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January 4, 2012

Cathy Tarbet, Administrator
Access Home Care, LLC

74 West 100 North

Logan, UT 84321

RE:  Access Home Care, LLC, Provider #137110
Dear Ms. Tarbet:

Based on the survey completed at Access Home Care, LLC, on December 19, 2011, by our staff,
we have determined Access Home Care, LLC is out of compliance with the Medicare Home
Health Agency (HHA) Condition of Participation of Acceptance of Patients, Plan of Care,
and Medical Supervision (42 CFR 484.18). To participate as a provider of services in the
Medicare Program, a HHA must meet all of the Conditions of Participation established by the
Secretary of Health and Human Services.

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

You have an opportunity to make corrections of those deficiencies, which led to the finding of
non-compliance with the Condition of Participation referenced above by submitting a written

Credible Allegation of Compliance/Plan of Correction.

An acceptable Plan of Correction contains the following elements:

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

e A completion date for correction of each deficiency cited must be included;
Monitoring and tracking procedures to ensure the PoC is effective in bringing the home
health agency into compliance, and that the home health agency remains in compliance
with the regulatory requirements;

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

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

Such corrections must be achieved and compliance verified by this office, before February
2,2012. To allow time for a revisit to verify corrections prior to that date, it is important
that the completion dates on vour Credible Allegation/Plan of Correction show compliance
no later than January 25, 2012,

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
January 17, 2012.

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,

%sw

SYLV RESWELL
Co-Supervisor
Non-Long Term Care

TH/srm

Enclosures

ec: Debra Ransom, R.N., RH.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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Initial Comments-

The following deficiencies were cited during 3
recent recertification survey of your home health
agancy. been reviewed and accepted by

The Plan of Corrections has

the Administrator, Director of

Patient Care Services (DON),

Teresa Hamblin, RN, MS, HFS, Team Leader .
Rebscca Lara, RN, BA, HFS and the Governing Body. Full

The surveyors conducting the recertification were:

compliance to the following
Acronyms usad in this report Include: deficiencies will be in effect
ADL = Activitles of Daily Living January 25, 2012
ALF = Assisted Living Facility
APS = Adult Protective Services
CNA = Certified Nursing Assistant

CPAP = Continuous Positive Alrway Pressure | '
DM = Diabetes Mellitus D E@Iﬁg E? E
DON = Director of Nursing 2 il
HTN = Hypertension &_y :
IDT = Interdisciplinary Team

IU = International Units

LPN = Licensed Practical Nurse : .
MG = Miligrams EACILITY STANDARDS
OT = Occupational Therapist
QTC = Over the Counter
POC = Plan of Cars

PT = Physical Therapist

RN = Registered Nurse

ROC = Resumption of Care
SN = Skilled Nursing

S0C = Start of Care | o
G 143 | 484,14(g) COORDINATION OF PATIENT G 143|  G143- IDT/Communication
SERVICES:

An in-service will be given to all

- rsonnel furnishing services malntain liaison . .
All personnel furnishing s staff regarding policy and

to ensure that their efforts are coordinatsd

effecfively and support the objectives outlined in procedure 2030 “coordination
LAGORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE 5) ?ATE
‘_,-" ¥ = J { _c/
27 afT— /f*%m w5t ra 701 | /18 /12

L=~ | L 7
Any dtficieney slatement endlng'bvfth/an aslérisk {*) denoles a dsflclency which the Inctitulion may be excused from corraciing providing it is determined tKat
other safeguards provide sufficient prolection o the patlents. (Ses Instrucllons:.) Except for nurzing homes, the findings slaled above are disclosalile 90 days
following the dale of survey whelher of nol & plan of corraction 's provided. For nursing homes, Lhe ebove. findings and plans of correction are dlsclosable 14
days following [he date Ihese documaenls are made avallablg lo the facilily. I deficiencles are clted, an approved plan of correction Is requlslie lo continued

program parlicipalion.

FORM CMS-2567 (02:98) Previous Versions Obsolste Evenl ID; UDCR11 Fadiity ID: OAS601015 Il conlinvalion sheel Page 1 0f 36
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the plan of care.

This STANDARD is not met as evidenced by:

Rased on record review, observation and staff
interview, and interview with a patient's famlly
mernber, it was determined the agency failsd to
ensure sffective coordination of cars among all
disciplines and services providing care to 1 0f 6
sample patients (#3) who received home visits
and had more than one assigned discipline from
the agency. This failure had a negative Impact on
pafient safety. Findings include:

Patient #3 was an 81 year old female who lived
alone and was admitted to the home health
agency on 11/02/11. She was diagnosed with
muscle weakness, lumbago, Alzhelmer's
Disease, dementia and coronary artery disease.
The "Home Health Certification and Plan of
Cars," for certification period 11/02/11 to
12/31/11, included orders for skilled nursing,
physical therapy and home hezlth aide services.

The initial RN assessment, “SN SOC/ROC
dated 11/02/11 and timed 2:59 PM, documented
Patiant #3 had impalred decision-making abilities.
and memory loss to the extent that supervision
was required. The 5OC assessment also
documented Patient #3 was a fall risk and
recommended the following safely measures:
standard precautions, fall precauions, hand rails,
clear pathways and safety in ADL's. The
recommended safety measures were included as
orders on the "Home Health Certification and
Plan of Care," for certification period 11/02/11 to
12/31/11.

addendum 1) and policy 2037
“Home Safety” (attached as
addendum 2). This in-service
will be given by the Director of
Patient Care Services and will be
held on January 18, 2012. In
this in-service it will be
discussed what topics are
needed to be brought before
the IDT team, including, safety
in the home, changes in patient
condition, when to make
referrals to social work, and/or
APS, and when to bring
concerns to your direct
supervisor.

The IDT case conference agenda
will have a section addressed for
patients that have change in
conditions, are not safe in the
home, and/or need a referral to
SW or an outside agency. The
changes on the form will be
made and available for all staff
for the IDT meeting for HC that
will be held on January 25, 2012.
All staff will be made aware of

FORM CMS-2567(02-59) Previous Versfons Obsolsla

Evenl |D:UDCR4
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A "COMMUNICATION FORM" completed by the
RN on 1171511 and timed 11:00, with no AM or
PM dessignation, documented Patlent #3 was
found in the home "half dressed.” The RN also
documented the oven was found on, with the
oven door open, and two stove top burners on
and unattended. The RN documented she
reported the finding to Palient #3's son. No
documentation was found that indicated the
findings were reported fo the physiclan or other
members of the |DT,

A home visit was conducled with Palient #3 on
12M13/11, from 12:50 PM to 1:50 PM. The home
health aide was observed while assisting Patient
#3 with bath and personal hygiene care,

Because Patient #3 was so unsteady when
walking, ths aide held on fo and guided Patient #3
when moving Lhrough the apartment. The floors
were found to be cluttered with numerous fall
hazards. The fall hazards included stairs, throw
rugs, clothing items, shoes, boxes, bags, small
tables, decerative items and sult cases. The
strveyor assessed the kitchen for potential safely
hazards and found a stove top burmer on and
unattended. The surveyor turned off the burner
and discussed the fire hazard the home health
alde and Palient #3. The alde staled she planned
to report the visit activities, including the fire
safaty hazard to the RN and family.

Patient #3's son was interviewed by telephone on
12114/11 at 8:55 AM. He stated his mother
wandered outside the prior evening and fell and
fractured her hip. He also stated he had been
aware thal his mother had 1eft on burners, He
explained he fried to remind his mother to use the
microwave instead of the burner.

on the January 18, 2012 in-
service that is discussed above.
The director of patient care
services will monitor to make
sure this update is made and is
utilized on the January 25, 2012
IDT meeting.

The Director of Patient Care
Services has arranged with APS
to come give the IDT team an in-
service on when it is
appropriate to refer a patient to
APS. This in-service will happen
onJanuary 19, 2012 at 10am in
the Pocatello office.

