbatly, buf not in
writing.

The agency did not inform patients in writing of
the extent to which payment could be expectad

STATEMENT QF DEFICIENCIES {X1) FROVIDER/SUPPLIER/CLIA (%2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
137079 B. WING 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2850 EAST MAGIC VIEW DR, STE 100
FAMILY HOME HEAI'TH
AMIEL MERIDIAN, iD 83842
{%d) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORREGTION 5
FREFLX {(EACH DEFICIENCY MUST BE PREGEDED BY FLLL PREFLX {EACH CORRECTIVE ACTION SHOULD BE - (OMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
G 114 | Continued From page 2 G114

FORM CMS5-2567({02-98) Previpus Versions Obsolsis Evant 10:MRL3 1

Faclilty 10: QASO01170

If continuation sheel Pages 3 of 70




May. 10. 2013 12:41°P

M

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

Famiiy Home Health Idaho

No. 0746

P. 5/

FPRINTED: 03/26/2013
FORM APPROVED
OMB NQ. 0938-0391

ADMINISTRATION

Thiz CONDITION iz not met ag evidenced by:
Rased on staff interview and review of medical
records, agency policies, and meeting rminutes, it
was determined the agency's governing body
failed to ensure it asswmned responsibility for the
agency's operation. This resulted in the inability
of the agoncy to ensure vital functions were
carried out and to ensure all Medicare Condifions
of Participation were met, Findings include:

1. Refer to G130 as it relales 1o the failure of the
governing body to arange for a group of
professional personnet to advise the agency and
review the agency's program.

2, Referto 5132 as it relates fo 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 bady to ensure the administrator
maintained ongoing liaison among the governing
body and the group of professional personnel.

4. Refer to G144 as it relates o the agency's
failure to document coordinakion of care efforis.

5. Refer to G151 as it relates to the failure of the
governing body to ensure the Condition of

™y

.
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the individuals may have 1o pay.
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Participation of Group of Professional Personnel
and related sfandards were met,

6. Refer io G156 as it relates to the failure of the
governing body to ensure the Condition of
Paricipation 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
goveming body to ensure the Condibion of
Parficipation 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 safety of patient care.

484.14(b) GOVERNING BODY

The governing body armanges 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 fora
group of professional personnel to advise the
agency and review the agency's program as
required under 42 CFR Part 484.16. This limited
the ability of the agency to utilize the expertise of
staff and others 1o oversee its operations.
Findings include;

Meeting minutes, daled 1/25/12, stated the PAC
had met on thaf date and approved policies. No
documentation was present that the PAC mat

G 122

G130

b Poe
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A
e
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after that date ar performed any service far the
agency through 3/08/13.
The Administrator was interviewed on 3/11/13
begirning at 1:30 PM. She copfirmed np meeting
minutes documented PAC activilies afier 1/25/12.
The governing body did not ensure a group of
professional personne! petformed duties for the
ageancy.
G 132 | 484.14(b) GOVERNING BODY G132 710 /053 >

The governing body oversees the managament
and fiscal affairs of the agshcy.

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 resulied in a lack of
direction fo staff. Findings include:

1. Two meetings of the governing body were
documented between 1/01/12 and 3/11/13.
These were dated 7/23/12 and 1/07/13. The
7123/12 meeting minutes documented personnal
decisions including the appointment of the
Administrator and the Director of Clinical
Services. The minutes also documented a new
businass model and financial issues. The
170713 meeting minutes documented a review of
corporate bylaws, the pudget, and coniracts. The
govarning hody "...reviewed the agency's policy
and procedures and found them to be adequate
and appropriate.”

Neither meeting minutes documented

dlated Hih3
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cornimunication to or from the PAC or the
appointment of iis members. Neither meeting
minutes documented an agency self evaluation or
other qualify improvernent aclivities.

The Administrator was inferviewad on 3/14/13
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 personnegl ar quality
tmprovemeant activities.

2. The governing body failed to appoint a group
of professional personnel, The group was called
the "PAC" at the agency and the terms are used
interchangeably in this report. No documentation
was present that the group of profassional
personnel had been appointed by the governing
body.

Meeting minutes stated the PAC had met on
1725112 and approved policies. Mo
documentafipn was prasent that the PAC met
after that date or peformed any service for the
agency through 3/08/13.

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 meefing minutes docurnented PAC
aclivities after 1/25/12.

The governing body did not ensure a group of
professional personnel performed dufies for the

A

Aated e

> Pot-
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agency. :

3. The governing body failed to develiop and
implemant gystems to avaluate the agency's
prograrm.

An evaluation of the agency's program was not
documented. A plan fo evaluate the agerncy's
program was hot documented. Also, there was
no docurnentation that quarteriy record reviews
had been conducted th order 1o ascertain
compliance with the agency's policies.

The Adminisfrator was interviewed on 8/11/13
beginning at 2:00 PM. She confirmed systems
had not been developed to evaluate the agency's
prograim.

The governing body failed to implemeant systems
to evaluate the agency. C},/
G 133 | 484.14(c) ADMINISTRATOR G 133 7[{; / D

The administrator, who may also be the -
supervising physician or registered nurse required Wg‘g/ &71 / J/ / /3
under paragraph (d) of this section, arganizes and

directs the agency's ongoing functions; maintains
ohgoing liaison among the governing body, the

group of professional personnel, and the staff,

This STANDARD iz nat met as evidenced by:
Based on staff interview and review of
administrative documents, it was determined the
agency failed to ensure the admimstrator
maintainad ongoing liaison amang the governing
body and the group of professional personnel.
This resulted in a lack of consultation to persons
responsible for running the agency. Findings

FORM CRAS-2567{(2-08} Previous Verzions Obsolate Evant ID:MRL311 Facllity ID: OASG01170 If centinuation sheet Page 8of70
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Continued From page 8
include:

Meeting minutes, dated 1/25/12, stated the PAG
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 interviewsd on
3/11/13 beginning at 1:30 PM. She confirmed no
meefing minotes documentad FAC aclivitles afier
1/25/12. She stated she could not provide
evidence of the groups activities for the past year.
She also stated she did nol have evidence a PAC
had been appointed by the goveming body.

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

484.14{g) COORDINATION OF PATIENT
SERVICES

The clinical record or minutes of case
canferences establish that effective interchange,
reporling, 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 agency failed to
ensure care coordination between disciplings was
documented for 6 of 12 patients (#1, #4, #5, #10,
11 and #12) who received services from more
than ong discipline and whose records were
reviewed. This had the potential to interfere with
qualify and continuity of patient care. Findings

=133

G 144
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1. Patient #11 was a 42 year old female admitted }_/ / b

to the facility on 10/03/12 for an abdominal wound d 7 J,e ﬂ[ ?

with wound vae following gastric bypass surgery.
Her POT included ardars for physical therapy and
skilled nursing services, Her medical record for
the certification period of 10/03/12 through
12/01/12 was reviewed and contained the
foliowing:

- 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 {o the ED the night before
and was diagnosed with a UTE. The nate stated
that Pafient #11 did not feel well. There was no
documentation on the note to indicate the
physician or the RN Case Marager had been
notified.

- A"MISSED VISIT" note, signed by the Physical
Therapist on 10/11/12, stated Patient #11 had
canceled her physical therapy visif because she
still was not feeling well due to the UTI. There
was no documentation on the nofe to indicate the
physician or the RN Gase Manager had been
notified.

- A"THERAFY VISIT NOTE,” signed by the PT
on 10/15/12, stated Patient #11 had been
complaining of nausea, especially after taking
pain medication. The PT documented she had
communicated with the RN Case Manager, but
there was no documentafion to indicate what had
been discussed. There was no documentation to
indicate the physiclan had been notifisd,
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- A'"THERAPY VISIT NOTE," signed by the PT
on 10/18/12, statsd Paflent #11 continued to
complain of nausea and expressed frustration
that her nausea had nat improved over fime.
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 abdaminal wound.
There was no documentation to indicate the
physician or the RN Case Manager had beon
notified,

Af the time of the survey, the PT was unavailable
to interview. The RN Case Manager who cared
for Patient #11 reviewed the record and was
inferviewed on 3/08/13 at 8:15 AM, He said he
was not aware that Patient#11 had a UTH,
nausea, or sepatation of her abdorminal wound.
He confirmed there was no documentation to
indicate skilled nursing had been notified of these
changes in condition. He confirmed there was no
documentation to indicate these changes in
condition were communicated o the physician.

The DCS was inferviewed on 3/08/13 at 11:50 AM
and reviewed Palient #11's record. He confirmed
there was no documenfation to indicate the
changes in condilion wers communicated fo the
physician or the RN Gase Manager. He
confirmed that the PT did not coordinate care with
the physician and the RN Case Manager.

The medical record did nof contain
documentation of coordination of care.

G 144 M/‘“}ﬁ )DOC“
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2. Patient #10'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. He was admitted for home health
services from a skillsd nursing facility where he
was being treated for a punciured lung. He was
inifizlly admitted for occupational and physical
therapy services.

Patient #10 developed pneumonia shortly after
admission and was adimitted to the hospital on
11/01/12. Home health cars was resumed on
11/05/12. Nursing services and social services
were orderad at that time, No documentafion
was present that staff caring for Patienf #10
communicated with each other io coordinaie 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
Patiant #10.

Staff did nof docyument coordinafion of care for
Patient #10.

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 far the certification period of
10/06/12-12/G4/12 included orders for PT and SN
services. The POT indicated SN was ordered
related to physician ordered lab work, and
diabetes and hypertansion management, In
addition, the POT contained parameters for vifal
signs including blood pressure and orders to
monitor Fatient #1's biood glucose resuilts.

G 144 _!0 /ODC/
iﬂ Aol
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Skilled Nurse Visit Notes for 10/11/12 and

10/15/12 indicated an LPN provided care for /,‘[/ )/
Patient #1. The PQT indicated the physician was C?J Q '

ta be notified if 1) Patient #1's systolic (top

number) blood pressure was greater than 160 or
less than 90, or 2) the dysiolic blood pressure
was greater than 90 or less than 80. On 10/15/12
Patient #1's blood pressure was docurnented as
200/84 which was above the parameter included
on the POT. There was no documnentation that
the physician was nofified 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 o
the hospital on 10/18/12 for treatment refated to
high blood pressure,

In an interview with the RN Case Manager on
3/08/13 beginning at 9:00 AM, he reviewed
Patient #1's record and confirmed that while 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 Patient #1 on that date, and as the LPN was
no longer employed at the agency, wauld not be
available for interview or further ctatification,

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

4. Patlient#4 was a 86 year old female whose
50C was 1/07/12. Her diagnoses inciuded
pneumonia, abnormal gait, arthritis, and
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generalized muscle weakness, The POT
inciuded orders for FT, OT, and Home Health / ? / / 2,
Aide services, l ) M

Visit notes for Patient #4 from 1/0713 1o 3/086/13
were reviewed for documentation of coordination
of care between the disciplines. Thers were 6
occupational therapy visits and 15 physical
therapy visits, nane of the notes documented
interdiscipiinary care coordination.

In an inferview on 3/08/13 beginning at 2:40 AM,
the Physical Therapist who provided care for
Patient #4 reviewed the record and confirned she
had not documented communication with the OT.
The PT stated she communicated frequently with
the OT who worked with Fatient #4, but had not
documentad those activities in the medical
record,

Coordinafion of care armong personnel furnishing
care to Patient #4 was not docurnented.

