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January 27,2012

Mary Lou Long, RN, MSN, NHA

Director Community Services, Home Care & Hospice
190 East Bannock Street

Boise, ID 83712

Re: St Lukes Home Care and Hospice
CMS Certification Number: 13-7034

Re: Plan of Correction Received

Dear Ms. Long:

The Centers for Medicare and Medicaid Services (CMS) has received St Lukes Home Care and
Hospice’s voluntarily submitted plan of correction following the December 16, 2011, sample
validation survey. CMS appreciates the time and effort of you and staff in developing and
implementing the plan of correction. Please contact me at (206) 615-2432 if you need further
information.

Sincerely,
N

Kate Mitchell, Health Insurance Specialist
Survey, Certification and Enforcement Branch - Seattle

cc:  Idaho Bureau of Facility Standards

file
Denver Regional Office San Francisco Regional Office Seattle Regional Office
1600 Broadway, Suite 700 90 7" Street, Suite 5-300 (5W) 2201 Sixth Avenue, RX-48

Denver, CO 80202 San Francisco, CA 94103-6707 Seattle, WA 98121
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IMPORTANT NOTICE — PLEASE READ CAREFULLY

January 3, 2012

Mike Reno, Administrator

St. Luke’s Magic Valley Home Health
601 Poleline Road

Twin Falls, ID 83301

CMS Certification Number: 13-7034
Re:  Results of Sample Validation Survey
Dear Mr. Reno:

The Centers for Medicare and Medicaid Services (CMS) is confirming the results of the sample
validation survey, completed by the Idaho Bureau of Facility Standards (State survey agency) on
December 16, 2011, at St. Luke’s Magic Valley Home Health.

CMS finds that your home health agency is in compliance with all the Medicare Conditions of
Participation and will continue to be certified as meeting Medicare requirements. We have
forwarded a copy of this letter and the findings from the survey to the Joint Commission.

It is not a requirement to submit a plan of correction; however, under federal disclosure rules, findings
of the inspection, including the plan of correction submitted by the facility, become publicly
disclosable if requested.

You may therefore wish to submit your plans for correcting the deficiencies cited. An acceptable plan
of correction contains the following elements:

The plan for correcting each specific deficiency cited;
The plan should address improving the processes that led to the deficiency cited;

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

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

o All plans of correction must demonstrate how the home health agency has incorporated its
improvement actions into its Quality Assessment and Performance Improvement (QAPI)
program, addressing improvements in its systems in order to prevent the likelihood of the
deficient practice reoccurring. The plan must include the monitoring and tracking procedures
to ensure the plan of correction is effective and that specific deficiencies cited remain corrected
and/or in compliance with the regulatory requirements; and

Denver Regional Office San Francisco Regional Office Seattle Regional Office
1600 Broadway, Suite 700 90 7™ Street, Suite 5-300 (5W) 2201 Sixth Avenue, RX-48
Denver, CO 80202 San Francisco, CA 94103-6707 Seattle, WA 98121



Page 2 — Mr. Reno

Plan of Correction elements cont.

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

Please send a copy of your plan of correction within 10 days receipt of this letter to CMS and the State
survey agency. If you choose to not submit a plan a correction, please sign and date the first page
of each Form CMS-2567 and return to CMS.

Kate Mitchell, Division of Survey and Certification
Centers for Medicare and Medicaid Services
2201 Sixth Avenue, Mail Stop RX-48
Seattle, Washington 98121

We thank you for your cooperation, and look forward to working with you on a continuing basis in the
administration of the Medicare program. Please contact me at (206) 615-2432 if you need additional
information.

Sincerely,

Kate Mitchell, Health Insurance Specialist
Division of Survey and Certification - Seattle

Enclosure

cc: Idaho Bureau of Facility Standards
CMS Central Office
Joint Commission
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HEALTH « WELFARE

C.L.“BUTCH" OTTER - Governor DEBBY RANSOM, R.N., R.H.L.T - Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Elder Street

P.O. Box 83720

Boise, Idaho 83720-0036

PHONE: (208) 334-6626

FAX: (208) 364-1888

E-mail: fsb@dhw.idaho.gov

January 4, 2012

Tina Peer, Administrator

St. Luke's Magic Valley RMC Home Health -

601 Poleline Road

Twin Falls, ID 83301

RE: St. Luke's Magic Valley RMC Home Health, provider #137034
Dear Ms. Peer:

This is to advise you of the findings of the Validation/Licensure survey at St. Luke's Magic Valley RMC
Home Health which was concluded on December 16, 2011.

A copy of a Statement of Deficiencies/Plan of Correction, form CMS-2567 was forwarded to you by the
CMS Region X office on January 3, 2012.

Enclosed is a Statement of Deficiencies/Plan of Correction form listing State licensure deficiencies. In the
spaces provided on the right side of each sheet, please provide a Plan of Correction. It is important that
your Plan of Correction address each deficiency in the following manner:

1. Action that will be taken to correct each specific deficiency cited.

2. Description of how the actions will improve the processes that led to the deficiency cited.

3. Procedure for implementing the acceptable plan of correction for each deficiency cited.

4. A completion date for correction of each deficiency cited must be included (2 month rule)

5. Monitoring and tracking procedures to ensure the POC is effective in bringing the provider into
compliance, and that the provider remains in compliance with the regulatory requirements.

6. For each deficiency, the title of the person responsible for implementing the acceptable plan of
correction

7. If a POC for a citation refers to another citation’s POC, the referenced POC addresses the regulatory
issues or problems identified in the basic deficiency statement.

8. Sign and date the form(s) in the space provided at the bottom of the first page.



Tina Peer, Administrator
January 4, 2012
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by January 17, 2012,

and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please call or
write this office at (208) 334-6626.

Sincerely,

SUSAN COSTA SYL CRESWELW
Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

SC/srm

Enclosures

ec. Debra Ransom, R.N., RH.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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190 E. Bannock St.

Boise, Idaho 83712 .
Phone: (208) 381-2138 Fax: (208) 381.21 5411 ¥ STANDARDS

CONFIDENTIALITY NOTICE

The document(s) saccompanylng this telecopy transmiszion contains confidential information betonging to the sender, which Is privileged. The information {5
intended only for the use of the Individual or entity namsd below. if yout have received this corraspondsence In error, pleass; i) $sfoguard the informatton and notify
the sender immediately to arrange for the return of the information; OR ii) immedfately shred or otherwize destroy the communication and notify the sender.
Confirential information shoud not be disposed of in open waste receptacies or through other nicang that are not secure,

To: 6415&)%65 C@“e Sweétf Pﬁoéh’{}l @ﬁt&vﬂﬂfﬁ,-vﬁj

Fax #: KQ0& Y- | 2%

From: Home Care & Hospice Sheagpan ?}M‘%ﬁ‘ ML 31-Hoal

Date; Per Fax Header Time: b0

Comments:

\/ﬁii&& Ton \guvwe,i A—@%\?Uw @\ﬁ.!’\

(including cover sheet)

Pages:
g . 25

(Please call if you do not receive all the pages sent)

Confidential Health Information

This facsimile containg Prolected Health Information that is of a sensitive and confidential nature. 1t is being faxed to you with the
autharizalion of the patient or under sircumstances whare autharization is not required. You are required to maintain this
information in a secure and confidential manner and are prohibited from re-disclosing it without first abtaining the patient’s consent
or as otherwize permitted by law. Unauthorized re-disclosure may subject you to federal and state law penaltias.
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Kate Mitchell, Division of Survey and Certification FACILITY STANDARDS
Center for Medicare and Medicaid Services ' '

2201 Sixth Avenue, Mail Stop RX-48

Seattle, Washington 98121

Sylvia Creswell, Supervisor

Idaho Bureau of Facility Standards — DHW
P.O. Box 83720

Boise, ID 83720-0036

RE: St. Luke's Magic Valley Mome Health
Dear Ms. Mitchell and Ms, Creswell:

Enclosed is our Plan of Correctian for our validation survey completed on December 16, 2011. Because
we are a Joint Commission aceredited organization and currently have deemed status, we understand a
Plan of Correction is not required. However, we have determined it appropriate to respond to the
deficiencies cited,

We appreciated the professionalism and courtesy of the surveyors. If you have any questions, please
call Mary Lou Long at 208-381-3946 or Tina Peer at 208-814-7608.