Full compliance of this
regulation will be meet by
January 25, 2012.
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Continued From page 3

The PT assigned to Patient #3 was interviewed
on 12/14/11, from 10:35 AM to 10:50 AM. The
PT stated Patlent #3 had improved and was
becoming stronger and less unsfeady on her fest.
When Informed of the unsteady gall and need for
hands on assistance, observed during the
12/13/11 home visit, the PT stated he was
unaware that Palient #3 was so unsteady thai she
required constant assistance from the aide wheo
walking. When the recent fafl and hip fracture
was discussed with the PT, he slaled he was
informed of the fall that cecurred the night befors,
but was not aware of Palient #3's increasing
confusion and increased need for hands-on
assistance,

On 12744111, from 12:30 PM to 12:55 PM, an
interview was conducled with the RN assigned ta
Patient #3. When questioned about the
information documented on the 11/18/11
communication form, which stated the oven and
stave top burners were discovered on and
unattended, the RN stated she did not report the
findings to the physician, DON or other IDT
members. When asked ihe reason she did not
report these serious safely concerns, the RN
stated though she was concerned about Patient
#3 livirig atone, she reported to Patienf #3's son
and was confident the family was adequately
caring for the patient. When asked If sha had
conslidered a referral o APS, she stated she was
hesitant to contact APS because she had a "bad
experience” related to a different palient. When
asked if she had Initiated a referral to social
services, she stated she did not feel a soclal
services evaluation was necessary because the
palisnt's son assured her Patient#3's needs were

G143
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Continued From page 4
being met.

The DON was inferviewed on 12/15/11, from
10:50 AM to 11:15 AM, Safety hazards related to
Patient #3 were discussed. The DON said she
had not been Informed of the safety hazards and
was unaware social services was not assigned o
Patient #3. She said it was the practice of the
agency to assign social services to any patient
whe lived alone and was diagnosed with
dementia or Alzheimer's disease. She stated
social services should have been involved with
Patient #3. The DON also stated the agency was
not hesitant to consult with APS when necessary.

The agency policy entilled, "COORDINATION OF
SERVICES," documented the following: "All
agency personnel, including providers under
contractual arrangement, providing care,
treatment and/or services to [name of agency}
palients maintaln liaison with other healthcare
team members to ensure effeclive coardination of
efforts and to support the goals and objeclives
outlined in the plan of care.” The policy also
documented, "Communlcation is maintained
between those providing services regarding
changes In the patient's needs, services or care
to he provided or goals that impact the overall
care, treatment andfor services.”

The agency falled to ensure all disciplines
maintalined lizison to effectively support the safety
needs of Patient #3.

484,18 ACCEPTANCE OF PATIENTS, POC,
MED SUPER

G 143

G 166
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This CONDITION is not met as evidenced by: For this plan of correction
Bassd on observation, staff and patlent
interview, and review of medical records and please refer to
agency policies, it was determined the agency
failed fo ensure care was provided in accordance 1- G158
with patients’ POCs, failed to ensure that the 2- G159
POCs included all pertinent information, or failed
to ensurse physicians were alerled to changes in 3- G164
patient conditions for 5 of 13 patients, (#2,#3,#7,
#8, and #9) whose records were reviewed. The
cumulative effect of these negative systemic
practices impeded the agency in providing safe
and effective care.
Findlngs include:
1, Referto G168 as it relates to the failure of the
agency to ensure staff followed patients’
established POCs.
2. Referto G159 as it relates to the failure of the
agancy to ensure alf pertinent information was
addressed in patients' POCs,
3. Refer {o G164 as it relales to the fallure of the
agency to ensure patients' POCs were updated
and physicians alerted fo changes in patients
status. 7
G 158 | 484.18 ACCEPTANCE OF PATIENTS, POC, G 158 G158-
MED SUPER
Care follows a written plan of care esteblished An in-service will be given to all
and periodically reviewed by a doctor of medicine, staff regarding policy and
osteapathy, or podiatric medicine. procedure 2020 “care plan
implementation” (attached as
This STANDARD Is not met as evidenced by: addendum 3), and diabetic
Based on record review, observalion, and L
management. This in-service wili

FORM CMS-2667(02-89) Prevlous Verslons Obsclale
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I

interview with staff, patients, and & patient's
family member, if was determined the agency
falled to ensure care followed a wriiten plan of
care for 5 of 13 patients (#2, #3, #7, #8 and #9)
whose records were reviewed. This may have
contribuled to a patient fall resulting in a hip
fracture and had the potentlal o compromise
patients’ health. Findings include:

1. Patient#3 was an 81 year old females who
lived alone and was admitted to the home health
agency on 11/02/11, She was diagnosed wilh
muscle weakness, lumbago, Alzheimer’s
Disease, dementfla and coronary artery disease.

The RN initial visit, “SN SOC/ROC," dated
11/02711 and timed 2:59 PM, documented the
following information related to Patient #3:

- impalred decision-making abilities and memory
loss to the extent that supervision was required.

- a history of falls, including 1-2 falls over the
past 3 months.

- forgetfulness and a memory deficlt, including a
“faifure to recognize famliiar persons/places,
inability to recall events of the past 24 hours and
significant memory loss so that supervision is
requlred.”

- Impaired decision-making ability and intermittent
confusion in the day and evening.

- reminders and asslstance required from agency
staff and famlly membears when taking prescribed
medlcations.

The “Home Health Certification and Plan of
Care," dated 11/02/11 to 12/31/11 Included
orders for the following safety measures for
Patient #3: Fall précautions, maintain a safe

Patient Care Services on January
18, 2012. Full compliance to
this deficiency will be January
25, 2012. The quality assurance
nurses will do concurrent audits
with weekly reports given to the
Director of Patient Care
Services. These reports will be
discipline specific and show
compliance to the plan of care.
Director of Patient Care Services
or delegated personnel will have
a weekly interview with the
nurses that have worked less

than 6 months with the agency.
In this meeting the nurses will

review their case load with the
Director and make sure that the
POC is being followed and
patient care needs are met.

FORM CMS-2567(02-88) Pravipus Varsions Obsoluls
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Continusd From page 7
envlronment, and clear pathways.

A"COMMUNICATION FORM" completed by the
RN on 11/15/11 and timed 11:00, with no AM or
PM designalion, documented Patlent #3 was
found in the home "half dressed.” The RN also
documented the oven was folind on, with the
oven door open, and two stove lop burners on
and unattended. The RN documenied she
reported the findings and status of Patlent #3 to
Patient #3's son.

A home visit was conducted with Palient #3 on
1213441, from 12:50 PM to 1:50 PM. The home
health alde was ohserved while assisting Pailent
#3 with bath and personal hygiene care. Palient
#3 was observed to be very unsteady on her feet
and unable to walk without assistance. To keep
her safe and guard against falls, the aide held on
to and guided Patlent #3 when walking from one
location In the apartment to another. The floors
were found fo be cluttered with numerous fall
hazards. The fall hazards Includad stairs, throw
rugs, clothing items, shoes, boxes, bags, small
tables, decoratlve {teme and suit cases. The
surveyor assessed the kitchen for potential safely
hazards and found a stove fop burner on and
unattended. The pathways had not been cleared
according to the plan of care, A sale
environment had not been maintained according
to the plan of care.

A telephone Interview was ¢onducted on
12/14/11, from 8:50 AM to 9,00 AM, with Patient
#3's son. Early in the conversation, the son
informed the surveyor Paflent #3 had wandered
out of doors the evening of 12/13/11, fetiand
fractured her hip. The plan was then o move

G 158
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Patient #3 to in-patient rehabilitalion, and finally to
an assisted lving facllity.

| On 12114714, from 12:30 PM to 12:55 PM, an

| interview was conducted with the RN assigned to
| Patient #3, She reviewed Patien} #3's record and
confirmsd the accuracy of the information
documented on the 11/15/11 communication
form, which stated the RN discovered the oven
and stove top burners were on in the home of
Patient #3 and lsft unaltended, The RN sfated
she did not feel Patient #3's home environment
was safe and free from polential hazards and
said she reported her findings to Pzatient #3's son.
When asked if she was aware of Pationt #3's fall,
injury, and hospltalization from the prior evening,
she stated Pallent #3's son had contacted her by
telephone that morning to let her know what
happened.