5. Patient #12 was a 69 year old female whose
SOC was 1/21/13. Her diagneses included
paralysis, pressure uicer stage 2, and recent
placement of a colostomy. The POT included
orders for SN and PT services.

Visit notes for Patient #12 from 1/21/13 to 3/05/13
wera reviewed for documentation of coordination
of care betweean the disciplines. There were 15
skilled nursing visits and 14 [herapy visits, none
of the noles documented interdisciplinary care
coordinafion.

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

I 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 Patiert #12, but had
not documented those activitizs in the medical
record.

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

6. Patient #5 was a 93 year old female whose
50C was 2/05/13. Her diagnosas included
diabstes, hypertenston, lumbar spinal stenasis,
anemia, and gait abnomuality. The POT included
orders for SN, Social Worker, PT and Home
Health Aide services.

Visit notes for Patient #5 from 2/05/13 to 30513
were reviewed for documentation of coordination
of care beiween the disciplines, Thers were 6
skilled nursing visits and 6 therapy visits, none of
the notes documented interdisciplinary care
coordination.

In an inferview on 3/07/13 beginning at 3:20 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 3/07/13 beginning at 9:00 AM,
the RN who provided care for Patient #6 reviewed
the record and confirmed the jack of

)
w5 i
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documentation of coordination of care. The RN
stated he communicated frequently with the
therapist who worked with Paflent #5, but had not
documented those activities in the medical
record,

Coprdination of care among personnet furnishing
care fo Patient #5 was not documented.

7. Case Conferences lacked coordination of care
as follows:

During an interview on 3/04/13 at 11;35 AM, the
PCS stated coordination of care among
disciplines ook place during weekly case
conferences and as needed. He stated case
conference was attended by all clinical staff,
including the RN Case Managers, PT, 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 & separate
communication note. He stated nof ali patients
were discussed during case conference. He
explained that generally only new patients and
patients that were due far recertification ar those
to be discharged in the upcoming 2 weeks that
were discussed.

The facility's case conference was ochserved on
3/05/13 beginning at 8:35 AM. The case
conference was atended by the social worker,
RNs, the PT and PT aide, CNA's, the
Administrator and the DCS. During the case
conference, RN Case Managers discussed
patients in their care that were approaching the .
end of the certification petiod. The Case
tlanagers gave a small report on select patients

G 144
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which included, but was not limited to, information
ragarding sympiom management, overall
progress, wound status and issues with family
members. At times the PT or CNA wouid add
information about the patient being discussed.
There was, however, no coordination of care
discussed among the disciplines. It was difficult
lo determine how the disciplines worked together
to achieve patient goals from the observations of
the information discussed In case conference.

Meeting minuies from past case conferences
were requested and reviewed on 3/11/13
beginning at 1:30 PM. The meefing minutes did
not contain notes, but patient names with staff
initials baside them. There was no indication of
interdiscipiinary 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,
inciuding any coordination of care that may have
taken place.

484.16 GROUP OF PROFESSIONAL
PERSONNEL

Thiz CONDITION is not met as evidenced by:
Based on review of agency meeting minutes and
staff interview, it was determined the agency
failed fo establish a group of professicnal
personnel. This resufted in a lack of guidance
and oversight of the agency's policies and
practices. Findings include:

G144

G 161

fo plan§ covs
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1. Refer v G152 as it refates to the agency's
failure to appoint a group of professional
personnel.

2. 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.

3. Refer to G154 as it relates fo the failure of the
agency to ensure a group of professional
personne! met frequently to advise the agency an
profesgional igsues and fo pariicipate in the
evaluation of the agency's program.

The cumulative effect of thesa negative systernic
practices rasulted a lack of professional oversight
by required paople.

G 152 | 484.16 GROUP OF PROFESSIONAL G 152 Q ¢
PERSONNEL ‘?@/M 749 0
dﬂ;&ﬁ, '4/ / y //‘3

A group of professional personnel includes at
least one physician and one registered nurse
(preferably a public health nurse), and
appropriafe representation from other
professional disciplines.

This STANDARD Js not met as evidenced by:
Based on staff interview and review of
administrative documents, it was defermined the
agency failed to ensure a group of professional
personne! had been appointed which included at
least ane physician, one registered nurse, and
appropriate representation from other
professional disciplines. This limited the ability of
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the agency to utilize the expertise of staff and
others to overses its oparations. Findings
include:

Meeling minutes, dated 1/25/12, stated the PAC
had met on that date. The atiendance record
stated a physician and an RN had attended the
meeting. No other disciplines were representad
at the meefing. No documentation was present
the parsonnel at the meating had baen formally
appointed fo the PAC. As of 3/12/13, no PAC
meeting minutes were documented to show the
committee had met or performed any duties since
1/26M2.

-] The Administrator was interviewed on 3/11/13
beginning at 1:30 PM. She stafed there was ho
documentafion that stated the required personnel
had been appointed to the PAC. She confimed
no meeting minuies were documenied after
1725112,

Evidence that a group of professional personnel
had been appointed and had served the agency
in the past year was hot present. 4 Jlé'u f/@ ﬂﬂ {_
5 163 | 484.16 GROUP OF PROFESSIONAL G 153

PERSONNEL

The group of professional personngl establishes nLJ / .)7 // 3
and annually reviews the agency's poficies
governing scope of services offered, admission
and discharge policies, medical supervision and
plans of care, emergency care, clinical records,
personnel quaiifications, and program evaluation,
At lsast one member of the group is neither an
owner nor an amployee of the agency.
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This STANDARD ig not met as evidenced by.
Based on staff interview and review of
administrative documents, it was determined {ha
agency failed o 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
fimited the input of persons charged with
oversight of the agency. Findings include:

Meefing minufes, dated 1/25/12, stated the PAC
had met on that date. As of 3/12/13, no PAC
meeting minutes were documerited to show the
committee had met or parformed any duties since
1/25/12. Also, the attendance record for the
1/25/12 meeling did nof inciude a person who
was neither an owner nor an employee of the
agency.

The Administrator was interviewed on 31113
baginhing at 1:30 PM. She confirmed the PAC
had not met to review the agency's policies since
12512, She also canfirmed that no
documentation was present to show that at least
one member of the PAC was neither an owner
nor an employee of the agency.

The agency's group of professional persorine
had not reviewed the agency's policies annually
and did not include at least ane person who was

nejther an owner nor an employee of the agency. %D )D 0 K >
G 154 | 484.16(z) ADVISORY AND EVALUATION G154 t?@

FUNCTION
173

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

This STANDARD is not met as evidenced by:
Based on staff interview and review of
adrinistrative documents, it was determined the
agency failed fo ensure a group of professional
personnel met frequently {o advise the agency on
professional issues and fo participate in the
evaluafion of the agency's program. This
prevented the group from providing input fo the
agency. Findings include:

Mecting minutes, dated 1/25/12, 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
3/12/13, no PAC meeting minutes were
docurnented to show the committes had met
since the 1/25/12 meeting.

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

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

484.18 ACCEFTANCE OF FATIENTS, FOC,
MED SUPER

G154

G156
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This CONDITION is not met as evidenced by:
Based on staff inferview and review of medical
records and agency policies, it was determined
the agency failed to ensure POTs were
completely developed, followed, and updated.
These failures had the potential to rasult in unmet
paftiert nesds and negativaly Impact the
confinuity, safety, and quaiity of patient care.
Findings include:

1. Refer to G158 ag 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 1o the failure of the
agency to ensure the plan of care covered all
pertinent information.

3, Refer io G164 as it relates to the failure of the
agency fo ensure professionat staff prompby
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 (o the failure of the
agency fo ensure physician orders were
obtained/clarified prior to the provision of wound
care

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

484.18 ACCEPTANCE OF PATIENTS, POC,
MED SUPER

Care follows a writlen plan of care established

G 156
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i,
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and perindically reviewed by a doctor of medicine,
osteopathy, ar podiatric medicine.

This STANDARD is not mel as evidenced by:
Based on record review, review of policies, and
staff inferview, it was determined the agency
failed to ensure care fullowed a physicians'
written plan of care for 9 of 12 patients (#71, #2,
#3, #4, #8, #9, #10, #11 and #12) whose records
were reviewed, This resulted in upauthorized
treatments as well as omissions of care and had
the potential o result in unmet patient needs,
Findings include:

1. The undated policy, "PHYSICIAN'S FLAN OF
TREATMENT/CHANGE ORDERS" included,
"Physician's orders on the plan of treaiment shall
relate to the diagnosis and must be considered
reasonahle and necessary treatment for that
diagnosis. ,,.The plan of freatment shall include
buf 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 was a 70 year old male whose SOC
wag 10/06/M12. His diagnoses included insulin
dependent diabetes, recent total knee
replacement, asthma and hypertension. The
POT for the certification period 10/06/12 to
12/04/12 included orders for SN and PT services.

The POT included orders for SN to
observe/assess Patient #1's diabates control and
provide instruction regarding his diaghoses and
medication management. Skilled Nursing Visit

Fo PPl
jji/; W/
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Notes for 10/06/12, 10/11/12, and 10/15/12 did
ot include documentation of blood glucose

results necessary fo assess and monitor Patient /*/ / 39 / /3
#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
abserve/assess respiratary status and assess
oxygen saturation every visit, The POT indicated
the physician was o be notified if 1) Patient #1's
systolic (fop number) blood pressure was greater
than 160 or less than 90, or 2) the dystalic blood
pressure was greater than 90 or less than 50.
Skilled Nursing Visit Notes on 10/15/12
documented Patiant #1's blood pressure as
200/24. The visit note did nat include evidence
that nursing staff contacted the physician for the
glevated blood pressure measurement.

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

Patient #1's blood glucose and blood pressure
were hot filly assessed and responded fo as
dirscted by the POT.

b, Patient #2 was a 94 year old female with
hypertension and CHF who was admitted fo the
agency on 11/08/12 for care related to a stage 2
pressure ulser on her buttocks. The POT for the
cerfification period 1/07/13 to 3/07/13 included
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wound care orders for the stage 2 pressure ulcer /

an her huifocks as "Keep dry-do not apply ’(‘/ 39 /X
occiusive dressing (one that seals the wound
from contact with air or bacteria).”

A Bkilled Nursing Visif Nole, daled 1/22/13,
included documentation of wound care to Patiant
#2's left foot which included cleansing, application
of skin prep and ptacement of Tegaderm (an
occiusive dressing).

A Skilled Nursing Visit Note, dated 1/25M3
included documentation of wound care to Patient
#2's jaft fool. The note described the wound as a
stage 2 prassure uicer, with drainage and
reddened skin surrounding the area,

A Skilled Nursing Visit Note, dated 1/28/13,
included documentation of wound ¢are 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 1/28/13, provided orders (o
cleanse the left foot wound, apply skin prep,
place foam dressing cver 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 Pafient #2 wag
interviewed an 3/08/13 beginning at 4:30 PM.
After review of the record, the RN canfirrmed she
had provided wound care to Fatient #2's left foot
before obtaining orders. The RN stated she had
been instructed to provide the care and complete
8 "PHYSICIAN FAX SHEET™ with the request for
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orders. She staied 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 beafore physician orders ware obtained.

¢. Patient #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 certificafion perod 1/21/13 to
3f21/13 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 Noles, dated 1/30M3 and
2/01/13, inciuded documentation that wound care
for Patient #12 included administration of Ag gel
(a silver antimocrobial gel) onio 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 Pafient #12's medical record.