Sincerely,

Mary Lou Long, RN, MSN, NHA
Director Community Services, Home Care and Hospice

cc: JoDee Aiverson
James Angle
Amy Bearden

180 East Bannock Street
Boise, Idano 83712
P (208) 381-2138 F (20B) 381-2725 stiukesonline.org
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N 00% 18.03,07 INITIAL COMMENTS

The {allowing deficlencles wera eited during the
Validation survey of your agency. The survgyors
conducling the survey werg;

Susan Costa, RN, HFS, Team Laader
Almea Hastriter, RN, BSN, HFS

Agronyms uged in his report Include:

SN - Skilled Nurse

03.07024. SK.NSG.SERV,

NOB1, The HHA fumishes nursing
services by or under the supanision
of & raglstered nurse In accordance
with tha plan of care.

This Rule is nol met as evidencsd by:

Refar io G 170 as |t relates to the failure of tha
sgency 10 8nsun nursing services were provided
in accordance with the plan of eare

N 000

N 091 RN Team Leader and
OASIS Review Nurse provided
education to staff on reviewing the
plan of care priot to the visit and then
foliowing the POC as written with
amphasis on pediatric and diabeic
plans.

NO081 | Audit 20 charts & month for 3 months
and then 20 charts per quarter 0
identify if the plan of carg is belng
followed with a goat of 90%
cormplianca.

N 155 OASIS Review Nurse will
review 100% of plans of care daily
before sent aut far signature.

Education
gompleted
y2/21/114.

Education
sompleted
at staff

eeting on
nine

N 1561 03.07030. PLAN OF CARE N 155 100% of POCs will have supplies and

N166 01. Written Plan of Care, A durable medical equipment included If

writlen plan of care shall be indicated.

daveloped and implemanted for each

paliant by &l disciplines providing D ﬁ

garvices for that patient, Care

follows the writtan plan of care and : a9 ¢

Inchudes: 'AN L 32

¢, Typas of services and i

aquipment required; F AC!L‘W STANDAHD

This Rula |s not mat as evidenced by;

Rafar to G 159 a3 it relates to tha fallure of the

agency 10 ensyte the POC JacludedDME, and
Burean of Fadilly SWnda

TITLE (03} DATE

LABORATORY DIRE Fru ENTATIVE'S SIGHATURE C/f/ EF 1554 EcOoTNVE OF?‘CE,Q. ) / 23[ 20/2,
BTATEFORM o LvaPit & contimsadon Jhvet 't oI6
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(x4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION 15
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFRCGIENCY)
N 455| Gontinued Fram page 1 N 155
supplies.
N 168 03.07030.PLAN OF CARE N 160 Education
. N160 OQASIS Review Nurse reviews |completed
wiggn g?an\ﬁé¥'g§?e':§2||°§§m‘ A 100% of plans of care daily before sent|at staff
o i .
developed and implemented for each ou’:._ .1 00% of p‘lanls ;fcci:are will have "}e'f}',ln; of
patient by all disciplines providing nutrition needs included. 17
sewvices for thal patient. Care
follows the written plan of care and
includes: N 172 The Clinical Instructor reviewed
" X the case manger orientation document |Education
h. Nutritional raquirements; 9
auire called Home Health/Hospice completed
This Rule is not met as evidenced by: Telephone Triage which contains a list |at staff
Refar to G 159 as it relates 1o the failure of the of typical events that would require meeting oﬁ
agency to include patients' nutritional needs on notification to the physician. 111112
the POC.
N 172 and N 173 Audit 20 charts a
N 172 03,07030.06.PLAN OF CARE N 172 month for 3 months and then 20 charts
per quarter to identify patient events
N172 06. Changes lo Plan. Agency and whether physician was notified
professional staff promptly at?rt tire: with goal of 90% compliance.
gw:emdatg ;lgpfhzh;giegfr:msuggest N172:Team leader will alsa make
) home visits with all staff starting
This Rule is not met as evidenced by: February 1st to ensure the physician is
Refer to G 164 as it refates 0 the failure of (he notified in a timely manner with goal af
agency to alert the physician to changes that 100% compliance.
suggested a need to alter the plan of care.
N 173 RN Tearm Leader and OASIS
N 1730 03.07030.07.PLAN OF CARE N173 Review Nurse provided education to  |Education
staff on reviewing the plan of care prior |completed
N173 07. Drugs and Treatments. Drugs to the visit and then following the plan |at staff
and treatments are administered by of care as written with emphasis on lab [meeting on
agency staff only as ordered by the orders and wound care plans. 12/21/11.
physician. The nurse or therapist
immediately records and signs oral
orders and obtaing the physician's
Blneau ol Fadilly Standards

STATE FORM
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N.AMEOF PROVIDER, QR SUPPLIER
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80t POLELINE ROAD
TWIN FALLE, ID 83301

o410
PREFU,
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLLL
REGULATORY OR LG IDENTIFYING INFORMATION)

e
PREFX
TAG

FROVIDER'S PLAN OF CORRECTION
(EAGH CORRESTIVE ACTION SHOULO BE
CROS5.REFERENCED TO THE APPROPRIATE
DEFICENDY)

mﬁm
DATE

N173

N 188

Continued From page 2

countergignalure, Agency staff check
all madications a patiant may be
taking to Idantify possaible

ineffactiva side effects, the nead for
laboratory menitortng of drug lavels,
drug alergles, end contraindlcated .
medication and promptly report any
problems ta the physiclan,

This Rule s not met as svidenced by:

Refer to © 186 as 1 retatas to the fallure of tha
agency to ensuna patiant madications were
raviewad and ordered by the physlcian.

03,07031.03 CLINICAL REC,

N186 03, Clnical and Progress

Notes, and Summarlas of Gare, Clinical
and progress nates must be waltten or
diatated on the day servica s

réndored and Incarporated Into the
clinkcal record within seven (7) days.
Summarlas of care roporta must ba
supmilted to the attending physician

al least evaty slxty (60) days.

Thia Rule |s not met as evidanced by:

Basad on record review and glaft interviaw it was
detarmined the agency falled to ensure pragress
notes wera pat onterad Into the medlesl record
withln seven days for 1 of 16 sample patients (#8)
whoae records were reviewad. Fafiure to
prompty enier progress notes Inlo the glinical
record mpaired coardination of patient cars.
Findings Includs:

Patlent #8 was a & year old female edmilled to
tha agancy on 10/03711 for care related tow
wongenital heart anomaly and feading difficultios.
Her "HOME HEALTH CERTIFICATION AND

N173

N 168

N 186 Staff will complete visit notes
on the same day of the visit and QASIS
visite within 2 days (new standard of
care),

Audit 20 charts a month for 3 months
and then 20 charts per quartar 10
identify if charting is being done par
required time lines with goal of 90%.

Education
pravided a
staff
meelings
on 12/211
jand 1/11/1
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EAPH OEFICIENCY MUST BE PRECEDED Y FULL
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1D
PREFIX
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FROVIDERS PLAN OF CORREGTION
{EAGH GORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPRAOPRIATE
DEFCIENCY)

)
LOMLETE
DATE

N 188

Continued From page 3

PLAN OF CARE,” for the catlification perled of
10/03/11 10 12/01111, contained orders for 8N
services 1.2 times a waek throughout the
cortification period, Her medical record conlained
a physiclan's order, dated 10/04/11, for & speach
therapy wvaluation. The physiclan orderad
speach therpy 2 imes a week for a total of §
waekys,

Tha Casa Manager for Patient #8 documented in
ths "Patlant Actvity" saclion of the record that an
10/04/11 sha lefl @ message for the Speech
Theraplst reganding the referral order, On
40/17/11, tha Casa Manager documanted she
contacted the Spasch Theraplel and was notified
that a viglt was planned for 101811, if
interpretive aervicas wera sacured. Reviaw of
nursing and speach therapy visit notes revealad
no further communication batween the Case
Managar and the Speech Therapist In addilion,
tha speech therapy visit notes for 10M18/11,
10720141, 10/25/41, and a second visit dated
10/25M1, were not entarad into the madical
record until $1/42/11.