The DON was interviewed on 12/15/11, from
10:50 AM to 11:16 AM. Safely hazards related to
Patlent #3 were discussed. The DON stated she
was "appalled” when she learned of the safety
hazards in Patient #3's hame and the falt and hip
fracture that occurred the prior svening. She said
it was the practice of the agency fo assign social
services to any patient who lived alone and was
diagnosed with dementia or Alzheimer's disease,
such as Patlent #3, The DON also stated the
agency was hot hesitant to consult with APS
when necessary. The DON confirmed the
recommended safety measures documented on
the plan of care were not adhered to and resulted
In unsafe living conditicns for Patient #3.

The written plan of care for Pallent #3 refaled to
safety measures was not followed,
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2. Patfen! #8 was a 52 year old female who was
admitted to the agency on 12/02/11. The SOC
assessment, dated 5/27/11, 9:26 AM to 1114
AM, documented Patlent #8 wilh the following
dlagnoses: gpondylosis (ags-related wear and
lear affecting the disks in the neck thal fater
contribule to arthrilis in the joints that ink the
bones in the neck,) associated stenosis
{abnormal harrowing of the spinal canal,)
diabetes and chronic alrway obstructive disease.

The RN SOC Assessment, dated 5/27/11, 926
AM to 11:14 AM, included a SN goal, "disease
managenenl.” Also included as a goal was the
following: "DMwill be managed effectively with
the SN interventions thru cert”

The "Home Health Certification and Plan of
Care," for certification period 12/02/11 to 1/30/12,
included physician orders for the following safely
measures, "Standard precautions, oxygen
precautions, diabelic precautions, prevent falls,
pulmonaty/respiratory precautions, maintain safe
enviconment, HTN (hypertension) precautions,
clear pathways, assistance during
ambulationftransfers, safety in ADL's and
assistive devices." The "Orders for Discipline and
Trealments" section of tha plan of care, dated
12/02/11, also Included orders to assessiteach
dlabetes management and assess for
complications related to diabetes, Five skilled
nursing visit notes, including the start of care
assessment, were reviewed. Blood glucose was
assessed and docurnented inconsistently as
follows:

RN 30C Assessment visit, dated 6/02/11 al 9:26

G 168
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AM - no documentation of blood glucose;
RN visit, dated 12/06/11 at 9:56 AM - blood
glucose was documented 86;

LLPN visit, dated 12/08/11 at 1:15 PM - no
documentatlon of blood glucose;

RN visit, dated 12/12/11 at 513 PM - no
documentation of blood ghicose;

RN visit, dated 12/14/11 a1 11:21 AM - bloed
glucose was documented 188.

During three of the five visils Palient #8's blood
glicose level was not assessed.

The DON was interviewed on 12/15/11 from
10:20 AM to 10:40 AM. She reviewsd Patient
#8's record and confirmed there was inconsistent
assessmenlt and documentation of blood glucose
tevels.

In the case of Patient #8, management of tha
disease process, diabetes, was incomplete and
failed to follow the plan of cars, as evidenced by
inconsistent assessment and documentation of
blood glucoss levals.

3. Patient#9 was 2 93 year old male who was
admitted to the agency on 12/08/11. The RN
SOC assessmenl, dated 12/09/11, 1:41 PM to
2:48 PM, documented Patient #3 with muscle
weakness and diabetes, The "Home Health
Certification and Plan of Care," dated 12/09/11
and unfimed, included orders for diabelic
precautions. Also included as a goal on the plan
of care was the following documentation: "DM
will be managed effectively with SN interventions
thru cert." There was no documentation of blood
glucose levels on the SOC assessment or on the
visit note, dated 12/12/14, 11:83 to 12:23.
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The DON was interviewed on 12/15/11 from
10:40 AM to 10:47 AM. She reviewed Patient
#9's record and confirmed there was ho
documentation that indicated diabetes was being
assessed. She also agreed thers was no
documentation of blood glucose levels.

Biood glucose levels for Patient #9 were not
monitored/documented as ordered on the plan of
care fo assess management of dlabeles.

An agency policy titled, "CARE PLAN
IMPLEMENTATION,” effective 1/01/09 with no
date of revision, documented the agency
"provides care, treatment and/or services for
each patient according 1o the established plan of
care for treatment andlor services.”

The agency failed to ensure Patient #9's wiitten
plan of care was followed.

4, Patient #7 was 73 year old femals who was
admitted to the agency on 10/20/11 for care
related to Parkinson's dissase, chronic
obstructive pulmonary disease and congestive
heart failure. The “Home Health Certification
and Plan of Care,” for certificatlon period
1020111 te 12/18/11, Included orders for
cortinuous oxygen at 3 [iters per minute via nasal
cannula, skilled nursing to do a head to toe
asssssment every vish, vital signs every visit, and
oxygen saturation [evels as needed. A skilled
nursing goal listed on the POC was for Patlent #7
to have adequale air exchange lhrough the
certification perlod.

A visit to Patient #7's residence, an ALF, was
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made on 12/14/11 between 11:00 AM and 11:50
AM to observe care provided by a PT. Palient #7
was observed, upon arrival, to be using axygen
via nasal cannula. Patient #7 was observed (o
remove her oxygen to ambulate with her walker in
the haliways with the PT. Upon questioning, the
PT stated Patient £#7 used the oxygen on an
as-needed basis rather than on a' continuous
basis. Patient #7 confirmed this information
during the visit,

Patient #7's record documented three skilled
nursing visits, 10/20/11 at 2:00 PM, 10/21/11 at
12:47 PM, and 10/27/11 at 1:01 PM. The RN
visits on 10/21/44 and 10727111 did not document
whether Palient #7 was using oxygen. The RN
visit on 10/27/11 did not document Patient #7's
vital signs or oxygen saturation levels.

The Director of Nursing was interviewed on
12/15/11 at 11:50 AM. She reviewed Patient #7's
tecord and confirmed the lack of documentead
assessment of vital signs, oxygen use and
oxygen saluration level,

Skilled nursing dld not assess vital signs and
oxygen use, oxygen saturation levels consistent
with the writlen plan of care.

5. Patient #2 was 2 79 year old female who was
admitted fo the agency on 5/27/11 for care after
having back surgery.

a. Thé RN 50C Assessment, dated 6/27/11,
indicated Patient #2 had Type Il diabetes. The
"Home Heallh Certification (4858)," far certification
period 5/27/11 to 7/25/11 Included arders for
diabetic safety precautions and a goal for Patient

G 168
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' glucose levels, either directly or by asking Patient
[ #2 for a report, including the following:
{

Continued From page 13

#2's diabetes to be managed effectively with
skilled nursing interventions through the
certification period. Fiftean skilled nursing visit
noles were reviewsd from 527/11 through
6/14/11, None of the visit notes included
documentation nursing staff had assessed blood

An RN SOC Assessment vislt, dated 5/27/11 al
3.45 PM;

RN visit, dated 5/28/11 at 10:20 AM;
RN visit, dated 5/29/11 at 10:00 AM;
RN visit, dated 5/30/11 at 10:45 AM;
RN visit, dated 6/01/11 at 4:50 PM;
RN visit, dated 6/02/11 at 2:30 PM;
LPN visit; dated 6/03/11 at 1:10 PM;
LPN visit, dated 68/04/11 at 10:45 AM;
LPN visit, dated 6/0511 at 11:15 AM;
RN visit, dated 6/06/11 at 12:50 PM;
RN visit, dated 6/07/11 at 1:25 PM;
RN visit, dated 6/08/11 al 8:05 AM;
RN visil, dated 6/08/11 at 2:35 PM;
LPN vislt, dated 6/10111 at 1,34 PM;
LPN visit, dated 6/11/11 at 3:15 AM,

Without assessing blood sugars it would be
difficult to determine if Patlent #2's diabetes was
being managed eflectively, par the stated goal on
the plan of care.