The RN Case Manager for Patient #12 was
interviewed on 3/67/13 beginning at 11:00 AM.
She reviewed Patient #12°s racord and confirmed
wound care was provided using Ag gel. The RN
slated 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 modification of
wound care orders.

d. Patient #B was a 79 year old female admitted
to the HHA on 2/7/13 for abdominal waunds,
diabetes, COPD and high blood pressure, The

W

Aot d
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POT included orders far SN services.

The POT for the certification period 2/07/13
through 4/07/13 included orders for skilled
nursing to assess oxygon saturation level every
visit and to parform a blood glucoss check during
every visit,

Skilled Mursing Visit Noies for 2/20/13 and
2/256M13 did not include an assessment of Patient
#B's oxygen saturation level.

A Skilled Nursing Visit Note for 2/20/13 indicated
Patient #8's biood glucose was 150-299 the night
prior to the visit. The was no degumentation o
indicate a blood glucose levet had been obtained
during the visit as ordered.

The RN that documented thaese visit notes was
unavailable to interview at the time of the survey.
The DCS was interviewed on 3/08/13 at 11:50
AM. He confirmed the Skilied Nursing Visit Noies
for 2/20/13 and 2/25/13 did not include an
assessment of oxygen saturation level as ordered
on the POT. He also confirmed these visit notes
did nat clearly document a blood glucose jevel
obtaihad at the time of the visit in accordance
with the POT.

Patient #8's bleod glucese and axygen
saturations were not assessed as directed by the
POT.

e. Patient #11 was a 42 year old famale admitied
to the HHA on 10/03/12 for an abdominal wound
with wound vac following gastric bypass surgery.

The POT for the cerification period 10/03/12
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through 12/01/12, sighed by the physician on
11/05/12, documented the frequency of skilled
nursing visits as fwice a week for one week then O(M Y / f/Aj
three fimes 2 week for 8 weeks., During the visils
skilled nursing was fo perform dressing changes :

to the wound. The POT also ordered skilled
nursing to measure the wound weekly.

Skilled Nursing Visit Notes weres reviewed from
10/03/12 through 11/16/12. The visit frequency
followed the POT on the first week with two visils,
“‘one on 10/03/12 and one on 10/05/12. The
second week of care, beginning 10/07/12 shouid
have included three visits from skilted nursing.
Oniy one Skilled Nursing Visit Notes, dated
10/08/12, was found.

The RN Case Manager for Patient #11 reviewed
the chart and was interviewed on 3/08/13 al 815
AM. He confimmed there should have been three
skilled nursing visits during the week of 10/07/12.
He confirmed there was only one skilled nursing
visit note for that week. He stated that if the visits
had been cancellsd, it would be documented on a
"MISSED VISIT” note. He confimed 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
10/07/12 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.

Skitled nursing did nof provide services in
accordance with the POT.

f. Pafient # 9 was a 63 year ald male admittad to
the HHA on 2/17113 foliowlng a stay in a skilled
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nursing facility after surgery on his ieft hip. His
madical record for the cerfification period of
217113 through 4/17/13 contained a document
fittad "TELEPHONE ORDERS" that was faxed
from the skilled nursing facility included orders
writtan on 2/13/13 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
interviewad on 3/08/13 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
physictan, it was invalid. He stated 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 Patisnt #3 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 dagumentad a 67
year old fernale who was admitted for home
health services on 11/20/12. She was curently a
patient as of 3/04/13. According to her RN Case
Manager, interviewed on 3/06/13 beginning at
8:56 AM, she had a falled total knee replacement
in 2012 which later became infected. He stated
she was completely bed bound. Current
diagnoses included rheurmatoid arthritis and
depression.

Hafer fo o
Slatedd ~lslh3
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An order for social services to evaluate and ireat A *;ZCD p a
Patient #3 was written on 2/08/13. The social /_j i

service visit was not documented as of 3/06/13. / / 2

No documentation was present in the record M 2‘7 /

explaining why the oclal service visit hag not
been made.

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

Patient #3's POT was not followed.

1 h. Patient #10's medical regord documented a 62
year old male who was admitied for horme health
services on 10/27/12. He was diecharged on
2/04/13,

Pafient #10 was admitfed for home heaith
services jrom a skilled nursing facility. A
"PHYSICIAN TELEPHONE ORDER," daled
10/25/12, stated "Home Health PT/OT/bath aide."
The order was hot signed by the physician naor
was it sighed by a nurse as of 3/06/13. It was not
clear who wrote the order.

The medical record documented the PT visited
Patient #10 on 10/27/112 and provided services,
Since the order fo treat Patient #10 was nof a
valid ordear, the agency did not provide care in
actordance with a written POT.

The Director of Clinical Services was interviewed
on 3/08/13 beginning at 10:40 AM, He confirmed
an order to provide home heglth services to
Pafient #10 was not in placa.
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The agency provided services to Patient #10

without orders. M it / 7 //5

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

Fatient #4 was a 86 year old female whose SOC
was 1/07/12. Her diagnoses included
Pneumonia, Abnormal gait, Arthrifis, and
generalized muscle weakness. The POT for the
cettification period 1/07/13 through 307113
included orders for PT, OT, and Home Heailth
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 3/0713.

The undated policy, "MEDICAL SUPERVISION"
included, "The agency will accept orders for care
from any physician of medicine, ostecpathy or
podiatry who is legally authorized to practice
medicine in the state in which praclicing. ...If the
physician practices outside of the area, a iocal
physician shall be obtaihad.”

According to the 42 CFR 42 484.4, a physician is
defined as “A docior of medicine, osteopathy or
podiatry legally authorized to practice medicine
and surgery by the State in which such function or
action is performed.”

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

Care did nof follow a POT established by a
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The plan of care developed in consultation with
the agency staff covers all pertinent diaghoses,
including mental stafus, types of services and
equipment required, frequency of visits,
prognostis, rehabiiitation potential, functional
limitations, activifies permitted, nutritional
requirermnents, medications and freatments, any
safely maasures to protect against injury,
instructions for timely discharge or referral, and
any other appropriate items.

This STANDARD is not met as evidenced by:
Based on record review, observation, patient and
staff interview, it was determined the agency
failad to ensure the plan of care included all
perfinent information for 8 of 12 patients (#1, #2,
#3, #5, #6, #9, #10, and #11) whose records were
reviewed, This had the potential to interfere with
continuity and completeness of patient care.
Findings inciude;

1. Patient #11 was a 42 year old fernale admitted
to the HHA on 10/03/12 for an abdominal wound
with a wound vac following gastric bypass
surgery, She was discharged from sefvices an
11/21112. The medical record for the cerdification
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 inierventions related to the

dated 18113
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management of diabetes or medications for the
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- Skilled nursing notes from 10/03/12 through
11/16/12 were reviewed. There was no
deocumentation in the skilied nursing notes of
interventions related to diabetes,

- A"Physical Therapy Assessment/Plan of Care"
dated 10/08/12 stated Patient # 11 had a hisiory
of insulin dependent diabetes and that Pafient
#11 "is no longer diabetic."

- An H&P, dictated by Patient #11's physician on
9M0M2, stated Palient #11 had a diagnosis of
insulin dependent diabetes, The H&P alzo stated
Patioht #11 was taking an oral medication for
diabetes in addition to insulin,

The RN Case Manager for Patient #11 was
interviewed on 3/06/13 at 8:15 AM. He staled he
was unaware Patient #11 was diabatic. He
confirmed he performed the SOC assessment for
Patient #11, from which the POT was generated.
He stated that when he does the SOC
assesement, be does not ask every patient if they
have a history of diabetes. He stated his practice
was o review the H&P that is provided and ask
gquestions based on the H&P. The RN reviewsd
the H&P and confirmed it stated Patient #11 was
an insulin-dapandent 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 confimned the POT included diabetes as a
diagnasis, but did not include interventions ar
meadications related to diabetes. He confirmed
that he reviews the POT befare it is sent to the
physician. He confirmed skilled nursing did nat
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perform any interventions related to diabetes for
Patient #11.

The DCS reviewed the record and was
interviewed on 3/08/13 at 11:50 AM. He
confirtmed the HAP indicated Patient #11 had
insulin dependent diabetes and stated there was
no reason fo assume this was in some way
incomect. He confimed the POT included a
diagnosis of diabetes yet there were no
interventions on the POT related io diabetes.

The POT did not include complete and clear
information.

2. Pafient #9 was a 63 year old male who was
admitted to the HHA an 2/17/13 for care after hip
surgery. His medical record for the cerification
peripd 2/17/13 through 4/17/13 was reviewed and
contained the following:

The POT included a goal of "Patient's depression
will be controlled with medication as evidenced by
increased mood and no seif harm times 4
weeks." There were no medications listed on the
POT for depression,

The RN Gase Manager for Patient #3 reviewed
the racord and was interviewed on 3/07/13 at
8:40 AM. She stated that she inciuded the goal
related $o depression after talking with Patient #9
and conciuding he was depressed. She stated
the wording of the goal was taken from a
fernplale that was given to her by the former
Clinical Director and did not accurately reflect
Fatient #9's status. She confirmed Patient #9
was not on any medicafions to treat depression.
She also stated Patient #9 had not verbalized

adedd /o)
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idgation of harming himself. She agreed the POT
was unclear as it pertained to a diagnosis of
depression,

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

3. Patient #6 was an B8 yaar old male whose
S0C was 2/15/13. His diagnoses included
adema, spinal stenosis and hyperiension. The
POT for the cortification period 2/15/13 to 411513
contained orders for SN freguency as “"bmof,
3moZ + 2 PRN far Complications." The
frequency was unclear as fo when the nurse
would seg the patient.

in an interview on 3/07/13 at 10:20 AM, the RN
Case Manager reviewed Patient #5's medical
record. She stated 5m1 indicated there would be
5 nursing visits in the first month of the
certification period and 3mo2 meant 3 visits the
second and third months, She stated it would be
left to the nurse to decide when the § visits would
oseur in the first month, but that they were usually
at least once a week.

The SN and home hoalth alde fretjuengies on the
POT for Patient #8 were not specific,

4. Patient #1 was a 76 year oid male whose S0OC
was 10/0612. His diagnoses included insulin
dependent diabetes, recent total knee
replacement, asthima and hypertension. The
POT contained orders for SN frequency as 6mo1
and Omo1. The frequency was unclear when the
nurse would see the pafient,

In an interview on 3/D8/13 beginning at 5:00 AM,

i
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ine RN Case Manager reviewed Patient #5's 7[0 )0 /9 -
medical recard, He stated 5m1 indicated there

would be 5 nursing visits in the first month of the

eertification period and no visits the sacond M 17[ / / // A
month, He stated it would be left to the nurse to dﬂ_

decide when the b visits would occur in the first

month. '

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

5. Pafient #2 was a 94 year old female with
hyperension and CHF who was admitted to the
agency on 11/08M2 for care related {o a stage 2
pressure ulcer. The POT contained orders for
SN frequency as "amo1, 2mo1, +2 PRN for
Catneter Complications.” The frequency was
unclear when the nurse would ses the patient.

in an interview on 3/08/13 beginning af 4:30 PM,
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 visils the second
month.

The POT did not include all perfinent information.

6. Patient #5 was a 93 year old female with
diabetes, hypertension, and unstable gait 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 wrifien as "tw1, 2w5, Tw1,0w2,
The frequency was unclear when the nurse or
HHA would see the patient.