The Cage Manager for Pallant #8 was
infesviewead an 12/45/11 at 3,20 PM. Sha stated
sha had contacted the Speech Theraplst on
1014711 to determine when the next visit was
scheduled, but had not spoken with her eince that
fime, She confirmed the speech therapy visit
notes were not balng entered into the computer
syetem in a Umaly manner. The Casa Manager
staled she did leave & massage for the Spacch
Tharaplst regarding the miasing visit notes but did
not hear back from her.

Spesch thesepy progress notes ware noi entered
o Patient ¥8's madical record within seven days
of each visit

N 188
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G 000 INITIAL COMMENTS G 000
The foliowing daficlancias were cited dusing the
Valkdation survay of your agency. The survayors 1D J [ = W/
conducting the survey ware; J E@EE L[ j
Susan Costa, RN, HFS, Team Leader IAN 2 3 2017 '
A|m59 Hm‘itﬂf. RN. Ble HFS B ok T LVIL
Acronyms usad [n this report include: =
ym FACILITY STANDARDS
DME - Durable Medical Equipment
mcg - microgram
mg - milligram
Li;N - Licansad Practical Nuree
O7Y - Occupational Therapy d i
POC -PanciCaro mataton of sooramatonand
PT - Physical Tharapy . ;
RN - Registared Nursa requirements for who documents and  Education
SN - Skilled Numa events that would trigger coordination  completed
G 144 484,14(g) COORDINATION OF PATIENT G 144| and documentation, 1/20/12.
SERVICES Audit 20 charts a month for 3 months
The clinlcal record or minutes of case and than 20 chars every quarter to
conferences establsh that effective interchange, identify if coordination is being done and
reporting, and coordination ¢f patiant care does documented with a goal of 90%
occur. compliance. '
This STANDARD s not met as evidenced by,
Basad on record review and stalf Interview,
wes determined the agency falled to ensure
documentation of coordination of care betwaen
dleciplines providing care to 2 of 14 sample
patients (#8 and #16) who recalved care from
more than one discipline. This had the patantial
to Interfere with the gualily and offactiveness of
patlant care. Findings Inctu
LABGRATORY DIREGTORBG PROVIR SR F\ R REDBESENTATIVES SIORATURE TTLE OEIOATE

‘mm..t CHIEF _ExecuTive ofticee 123[2012.
Y (W'l m.mmwhthmm:mwmmyhmmhvmmmwpmw&vkhmwmém
pmvidolumdmtmwma tanty, (See nstructions.) Extept for nursing homtes, the findings stxted above are disciosans 90 gayn

Pdhdnuﬂmﬁnoflumyvhm:undlplmulwmnhm For nuniing hamas, the shove and plans of comection are discoeatie 14
dsye following the date theas documants are made svafmbie ip the faciity, If deficancise am ched, &n app pian of tomecion L requits to continued

pregram pasticipation.
FORM CM3-2497 (L5 0) Previgus Varslons Dbaciyte Evehi ID; LVOPY 1 FaciRy ID; DASTD Y350 if continuation shaet Page 1 of 28
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1. Patient #8 was a 5 ywar old female admitted to
the agency on 100%11 forcam mlated to a
congenital heart anomaly and feeding difficulties.
Her "HOME HEALTH CERTIFICATION AND
PLAN OF CARE," for tha cartification pesiod of
100311 to 12/01/11, contalned orders for 8N
garvices 1-2 tmes a week throughout the
certification period. Har medical recond contalned
o physkian's order, dated 10/04/11, for a apeech
therapy evaluation. The phyaician ordered
upoekt;h therapy 2 imes & week for & total of &
Waaks,

The Casa Manager for Patient #8 documentad in
the "Patlent Activily™ section of the racord that on
10/04/14 she lsft & messaga for the Speach
Therapist regarding the refermal order, On
1047111, the Case Manager documented sha
contactad tha Spaach Therapist and waa notified
that a viait waa planned for 10/43/41, H
Interpretive servicas wers sacured. Review of
numing and speach therapy viait notes revealed
na further communication between the Case
Managor gnd the Spaech Therapist.

Tha Casa Managar for Palient #8 waa
Interviewed on 12/15/11 at 3.:20 PM, Sha stated
she had contacted the Spaach Theraplat on
10/17/11 to determine when the next visi was |
schaduled, but had not spoken with her ainca thet
time. She confirmed the apeech therapy visit
nates wers nat being antered into the computer
system in @ imaly manner. The Case Manager
slated gha did leave a message for the Speach
Therapist regarding the misaing visit notas but did
not hear back from her, She confirmad this
contact was not docurnentsd, She stated she
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had e-malled the Spasch Therapist on 1205/11
raganding contnuing thempy into tha new
certification pariod, but had not heard back from
her.

Tha madical record did not contaln
documaentetion of coordination of care betwesn
the Case Manager and the Speech Theraplst for
Patient #8,

2. Patient#18 waa a 15 yesr old fomnales admitted
o the agancy on 82311 for care related loa
pressure uicar, Patisnt#18 had spina bifida {the
neamplate daveiopmant of the spinal cord and its
coverings), was confined o & wheelchair, and
wore a back brace, Her "HOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
cartification period of 11/22/11 through 122012,
cantained ordars for SN visita 1 e a week for 9
wooks, PT 1 time a weak for 8 weeks, and an OT
avaluaton.

Communication batwean discipines was
documantsd In the “Patiant Activity” section of the
madical record, On 11/22/11, the Occupational
Thempisnt documanted notifying the Cass
Manages o viall was acheduiad for 11/2811, Tha
Case Manager documentad communication with
the Occupational Yhoraplst on 12/08/11 and
Indicated the OT evaluation would oceur on
12/08M 1. Patiant #168's madical moord did not
contalh avidente of an OT avalvation ag of
1216011 and there were no additional
communication nahes to axplaln the delay of the
evaluation,

The Casa Managar for Patient #18 was
interviewsd on 12/18/11 at 4:33 PM. She

G144
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reviewod Fatiant #16's medical record and
axplained the communication batwesn herself
and the Occupationa! Therapist, She statad
Patlert #16's famlly was overwhelmed with
various obiigations over the holiday and chose to
wel to begin trestmeant with the Occupational
Therapist on 1208/11. She confirmed this
Information had not been dacumanted, The Case
Manager confimed the Occupational Therapiat
did complate an evaluaticn of Patient #18 on
{2/008/11, however sha had not had any
communication from him regarding tha resuls of
the evalustion. She confirmed the vislt note was
notyst in the medical record. She stated she
would have expsciad to hear from him, but
communication between staff was somewhat

more difficult with contractsd employees.

The facility falled to ensure tha medical record G 159 OASIS Review Nurse will review

contalned documentation of the coordination of 100% of plans of care before they are

care batween discipines providing patient care. sentout. 100% of plans of care will  JEducation
G 158 | 4B4.18{a) PLAN OF CARE G 158 (\ave supplies and durable medical completed

The plan of car developed In consyltation with equipment included if indicated. RIARTAYS

the agency ataff covars &)l partinent diagnoses,
Including mental status, types of services and
aqulpmant required, frequency of vishe,
prognceis, ehabilitation potential, functional
Imitations, activitias permited, nubritional
requirempnts, madications and traatmants, ary
safety measuras to protect agalnst injury,
instructions for tmely discharge or refatmal, and
any other appropriate tems.

This STANDARD Is not met as ovidencad by:
Based onh record review and staff Interview, it
was datarmined the sgency faliad to ensure plans
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of care covered all partinent information, Including
PME and suppiles, for 5 of 16 patients (#2, #4,
#7, #10, and #13) whose records ware reviewad.
Thia had the potantial to negatively Impact quality,
enordingtion, end completeness of patiant care.
Findinga incluce.