The DON was interviewed on 12/15/19 at 11.25
AM. She reviewed Paiient#2's record and
confirmed there was no documsntation to
indicate nursing staff assessed blood sugar levels

or ranges.

Blood sugar levels for a diabetic paflent were not

G 188
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assessed per writlen plan of care 1o assess
diabetic management.

b, Pafient #2's "Home Health Certification and
Plan of Care' for certification period 5/27/11 to
7125111, included orders for PT visits 1 time per
week for 1 week, and 1-2 times per week for 6
weeks,

There were no documented PT visits during the
secand week {week of 8/29/11). PT notes
documented missed visits on 5/30/11, 6/03/11,
6/06/11, and 8/10/11. There was no
documentation the physician had been notified of
the missed visits,

There were three documented PT visils during
the 5th week (week of 6/19/171), including visits on
612111, 6122111, and 6/2311 instead of the 1-2
visits that wers ordered. There were three
documented PT visits during the 7th week {week
of 7/03/11), including Vislts on 7/06/11, 7/07H11,
and 7/08/11, Instead of the 1-2 visits that were
ordered. Thers was no documentation fo indicate
orders had been obtained for the increased visit
frequency.

The Director of Nursing was interviewed on
12/16/11 at 11:25 AM. She reviewed Patient #2's
record and confirmed there was no
documentation to indicate the agency notified the
physician of missed visits or obtalned new orders
to autherize the additional PT visits during the 5th
and 7th weeks of the cerlification period. '

The PT visit schedute did not follow the written
plan of cars,
G 159 | 484.18(a) PLAN OF CARE
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iy PROVIDER'S PLAN OF CORRECTION

The plan of care developed In consultation with
the sgency slaff covers 2l perlinent diagnoses,
including mental status, types of services and
equipment required, frequency of visits,
prognosis, rehabilitation potential, functional
Imilations, activities permitted, nutrtional
requirements, medications and treatments, any
safely measures to protect against injury,
instructions for #mely discharge or referral, and
any other appropriate items,

This STANDARD s not met ag svidenced by:
Based on record review, siaff interview, patient
interview, and observation, it was determined the

agency failed to ensure the POC included all
pertinent information for 1 of 13 sample patients
(#7) whose records were reviewed. This had the
potential to result in incomplete or uncoordinated
patient care. Findings Include:

Patient #7 was 73 year old female who was
admitled to the agency on 10/20/11 for care
related fo her Parkinson's disease, chronic
obstructive pulmonary disease and congestive
heart failure, The "Home Health Certification
and Plan of Care," for cerlification pericd
10/20/11 to 12/18/11, included orders for
continuous oxygen, a walker and a wheelcharr,

A visit fo Patient #7's residencs, an ALF, was
made on 12/14/11 betwesn 11:00 AM and 11:50
AM lo observe care provided by a PT. The
following equipment was cbserved in her room: a
{ift chair {she was sitling in It), oxygen equipment
{she was using it upon arvival), & jazzy chair, a
walker {she used during a walk with PT), a bath
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An in-service will be given to all
staff regarding the use of
“relevant equipment” in the
home. This in-service will be
given by the Director of Patient
Care Services on January 18,
2012. Full compliance to this
deficiency will be January 25,
2012. :
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bench {located in her shower), and a toilet riser
{placed on hef toilet), During the vislt, Patlent #7
stated she used a CPAP at night.

The "Home Health Certification and Plan of
Care,” for cerlification period 10/20/11 te
12/18/11, dld not include the following relevant
equipment, a lift chalr, oxygen equipment, a bath
bench, a toilét riser, or a CPAP machine. During
lhe visit the PT and Palient#7 confirmed she
used all of the equiprient.

Patient #7's POC did not include all relevant
equipment.

484.18(b) PERIODIC REVIEW OF PLAN OF
CARE

Agency professional staff promptly alert the
physician to any changes that suggest a need 1o
alter the plan of care.

This STANDARD is not met as evidenced by:
Based on record review, observation and staff
and patient interview, it was determined the
agency failed lo update the plan of care and alert
the physiclan ta changes in 2 of 6 patients (#3
and #7) who had home visiis and whose records
were reviewed. This resulted in an outdated plan
of care and the potential to negatively impact
patient care. Findings Include:

1. Patient #3 was an 81 year old female who
lived alons and was admitted to the home health
agency on 11/02/11. She was diagnosed with
muscle weakness, lumbago, Alzheimer's
Disease, dementia and coronary artery disease.

G 159

G 164

G164-

An in-service will be given to all
staff regarding policy 2030
{attached as addendum 1)
coordination of services by the
Director of Patient Care Services
on January 18, 2012. The quality
assurance nurses will do
concurrent audits with weekly
reports given to the Director of
Patient Care Services. These
reports will be discipline specific
and show compliance to the
Director of
Patient Care Services or

plan of care.

delegated personnel will have a

weekly interview with nurses
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The "Home Health Certification and Ptan of
Care,” for certification period 11/02/11 to 12/31/11
included physiclan orders for the following
recommended safety measures for Patient #3:
"Standard precautions, prevent falls, cardiac
precautions, maintain a safe environment,
neurological precautions.” Also documented in
the safety measures section of the plan of care
was the need for "fall precautions, hand ralls,
¢lear pathways, safety in ADL's and standard
precautlons.”

A "COMMUNICATION FORM" completed by the
RN on 11/15/11 and timed 11:00, with no AM or
PM designatlon, documented Palient #3 was
found In the home "half dressed." The RN aiso
documented the oven was found on, with the
oven door open, and two stove top burners on
and unattended. The RN documented she
reported the findings and status of Patient#3 10
Patient #3's son. No documentation was found |
that indicated the status and findings were
reported to the physician or other members of the
IDT.

A home visit was conductsd with Patient #3 on
42/43/11, from 12:50 PM to 1:50 PM. The home
health alde was observed while assisting Palient
#3 with bath and personal hygiene care. Patient
#3 was observed (o be very unsteady on her féet
and unable 1o walk without assislance. To keep
her safe and guard against falls, the aide held on
10 and guided Pallent #3 when walking from one
location In the apartment to another, The floors
were found to be cutlered with numerous fail
hazards. The fall hazards included stalrs, throw
rugs, clothing fters, shoes, boxes, bags, small
tables, decorative items and suit cases. The

months with the agency and
review their case load and make
sure that the POC is being
followed, coordination between
all disciplines, and patient care
needs are met. Full compliance
to this regulation will be meet
by January 25, 2012,
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surveyor assessed the kitchen for potsntial safety
hazards and found a stove top burner on and
unatlended.

On 12114111, from 12:30 PM to 12:55 PM, an
interview was conducted with the RN assigned 1o
Patint #3. The RN confirmed the safety hazards
in Patient #3's home, Including numerous fall
hazards and burners left on by Patient #3 and
unattended. She staled she did not feel the
patient was safe fiving In the home alone. The
RN also sald Patient #3's impaired cognitive
stafus was negatively impacting safety in the
home. She also reviewed and conflrmed tha
accuracy of the information documented on the
1174511 communication form, which stated the
RN discovered the oven and stove top burners on
In the homne of Palient £3 and left unaitended.
The RN then confirmed the unsafe living
conditions and changes tn cognitive abilifies had
not been reported to the physician.

The DON was interviewed on 12/15/11, from
10:60 AM to 11:15 AM. The safety concerns for
Patient #3 were discussed. She confirmed the
safelty hazards and changing mental status of
Palient #3 had not been reported to the physician.

The agency failed to alert the physiclan of
changes in the stalus of Patient #3.