In an interview an 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 & nursing visits in the first month of the
certification petiod. He stated it would be leff fo
the nurse to decide when the 5 visits would occur.
He confirmeg the Ow2 frequency for the HHA
would indicate no HHA visits for the last 2 weeks
of the certification period,

The POT did not inciude all pertinent information.

7. Patient #3's madical record documented a 67
year old female who was admitied for home
health services on 11/20/12. She was currently a
patient as of 3/04/13. According fo her RN Case
Manager, interviewed on 3/06/13 beginning at
8:55 AM, she had a failed fofal knee replacement
in 2012 which later became infected. He stated
she was complately bed bound. Current
diagnoses includad 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 infravenous solufions. Patient
#3's POT dated 11/20/12, did not mention the
portacath. Patient #3's medications listed on the
FOT included normal saline IV and Heparin
solution [V but there were no directions to staff on
whenr 10 flugh the portacath ar otherwise care for
it.

Patient #3's RN Case Manager was interviewed
on 3/06/13 beginning at 8:56 AM. He confirmed
the portacath was not addressed on the POT.

Also, Pafient #3's POT, dated 11/20/12, stated
the nurse was to visit "6mo1, 2mo1." The plan
did not expiain how these visits were to be

b
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distributed though out the month. For example,
was the nurse fo conduct the visits at the first of
the service month or the end or were they to
somehow be distributed through the enfire month,

Patient #3's RN Case Manager was interviewed
on 3/06/13 baginning at 8:55 AM. He confirmed
the POT lacked clarity.

Patient #3's POT did nof include all reguired
information.

8. Patient #10's medical record documented a 62
year old male who was admitted for horne health
services on 10/27/12. 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 adrmitied for therapy services,

Patient #10 developed preurnonia shortly after
admission and was admitted to the hospiial on
11/01/12. Home health care was resumed on
11/05/12, Nursing services were ordered at that
time. A"RESUMPTION OF CARE
AGSESSMENT" was completed by the RN on
11/06/12. Recommendations for the nursing POT
were listed at the end of the assessment.
However, a nursing POT was nat documented.

Patient #10's RN Case Manager was interviewsd
on J06/13 beginning at 11:45 AM, She stated
confirmed the POT for Patient #10 had not been
developed.

Patient #10's POT did hot include skilled nursing
services as ordered,
484.18(b) PERICDIC REVIEW OF PLAN OF

G 159 W
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Agency professional staff promptly alert the
physician to any changes that suggest a need to
alter the plan of care,

This STANDARD is nat met as evidenced by:
Based on staff interview and review of clinical

4 resords and policies, it was determined the
agency failed to ensure professional staff
promptly alertad 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
resulied in missed opportunity for physicians to
alter the plan of care to meet patient needs.
Findings include:

The undated poiicy "PHYSICIAN'S PLAN OF
TREATMENT/CHANGE ORDERS" included "The
physician's plan of treatment (Medicare's Plan of
Carg) Is... based vpon the current assessmant of
the cllent. ... The physician shall be notified
imrnediately of any changes in the client's
condition which indicate changes ta the plan of
treatment.” This policy was not followed.
Examples include:

1. Patlient #11 was a 42 year old female admitted
to the HHA on 10/03/12 for an abdominal wound
with a wound vac fallowing gastric bypass
surgery. Her medical record for the cerification
period of 10/03/12 thraugh 12/01/12 was
reviewed. The following changes in condition
were nated:

- A"MISSED VISIT" note, signed by the physical

G164MM_ 4 POL
detd )5/
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therapist on 10/10/12, stated Patient #11
cancelted her physical therapy visit that day
bacause she had gone fo the ED the night before
and was diagnosed with a UTL. The note stated
that Patient #11 did not feel well. There was no
documentation on the note to indicate the
physician had been notified,

- A"MISSED VISIT" note, signed by the physical
therapist on 10/11/12, stated Pabtent #11 had
cancelled her physical therapy visit because she
still was not feeling well due to the UTL. There
was no documentation on the note to indicate the
physician had been noiified.

- A"THERAPY VISIT NOTE," signed by the
phiysical therapist on 10/15/12, stated Patient #11
went to the ED on 10/08/12 and diagnosaed with a
UTL. The nate 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"THERAPY VISIT NOTE," signed by the
physical therapist on 10/18/12, stated Patient #11
continued o complain of nausea and expressed
frustration that her nausea had not improvad 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 nofified.
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES H PROVIDER'S FLAN OF CORRECTION (5
PREFIX (EACH DEFIGEENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SROULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED Y0 THE APPROPRIATE DATE
: . DEFCIENGY)
G 164 | Continued From page 39 G 164 , _/.{_’) ,OOC,

FORM CMS-2567 (02-08} Previoue Versions Qbsolefe

Eventl ID; MRL3 11

Fagcinly ID: OASDO1170

if confinuation sheet Fage 40 of 70




May.

10, 2013 12:45PM Family Home Health

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

Idaho No. 0746 P. 42/71
PRINTED: 03/26/2013
FORM APPROVED
OMB NO. 093R-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORREGTION IDENTIFIGATION NLIMBER:

137079

{¥2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
A, BUILDING COMPLETED

B. WING 031112013

NAME OF FROVIDER OR SUPPLIER

FANILY HOME HEALTH

STREET ADDRESS, CITY, STATE, ZiF CODE
2050 EAST MAGIC VIEW DR, STE 100

MERIDIAN, ID B3642

(%4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
(EAGH DEFICIENCY MLUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1o PROVIDER'S PLAN OF CORRECGTION U5

PREFIX (EAGH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

G 164

Continued From page 40

At the time of the survey, the PT was unavailable
to interview. The RN Gase Manager who cared
for Patien{ #11 reviewed the record and was
interviewed on 3/08/13 at 8:15 AM. He said he
was not aware that Patient #11 had a UTl,
hausea, or separation of her abdominal wound,
He stated that per agency paolicy, the physical
therapist should have notified the physician and
himself of these changas. He confirmed there
was no decumentation to indicate these changes
in conditinn were communicated to the physician.

The DCS reviewed the recard ang was
int&rviewed on 3/08/13 at 11:60 AM, He
confirmed there 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 fo 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 far abdominal wounds with a yeast
infection, celluliis, 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
2/258/73, indicated a new "area of redness" had
been noted beneath Patient #8's left breast, The
RN documented she treated this wound in the
game fashion as the abdominal wounds. There
was no decumentation to indicate the physician
had been nofified of the new wound.

c1es| Lufor Ao 2pe_
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A "Skilled Nursing Visit Note,"” signed by the RN .

Case Manager an 2/22/13, indicated a “new area” W 4 / Ji13

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 interviswed on 3/08/13 at 8:10 AM. She
stated the "new area” was a confinuation of the
original rash so she did notl notify the physician of
this. She stated that if the area had developed
intc a new "deeper" wound she wouid have called
the physician. She also stated, however, that it
was best praclice to nolify 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 nofified of changes
in her condition.

3. Patient #1 was a 76 year old male whose 50C
was 10/06/12. His diagnoses included insulin
dependent diabetes, racent total knee
replacement, asthma and hypertension. The
POT included orders for SN and PT services.

Patient #1°s medical record was reviewed. A RN
visit nobe, dated 10/16/12, 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
physician had been aleried to Patient #1's
elevated blood pressure, Patient#1 was
admitted to the hosplial 6 days tater for treatment
refated fo hypertension.

The RN Case Manager was interviewed on
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3/08/13 at 9:00 AM. 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 occourred.
He stated an LPN had provided care on that day
and he had not been alertad of Patient #1's blood
pressure.

Fatient #1's medical record indicated he was
admitied to the bospital on 10/18/12 for treatment
related to high bloed pressure.

The physician for Patient #1 was not alerted
related to his slevated blood pressure,

4, Patient #12 was a 69 year oid female who was
admitted o fhe agency on 1/21/13 with diagnoses
that inctuded osteomyelilis, decubitus, parapiegia,
and a stage 2 pressure ulcer. The POT for the
certification period 1/21/13 to 3/21/13, included
wound care orders as follows: "...wolind 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 1/21/13, the RN documented Patient #12's
waund at the time of admission as a pressure
wound alang the surgicat flap repair over a healed
decubitus ulcer on her right hip area. "Skilled
Mursing Visit Note," dated' 2/25/13, noted the
decubitus was healed, and there was a new area
of fozus on Patient #12's left butiock. The RN
documented a calloused area that had redness in
the surrounding area. The note documented the
area was cleansed well and would be watched
carefully. On 2/27/13, the RN nofad she pravided
wound care to Patient #12's left posteriar hip by

Wl
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¢cleansing and padded it with foam. There was no

documentation the physician had been alerted to / /
Patisnt #12's newly identified wound. 4 f / 3

The RN Case Manager was interviewed on
3/0B/13 at 2:05 PM. She reviewed Patient #12's
record and confirmed the physician had not besn
notified of the new wound. The RN Case
Manager stated she had applied a dressing o 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
stated she phoned Patient #12's physician on
3/04/13 to obtain a referral for Patient #12 to go
to the wound dlinic for evaluafion of the wound.

The physician for Patient #12 was nof informed
about & new wound for 7 days after it was first
noted and orders for a wound ¢linic evaluation

were obtained.,
G 165 | 484.18(c) CONFORMANCE WITH PHYSICIAN G 165 -,LO )D 0 &/
ORDERS

Drugs and treatments are administered by dﬂﬂd - 7' 7 37 / b

agency staff only as ordered by the physician.

This STANDARD 1s not met as evidenced by:
Based on record review and staff interview it was
determined the agency failed to ensure physician
arders were: obtained/clarified prior fo 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 safely.
Findings include:
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1. Patient #12 was a 69 year old female admitted
ta the agency on 1/21/13 for wound care and
physical therapy. 1—; Z /3

-The POT for the certification perod 1/21/13 fo
3/21/13 included wound care orders which

included wound cleansing, covering the wound
with Meplex foam, and then securing with tape.

Skillad Nursing Visit Notes, dated 1/30/13 and
2/0113, included docurnentation for the wound
care for Patient #12 included administration of Ag
gel (a silver anfimocrobial gsl) onto the wound
bed in addition 1 the wound care that was
detalled on the POT. There was no order for the
Ag gel.

The RN Case Manager for Patient #12 was
interviewsd on 3/07113 beginning at 11:00 AM.,
She reviewed Patient #12's record and confirmed
wound care hat been 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
confirmed she did not notify the physician for
clarification or approval before using the
additional madication.

Medication used in wound care was adminisiered
without physician orders.

2. Pafient #2 was a 94 year old female admitied
to the agency an 11/08/12 for wound care and
physical therapy.

-The POT for the certification period 1/07/13 to
3/071 3 included wound care orders for a stage 2
pressure ulcer on her buttock. There was no

FORM CM5-2567 (02-08) Previous Versions Obsolee Evanl i0: MRL311 Facilily ID; QASA0170 If continuation shast Page 45 of 70




May.

10. 2013 12:46PM Family Home Healih

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

[daho

No. 0746 P

41/11

PRINTED: 0372612013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION {%%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
137078 B, WING 631172013

NAME COF PROVIDER OR SUPPLIER

FAMILY HOME HEALTH

STREET ADDRESS, GITY, STATE, ZIP GODE
2060 EAST MAGIC VIEW DR, 5TE 100

MERIDIAN, ID 83642

4 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S FLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECERER BY FLILL PREFEX {EACH CORRECTIVE ACTION SHOLLD BE COMBLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
PEFICIENCY}
(3 166 | Continued From page 45 G 165

indication Patient #2 had & wound on her fool.