1. Patient #2 was a 81 yaayr old mals who was
admitted to the agency on 7/01/11 after baing
hospltsiized for a fractursd hip. He was o
receiva SN, OT, and PT sarvicea. The "PLAN OF
CARE,* for the cartification peried 7/01/11 1o
8/28/14, listed only alcohol praps as the OME and
suppliea nesded. Patient #2 was to recelve
Lovenow injactions dally far five days for the
pravention of blood cliets, Alcohol wipas wauld be
used o claanss the skin just prior to the injection,
Thi comprehensive ansessmant completed ty an
RN on 7M1H1 at 12:30 FM, included Information
that Patlent #2 hed a bedside commede and used
a walker for ambulation.

During an Interview on 12/15/11 at 3:45 PM, the
RN who complatad the comprehensive
asgessment, raviewed the record and confirmed
the badside commode and walker wara nof
includad on the POC as OME. Tha RN sialed
she thought when she entered the Information
Into the electronic medical record during the
comprehansive assessmant it wauld bo
automatically ba entered into tha POC,

Patlent #2's POC di not ncluda necessary OME
and sugplies.

2. Patient #7 was & 4 yoar ok mate admitted to
tha agancy on 121011, Patignt #7 had been
hospitalzed for complications refated to a
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[ B S R X [ ST Ly N T I U i S s T

DEPMT MENT OF HEALTH AND HUMAN SERViCES

(R I TE S RIS SN

PRINTED: 01032012
OMB N

STATEMENT OF OEFGIENGER. | |001) PROVIDERBUPPLERISUA
AND FLAN OF QORRECTION IDENTIFIGATION NUMAER:

137034

(CH) MULTIPLE CONSTRUGTION
A BUILDING

B WING

(X3} DATE SURVEY
COMPLETED

__12Ment11

HAME OF PROVIDER OR BUPPUER
BT LUKES MAGIC VALLEY RMC HOME HEALTH

STREET ADDRESS, CITY, BTATE, TP CODE
8N POLELINE ROAD

TWIN FALLS, (D 83304

FORM AFPROVED
Q. 0936:0391

0w) I SUMIARY BTATEMENT OF DEFIGIENCIER
PREFX [EACH DEFICIENCY UUBT 5 PRECEDED 8Y FULL
TAG LULATORY GR LSC IDENTIFYING INFORMATION)

D PROVIDER'D PLAN OF CORREGLTKIN x8)
PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMMLETION
TAQ CROAS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

G 188 Continved From page §

progreasive heurclogical disaase which caused
strokes. Hia "PLAN OF CARE " fur tha
cerification pedod 1210/11 to 20712, listed a
feeding pump and cxygan as the DME and
supplies neaded, The comprahansive
assesxment completed by ant RN on 1210011 at
14:00 AM, Included information that Fatient #7
usad a hospital bad, an oxygsn concantrator
provided his axygen, and had a portable suction
machine, a whoslchelr, and & walker,

During ah Intsrviaw on 12/16711 ot 11:10 AM, the
Home Health Taam Lead raviewed Patiant #7's
record and confirmed the hoapital bed, oxygen
concentrator, auction machine, whaalchalr, and
wilker had not been fisted on the POC a8 DME.

The agancy did not Includs DME supplies on the
PQC.

3, Patiemt #10 was a thres month old maie who
was admithed to tha agency on 11/23/11. Patient
#10's diagnosss Included bronchopulmonary
dysplaala (also kriown &% chfonic ung dissase,
with scaning of the ng tissue and alrways,)
hlstory of asplretion, and a bicad clat in his heart
that requiret dally Injections of Lavenox, a blocd
thinning madication. Patiant #10 recalved SN
vials and PT sarvicns. Tha "PLAN OF CARE,"
for the cartification period 11/23/11 v 1/21/12,
Indicated "NO SUPPUES" In the DME saction,
The comprehenslve nureing assessmant, dated
11/23/%1 ot 12:20 PM, included Information that
Patient #10 was on oxygen by nasal cannula, as
well a5, a1 apnea monitor. The items were not
Inciuded In the DME sectian of the POC,

During an interviaw on 12/18/11 at 11:10 AM, tha

G158
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Home Health Team Load reviswsd Patiant #10's
record and confirmad the axygen via nazal
caggulﬂ and tha apnea monitor werm not an the
POC.

The agancy did not include DME auppliea en tha
POC,

4, Patient #t4 was a 73 yaar old female admitied
ta the agency an 11/08/11 for care related to
sprained ankies and brokaen ribs sustainad 83 &
reault of a fall. According to the "THOME HEALTH
CERTIFICATION AND PLAN OF CARE," for the
certification period 11/08/11 through 1/068/12,
Prtiant #4 was diahetic and usad Inaulln, as well
ans, ol medications io treat her dinbetss. The
POC Indicated SN was tb tmach Fatient #4
dlabetic foot care and monltor her feet for jealons.
Tha POC did not indleats if Patient #4' diabates
Wiy undsr control, who would be msponsibla io
monitor blood giucase levels, what the blood
glucosa parametans were, or i additonsl diabetic
gducafion was warranted,

The Home Health Team Lead reviowed Patient
#4's madical record on 12/113/11 at 4:07 PM, She
confirmed that bayond tha guidance to tsach
dlabetic foot care and monttor for laslons, the
FOC did not contain direction to ataff regarding
pdditiona! neadsd adycation or biood gluccsa
montoning,

Tha RN caring for Pationt #4 was Interviowed on
12/14/11 at B:00 AM. Sha statad shs had
reviswed Patisnt £4's physiclan's notea prior o
providing care. She statad that baxed on the
records shi determined Patent #4's diabetos
was conbolied. Sha confimned thet this

)
FORM CMI-2587[17-040) Prvious \Aerkors ObSCHNS ' Event ID:LVOPH Facilly iD: BAS001AAS N continuation ehoot Pags 7 of 29




PN s L e o toun

[T SN U I ST N

DEPARTMENT OF HEALTH AND HUMAN SERVICES

LINET IR R UR RPN )

PRINTED: 01/03/2012
FORM APPROVED

Infarmation was not documentad, She also
corfimed that acceptable blood glucase
paremsiars was not & opie discusssd with
Fatterd #4,

Patient #4's POC did not Include pertinant
Information refated to the disgnoels of diabatas.

5. Patient #13 was an 80 yaar oki farnala
admited o the agency on 8/10/11 for care
rolaind to congestive haart fallurs, Her
comprehenalve aassasment waa cornpleted by
an RN on 8/10/11. The RN documented 8 biood
glucoss srd noted that Patiant 213 had
"IMPAIRED FASTING GLUCOSE." Tha RN
dotumnented Patient #13 did not take medications
to contral har biood sugam, rather she
"WATCHES WHAT SHE EATS." TheRNalsy
docurnentad that Patient #13 had naturopathy to
poth wer extremities. Agcarding to the National
Diabetsa Information Clearnghaousa in 2/2008, at
diabataa.niddicnih.gav, diabetic nauropathiss are
a family of nerve dlsorders coused by diabetea,
Peaple with diabstes can, over time, develop
nerve damage throughout the bady, The neiva
damage can result In pain, tngling, or numbness,

Patiant #13's POC did not include guldance o
staff related {o the "IMPAIRED FASTING
QALUCOSE* Thae POC did not include direction
ralated to necessary aducation or monitoring
reipied to Impalred fasting glucosa.,

The RN who completed the comprahansive
aszassmant for Patisnt #13 was Interviowed o
1216/11 at 5:24 AM. She was unabls to fully
explaln what was meant by the diagnoals of
"impuired fasting glucose.” Sha staiad that
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Patient #13 did not actually have diabetes, but did
have blood glucose issues. She stated sha
cbtalned this information by reviewing Patlent

#13's medical history. She confirmed that she
reviewad Patient #13's diat and blood sugar
levels al avery visit, She stated she was not
aware that the information related to blood sugar
monitoring was not on the POC.,

Tha Home Health Team Lesd was interviewed on
12M16/11 at 9:40 AM. She reviewed Patient #13's
POC and confinmed thare wera no orders to
address education and monitoring related to

G 164 The Clinical Instructor reviewed
the case manager orientation document

blood glucosa levals and stated she would have called Home Health/Hospice Telephone
expected this to be included in the POC. Triage which contains a list of typical

events that would require natification to
The facllity falled to ensure the POC included all the physician,

medical equipment and diraction to staff related
to all pertinent diagnoses.