2. Palient #7 was 73 year old female who was
admitted {o the agency on 10/20/11 for care
related to her Parkinson's disease, chronic
obstruclive pulmonary disease and congestive
heart failure. The "Home Health Cerliflcation
and Plan of Care," for certification period
10/20/11 to 12/18/11, included orders for

G 164
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continueus oxygen at 3 liters per minute via nasal
cannula.

Avisit to Patisnt #7's residence, an ALF, was
made on 12/44/11 between 11:00 AM and 11:50
AM to observe cere provided by a PT. Patient #7
was observed, upon arrival, to ba using oxygen
via nasal cannula. She was observed to remove
her oxygen to ambuiate with her walker in the
hallways with the PT. Upon questioning, the PT
stated Patient #7 used the oxygen on an
as-hssded basfs rather than a conlinuous basis.
Patient #7 confirmed ihis information. There was
no documentation the physician had been alerted
to Pafient #7's non-contintous use of oxygen.

The Director of Nursing was interviewed on
12/15/11 at 11:50 AM. She reviewed Patlent #7's
record and confirmed the POC had not been
updated to reflect oxygen uss on an'as needed
basis.

The agency failed to alert the physician to
changes in palients that suggested a need to
alter the plan of care,

484,30(a) DUTIES OF THE REGISTERED
NURSE

The reglstered nurse initiates appropriate
preventative and rehabilitalive nursing

This STANDARD s not met as evidenced by:
Basad on medloal record review, review of
agency policles, and staff, patient, and family
member Interview, it was determined the agency
failad to ensure the registered nurse Initlated

G 164

G175

G175-

An in-service will be given to all
staff regarding policy 2007
“Skilled Nursing Duties”
(attached as addendum 4) by
the Director of Patient Care
Services on January 18, 2012.
The quality assurance nurses
will do concurrent audits with
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appropriate preventative nursing nterventions
according to the plan of care for 1 of 6 patients
(#3) who were visited in thelr homes. Failure to
properly identify and implement necessary
preventative actions resulled in negative
cutcomes and may have conlributed to serious
injury to Patient #3. Findings include:

Patient #3 was an 81 year old female who lived
alone and was admitted 1o the agency on
11102/11. According to the "Home Health
Certlfication and Plan of Care," for certification
perlod 11/02/11 to 1231711, Patient #3 had
dlagnoses of muscle weakness, lumbago (back
pain), Alzheimer's Disease, demeniia and
coronary artery disease.

The RN initial visit, “SN SOC/ROC," dated
11702111 and limsd 2:59 PM, the RN documented
the following information related to Patient #3:

- impaired decision-making abilities and memory
ioss {0 the extent that supervision was required.

- a history of falls, including 1-2 falis over the
past 3 months.

- forgetfulness and a memory deflch, Including a
“failure to recognize familiar persons/places,
inability to recall events of the past 24 hours and
significant memory loss so that supervision is
required.”

- impairad decision-making ability and intermiltent
confusion in the day and evening.

-reminders and asslstance required from agency
staff and family members when taking prescribed
medlcations.

The "Home Health Certification and Plan of
Care," for certification period 11/02/11 to

weekly reports given to the
Director of Patient Care
Services. These reports will be
discipline specific and show
compliance to the plan of care.
Director of Patient Care Services
or delegated personnel will have
a weekly interview with nurses
that have worked less than 6
months with Access Home Care
and review their case load and
make sure that all nursing duties
are being completed. Full
compliance to this regulation
will be meet by January 25,
2012.
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12/34¢11, included physician orders for the
following safety measures for Patient #3: Fall
precautions, maintain a safe enviranment, and
clear pathways.

A "COMMUNICATION FORM" completed by the
RN on 11/15/11 and timed 11:00, with no AM or
PM designation, documented Patient #3 was
found in the home "half dressed.” The RN also
documented she found the overi on, with the
oven door open, and two stove top burners on
and unattended. The RN documented she
reported the findings to Patient #3's son. No
documantation was found that indicaled the
stalus and findings were reported to the physician
or other disciplines assigned to cara for Patient
#3,

A home vislt was conducted with Patient#3 on
12/13/11, from 12:50 PM to 1:60 PM. The home
hezlth aide was observed while assisting Pafient
#3 wilh bath and personal hyglene care, as well
as light house keeplng. Because Patient #3 was
s0 unsteady when walking, the aide held fo and
gulded her when moving through the apartment.
The floors were observed 1o be clutiered with
numerous fall hazards, The fall hazards included
stairs, throw rugs, with the follewing items on the
floor; clothing, shoes, boxes, bags, small tables,
decorative lterns and suit cases. The surveyor
assessed ths kitchen for potential safely hazards
and found a stove top burner on and unattended.
The surveyor turned the burher off and discussed
the fire hazard with Patient #3 and the home
health alde. Patient #3 staled she understoad the
danger but did not remember turning the burner
on.
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A telephone Interview was conducted on
12714111, from 8:50 AM to 8;00 AM, with Patient
#3's son,. When asked if he had been aware thal
his mother had left burners on, he replied he was
aware and concerned and that he had counseled
his mother o use a microwave instead of the
burner. The son Informed the surveyor Palient #3
had wandered out of doors the evening of

| 12/13/11, fell and fractured her hip. The plan was
for Palient #3's hip to be repaired surgically and
then move Patient #3 to in-palient rehabilitation,
and finslly fo-an ALF.

The RN assigned to Palient #3 was interviewed
on 12114111, from 12:30 PM to 12:55 PM. She
confirmed there were safely concerns refated o
Patient#3, inoluding fall and fire hazards. She
also said Pafient #3's cognilive stalus was
impaired and unpredictable, which negatively
affected safety in the home. When questioned
about the information documented on the
11/15/11 communication form, which stated the
oven and slove top burners were discovered on
and unattended, the RN confirmed the
information and, when asked, acknowledged she
had not reported the incident [o the physiclan or
other disciptines assigned to care fot Patient #3.
When asked if she was aware of Patient #3's fall,
injury, and hospitalization that occurred the
evening prior, she stated Patisnt #3's son called
her that morning and Informed her. When asked
if she had ever considered contacting APS, the
RN stated she was hesifant to contact APS
because she had a "bad experience” related to a
different patient, When asked if she had initiated
a social services evaluation, the RN stated she
did not feel a social service evalvalion was
necessary because Palient #3's son assured her
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his mother’s needs were being met.

The DON was interviewed on 12/16/11, from
10:50 AM to 11:15 AM. Safety hazards related to
Patient #3 were discussed. When lhe safsly
hazards were discussed with the DON, she said it
was tha practice of the agency 1o assign social
services to any palient who lived alone and was |
diagnosed with dementia or Alzheimer's disease,
such as Patient #3. The DON also stated the
agency was not hesitant to consuli with APS |
when necessary. The DON confirmed the RN did |
hot initiate the necessary preventative safety
measures an behaif of Patisnt #3. She stated it
would have been appropriale fo initiate a social
services referral to discuss alterhative placement
options due to safely concerns In the home.

An agency pollcy, "PATIENT ASSESSMENT
FUNCTIONS AND QUALIFICATIONS," was
dated 1/01/08. |t stated skilled nursing:

- Evaluates the patient In his/her place of
residence for appropriatenass of the care,
treatment and/or sarvices requesled.

- Assesses the physical, cognitive, behavioral,
emotional, psychosac(al and rehabilitative needs
of the patient, including maragement of pain
when appropriate. This assessment fdentifies
facllitating factors es well as polential barriers to
the achievement of palient goals,

- Initiales appropriste preventive and rehabllitative
nursing procedures.

- Monitars patlent’s clinical stalus and coordinates
cafs provision with other members of the

G175
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healthcare team,

- Prepares clinical and progress noles,
coordinates services, informs the physician and
other personnel of changes In the palient's
condition and needs.

- Byaluales he patiant's response to the plan of
care.

- Reassesses the patient to defermine the
ongoing needs for care, treatment and or
services and progression toward goals,

An agency policy, "STATEMENT OF POLICY "
related to safely and effective 1/01/09,
documented the agency promoled a safe home
environment for patients, family and agency
personnel.