Skilled Mursing Visit notes documented wound
care was administered for a ieft foot wound.
There were no orders for wound care for the foat
wound before the care was initialed as follows;

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

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

~Skilled Nursing Visit notes, dated 1/28/13
documented. "Tegaderm removed from LLE (left
lower extremnify). Wound measured using E-Z
Graph Wound Assessrment Worksheet. Wound
bed red (with) sorme granulation, peri wound
erythama and edema. Wound cleansed (with)
DermakKienz, 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 cormmunication to Patient #2's
physician informing him of a wound on her [eft
foot. The communication included a description
of the appearance, drainage, and description of
the wound care provided. The sheet contained a
physician signature daled 1/26/13.

to pOC
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If the pafient receives skilled nursing care, the
registerad nurse must perform the supervisary
visit reguired by paragraph (d)(2) of this section.
If the patient is not recelving skilled nursing care,
but is receiving antither skilled service (that is,
physical therapy, occupational therapy, or
speech-fanguage pathology services),
supervision may be provided by the appropriate
thorapist.

This STANDARD is nat met as evidenced by:
Based on review of dlinical 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 than every 2 weeks for 1 of 6 sample
palients (Patient #4) who received home health
aide services. This pravented the agency from
ensuring home health aides provided safe and

effective care to patients. Findings include:

il
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The RN Case Manager was interviewed on
3/08/13 beginning at 4:30 PM. She reviewed /7[ /P / / 72,
Patient #2's record and confirmed wound care
had bsen adminisiered before obtaining a
physiciat order. The RN stated she had been
instructed to provide wound care for the patient
and then submit a request o 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. / ﬂ Q/
G 228 | 484.36(d){1) SUPERVISION G 228 .
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Pafient #4 was an 86 year old female whose SOC
was 1/07/12. Her diagnoses included
Pneumaonia, 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 instrucied the home heaith aide to assist with
shower care, hair care, and apply lofion with each
visit. The POC was signed by the PT on 1/08M13
and cosigned by the home health aide on
11413,

The undated policy "SUFERVISION AND
EVALUATION OF STAFF" included, "A registered
nurse or therapist will make a supervisory visit o
all clients raceiving horme health aide services at
least every 2 waeks." Doourmnshtation of 2 week
supervizory visits by the PT was not found in
Patient #4's record.

In an inferview on 3/07/13 beginning at 9:15 AM,
the PT for Patient #4 confirmad she had not
parfortned supervisory visits for the horne health
alde as required.

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

484,52 EVALUATION OF THE AGENCY'S
PROGRAM

This CONDITION is not met as evidenced by:
Based on review of agency policies,

G228

G242
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administrative documentation, and staff interview,
it was deferminad the agency failed fo ensure an
evaluation of the agency's program was
completed. This resulted in the inability of the
agency to evaluate patient care services and
gensrate changes to improve the delivery of
those services. Findings include:

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

2. Refer to G245 as it refates to the agency's
failure to snsure an annual evaiuation was
performed to assass the axtent to which the
agency's program was appropriate, adequate,
effective and efficient.

3. Refer fo G248 as it relates to the failure of the
agency fo ensure an annual evalution was
completed that included review of the agency'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 quariery record review,

The cumulative effect of these negative systemic
praclices seriously impeded the ahility of the

agency to provide services of adequate qualty. _,Lo }0 O c
G 244 | 484.52 EVALUATION OF THE AGENCY'S G 244

PROGRAM ojﬂ” 2) / ‘,7//_3

The evaluation consists of an overall policy and
administrafive review and a clinical racord review.
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This STANDARD is not met as evidenced by:
Based on staff interview and review of
administrative documents and meeting minutes, it
was defermined the agency failed to ensure an
annual evaluation, including an overall policy
review and a clinical record review, was
conducted annually. This resulted in 2 fack 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
linical record review were mentioned in the
minutes. No other PAC minutes were present
through 3/11/13. No other documentation was
presant that an evaluation of the agency's
program had been conducted.

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

The agency did not conduct an annuaf evaluation.
4584 52 EVALUATION OF THE AGENCY'S
PROGRAM

The evaluation assasses the extent to which the
agency's program s appropriate, adequate,
effeciive and efficient.

This STANDARD is not met as aevidenced by:
Based on review of administrative records and
staff interview, it was determined the agency

G 244

G 245
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failed to ensure an annual agency evaluation was
conducted which assessed the extent to which
the agency's program was appropriaie, adequate,
effective and efficient. This resulied a lack of
fesdback foagency 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 3/41/13 at
2:00 PM. She stated an evaluation of the
agency's program which included a defermination
of the extent to which the agency's prograrm was
appropriate, adequate, effective and efficient, had
not been conducted in 2012 or 2013,

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

As part of the evaluation process the policies and
administrative practices of the agency are
reviewed fo

determine the extent to which they promote
patient care that is appropriate, adaguate,
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 1/25/12 stated
agency policies had been reviewed. Neither an
annhual evaluation of the agency's program nor
clinical record raview were mentioned in the
minutes. No other documentation was present
that policies had been evaluated through 3/11/13.
No other documentation was present that an
evaluation of the agency's program had been
conducted,

Tha 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 agency policies had
not been evaiuated since 1/25/12. She stated the
PAC was scheduled to meet sopon but an
evaluafion of the agency'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 /‘O }ﬁﬁd/

G 250 | 484.52(b) CLINICAL REGORD REVIEW G260

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
astablished policies are followed in furmshing
gervices directly or under arrangement.

This STANDARD is not met as evidenced by:
Based on staff interview and review of chart audit
results and policies, it was defermined the agency
failed o include health professionals representing
the scopa 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, FT, OT, and ST.

The Administrator was inferviewed on 3/11/13 at
2:00 PM. 8he stated one qualily agsurance staff
member, an RN, reviewed 100 percent of all
clinical notes. The review included content,
coding, and completeness. The Administrator
siated there was no data produced from the
reviews in order {o determine whether established
policies are followed,

| A comprahensive review of open and closed
records was not completed. Additionally, the
agency did not utilize appropriate heatth
professionals o review clinical records to
determine whether established polivies 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 an the team.

The Administrator was interviewed on 3/11/13 at
2:00 FM. She siated only one person conducted
any form of clinical record reviews.

The agency failed to follow ifs policy regarding .
clinical record review by a multidisciplinary tearn. 7[(3 pﬂd.z
G 331 | 484.55(a)(1} INITIAL ASSESSMENT VISIT G 331

A registered nurse must conduct an inifial ’ f /

assessment visif ta determine the immediate care
and support needs of the patient; and, for

4//’/:3
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Medicare patients, to determine eligibility for the
Medicare home health benefit, including
homebound status.

This STANDARD is nol met as evidenced by:
Based on record review, policy review, patient
interview, and staff interview, it was determined
the agency failed 10 ensurs the initial 300
comprehensive assessment included a thorough
examination of identified items of concern for &5 of
12 patients (#6, #8, #9, #11, and #12) whose
records were reviewed. This had the potential to
lead to incomplete development of plans of care
ahd monitoring of patient health stetus. Findings
include:

The undated policy "COMPREHENSIVE
ASSESSMENT AND OASIS DATA
COLLECTION; START OF CARE" included,
"Care of ¢iients is based upon a comprehengive
assessment process, It is established by the
orgnization 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 cfient and client care
outcomes. The comprehensive assessment will
include: Primary and secondary diagnosis and
...Medical history including dates." This policy
was nol 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&F,
dictated by Patient #11's physician on 919/12,
stated Patient #11 had a diagnosis of insulin
dependent diabetes. The H&P also staled
Patient #11 was taking an orai medication for
diabetes,

G 33 ﬂﬁ% 40 )DOC/
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The *START OF CARE
ASSESSMENT/RESUMPTION OF CARE," dated
10/03/12, contained the following discrepatcies
related to Patient #11's diabetic condifion:

- In the gection “Current lliness” diabetes was
listed as a diagnoses. However, in the section
"Endocrine and Hematopoeitic:” the RN did not
check the box labeled diabetes. In the secfion
"Plan of Care Synopsis" the RN checked "Yas"
indicaling diabetic fout care would be provided fo
Patient #11.

Subsequently, the POT for the ceriification period
af 10/03/12 through 12/01/12 included a
diagnosis of Diabetes Mellitus Type Il but did not
include interventions related to the management
of diabetes or medications for the treatment of
diabetes. Skilled hursing hotes from 10/03/12
through 11/16/12 were reviewed. There was no
documentation of interventions refated to
diabetes,

The RN who compleied the SOC assessment
and provided care for Patient #11 was inferviewed
on 3/08/13 at 815 AM. He stated he was
unaware Patient #11 was diabetic and that was
why he did not miark the box labeled diabetes on
the SOC assessment. He stated that when he
does the S0C assessment, he does not ask
avery 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 oh the H&P.
The RN reviewed the H&P and confirmed it
stated Patient #11 was an insulin-dependent
diabetic. He then stated that "a lot of {ime the
H&F wil he 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 S0C
assessment and that 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 3/08/13 at 11:60 AM. He
confirmed the 50C assessment was uhclear as
to whether Patient #11 had a diaghosis 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 inconsisient in
documentation of exisling diagnoses.

2. Palient #9 was a 63 year ¢ld male who was
admitled to the HHA on 2/17/13 for care after hip
surgety. The "START OF CARE
ASSESSMENT/RESUMPTION OF CARE," dated
2/19/13, contained the following discrepancies:

a. The SOC assessment indicated a goal that
Patient #9's depression will be controlied with
medication. The 30C also indicated Patient #9
was assessed on 3 "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
penod. The scale also indicated Patient #9 founcd
"fittle: interest or pleasure in doing things" more
than half the days in a two week perod.
However, under the section "Mental Stafus™ the
box labeled "Depressed” was not checked.

Rofer 4o PO
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through 4/17/13 was reviewed. The POT
incioded a goal of "Patients depression will be
controlled with medication as evidenced by
increased mood and nop self harm times 4
weeks." The POT also listed the medication
Patient #9 was taking. There were ho
medications on the POT far depression,

The RN that compleled the SOC aszessment
reviewed the record and was Interviewed on
3/07/13 at B:40 AM. She stated that she included
the goal related to depression after talking with
Fatient #9 and concluding he was depressed.
She stated the goal refated to depression was
taken fiom a template that was given to her by
the former Clinical Direclor and did not accurately
reflect Patient £9's sfatus. She confirmed Patient
#9 was not on any medications to treat
depression. She also stated Patient #2 bad not
verbalized ideation of harming himself. She
stated that she should have notifisd Patient #9's
physician about the results of the "PHQ-2" scale,
as it indicated to her Palient #9 was depressed,
and gotten an order for antidepressant
rnedicafion.

b. The SO0 assessment indicated Patient #9
wore glasses and had partially impaired vision,
which meant that he "cannot se¢ meadication
labels or newsprint, but can see obstacies in
path, and the surrounding layout...” A statement
oh the assessment form stated the patient's
visioh was to be assessed with giasses an.