(G 164 | 4B4.18(b) PERIODIC REVIEW OF PLAN OF G 184| Audit 20 charts a month for 3 months
CARE and then 20 charts per quarter to identify
patient events and whether physician
Agenay professional staft promptly alert the was notified with goal of 90%
g:gfiglfgn E:g{ c?raeng% that suggest a need to compliance. Team leader will also make| Educated
P ' home visits with all staff starting completed
: February 1st to ensure the physician is | at staff
This STANDARD is not met as evidenced by: notified in a timely manner with & goal of| meeting op
Based on record review and staff interview, it 100% compliance. 12/21/11.
was datermined the agency staff falled to alert the
physician to changes that suggested a need to
alter the plan of care in 4 of 16 patiants #4, #5,
#6, and #10) whoese records ware reviewed. This
had the potential to negatively impact patient care
and outcomes. Findings include:
1. Patient #5 was an 80 yaar old female who was
admitted to the agency on 11/18/11 after
FORM CMS-2587(02-88) Privious Vaislons Obaslata Evant IDx LVQOPTY Facdity ID; DABDHAED if continuation shest Page 9 of 20
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discharge from & hospital related to a fractured
anm and paivis. A referral order, dated 11/14/11,
stated "initiate HC [Homs Care) satvices, SN TO
ADMIT TO HH {Homa Health] SERVICES, PT
TO EVAL levaluata] AND TREAT." The
comprehensive aascasment was completed on
11/18/11 by a Physical Therapist. The record did
not contaln decumantation of an RN visit,

In an intarview on 1271311 at 5:05 AM, the LPN
who had recalved the reforra) stated sha noticed
an 111711 that Patlant #8 had not yet been
sean by an RN. Tha LPN stated ahe gave the
referral (o her supsrvisor. The LPN atated her
guparvisor then gava the referral to an RN who
vinited Patien #8,

In Bn inwrvisw on 12/13/11 at 9:15 AM, the RN
who avalustad Patient #8 utated, after a
digcussion with Patient #8 and har femily, | waa
declded only PT and OT services were needed.
Tha RN stated she contactad PT directly after
maating with Patiant #6 and the comprehenaive
sssassment was eompleted by PT on 11/18/14,
The RN etatod she did not netty Patient #9's
physician reganding the change in plan for
therpy only satvices. Tha RN atated she did not
. | decument her initial visit with Patisnt #8 on
11T,

The agency fallad to notity ths physician that
skilled Rursing aafvices wata no longer neaded,

2. Patient#10 was a threa month old mals who
was admitted to the sgency on 11/23/11, Patient
#10'a diagnosaa ingluded branchopulmonary
dysplasia (a chronic lurip dissase, with scaming of
tha lung 88sua and alrways,) history of aspiration,

FORM CMB-2557{02.06) Pravious Vo Obsciets Evart [0r LVQP Y Pacty 107 QASODISED {f candingation shaat Papé 10 of 28
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Continued From page 10

and a blood ciot in his heart that required dally
Injactions of Lovenox, a bloed thinning
modication, Patient #10 waa to recaive SN and
PT sarvices. Tha “PLAN OF CARE" for tha
cartification period 11/2311 through 12112,
Indicatad nursing visits would be 1-2 times wneldy

i 8 nurelng note dated 12/01/19 at 1:30 PM, the
RN documanied Patient #10's mother wag not
present during the vialt and the great sunt was
taking care of Nim. The RN noted Patient #10
had a welght gain of seven ouncas in the eight
days since admizsion. A rapld galn of weight
could have Indicated fluid bulldup around Patlent
#10's heart and lungs cavging hamm. The RN did
not documant an assessment of Patiant #10,
such a3 liztening to hls heart and lungs, obtaining
an oxygen saturation lavel to ensure he waa
gotting snough oxygen, looking for signz of
awoling, asaassing how hard ha was working to
breaths, ih ordar to nie out this patentially
negative fluld bulldup,

In addition, the RN documented, " DONT SEE
THE DlURIL {a madication to decrease fiuld bulld
up In the body], CAFFEINE [used In Infanis to
stimulate regular bresthing pattsrns), OR NACL
[sodium chieride]. ASSUME THESE WERE
CANCELED BUT WILL WAIT TO DISCUBS
WITH MOM.* The RN also noted the great aunt
stated Patient #10 was no longar using
supplemantal oxygen via the nasal cannula.

The medisal record did not contain
docurmentation that Patient #10's physiclan was
nofified of the mpid welght gain or that the
medization changas wara carified with Patient
#10's mother or physiclan.

G 184
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in addition, tha RN also documentad Patiant
#10'a graat aunt had difficulty with the apnes
monior {8 davice which alarmed if Patlent #10
stopped breathing] laads not working, and the
company was unabls to supply new Isads untl
tha following week. Tha RN documented ahe
fnatructed the grest aunt to usae tape to sscure the
rnontor kads until that ime,  The recond
indicated Patlent #30 diad that svening.

During an interview on 12/18/41 at 11:10 AM, the
Homs Heslth Team Laad reviewsd Patiant #10'
medical ecord and confirmed it appeared the RN
did not communicate the weight gain to the
physiclan, and did not document clarification of
tha chanjes In medication or oxygen.

Tha agency did not alert the physiclan to Patient
#10's woight gain as wal| as to confirm
medigation changes.

3. Pafient#4 was a 73 ywar old tsmals admitted
to the agency on 11/08/11 for care related to

ankles and broken ribg sustalnet as 8
result of a fali. The "HOME HEALTH
CERTIFICATION AND PLAN OF CARE,” for tha
cartfication pariod 41/08/11 through 10812,
contalned orders for SN and FT viais 1-2 timea a
week during the certification pariod, and OT
evaluation,

On 1471511 the Oecupational Therapist
documeantad, In the "Patient Activity” section of
the msdical recard, the Physical Therapist
notifled him that Paﬁem #4"DID NOT THINK
SHE NEEDED QCCGUPATIONAL THERAPY BUT

G 164
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WOULD BE OK WITH JUST PHYSICAL
THERAPIST [8lc]™ The Ocoupational Tharspist
documented thet it war duecided the Physical
Therapist would screen Patient #4 carefully and
educate Patiant #4 if OT was needed. The
Physical Theraplat documentad on 11/15/11 that
the taam (which Includa PT, OT, and SN) was
notified of Patiant #4's reguest to hold off on OT
unt} she was sironger, Thara was no
documentation In the madical record that the
ptggdan wna hotifled of this alteration [n tha
PQC.

Tha Homa Haalth Team Laad reviewed Patient
#4's medical tecord oh 12/43/11 et 3:00 PM and
confinmed the physician was not notified that |
Patient #4 was not recaiving OT sarvices as
ordereq.

Tha sgency falled to notify the physiclan of
changes in pationt neads which altared tha POC.

4, Patiort #5 was 8 85 year old famaie admitted
to the agency on 10/27/11 for cara related to an
abtraslon on her trunk which requtred dressing
changes. Her*HOME HEALTH CERTIFICATION
AND PLAN OF CARE," for the certification period
10/27/11 to 1272511, Included orders for SN visit
9-2 imes 8 wenk for § weaks.

Documantation from a SN viait on 11/21/41
indjcatad a change to Petient #5's madication
regimen. The RN documented Patiant #5 waa
steried on Clotimazole Lozenges (a madication
tn treat oral yeast infections) but was rrfusing to
take them, The RN alzo documented, "PATIENT
DOES HAVE WHITE BLOTCHYNESS {sic) TO
TONGUE" The RN noted, in the

G 104
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*POC/Synopsia® saction of the visit nats, that
Patlemt #5 wan "STARTED ON A NEW MED
{mmedication] FOR THE WHITE PATCHES ON
HER TONGUE HOWEVER REFUSES TO TAKE
IT AT THE TIME..." The madical record did not
contaln documantation that the physician was
notified of Patiant #5's refusal to take the
prescribad medication. (n addition, the madical
record did ot contaln documentstion of any
follow up evaluation of the white paiches on
Petient #5's tongue Suring subsaquent SN visita.