The agency did not ensure the RN iniliated
prevenlative safely measures according to the
ptan of care.

484.30(r) DUTIES OF THE REGISTERED
NURSE

The registered nurse prepares clinical and
progress notes, coordinates services, informs the
physician and other personne! of changes In the
patlent's condifion and needs.

This STANDARD is not met as evidenced by:
Based on observallon, staff, patient, and patient
family member Interview, and review of medical
records and agency policies, it was determined
the agency failed o ensure the RN coordinated
services or informed the physiclan of changes in

G178

G176 G176-

An in-service will be given to all
staff regarding policy 2007
“Skilled Nursing Duties”
(attached as addendum 4) by
the Director of Patient Care
Services on January 18,2012,
The quality assurance nurses
will do concurrent audits with
weekly reports given to the
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1 of 6 patients (#3) who were visifed in their
homes. The agency also failed to ensure the RN
informed the physician and other disciplines
assigned to care for Patient #3 of changes in
cognitive status that negatively impacted Patlent
#3's ability to live alone in a safe environment.
This resulted in unsafe living conditions and may
have contribted to serious injury to a patient.
Findings Include;

Patient #3 was an 81 year old female who lived
alone and was admitted to (he agency on
11/02/11. She was dlagnosed with muscle
weakness, lumbago, Alzheimer's Disease,
dementia and coronary artery disease.

The RN Initial visil, "SN SOC/ROC," dated
11702111 and timed 2:59 PM, the RN documented
the following information related to Patient #3:

- impalred decision-making abilities and memory
|oss to the extent that supervision was required.

- a history of falls, including 1-2 falls over the
past 3 months.

- forgetfulness and @ memory deficit, including a
"failure to recognize familiar persons/places,
inability to recall events of the past 24 hours and
significant memory loss so that supervision Is
required.”

- impaired decision-making abllity and intermittent
confusion in the day and évening.

- reminders and assistance required from agency
staff and family members when taking prescribed
medications.

The "Home Health Certification and Plan of
Care," for cerlification period 11/02/11 to
12/31/11, included physician orders for the

Services. These reports will be
discipline specific and show
compliance to the plan of care.
Director of Patient Care Services
or delegated personnel will have
a weekly interview with nurses
that have worked less than 6
months with Access Home Care

and review their case load and
make sure that all nursing duties

are being completed. Full
compliance to this regulation
will be meet by January 25,
2012. See also G143.
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following safety measures for Patlent #3: Fall
precautions, maintain a safe environment, and
clear pathways.

A "COMMUNICATION FORM" completed by the
RN on 11/15/11 and fimed 11:00, with no AM or
PM designaltion, documented Patient #3 was
found in the homs "half dressed.” The RN also
documented the oven was found on, with the
oven door open, and two stove lop burners on
and unattended. The RN documented she
reported the findings to Patient #3's son. No
documentation was found that indlcated the
status and findings were reported to the physician
or ofher disciplines assigned to cars for Patient
#3,

A home visit was conducted wilh Palient #3 on
12/1311, from 12,50 PM to 1:50 PM. The floors
were found to be cluttered with numerous fall
hazards. The fall hazards Included stairs, throw
rugs, clothing liems, shoes, boxes, bags, small
lables, decoralive items and suit cases, The
surveyor assessed the kitchen for potential safety
hazards and found a stove top burner on and
unattended. Two shelves of a cornér kilchen
cabinet were also found to contain numercus
botiles/contalners of OTC and prescription
medications, some current and some out of dale.
Whan discussed with Pafient #3 during the visl,
she stated her son took care of setting up her
medications and giving them to her.

A telephone interview was conducted on
12/14/11, from 8:50 AM to 9:00 AM, with Patlent
#3's son. When asked if he had been aware (hat
his mother had left burners on, he replied he was
aware and concerned and that ha had counseled
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his mother to use a microwave instead of the
burner. The son Informed Lthe surveyor Patient #3
had wandered out of doors the evening of
12/13111, fell and fraciured her hip. The plan was
for Pallent #3's hip to be repaired surglically and
then move Patient #3 (o in-paiient rehabllitation,
and finally to an ALF.

On 12/14711, from 12:30 PM to 12:55 PM, an
Interview was conducled with the RN assigned to
Patient #3. When questioned about the
informalion documented on the 11/15/11
communicalion form, which stated the oven and
stove top burners were discovered on and
unattended, the RN stated she did not report the
findings to the physician or other disciplines
assigned to care for Patient #3.

She stated she did not feel a social services
gvaluation was necessary because the patient's
son assured her Patient #3's needs were baing
met. The RN then said she was hestiant to
conltact APS because she had a "bad experience”
related lo a different patlent.

When asked about medication review and
adminisiration for Patient #3, the RN said the son
took cara of setting up and administering
medications to Patient #3. She slated the son
would ask the nurse and alde fo remind Palisnt
#3 to lake her medications when/if necessary.
The RN confirmed the numerous medications
found In the kitchen cabinet presented a safety
concern for a palient with impaired cognitive
function,

The DON was interviewed on 12/15/41, from
10:50 AM to 11:15 AM. Safety hazards related to

G176
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Patient #3 were discussed. The DON stated she
was “appalled"” when she learned of the safety
hazards in the home of Patient #3 and the fall and
hip fracture that resulted. She said it was the
practice of the agency to assign social services fo
any patient who lived alone and was diagnosed
with demenlia or Alzheimer's disease, such as
Patient#3. The DON also stated ihe agency was
not hesitant to consult with APS when necessary.
The DON confirmed services were not effectively
coordinated and ths physician was not notified of
changes in patient#3's condition or safety
concerns.

An undated agency pelicy "CARE PLANNING
AND COORDINATION' documented the
following: “The Case Manager is responsible for
oversseing the care planning process {0 ensure
{hat the plan is appropriate and reallstic based on
the patient's neads and clinical status and to
promote positive cutcomes, and fo avoid
duplication of services."

The policy on "COORDINATION OF SERVICES,"
effective 1/01/09, documented the "agency
promptly contacts the physician when there are
changes In the patient's condition and when the
agency can no longer adequately mest the
Patient's medical, nursing and/or social neads In
the patient's place of residence.”

An agency policy related to safety, “STATEMENT
OF POLICY." dated 1/01/09, documented the
agency promoted a safe home environment for
patients, family and agency personnel.

The agency did not ensure the RN effectively
coordinated services for Patient #3.
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G 224 | 484.36(¢c)(1) ASSIGNMENT & DUTIES OF G224  G224-
HOME HEALTH AIDE
Written patient care Insfructions for the home Agency recently switched their
health alde must be prepared by the registered aid care plans to a new online
nurse or other appropriats professional who is
responsible for the supervision of the home progr.am to allow for p.aperless
heaith aide under paragraph (d) of this segtian. charting. The new online
program was not allowing
This STANDARD is not met as evidenced by. comments to be placed for
Based on record review, observation, patient “special aid instructions.” This
interview, and staff Interview, it was determined function has b ted
the agency failed to ensure registered nurses unction has been correcte
prepared complete wrilten palient care through the programmers of the
instructions for home health aldes for 3 of 6 . :
) A nl . Director of
patients #2, #5 and #7) who received home © |.ne company . l t.or.
health aide services whose records were Patient Care Services will in-
re‘viﬁ:zed.dThifs ?adfthetpottential toFi.ngeIrfere with service case managers and aides
uality and safety of patient care. Findlngs
I?wcludye: yore g on January 18,2012 on these
changes in how to place “special
1. Patient #7 was 73 year old female who was . o .
admitted to the agency on 10/20/11 for care instructions” in the online
related to her Parkinson's disease, chronle program and how to access
obstructive pulmonary disease and congeslive those special instruction in th
heart failure, The "Home Health Cerlification ) pecial! . inthe
and Plan of Care," for certification period online program. Quality
10]20/11 o 12/1 81’11, ianUded orders fpr home assurance nurses will audit aid
Health alde services. it also stated Patient #7 .
used continuous oxygen at 3 liters per nasal care plans upon admission for
cannula. The tasks on the CNA Care Plan, dated appropriate instructions on the
;Séfgggéénctuded bathing and lolisting aid care plan. Full compliance
' to this regulation will be meet
A visit to Patient #7's residence, an ALF, was by January 25, 2012
made on 12/14/11 between 11:00 AM and 11:50 Y Yo '
AM to observe care provided by a PT. The
following equipment was observed in her room: a
|
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lift chalr {she was silting in it), oxygen equipment
(she was using it upon arrival), a Jazzy chalr, a
wailker, a bath bench (located In her shower), a
toilet riser (placed on her toilst). The CNA Care
Plan, dated 10/20Q/11, did not include written
instructions regarding Pafient #7's oxygen use,
the use of the balh bench during bathing
activities, or the use of a toilet riser during
toileting activilies.