PT services were aobserved on 3/05/13 beginning
at 1:35 PM. Immediately following this

plated

STATEMENT OF DEFIGIENGIES (X4) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING GOMPLETED
13rara B. WING 03/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
20860 EAST MAGIC VIEW DR, STE 100
FARILY HOME HEALTH
MERIDIAN, ID 83642
(X4) ID SUMMARY STATEMENT QF DEFICIENGIES In PROVIDER'S PLAN DF GORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFX {EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
G 331 | Continued From page 56 G 331 A‘%‘Z}L k) /0 &
The POT for the certification beriod 2/1713 J / I3

FORM CMS.-2587(02-99) Previous Verslons Obsolate

Evanl ID: MRL311

Frgility ID: QASO04170

If continuation sheet Page 57 of 70




May. 10, 2013 12:47PM Family Home Health Idaho No. 0746 P, H9/71
PRINTED; 03/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENGIES {*1) FROVIDER/SUPPLIER/GLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFIGATION NUMBER: A. BUILDING COMPLETED
137079 B. WING 03/11/2013
NAME OF FROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE

2960 EAST MAGIC VIEW DR, STE 100

FAMILY HOME HEALTH
MERIDIAN, ID 83642
{x4) Io SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {X5)
PREFLX (EACH DEFICIENCY MUST BE PRECGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENGED 10 THE AFPROPRIATE DATE

DEFICIENCY}

G 331 | Continued From page 57 G 331 “ﬁ !2 i 1‘13 )JK/

observation, Patient #3 was observed reading the

labels of his medication bpttles. Also during this M 4 / )74 3
observation, Patient #9's roornmate stated he had 0/

been trying o collect newspapers for Patient #9

because Patient #9 Joved to read.

The RN that completed the SOC assessment
reviewed the record and was inlerviewed on
af07/13 at 8:40 AM. She stated she
misunderstood the section related to vision status
on the S50C assessment She stated she
interpreted the question as Pafient #9's vision
capabilities without glasses, not with glasses,
She stated she is still in the process of leaming
how to complete the SOC assessment.

The 50QC assessment was inaccurate and
contained unclear information related to
diagnoses.

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

- In the "Pain® partion of the assessment, the RN
dacumented the location of pain as the “rash
wounds on (abdomen) under pannus [a flap of
excess skin, fat and tissue af the boltom of the
abdomen), grpin area.”

- in the section "Type of Lasion(s).” the RN
docurnented “open (stage) 2 started as yeast
infaction.”

- In the section "Stage of Most Problernatic
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{Observable) Pressure Ulcer” the RN did not ’Me/’ ' 1LO p bc/

mark the box indicating the wound was stage 2.

The RN marked "N/A - No observable pressure d 4 / Y, //_'%
9] M

ulcer or unhealed pressure ulcer.”

- The RN documented that the wound "Started as
yeast infection (between) pannus (and) groin area |
then opened up (stage) 2 red, pink (with) small |’
amount of serous drainage (and) yellow eschar.”

The RN who completed the assessment reviewed
the medical record and was interviewed oh
3/08/13 at 9:10 AM. She stated that Patient #8
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 unsurs
how to accuratsly docurment these wounds as
she had not had very much training on
completing the SOC assessment. She agreed
the assessment was unclear as (o what type of
wounds Patient #8 had.

Documentation of wounds on the 50C
assessment was unclear.

4. Patient #6 was an 88 ysar old male admitied
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 S0C assessment indicated Pafient #6 wore
glasses and had normal vision, which meant he
could see adequately in most situafions. The
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S50C assessment also indicated Patient #5 wore
glasses and contacts. A hand writien note
indicated the left eye contact had been removed.

Skilled Nursing services were observad on
3/05/13 beginning at 10:20 AM. During the
observation it was noted that Patient #6 was not
wearing glasses. immediately following the
observafion, Patient #6's medications were
raviewead with him. He stated he was taking eye
drops for a cataract surgery on his lefl aya in
2012. There was no documentation of this on the
S0OC assesament,

The RN who completed the SOC aszessment
was interviewed on 3/07/13 al 10:20 AM. She
stated she was not aware of Patient #6 having
cataract surgery. After reviewing the medical
racord she then stated she may have known
about the cataract surgery and markad |eft
contact removed by mistake. She stated Patient
#6 did not wear contacis.

The 50C assessment was inaccurate.

5. Patient #12 was a 68 year old female admitted
to the agency on 1/21/13 for home hedalth
services related to paralysis and pressure ulcer
that required wound care,

The "START OF CARE ASSESSMENT,” dated
1721113, listed diagnoses which included
osteomyelllis and stage 4 pressure uicer.
Subsequently, the POT for tha certification period
1/21/13 to 3/21/13 contained diagnoses of
osteomyelitis (infection of the bane) and
decubitus of the butiock.

Mm
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During an inferview on 3/07/13 beginning at 11:00
AM, the RN Case Manager reviewed Palient
#12's medical record and stated the diagnoses of
shkage 4 pressure ulcer as well as the
osteomyelitls was not a current problem with
Pattent#1{2. She stated Patient #12 had gone to
another state last year and had been hospitalized
for osteomyelitis and it had been treated and
resplved. She staied Patient #12 had then
undergone surgical repair for the stage 4
pressure uicer, so that had resolved as well. The
RN stated Patient #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
diagnases on the S0C assessment, but had Jeft
the areas blank.

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

The START OF CARE ASSESSMENT for Patient J@C/
#12 did not contain aceurate information. J%E/L 7 b
G 337 | 484.55(c) DRUG REGIMEN REVIEW G 337

The comprehonsive assessment must include a MM 4 / }7 [.3

review of all medications tho pafient 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 inferview
and patient interview, it was defermined the
agency failed to ensure the drug review was
comprehensive for 6 of 12 patients (#3, #4, #5,
#6, #B, and #9) whose records were reviewed,
Faijure to obtain an accurate patient medieation
list or to evaluate the list for duplicative therapy,
drug intetactions, or significant side effects had
the potential to place patients at risk for adverss
events or negalive drug interactions. Findings
inciude;

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

The "MEDICATION ADMINISTRATION" policy,
undated, contained a section that discussed new
or changed medications. The palicy included,
"Medication changes will be documented on the
nursing/therapy note when the case manager
becomes aware of the change. ...New
medications will be identified by the Rx number
oh the botfle 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 he verified
with the physician on the Physician Fax Sheet
and when the order is retumed signed, the

A
| O/;K; JPhz
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pafient's medication profile will be updated in the
computar by the Clinical Coordinator or hisfher
designes

A complete raview of medications did not eccur in
the foliowing examples:

1. Patient #6 was an 88 year old male who was
admitted {o the agency on 2/15/13 for edema and
high blood pressure.

A farm fitled "Medication Profile," unsigned,
dosumented the medications Patient #5 was
taking at the time of admission. It included:

- Amladipine 10 mg orally daily,

- Lecithin 1200 mg orally daily,

- Lisinopril 40 mg orally daily,

- Omega 3 Fish Gil 500 mg orally daily,
- Vitamin D 3000 units orally daily.

The same medications were listed on Patient #65's
POT for the certificaiton petiod of 2/15/13 thraugh
4116113, :

On a 5N home visit on 3/05/13 starting at 10:20
AM, surveyors completed a review of medications
with Patient #6. Patient #6 confirmed the above
medications and dosages. Also at this time,
several eye drap botties and a bottle of Aspirin
were ohserved on a small fable in the Jiving area
directly beside Pafient #6's recliner, Patient #6
stated he was taking eye drops for 2 removal of a
cataract on his left eye done in 2012, These eye
drops were Kelorolae (non-steroidal
anti-inflammatory), Prednisone (steroid), and
Vigamox (antibiotic). He stated he applied a drop
fo his left eye each day. Fatient #6 also stated he

o AL
Apded 4/37//3
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was taking an 81 mg Aspirin most days. The
Frednisone, Katarolac, Vigamox and Aspirin were

not included in Patient #5's medication profile and A @M (__” g // 3

POT.

The RN who provided care for Patient #6
reviewed the medical record and was interviewed
on 3107113 at 10:20 AM. She stated she was
unaware that Patietit #3 was taking the eye drops
and Agpirin. She stated she did not review
Patient #5's medications each time she visitad
hirm.

The medication fist and POT in Patient #5's
medical record were not accurate and current on
the date of the home visit

2. Pailent #9 was a 63 year old male who was
agdmitied to the agency on 2/17/13 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 2/28/13, documented the '
medications Patient #9 was taking at the time of
admission, It included:

- Nephro Vit 1 {ablet orally daily,

- Procardia XL 60 mg orally daily,

- Reirvela 800 rmg & tablets orally with meals,

- Norco 10/325 mg 1-2 tablets orally every 6
haurs as needed for pain,

- Oxycodone & mg orally every 4 hours as needed
for pain,

- Flexeril & mg orally every 8 hours as needed

- Metoproipl 25 mg orally daily

- Colace 100 mg orally twice a day as needed for
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constipation

The same medications were listed on Patient #5's
POT for cerification period 2/17/13 through
4M7M3.

During & PT home visit on 3/06/13 at 1:35 PM,
surveyors completed a review of medications with
Patient #9, Discrepancies were noted in
comparison fo 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 bottie of Reglan
for naysea. He stated it was given to him when
he was discharged from the nursing home. The
Regian was nof included on the POT and
"Medication Profiie.”

The DCS reviewed Pafient #9's record and was
interviewed on 3/08/13 at 10:40 AM. He
confimed 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 iist in Patient #9's
medical record was not accurate and curmrent on
the date of the home visit

3. Patient #8 was a 79 year old female admitted
to the agency on 2/07/13 for freatment of
abdominal wounds, cellulitis and high blood

2
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pressure.

A form titled, "Medication Profile," signed by the
BN on 2/21/13, documented the medications
Patient #8 was faking at the time of admission,
and inciuded:

- Cephalexin 500 mg orally 4 times a day,
stopped 2513

=« Albuteral Inhaler, 2 pufis inhaled every 4-6
hours a& needed far wheezing,

- Amplodiping 10 mg orally daily,

- Aspirin 81 mg orally daily,

- Ambien 10 mg orally daily,

- Clotrimazole ointment to apply to wounds wice
a day,

- Fish oil 1000 myg oratly daliy,

- Insulin Glargine 30 units injected twice a day,
- Insuwlin Lispro 410 units injected before meats,
- Lasix 40 mg orally daily as needed,

- Metolazone 2.5 mg orally daily,

- Nabumetone 600 mg orally twice & day,

- Simvastatin 20 mg orally dally,

- 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 an Patient #8's
POT for certification period 2/07/13 through
440713,

Waund care orders, signed by the physician on
2114113, included Dermakienz and Nystop
powder. These were not listed on the medication
profile,

During an observation of a Skilled Nursing visit on
30713 beginning at 11:05 AM, the RN parforined
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an assessment of Patient #8. During the .}D fﬂ

assessiment, Patient #8 stated she had been
taking a stool softener as needed for constipation

and thai she had a "huge bottie” of stoo! sofiener J ) 57 / 5
pilis with her. The RN stated she was unaware of Ob

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 taking it

for "a while." The RN stated she wauld notify
Patient #8's physician of the stool softener,

Alzo during this observation, the RN provided
wound care and applied the Nystop powder. The
RN did not apply Clotrimazole, When asked if
Clotrimazole was intended for the wound, the RN
stated it was. Bhe stated she never used it
becausea it caused too much moisture around the
wound area. She stated that she should have
notified Patient #8's physician that she was not
using the Clotrimazole.

The medication list and POT in Patient #58's
medical record was not accuraie and current on
the date of the home visit,

4. Patient #3's medical record documented a 67
year old female who was admitied for home
heallh services on 11/20/12, 3he was cuirently a
patient as of 3/04/13. She had a failed tofal knee
replacement in 2012 which later became infected.
Current diagnoses inciuded rheumatoid arthritis
and depression. Patlent #3's "Medicalion Profile,”
dated 11/20/12, stated she had 2 separate
antidepressants, Effexor and Zoloft. The POT
dated 11/20/12, included the same medications.