Patiant #5 and her caregiver wore Interviewad
foliowing a homa visit on 121311 &t 12:40 PM.
Patlant #3 statad she was prescribed the
jozenges for tha whits patches In her fnouth, She
recalied her doctor taiking to her about & yaast
Infection. She stated sha stoppad taking the
lpzenges bacauas ahe feit they cauged her side
effects (which she stated she couldnt recall).

The RN who campd for Pattent #5 was Interviewed
on 12713111 at 4:24 PM. She statad ahe recallsd
Pationt #5 mantioning a yeast Infaction, but thet
Patient #5 bollevod the yeast [nfaction was
actually on the skin in har armpit, ‘The RN stuted
ghe evaluatad the armplt, which looksd normal,
but did not aasaaa the white patches on Patiant
#5's tongue. Sha stated she did not connect that
the ysast infecton may have actually been in
Pafient #5's mouth rather than In her armpit aa
Patiant &5 baileved. She confirmad thers was no
additonal sveluation or documentation of an
assessmant of Patient #5's tongue,

Nursing staff tajlad 0 notify the physiclan Fatlent
#5 had discontinued preacribed medicaions.
G 185 404,18(c) CONFORMANGE WITH PHYSICIAN G165
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ORDERS
Drugs and trestments am administarad by
agancy staff only as ordered by tha physician.
This STANDARD s not met as evidenced by:
Based on record raview and ataff interview it was
delsmitned the sgancy falled {o ensure care was
only provided as ordared by a physician for 2 of
1€ sampla patants (#11, and #13} whose fecords
wera reviewad. This had the potential to result in
provision of care without a physiclan's approval
and authorization, Findings include;
1. Patient #13 was an 80 year oid female G 165 RN Team Leader and O.ASiS )
admitied to the agancy on 8/10/11 for care Review Nurse provided education to  |Educatian
related to congestive hean faflura. The by staff on reviewing the plan of care prior  |completed
comprehensive assesamant wes complatad he visit and then foliowing the plan of |at staff
an RN on /10111, The RN documented “BMP tothe visit and then T o o omab |meeting o
care as wrilten with amphasis on la m g on
[besic matabolic panel - & lab tast to evatuata 4 d wound care 12121111,
biood chamiatry levals] PER MD {medical doctor] orders and wo '
PERFORMED PER AGENCY PROTOCOL"
Patlent #13's medical racord did not contaln
orders for a BMP [ab drew duw on 81011,
The Home Health Team Laad reviewsd Patiant - f
#13's medical racord and confirmad thare waa no Audit 20 charts 3 month for 3 m?m y
order documented for the BMP lab drewn on and then 20 charts per quarter 16 ensure
871011, the plan of care is being followed with
goai of 90% compliance.
Pationt #13 had lab work drawn without
phyaician's ardar.
2, Patient#11 was an 86 year oid fomala
admiitad to the agency on 11/26/11 for care
related to a 2nd degree bum. The "HOME
HEALTH CERTIFICATION AND PLAN OF
Evant 1D; LV Failty Iy, DASRG13ED If coninustion sheet Page 15 of 25
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Continued From pape 16

CARE," for the cartification pariod of 11/26/11 to
0124112, contained orders for SN visits for
dressing changes. The dressing was o be
changed on 11/26/11 and than twica during the
following week. According to the dreasing
change order, the weund was [0 ba cleansed with
normal saline, the area aund the wond was to
be pattad dry, and thon a Raplicans draxaing was
to be applied.

Tha RN documented [n the nursing vis hiotas for
11/28/11 and 42/02/11, that the wound wia
cleanzad with normal epfina, and an Adaptio
dressing (a Vaseline Impregnated gauze
dressing) was appiied, covered with Telfs, and
taped in place. The dressing changes wem not
completed as ordersd on 11/2811,

Tha Home Health Team Laad was Interviewed on
12/15A1 at 11:20 AM, Sha reviewed Patient
#11's madical record and confirmad thare was na
ordef for the Adaptic dressing used on 11728/11
and 12:02/11.

Dressing changes were provided to Patient 311
without a physiclan's ordar.

The Icliity falled to ensure all treatments were
providad only as ordared by the physlclan,
484.30 SKILLED NURSING SERVICES

Tha HHA fumnishes skilled nuralng sarviees In
accordance with the plan of care.

This STANDARD iz not met as evideticed by,
Based on staff Intervisw, cheervation, and meomn
raview, § was determined the agancy falled to

G185

@170
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ansume skillad nursing zervicas wers provided In
accordance with the plan of care for 5 of 16
patients (42, 3, #4, #7, and #12), whose reconds
wera reviewsd. This had the potential o
nagatively Impact quality and complatanesa of
patient care. Findings Include:

1. Patiant #2 was 8 91 yasr old male who was
admittad ty the agancy on 7/01/14 aftar being
hospitalized for 8 fractured hip. He was to
receive PT and OT sarvicas, and SN viafts to
manitor his sntl-coggulant therapy to prevent
blood clots, Tha "PLAN OF CGARE," for the
cantification period 7/01/11 to 8/28/11, Indicated
the SN would instruct Patient #2 to retord his
blood prassure and walght in a log which would
ba reviewed with the RN at each vislt

SN vislt notes for 7/01/11, 7/02/11, TI03/19,
7/04141, 7/07/11 and 712111 did not contain
documentation related to Instructing Patiant #2 o
keep a biood pressute and weight log. None of
tha vislts contalned documantstion that a log was
kept of that this Information was reviewad with
Pationt #2,

In an Interview on 12/15/11 at 3:45 PM, the RN
who cared for Pationt #2 stated the software
program the agency used wouid automatically
incorporate information from the comprehensive
assassment to design the POC. 8ha stated the
orders to Instruct Patient #2 regarding a blood
prassure and weight Jog, and then to review it at
aagh visit wers automatically entensd Into the
POC. Sho stalad she was unaware the POC
tontainsd tha orders and did not provide this
Instruction or manitenng,

G170

G 170 RN Team Leader and OASIS
Review Nurse provided education to staff
on raviewing the plan of care prior to the
visit and then following the pian of care
as written with emphasis on pediatric
and diabetlc care plans.

Audit 20 charts a month for 3 months
and then 20 charts per quarter o ensure
the plan of care is being followed with a
goal of 80% complianca.

Cducation
ompleted
at staff

meeting on
12/21/11.
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The agency did not ensure nursing steff followed
Patient #2's POC,

2. Patient #7 was 8 4 yoar olg male (Patlent #3's
twin brother), admitted to the agency on 12/10/11.
Patlent £7 had been hospitalzed for .
complications related to a progressive
neurological disaass which caused strokas.
Patient ¥ was on oxygen and had o feeding
pump for nurition agminiatration. The "PLAN QF
CARE," for the cartfication pariod 12/10711 to
2/07T12, indieated the SN would assess vital
signs, such as blood prassurn and oxyden
saturation tavels, and welghts at each visit.

BN vialts made on 121011 and 12/18/11 did not
contain documentation that welghts, tiood
pressyres, of oxygan satumtion lovels had been
oblalmad.

In 8n interview 12/18/11 at 10:20 AM, the Homa
Health Team Lead raviowed Pallant¥a record
and confimed walghts, blood pressures, and
oxygen saturations had not been monitored at the
visits on 1271411 and 12/13/11.

The agency did not ensune nursing ateff foilowed
the POC.