The DON was interviewed on 12/15/11 at 11:50
AM. She reviewed Patlent #7's record and
corfirmed the CNA Cars Plan did not specifically
address oxygen use or the need for a bath banch
or toilet riser.

Written instructions for the home health alde were
incomplete.

2. Patient#5 was a 61 year old female with a
dlagnosis of multiple sclerosis who was admilted
to the agency on 11/41/41 for care following
shoulder surgery. The "Home Health Certification
and Pian of Care" for cerlification period 11/41/11
to 1/09/12, Included orders for home health alde
services, a shower chair, and orders for skilled
nursing to assess the surgical incision.

A visit was made to Patient #5's home on
12714111 betwéen 2:00 PM and 3:30 PM lo
observe care provided by an OT. A shower chair
was observed to be present In the shower area,

The task list on the CNA Cars Plan, dated
11/14/11, included guidance for the home heslth
aide to provide bathing assistance to Patient #5.
The care plan did not address Patient #5's
shoulder wound, whether it could get wet or
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Continued From page 31

should remain dry. 1t did not address the need for
a shower chair, as indicated on the "Home Heailth
Cerlificalion and Plan of Care."

Written instructions for the home heslth aide were
Incomplete.

3. Palient #2 was a 79 year old female who was
admitted to the agency on 5727711 for care after
back surgery. The RN SOC Assessment, dated
5127111, indicated Patient #2 had Type Il
diabetes. The task lists for CNA Care Plans for
certification period 5/27/11 to 7/25/11 and 7/26/11
to 8/23/11 included guidance for the aide to
provide weekly nail care. The care plan did not
inform the aide that Patlent #2 was diabetic and
to avold trimming Patient #2's nails.

The Dirsctor of Nursing was interviewed on
12/15/11 at 11:25 AM. She raviewed Palient #2's
record and confirmed there was no clarification
for the aide to avoid trimming nalls. She stated it
would have been alright for the home health aide
{o file Paflent #2's nails but the agency did not
allow aldes 1o rim nails of diabetic pafients.

Wrillen patient care instructions for the home
health aide were Incomplete.
484.55(a)(1) INITIAL ASSESSMENT VISIT

A reglslered nurse must conduct an injtial
assessment visit to determine the immediate care
and support needs of the patienl; and, for
Medicare palients, to determine ellgibllity for the
Medicare home health benefit, including
homebound status.

This STANDARD s not met as evidenced by:

G 224

G331-

An in-service will be given to all
staff regarding policy 2007
“Skilled Nursing Duties”
(attached as addendum 4) by
the Director of Patient Care
Services on January 18, 2012.
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Based on record review, policy review, patlent
interview, and staff inferview, it was determined
the agency failed lo ensure the initlal SOC
comprshensive assessment included a thorough
sxamination of identified ltems of concern for 2 of
13 patients (#2 and #7) whose records were
reviewed. This had the polential to lead to
incomplste development of plans of care and
monitoring of patient health status. Findings
include:

1. Palient #2 was a 79 year old female who was
admitted 1o the agency on §/27/11 for care after
back surgery. The RN SOC Assessment, dated
5/27/11, indicated Patient #2 had Typs |
diabetes, 1t did nol include an assessment of
Patient #2's blood glucose levels or patient
reporis of bleod ghicose ranges. Baseline
dizbetlc Information s important {o determine
varlances during the recovery process.

The Director of Nursing was interviewed on
12/15/11 at 11:25 AM. She reviewed Palient#2's
record and confirmed blood glucose levels or
ranges were not assessed af SOC.

The assessment was not complete as it was
missing retevant baseline diabetic information,

2. Palient #7 was 73 year cld fernale who was
admitled to the agency on 10/20/11 for care
related to her Parkinson's diseass, chronic
obstructive pulmonary disease and congestive
heart failure.

A visit to Patient #7's residence, an ALF, was
made on 12/14/11 between 11:00 AM and 11:50
AM to observe care provided by-a PT. During the

G331 This policy also incfudes duties
upon initial nursing visit. The
quality assurance nurses will do
concurrent audits with weekly
reports given to the Director of
Patient Care Services. These
reports will be discipline specific
and show compliance to the

plan of care. Director of
Patient Care Services or

delegated personnel will have a
weekly interview with nurses
that have worked less than 6
months with Access Home Care
and review their case load and
make sure that all nursing duties
are being completed. Full
compliance to this regulation
will be meet by January 25,
2012.
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visil, Patient #7 stated she used a CPAP at night
and this was not new,
The RN SOC Assessment, dated 10/20/11 at
1:01 PM included a seclion for assessment of
respiratory status. A box was present to indicate
use of CPAP. The box was not checked. A note
was present in the respiratory section of the SOC
Assessment stating Patient #7 had been
diagnosed with sleep apnea. The information
related to use of a CPAP was also not present on
the "Home Health Certification and Plan of Care” G337-
for certification pericd 10/20/11 o 12/18/11,
An in-service will be given to all
The assessment was not complete as jtwas ) )
missing relevant respiratory equipment, staff regarding policy 3001
G 337 | 484.55(c) DRUG REGIMEN REVIEW G 337 “Medication Management”

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

This STANDARD s not met as evidenced by:
Based on record review, patient interview during
a home visit and staff interview, it was determined

the agency failed to ensure the comprehensive
assessment included a revlew of all medications
the patlent was taking for 1 of 6 palients (#5) for
whom home visits ware conducted. An
incomplete review interfered with the abillly lo
assess for all potential adverse effects, drug
reactions, side effects or noncompfiance.
Findings include:

(attached as addendum 5) by
the Director of Patient Care
Services on January 18, 2012.
The quality assurance nurses
will do concurrent audits with
weekly reports given to the
Director of Patient Care
Services. These reports will be
discipline specific and show
compliance to the plan of care
including appropriate
medication management. Full
compliance to this regulation
will be meet by January 25,
2012.
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I

t A visit was made to Palient #5's home on
[ 12/14/11 between 2:00 PM and 3:30 PM to

Conlinued From page 34

i. Patienl #5 was a 61 year old female with a
diagnosis of multiple sclerosls who was admitted
to the agency on 11/11/11 for care following
shoulder surgery.

ohserve care provided by an OT. Atthe end of
the vislf, Pallent #5 and the surveyor reviewed
her medications togethsr, comparing them
against the list on the "Home Health Certification
and Plan of Care" for certification period 11/11/11
to 1/09M12, Patient #5 confirmed that all of the
medications on the POC were correct. She
provided a written list, dated 11/07/11, of
additionat medicalions she stated she was on,
including:

- Aspirin 81 mg daily In the evening for her
“neart"

- Ibuprofen as needsd for “inflammation”,

- Nystatin 100,000 units/gr twice daily as an
"antifungal entibiotic";

- Omeprazole 40 mg dally for "esophageal
spasms”;

- Oxybulynin 5 mg thres times per day for
“incontinenca”,

- Triameinolone Acetonide .50% as needed for
“erythyma multiforme bullous”;

- Vitamin D 60,000 U once a week for “Vitamin D
deficiency."