Patient #3's "Medication Profile” was faxed 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 3/08/13 beginning at 855 AM. He confirrned
the information regarding Patient #3's
medications was not communicated with the
physician,

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

5. Patient #4 was an 86 year old female admitied
to the agency on 1/08/13 for home health
sefrvices related fo pneumnonia, generalized
muscle weakness, and arthritis.

The POT for the cettification period 1/07/13
through 3/07/13 contained a list of medications
Patient #4 was taking. During a home visit fo
obsetve care provided by the HHA on 3/06/13
beginning at 10:45 AM, a review of medicafions
was performed with Patient #4. Discrepancies
were noted in comparison to the medications
listed on the POT as follows:

- Hydroxycholarquine, 200 mg, one daily, (The
POT stated the dosage as 1200 mg)

- Allopurinol 100 mg, one daily, {(Not included on
the POT)

- Omeprazole 20 mg, one daily, (Not included on
the POT)

- Probictic one dafly, (Not inciuded on the POT)
- Loperamide as needed, (Not included on the
POT)

- Fiber capsuies as needed, (Mot included on the
POT) :

- Prohiotic 10 as needed, (Nof included on the
FOT)

1o At
%ZJ Il
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- Nature Multivitaming one daily, (Not included on
the POT)
- Beano as needed, (Not included on the POT),

In an interview on 3/08/13 baginning at 3:40 AM,
the PT Case Manager reviewad Patient #4's
record. She stated her process for medication
review onh S0C was to review the hospital's
medication list on discharge with the medications
provided by the patient during that visit She
stated she would verbally ask for updates for
changes during visits but pafients did not always
revedl all medications. As for the
Hydroxycholorguine dose {writteh as 1200 mg,
not 200 rng as written on the container) the PT
stated she may have misread the abel or it was a
typo on her part.

Patient #4 was t=king medications that were not
tncluded on the POT.

6. Patient #5 was a 83 year old female who wasg
admitied to the agency on 2/05/13 for care
related to diabetes, hypertension, and abnormal
gait,

The PCT for the certification period 2/05/13
through 4/06/13 contained a fist of medications
Patient #5 was taking. During & SN home visit on
3/05M1 3 starting at 11:15 AM, the RN complefed 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 Miratay, a laxative,
Patient #5 staled she had basn taking the
Docusate for many years. The 2 medications
were not included on the POT.

Aop
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In an nterview on 3/08/13 beginning at 9:00 AM,
the RN Case Manager stated he was previously
unaware Patient #5 had been using the siool
softener and laxative. He stated he reviewed
both medicafions with the patient at the time of
the observed visit. Tha RN confirmead he had not
contacted the physician to Inciude 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. '

/57/5
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ACKNOWLEDGMENTS

As Administrator of Family Home Health | Julie Burnett acknowledge these changes as identified by the
plan of correction document. | further will do all within my capacity to ensure that the following changes
are implemented and followed as identified. { undarstand deviations from the conditions of

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

C O\ dis Bt e

Julie Bﬂvett, Administrator ~ Date
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G 114: 484.10(e) PATIENT LIABILITY FOR PAYMENT

Famity Home Health Staff has been educated on 3/19/13 of the foliowing changes to patient consents in
regards to Patients lability for payment. Staff responsibility upan initiation of services is to present in
writing to the patient or Iégai representative their financial respansibility for payment of home heaith
services. This is performed using the form “Admission to Home Care: Consents/Terms
Conditians/Releases”. The identified sections Authorization for Government Program Benefits and
Financial Responsibility outline the specific cost of services and the patient’s liabitity 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
heaith services.

AUTHORIZATION FOR GOVERNMENT PROGRAM BENEFTS

| certify that the information given by me in applying for payment under Title XVHI or Title XIX of the
Social Security Act is correct. | request that payment of authorized benefits be made directly to Family
Home Health, ! understand | will receive written notice from Family Home Health if services are not
authorized under Medicare or Medicaid. | understand services are expected to be fully paid by
Medicare/Medicaid or government program {100% Coverage by Medicare/Medicaid).

FINANCIAL RESPONSIBILITY {None to.Patient if traditional Medicare/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, orally 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 #: Amaunt of Coverage: Contact Person:

Type of Plan: {Circie one) Individual/Group .

Policy covers home care services requested: J Yes ONo Managed Care Pian; 0 Yes 0 No

Patient’s out-of —pocket charges: $___ per visit
{Patients receiving services under Medicare, have no out-of-pocket expenses, for Homebound Skilled

Home Health Services)

MODIFICATIONS:
No oral statement of any person shall modify or otherwise affect the foregoing terms and conditions.

Page 3 of 33
Family Home Health




15:58:45 04-08~2013. 6 /35—

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 April 1, 2013, Steven R. Horton will be stepping away from his duties as Secretary of the
Governing Body and repfaced by Jilie Burnett. Michae! Dempsey wili 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 April 1, 2013 and agreed upon who the members of its’ Advisory Commitiee
will be for 2013, Those members are as foliows:

Julie Burnett- Administrator, FHH SR e -
Jake overal- RN, BsN, pocs, FH ST

A Professional Advisory Committee {PAC Meeting) is scheduied to be held on April 10, 2013 at 3:00am
with all atiendees 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 April 10™ of each year and the second PAC meeting will occur before

October 31 of this year and each year foliowing.
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G 132: 484.14(b) GOYERNING BODY
.The governing body oversees the management and fiscal affairs of the agency.

The Governing Body met an 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

take Overall-RN, BSN, DOCS, FHH i ——
A Professional Advisory Committee (PAC) Is scheduled to be held on April 20, 2013 at 2:00am with all
attendess mentianed above.

The Agenda for the scheduled meeting is as foliows:

1. Defining the Professional Advisory Committee.
2. Evaluation process:
s 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 cutcomes,
3. Review of Policies by PAC
»  Admissior Criteria
» Discharge Criteria
» Coordination of Patient Care
» Plans of Care
» Clinical Recards Review
*  Personnel Qualifications
* Program Evaluation
4, Other Areas of Review
s Marketing & Community Involvement
¢ Contract Management
+  Personnel Management

5. Statistics

6. Committee Designations
* QA
* Finance

7. Other topics for comment/review
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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
compiiance 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
condltions of participation for home health services.
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G133: 484.14(c) ADMINISTRATOR )
The administratar, 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 engoing
liaison among the governing bady, the group of professional personnel, and the staff,

A Professional Advisory Committee {PAC} is scheduled to be held on April 10, 2013 at 9:00am with all

attendees mentioned above, {G132)

The Administrator will be responsible to ensure the PAC meeting will occur twice within a calendar year.
The first meeting will occur before April 10" of each year and the second PAC meeting will occur before
October 317 of this year and each year following,

The Board of Directors {aka) The Governing Body of the Corporation has made a change in who its’
members are in order to aliow more effective and efficient management of the Agency. This change was
effective on April 1, 2013. Steven R, Horton wiil be stepping away from his duties as Secretary of the
Governing Body and replaced by lufie 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 cornpliance 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 50 it may be reviewed periodically and jointty 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 far each case being reviewed.

" COMMUNICATION NOTES

With the integration of electronic charting via AxxessWeb ali clinicians received training on 3/26/13 for
the use of electronic communication notes. This allows clinicians to send messages altowing for
adequate and detailed written communication to specific individuals involved in the case. Al
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 pian 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 SHARQ Assessment Tool and the Recertification/Discharge Assessment
Tool. Case managers have been educated as to the function and purpose of these two farms in
coordinating care and ensuring adequate and accurate communication is occurring between disciplines.

SHARQ Assessment Tool {Attachment A)
Ali 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: 484.16 GROUP OF PROFESSIONAL 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 an April 1, 2013 and agreed upon who the members of its” Advisory Committee

' will be for 2013. Those members are s follows:

Juile Burnett- Administrator, FHH “

Jake Overall- RN, BSN, DOCS, FHH

»_-i—-

A Professional Advisory Committee (PAC) is scheduled to be held on April 10, 2013 at 5:00am with all

attendees mentioned above,

The Administratar in conjunction with the Advisary Committze will be responsible to appoint & Group of
Profassional Personnel by February 15 of every year.
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G152: 484.16 GROUP OF PROFESS!ONAL PERSONNEL
Refer to G152 as it relates to the agency’s failure fo appoint a group of professional personnel,

The Administrator in conjunction with the Advisory Committee will be responsibie to appoint a Group of
Professional Personnel by February 15™ of every year.

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;

Julte 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 1o 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 heid on April 10, 2013 at 2:00am with all

attendees mentioned above.

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 Agenda for the scheduled meeting Is as foliows:

1. Defining the Professicenal Advisory Committee.
2. Ewvaluation pro'cess:
¢ Assurance/Evaluation of existing or potential problems
@ (Capacity of Overcome
s Services offarad meet objectives of Agency and patient outcomes
e Minimal expenditures of resburces 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
e (Conmtract Management
_ ®» Personnel Management

5. Statistics

6. Committee Designations
e (A
* Finance

7. Other topics for comment/review

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

The Administrator will be responsibie to ensure the PAC meeting will occur twice within a calendar year.
The first meeting will occur before April 10" of each year and the second PAC meeting will occur before
October 31 of this year and each year foliowing,
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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 witl be responsible 10 ensure the PAC meeting will occur twice within a calendar year,
The first meeting will occur before April 10" of each year and the second PAC meeting will occur before

October 31# of this year and each year following.

The Governing Body met on April 1, 2013 and agreed upon who the members of its’ Advisory Committee
will be for 2013, Those memnbers are as follows:

Julie Burnett- Administrator, FiH oA
Jake Overali-RN, BSN, DOCS, FHH ST

One of the topics on the Agenda for the scheduled PAC meeting to be held April 10, 2013 is Marketing
and Community involvement 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
angoing responsibllity for this role and provides weekly reports to the Administrator who then reports
this information on a rnonthly basis to the Governing Body.
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G 156: 484.18 ACCEPTANCE OF PATIENTS, POC, MED SUPER

With the implemented changes and updates as outlined in G158, G133, G164, G165 Case POTs will be
reguiarly‘ 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 alt
disciplines as the ptan of care will be reviewed by ali dlinicians involved in the case at the time of the

update.
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G 158; 484.18 ACCEPTANCE QF PATIENTS, POC, MED SUPER

Clinical staff trained on the following requirements on 4/9/13. All written plans of care will be foliowed
as written and any changes to the pfan 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
ot 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 ali 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 electronicaliy
signed and dated by the case manager and sent via fax to the attending physician. All 485 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,

Al! 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
invoived in the case will receive written notification via Axxess messaging center at the time of
deviation. No deviation of care wili 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 dlinicians will be notified in writing of the findings via the Axxess
communication center, '

All treatrments and medications that the patient is receiving will be recorded in the patient’s medication
record and must have written or verbal physician appraval prior to administration. Periodic chart
reviews will be performed by the Director of Quality Assurance to moenitor 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 Ciinical Services to identify areas of needed
education for clinicians. ‘
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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 histary as identified by physician visit notes or physician approved history and
physical. All patient stated diagnoses ot 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 far
each week of the episode, prognrosis, rehabilitation potential, functional limitations, activities permitied,
nutritional reguirements, medications and treatmenits, safety measures to protect against injury,
instructions for timely discharge or referral, and any other appropriate items wilt 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. Al
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 cansent from the attending physician.