3. Patient®3 was a 4 yaar old male (Patlent £7's
twin brother), admittad to tha agency on 11/04/11.
Patlont #3 had been hosplaized for
complications related to @ prograastve
newrological diseasa which eaused atrokes. The
"PLAN OF CARE," for the cortification period
11704711 10 110212, Indicatad the SN would
assess vital signs, such as blood preasure and
oxygen saturation lavels, and weights evary visiL
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SN vistts made on 1108/11, 114141, 1171811,
14/23/11, 12/01/41 and 12713711 did not contain
documeantation that welghts, biood prmasyures, or
oxygen saturation lsvais had hesn obtainad,

During & home viait on 12/13/11 at 1:15 PM with
Patient #3's Casa Manager, it was noted his
waight, biood pressure, and oxygon satusation
1ave] were not arsessed,

In an intarview 12/16/11 at 10:30 AM, the Home
Health Team Lead reviawed Patientitd's record
and confirmed walghts, blead pressure and
oxygen saturation levels weme not documsnted.

The agancy di nol ensure numing staff folkwed
Patient$3's FOC,

4, Patient#4 was & 73 yoor old femaie admitted
to the agsncy on 11/08/11 for care releted to
aprainad anklas and brokan ribs sustalnad s o
result of a fall. According to the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE." fur the
cartification parod 11/08/11 to 1/08/12, Patiant 34
was diabetic and used insulin, 88 well ag, oral
medications to traat har diabetes, The FOC
Indicateg SN was to teach Patiant #4 disbatic foot
care and monltor her foet for lesiona. The
madical record did not comtalin documentation
that Petiant #4 wau educaled regarding diabetic
foot care.

During a home vigit on 12/13/11 at beginning at
40:50 AM, Patiant #4 was ubasarved discussing
foct care with the Physica) Theraplat. Fatent 34
stated her toenalis needed to be timmed and
gince she wag nol able to do It herself ahe asked
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the Physical Theraplst who would be able to
safaty provide this esrvice, The Physlcal
Therapist recommendad Patient $4 contact har
podiatrist. Following the home visi, Pationt #4
way [nterviewsd. Sha staded that she did not
racall baing aducated by the RN regarding
diabstic fool care,

Tha RN who cared for Patiant #4 was nterviewod
on 12/14/11 a1 9:00 AM. She confirmed the
medical record digd not contaln doturmentation
that Patient #4 was educated regarding diabetic
foot care. She stated It was possibia that she
provided Patlant #4 & hand out regarding foot
cara and providad the necessary teaching but did
not complete tha documantation,

Patlent #4 wag not educated regard!ng dlabetic
foot care in accordanca with the POC,

§. Patlent #12 was a 88 year old male admitted
to the agancy on B708/11 for care related to
diabetes, His "HOME HEALTH CERTIFICATION
AND PLAN QF CARE," for the cartification periad
B/0&/14 to 10/04/11, conainad orders for SN to
teach diabetic foot care and gvaiuate Patient
#12's fest aach vialt.

Tha medical recond containad documentation of
14 SN visits during the certification period. The
RN documented completing an examination of
Patlant #12's feat on only 6 visits {(E08/11,
/10744, 8142711, B/06M11, 971311, and 9/118/11).
The medical recor@ did no! contatn
documentation that Patient #12 had bsen
educated on digbetic ool care and evaluate his
feat on gach visit
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The Homa Heaalth Team Lead reviewed Patient
#12's recard on 12/1511 at 11:50 AM. She
confirmead that thera was no documentation
Patent #12 had been educated on diabetlc foot
cara. She confimnad that, with the exception of
the above dates, them was no documantation .
that Patiant #12's feat had heen axamined during
eath visit,

Patiant #12 did not recaive diabetic foot can
aducation or examinations of his feet with eath
BN visit In aceordance with tha POC.,

Skilled nureing sarvicea ware not provided in
accordance with PQOCs, G 172 Manager provided education to

G 172} 484,30({a) DUTIES OF THE REGISTERED G 172|11e nurses regarding the steps to follow
NURSE when patients are unable/unwilingto  Education
follow the pian of care; for example, not  bormpleted
taking medications as ordered, 1/20/12.

Audit 20 charts a month for 3 months
and then 20 charts per quarter to identify
1;“::::” DG’:S J?;gam rzgv”}ge:"c:g;% nurse re-evaluation when the patient is
an?:{ Paﬂe?,{fngamw |t was determined the not following the pian of care with goal of
agency fallad to ensure the RN re-evaluated the 80 % compliance.
nursing neads for 2 of 16 patients (#5 and #10)
whosa records were reviewad, This had the
potental to rasult in unmet patient neads and to
nagatively impact the quality of patient care,
Findings Include:

The registerad nurse regularly re-evaluates the
patients nursing needs,

1. Patlen! #10 was a three month old male who
was admitted to the agency on 1172311, Patient
#10's diagnoses Included bronchapuimsnary
dysplasta (a chronia lung dlsease, with scarting of
the lung lissue and alrways,) history of aspiration,
and a blood clotin his heart that required dally
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injections of Lovenox, a blood thinning
medication. Patiant £10 was to recalve SN and
PT services. The "PLAN QOF CARE" for the
certifieation period 11/23/11 through 1/21/12,
Indicated nursing visits would be 1-2 times weekly

In a nursing note dated 12/01711 at 1:30 PM, the
RN documented Padient #10's mother was not
present during the visit and the grest aunt was
taking care of him. The RN noted Patient 110
had a waight gain of saven ouncas In the eight
deys since admisslon. A rapid geln of weight
could have indicatad fluid builidup arcund Patiant
#10's heart and jungs caualng harm. The RN did
not document an assexament of Patient #10,
such as [istening to his haatt and lungs, obtaining
an oxygen saturation lavel to ansure he was
goatiing ensugh oxyhen, leoking for signa of
swalling, assessing how hard ha was working to
breathe, In order to rule cut this potentially
negative fiuld hulldup.

In addition, the RN documented, “I DONT SEE
THE DIURIL [a madication to decreass flutd bulid
up In the body], CAFFEINE [used In Infants to
stimu(ate regular braathing pattems], OR NACL
[sodium chiaride]. ASSUME THESE WERE
CANCELED BUT WILL WAIT TO DISCLSS
WITH MOM.* The RN also notad the graat sunt
stated Patient #10 was no longer using
supplemental oxygen vis the nasal cannula,

Tha medical record did not contain
dosumentation that Patient #10's piysiclan was
notifiad of the rapid walght gain or that the
medication changes were clarified with Patient
#10's matner or physiclan,
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In addibon, the RN also documenisd Patient
#10s great aunt had difficully with the apnes
monitor ja device which alarmed if Patient #10
stopped breathing] leads not wotking, and the
company was unsble to supply new leads untl
the following week. The RN documeniad she
instructsd the graat aunt to vas tape to sacume the
monitor jeads ynt| that ime. The recerd
Indicatad Patiant #10 died that evening.

During an Interview on 12/18/11 at 11:10 AM, the
Homp Heslth Team Lead reviowad Patlant #10's
medical record and copfirmed it appaamsd the RN
did not communicate the waight gain to ths
physician, and did not document clarification of
the changes |n medication or oxygen.

Tha RN did not fully assess tha nursing needs for
Patlent #10,

2. Patlant#5 waz & 96 year old fomals admitted
to the agancy on 10/27/11 for care related to an
abrasién an her trunk which required dresging
changes. Her "HOME HEALTH CERTIFICATION
AND PLAN OF CARE " for tha certification period
10/27/11 to 12/25/11, included orders for SN visit
1-2 imes a weak for 8 waeks,

Documentation from a SN visit on 1121711
indicated a change to Patient #5's medication
regkmen. The RN documented Fatlent #5 was
slarted on Clotimasola Lazenges (a mediation
i veat oral yeast infections) but was refuging to
take tham. The RN also documented, “PATIENT
DOES HAVE WHITE BLOTCHYNESS [slc] TO
TONGUE." Tha RN noted, In the
"POC/Synopsis® section of tha visit note, that
Patient #5 was "STARTED ON A NEW MED
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{medication] FOR THE WHITE PATCHES ON
HER TONGUE HOWEVER REFUSES TO TAKE
IT AT THE TIME..." The medical record did not
contaln decumentation that the physician waa
nolifisd of Patiant #5's refusal to take the
prascribed madication, In addition, the medical
recond did pot contaln docurmentation of any
follow up svaluation of the white paiches on
Patient #5's tungue during subzetjusnt SN visia,

Patient #5 and hat caragiver were Interviewed
foliowing a home visit on 1271311 at 12:40 PM,
Patlent #5 stated she was prescribed the
iozengas for the white patches in her mouth, She
recalled her doctor talking to her about a ysast
infecion, Sha stated she atoppad taking tha
lozanges bacayss sha felt thay caused her slde
affacts (which she stated she couldn't recal).