Wheri asked if she was on these medicafions at
the start of care on 11/11/11, she stated she had
been,

The DON was Internviewed on 12/15/11 at 11:45
AM. She reviewed Patient #5's record and

G 337
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confirmed the discrepancies in medications. She
stated she could not explain the discrepancy.

The comprehensive réview did not include a
review of all medications a pallent was using at
he ime of the assessment.
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N 000

N 062

N 096

16.03.07 INITIAL COMMENTS

The following deficlencles were cited during a
recent state licensure survey of your home health
agency.

The surveyors conducting the survey were:

Teresa Hamblin, RN, MS, HFS, Team Leadar
Rebecca Lara, RN, BA, HFS

03.07021. ADMINISTRATOR

NCB2 03. Responsibililies. The
administrator, or his designee, shall
assume responsibility for:

. Insuring that the clirlcal
record and minutes of case conferences
egtablish that effectiva interchange,
reporting, and coordinalion of palient
care betweaen all agency personnel
caring for that patient does occuy.

This Rule i not met as evidenced by:
Refer to G 143.

03.07024. SK. NSG. SERV.

NOS6 01.Registered Nurse. A
registered nurse sgsures lhat care is
coordinated between services and that
all of lhe patlenls needs identified

by the assessments are addressed. A
reglstered nurse performs the
following:

d. nittates appropriate
preventive and rehabilitative nursing
procedures;

N 000

N 062

N 026

Refer to Federal Plan of Correction G143

2 /25/12

Bureau of Facilily Standards.
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This Rule is not met s evidenced by: . . '
Referta G 175. Refar to Federal Plan of Correction G175 | 2/25/12
N 098| 03.07024, SK. NSG. SERV. N 098

NOg8 01. Registered Nurse, A
registered nurse agsures that care Is
coordinated between services and thal
all of the patients needs identified

by the assessments are addressed. A
reglstered nurse performs the
following:

f. Informs the physician and
other personnel of changes in the
patient's condition and needs;

Thig Rule is not met as evidanced by:
Refer io G178. Refer to Federal Plan of Correction G176 _2/25/12

N 122 03.07024.5K.NSG 8ERV. N 122

N122 05, Tralning, Assignmentand .
Insfruction of A Home Health Aide.

o, Writtan instructions for
home care, Including specific
exercises, are prepared by a
registered nurse or therapist as
appropriate.

This Rule is not met as evidenced by; ‘
Refer to G 224, Refer to Federal Plan of Correction G224[ 9 /75(12

N 152| 03.07030.01.PLAN OF CARE N 152

N152 01. Written Plan of Care. A
written plan of care shall he
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N 152

N 155

Ni72

N 173

Conlinued From pags 2

developed and implemented for each
patient by all disciplines providing
servicss for ihat patlent. Care
follows the written plan of care and
inGludes:

This Rule is not met as evidenced by:
Refer lo G 158,

03.07030. PLAN OF CARE

N1B& 01, Wrilten Plan of Care. A
written plan of care shall be
developad and implemented for each
patient by all disciplines providing
services far that patient. Care
follows the written plan of care and
includes:

¢. Types of services and
equipment required;

This Rule is not met as evidenced by:
Refer to G 189,

03.07030.06.PLAN OF CARE

N172 06. Changes to Plan. Agency
profassional staff prompfly alert the
physician to any changes that suggest
a need lo alter the plan of care.

This Rule is not met as evidenced by:
Refer to G 164,

03,07030.07.FLAN OF CARE

N173 07 Drugs and Treatments. Drugs
and treatments arg administered by

N 152

N 166

N172

N 173

Refer to Federal Plan of Correction G158

Refer to Federal Plan of Correction G159

Refer to Federal Plan of Correction G164

2/25/12

2/25/12

2{25/12
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STATEMENT OF DEFIGIENCIES X3) DATE SURVEY
AND PLAN OF CORRECTION (14)] |%Féﬁ¥{2|%§’%%w£ﬁ%%ﬂ? {X2) MULTIPLE COMSTRUCTION ( )GOMPLEI'ED
A BUILDING
B, WING
OA$001015 12/19/2011
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
240 WEST BURNSIDE AVENUE, SUITE B
(%d) iD SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION 8
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TU THE APPROPRIATE DATE
DEFICIENCY)
N 173| Continued From page 3 N1i73
agency staif only as ordered by the
physician, The nurse or therapist
immedlately records and signs oral
orders and obtains the physician's
countersignature. Agency staff check
all medications a patient may he
taking to identify possible
ineffective side effects, the need for
labaratary monitoring of drug lavels,
drug allergies, and contraindicated
madication and promplly reporl any
problems to the physician.
This Ruie is not met 2s evidencad by: .
Refer lo G 337, Refer to Federal Plan of Correction G337 2/25/12
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January 4, 2012

Cathy Tarbet, Administrator
Access Home Care, LLC

74 West 100 North

Logan, UT 84321

Provider #137110
Dear Ms. Tarbet:

On December 19, 2011, a complaint survey was conducted at Access Home Care, LLC. The
complaint allegations, findings, and conclusions are as follows:

Complaint #1D00004965

Allegation #1: Agency staff violated patient privacy by releasing information to an Assisted
Living Facility (ALF) for recruiting purposes without patient permission.

Findings #1: An unannounced visit was made to the agency 12/12/11 through 12/16/11. During
the complaint investigation, surveyors reviewed grievance files, personnel files, and patient
records. In addition, surveyors interviewed staff from the agency, patients during home visits,
and administrative staff from an ALF.

Grievance records were reviewed from December 2009 through the time of the complaint
investigation. One grievance file, dated 1/23/10, documented an allegation from a caregiver that
a patient's privacy was violated when a home health aide, who was working for the agency and
provided services to the patient, had disclosed information to an ALF (where she also worked) in
order to recruit the patient.

The grievance record documented a partial investigation of the complaint by the Director of
Nursing(DON.) She documented talking with the home health aide who denied releasing
information to the Assisted Living Facility. The investigation did not document an interview



Cathy Tarbet, Administrator
January 4, 2012
Page 2 of 3

with the ALF or the patient.

The DON was interviewed on 12/13/11 at 2:00 PM. She stated the home health aide had been
working only occasionally for the agency and was no longer employed by the agency. She stated
as a part of the investigation into the grievance she talked to the home health aide who told her
she had only given a brochure about the ALF to the patient. The home health aide denied
disclosing private information to the ALF. The Administrator stated she believed what the home
health aide told her and did not conduct any further investigation. She denied receiving any
similar complaints regarding violation of patient privacy since the complaint received in January
of 2010 through the current time.

Surveyors contacted the Administrator with the ALF named in the complaint. After being asked
if they had contacted the patient, he reviewed information on his computer and stated ALF staff
had contacted the patient multiple times. When asked how they obtained information to contact
the patient, he said an employee of the ALF had given them contact information. The name of
employee who had provided information was the same as the home health aide who had worked
for the home health agency and was named in the complaint. When asked if the home health
aide had been paid a bonus for making the referral, he initially said yes and then corrected the
information stating the bonus incentive was not in effect at the time the employee had provided
information to the ALF.

No similar grievances were present among the grievance files reviewed. Current patients were
interviewed during home visits. All patients who were interviewed denied concerns regarding
violations in privacy.

Personnel files of home health aides were reviewed. The file of the home health aide involved in
the complaint lacked a signature acknowledging she understood the agency's privacy policy.
Files of current home health aides contained evidence of training related to the obligation of staff
to maintain patient privacy.

The complaint was substantiated but no deficiencies were cited. There was lack of sufficient
evidence to determine any current deficient practice related to patient privacy.

Conclusion: Substantiated. No deficiencies related to the allegation are cited.
Based on the findings of the complaint investigation, deficiencies were cited and included on the

survey report. No response is necessary to this complaint report, as it was addressed in the Plan
of Correction.
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If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation.

Sincerely,

TERESA HAMBLIN S IA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

TH/srm
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