The plan of care (485) is reviewed by the case manager and involved clinicians, along with the Director
of Quatity 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 inciude 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 af 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 scheduied as needed for areas of weakness identified.
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G 164: 484,18(b) PERIODIC 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 pian of care without physician approval,

All care will be rendered accarding 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 wili be permitted without verbal consent from the attending physician.

All cases plan of treatment will include parameters that wili 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 Ciinical Services will be notified of all missed visits and the reason for
the missed visit as well s 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 avoidabie trends or potential
problems. The results will be reviewed by the Director of Ciinical 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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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 ali 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 Excef Spreadsheet to track the pfans
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 any 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
{3/25/13}. 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 1o provide numerical indices
for the Governing Body and the Professional Advisory Committee so they will betier 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 skifled nursing care, the registered nurse will perform the supervisory visit

required at least every fourteen days that the patient is receiving home health aide visits. Supervisory
visits are the responsibility of the case manager, if skilled nursing is not invaived in the case then
supervisory visits become the rasponsibiiity of the appainted case manager who is a licensed Physical
Therapist, Occupational Therapists, or Speech—Language Pathologist.

Supervisory visits wil be scheduled via Axxess scheduling center upon the initiation of aide services,
They wilt be scheduied and completed at least every fourteen days. The Director of Clinical Services will
maonitor 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 ta provide quality adequate services in accordance
with State and Federal conditions of participation for heme heaith agencies.
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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 o our
policies and saliciting 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 Goveming Body will decide what those policies will be in advance of each PAC

meeting.

s The Administrator, with input from the Board of Directors, and the PAC, shall develop/select a
comprehensive Agency-wide evaluation too! that will pravide for the collection of hoth 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 submitted to the Administrator at ieast one {1) month prior
to the end of the fiscal year.

s Aggregation and analysis of the employee evaiuation 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 Evaiuation Report shali 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 poficies.

The Administrator will be responsibie for delegating and fellowing up on this task for compietion prior to
November 30, 2013.
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(:245: 484.52 EVALUATION OF THE AGENCY’S PROGRAM
The evaluation assesses the extent to which the agency’s program is appropriate, adeguate, effective

and efficient,

* The Administrator, with input from the Board of Directors, and the PAC, shall develop/seiect a
comprehensive Agency-wide evaluation tool that will previde for the collection of both subjective

and objective data. This will ke in place by May 1, 2013.
e Services and care will be evaluated for adequacy, effectiveness, efficiency and appropriateness.

s 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.

»  Awritten 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 evaluaticn data should be completed and submitted to
the Administrator no fater 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 priorto
November 30, 2013
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G248: 484.52 (a) POLICY AND ADMINISTRATIVE REVIEW
As part of the evaluation process the palicies and administrative practices of the agency are reviewed 10
determine the extent to which they promote patient care that is appropriate, adeguate, effective and

efficient,

The Agency conducts an annual comprehensive evaluation of the Agency's functioning and performance
relative to its written mission, philesophy 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 arganization-wide performance improvement program is evaluated during the Agency
annual evaluation.

Agency Administration and the Board of Directors participate in a variety of educational activities on a
reguiar 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 continucusly assessed and
improved. Agency administration, upon approval of the Board of Directors, provides the following
resources for assessing the organtzation’s governance, managerial and clinical processes:

= Sufficient, appropriate staff, including management staff, to participate in performance
improvement activities

s 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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G 250: 484.52(b) CLINICAL RECORD REVIEW
At ieast 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 estabiished policies are

followed in furnishing services directly or under arrangement.

This opportunity aliows 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 abiiity 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 ta 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 a3 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.

White waiting for this, the Quality Assurance Registered Nurse will impiement the tool with the staff and
wark 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
sa 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 avaiiable for review by the Governing
Body no later than 4/15/13.

(Please review the Clinical Record Audit Tool attached)
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G 331 484.55{a) (1) INITIAL ASSESSMENT VISIT
A Registered Nurse will conduct an initial assessment visit to detetmine 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 pfan of care will coincide with the patient’s accurate heaith 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 sant 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 arders to axplain the deviation and necessary update to the plan of care. All
clinicians involved in the case will receive written notification via Axtess 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, aiong 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 putcomes
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 Dasis
tralning 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: 484550 DRUG REGIMEN REVIEW

The comprehensive assessment must include a review of alt 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 noncamgpliance 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 wlll then compare the
medication list with the medication bottles in the patient’s home as well as review the list with the
batient/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 manapers will assess any medication changes during each skilled visit, dotument this assessment,
and note any changes identified. This will ensure that a medication clarification order js generated and
forwarded to the physician for signature. The system wili aflow 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 fiteracy. 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 3 quick reference
to the Administrator, DCS, 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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16.03.07 INITIAL COMMENTS

The following deficiencies were cited during the
state licensure survey of your agency. Surveyors
conducting the review were:

Gary Guiles, RN, HFS, Team Leader
Syltvia Creswell, LSW, HFS

Susan Costa RN, HFS

Libby Doane RN, BSN, HFS

03.07020.01. ADMIN.GOV.BODY

020. ADMINISTRATION - GOVERNING
BODY,

NCO1 01. Scope. The home health
agency shall be organized under a
governing body, which shall assurne
full legat responsibility for the
conduct of the agency,

! This Rule is not met as evidenced by:

Refer to G122 as it relates to the faliure of the

¢ goveming body to provide oversight to the

395'“@!’
13.07020. ADMIN. GOV.BODY

' NDOS 03. Resporsibiliies. The
goverming body shall assurne
responsibility for:

b. Appainting the group of
professional personnel, meeting at
least bi-annually.

This Rule is not met as evidenced by
Refer to G130 as it relates to the failure of the
governing body to appoint a group of professianal
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03.07021.03 ADMINISTRATOR

NO47 03, Responsibiliies. The
administrator, or his designea, shall
assume responsibility for;

a. Organizing and coordinating
administrative functions of the
program, delegating duties,
establishing a formal means of
accountability on the part of staff
members, and maintaining confinuing
fiaison among the goveming body, the
group of professional parsonnal and
the stafi.

This Rule is nol met as evidenced by

Refer to G133 as it relates o the failure of the
governing body fo maintain continuing liaison
among the governing body and the group of
professional personnal,

03.07021. ADMINISTRATOR

' NDB2 03. Responsibiiities. The

administrator, of his designee, shal
assume responsibility for:

i, insuring that the clinical
record and minutes of case conferences
establish that effective interchange,
reporiing, and coordination of patient
care between all agency personnel
caring for that patient does occur.

This Rule is not met as evidenced by:
Refer to G144 as it relates {o the taflure of the
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agency 1o ensure coordination of patient
care occurred between all agency personnal
caring for patients.

03.07024.04, SK.NSG.SERV,

N119 04. Supervisory Visits, A
registered nurse or therapist makes a
supenvisory visit to the patient's
residence at least svery wo (2)
weeks, either when the aide is present
to observe and assist, or when the
alde is absent, to assess
relationships and detamine whether
goals are met. For patients who are
receiving only home health aide
sarvices, a supervisory visit must be
mads at least every sixly (60} days.

> This Rule is not met as evidenced by:

Refer to G228 as it relales to the failure of the
ageney to ensure aide supervisory visits were
conducted at Jeast evart 2 wesks,

(03.07030.01.PLAN OF CARE

N152 01. Written Plan of Care. A
written plan of care shal be
developed and implemented for each
patient by alt disciplines providing
services for that patient. Care

follows the written plan of care and
includes:

This Rule is not metl 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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03.07030.PLAN OF CARE

N153 01 Written Plan of Care. A
written plan of care shall be
developed and implemented far each
paftient by all disciplines praviding
services for that pafient. Care

follows the written plan of care and
includes:

a. Al pertinent diagnoses;

This Rule is nof met as evidenced by:

Refer to G159 as It relates to the failure of the
agency te ensure home health care foliowed a
writtan pian of care that included all pertinant
diagnoses.

03.07030.06.PLAN OF CARE

N172 06. Changes o Plan. Agency
professional staff promptly alert the
physician to any changes that suggest
a need to alter the plan of care.

This Rule is not met as evidenced by:

i Refer to G164 as it relates to the failure of the

. agency to ensure the professional staff promptiy
! alerted the

! physician to changes that suggested a need ta

; alter the plan of care.

03.07030.07 PLAN OF CARE

N173 07. Drugs and Treatments, Drugs
and reatments are adrninistered by
agency staff only as ordered by the
physician. The nurse or therapist
immediately records and signs oral
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N173
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arders and obtains the physician's
countersignature. Agency staff check
all medications a patient may be
taking to identfify possible

ineffective side eftects, the nead for
taboratory monitoring of drug levels,
drug allergies, and contraindicated
medication and promptly report any
problems o the physician,

' This Rule is not met as evidenced by:
i Refer to (3165 as it relates to the failure of the

agency to ensure treatments were administered
by
agency staff only as arderad by the physician.

03.07040. AGENCY EVALUATION

N193 040. AGENCY EVALUATION. A group
of professional personnal, which

includes at least one (1) physician,

one (1) registered nurse, and with

{ appropriate represantation from other

professional disciplines, establishes
and annually reviews the agency's
policies goveming the scope of
services offered, admission and
discharge policies, medical
supervision and plans of care,
emergency care, dinical records,
personnel qualifications, and program
evaluation. Al least one (1} member of

. the group is neither an owner nor an
; employee of the agency.

This Rule is not met as evidenced by:

Refer 1o 5242 as il refates to the falture of the
agency to ensure an annual agency gvaluation
was conducted.
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Continued Fram page §
Criminal History and Background Check

009.CRIMINAL HISTORY AND BACKGROUND
CHECK REQUIREMENTS.

01. Compliance with Department ' s Criminal
History and Background Check. A homa health
agency must comply with IDAPA 16.05.08, "
Criminal History and Background Checks. *
(3-26-08)

02. Direct Pafient Accass individuais. These rules

. apply to empioyees and contractors hired or
* contracted with after Octobar 1, 2007, who have
" diract patient access, (3-26-08)

. 03. Availability to Work. Any direct patient access
- individual hired or contracted with on or after

. October 1, 2007, must cornplete an application
 before having access to patients, if a disqualifying
¢ grime as described in IDAPA 16.05.06, ” Criminai

Histery and Background Checks, * is disclosed,
the individual cannot have access o any patient
without a clearance by the Department. Once the
notarized application is completed the individual
can only wotk under supervision unfil the
individual has been fingerprinted, The individual
must have his fingerprints submittad to the
Department within twenty-one (21) days of
completion of the nofarized application. (3-26-08)

This Rule is not met as evidenced by:

Based on review of personnel records and staff
interview, it was determined the agency failed o
ensure completion of criminal background checks
for 1 of 17 direct patient care staff (Staff #P),
hired after Octaber 2007. This had the potential
fo allow an employee who may have had
disqualifying crimes access to pafients. Findings

N 198
N 189
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include:
Personnel records were teviewed with the DCS
on 3/306/12 at 10:00 AM. Employee files for
patient care staff hired after October 2007 did rot
have evidence of a qualifying background check
for Staff F, a PT Aide hired 11/19/12.
The DGS confirmed the employee did not have
: Criminal background ciearance from the
: Department of Health and Welfare. f
i The agency did not ensure all direct care staff
had completed a qualifying criminal history
background check.
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