The RN who cared for Patient #5 was intarviswed
on 12/13/11 at 4:24 PM. She stated she recalled
Patient #5 mantioning a yeast infection, but that
Patiant #5 ballaved the yaast infection was
actually on the skin In her armpit. The RN stated
ghe evaluated the ampit, which locked normal,
but did not assass the while patches on Patient
#5's tongue, She stated she did not connect that
the yeast iMection may have actually been in
Patient #6's mouth rather than [n her ammpit as
Patlent #5 bellaved. She confirmed there was np
additional evaluation or documentation of an
assessmant of Patient #5' tongue,

Nursing staff falled to re-evaluats Patieht #5's
nursing needs relsted to symptoms of a yesst
Infaction.

484 55(a)(1) INITIAL ASSESSMENT VISIT

@172

G 332}
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The (nitial assessment vist must be held either
within 48 hours of refama), or within 48 hours of
the patient’s returm homa, or on the
physiclan-crdsted start of care date.
This STANDARD s not met as evidenced by.
Based on record review and siaft interview, i
was datermined the aganty falled 1o ensum the
Inital patient assasement was completed within
48 hours from physician referral for 1 of 18
patients (#8) whese recards ware reviewad. This
had the potential to result in unmet pationt neads. X
Findings Inciude:
Patient #8 was an 80 yaar ol female who was
admitted to the agency on 11/18/11 aftar
dischargje from a hespital related to a fractured
arm and pelvis. A referral order, dated 11/14/11, G 332 Education by manager 1o staff
stated "Initlate HC [Homa Care] services, SN TO regarding the process to follow if patient
ADMIT 1D HH [Home Heaith] SEBWGES' FT is unahle to have the initial assessment
TO EVAL [avaluate] AND TREAT." The wr -
within 48 hours, The physician will be  [Education
comprehensive assassment was complated on , )
11/18/11 by a Physical Tharapist The record did notified and the reason for the delay is  [completed
not contain dogumentation of an RN visit documented. 1/20N12
Chart of any patient not assessed within
'"h:“r::?’;?e"}'vg \zhanii = :é:gﬁ“ﬁam LPN 48 hours will bie audited for
w r noticed .
on 1147711 (threa days after the refarral) that documentation of reason fat delay &t
Pstient #8 had not yat baen sean by an RN, The W‘hether physician was notified,
L PN stated she gave the refarral Information to will be done monthly for 3 manths and
her supeivisar. The LPN steted her supervisor then quarterly with a goal of 95%
then gave the refarral to an RN who visitad compliance.
Fratient #8 on 114 TM1.
In an interview on 12/13/11 at 8:15 AM, the RN
who completed the Iniial vielt with Patient #8
statnd, after a discussion with Patient #8 and her
farnily, it was decided only PT and OT servicas
FORM GMB-2587(02-50) Prev vus Venions Ohsclets Event 1D:LVOP1Y Fatity 10 OASUG1 350 H esnbnuation sheet Poge 25 of 29
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were needed. The RN stated she contacted PT
directly after meeting with Patiant #6 and the
comprehensive assessment was completed by
PT on 11/18/11. The RN stated she did not
document her initial visit with Patient #6 on
11117141,

The agency did hot ensure the initial assessment
was performed within 48 hours from the time of
referral,

484.55(c) DRUG REGIMEN REVIEW

The comprehensive assessment must include a
review of all medications the patient is currently
using in order to identify any potential adverse
effects and drug reactions, including insffective
drug therapy, slgnificant side effects, significant
drug interactions, duplicate drug therapy, and
noncompliance with drug therapy.

This STANDARD is not met as evidenced by:

Based on staff and patient interview and record
review, it was determined the agency failed to
ensure medications were fully assessed during
the initial comprehensive assessment for 2 of 8
patients (#5 and #6) visited in thelr homes, whose
records were reviewed. This had the potential to
Interfere with safety and continuity of patient care.
Findings include:

1. Patient #6 was an 80 year old female who was
admitted to the agency on 11/18/11 for PT and
OT services after suffering a fractured arm end

pelvis,

During a home visit on 1213/11 &t 10:15 AM,
Patient #6 reviewed her current medication list.
The follawing medications weare being taken by

G332

G337

¢

3 337 Education by the Clinical

nstructor to the staff on the expectation
hat the nurse or the therapist must H
actually look at all the medications the gompleted
hatient is taking in order to reconcile. /1112

Team leaders will make home visits with
bIl nurses and therapists starting
Eebruary 1st to ensure the medication
reconciliation process is being followed
H00% of the time. Folow-up visits will be
made as headed to ensure compliance.
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Fatient#3 although thay ware not on the POC or
medication reconciiation forms:

-Levothyroxine sodium 50 meg tablats, once dally
-Vaoilaren 1% gal, appilad te joint pain aa nesded
for erthritls.

-Cyanocobaiarmin 100D meg/mi Injaction, ohce
rmonthly

~Vitsmih [ 1000 unit capsules, once dally

~ Ensura meal supplament, one can three imes

dally

-Calglum Carbonate-Vitamin D, one {ablet thros
timas dally

~Tramadol 50 mg tablats, ona tablat fsur imes
dally as needed for pain.

Patient #8's medical record contained a vist noty
from her physiclan, dated 14/21/11, complete with
a currant iist of har medications. This list
containad the medications documantad on the
FOC for Patient #8 In addition fo thosa noted
above, Tha POC did nol contaln a complets lat
of the medications Patisnt #6 was taking,
Therefors a thorough comprehenaive
asseasmant of Fatient #6's medications was not
completed,

In an intayview on 1213711 at 11,30 AM, tha
Physical Theraplst reviewad tha madication list
for Pationt #8. The Physica) Theraplat, who was
present during the homs viait with Patlent #8 on
12713711, staled ha quastioned patients at sach
vigit about medications, snd was surprised that
Patiant #6 disclosed additonsl medications, He
confirmad the medication list for Patient #8 did
not reflact all of the medications she was taking
at the tme of adrmisaion,

i
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The agancy did not have a complete and
accurate record of patient madicatiohs.

2. Patlent#5 was a 95 year old female admitted
to the agency on 1072711 for care rolated o an
aibragion on her trunk which requined dreassing
changes, Her medical record contained 8
“Madication Log” obtained from Fatiant #5'
physician prior to admiasion to the agancy. The
medjeation log contained a list of medications
Palent #5 was taking and Indicated the Hst was
last reviewssd on §/14/11, The lisi conteined
numerous madications, including Aspirin 81 mg
daily, Howevet, the "HOME HEALTH
CERTIFICATION AND PLAN OF CARE,” for the
cenification period 102711 to 12/25M1, did not
Include Asplrin 81 mg dally as one of the
medications Patiant #5 took.

Patient #5 was interviewed on 127311 st 12:40
PM, foliowing a homa visit ohsarvation. Patient
25 reviewsd hor medication st and stated she
did take ane Aspirin 81 mg teb a day.

Tha RN who cared for Patient #5 was Interviewed
on 12M13/11 at 4:24 PM. Sha reviewed the
medical record and confirmad Asplrin had baen
fisted in the medical histery provided by the
physiclan for Patient %5, Sha alsa confinmed that
Aspirin was not listad as past of tha agency’s
medication list obiained during the
comprehansive pssessmant

The comprehensive assessmant did not Include a
compiate list of the medications Pationt #6 was
{sking,

‘The agency failed to ensure madications wane

G337
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fully assessed during the Initfal comprshensive
assessment,
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