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February 11, 2014

Sharon Anitok, Administrator
Multicare Home Health Services, Inc
P.O Box 355

Meridian, ID 83680

RE: Multicare Home Health Services, Inc, Provider #137093

Dear Ms. Anitok:

On January 29, 2014, a follow-up visit of your facility, Multicare Home Health Services, Inc, was
conducted to verify corrections of deficiencies noted during the survey of December 20, 2013,

We were able to determine that the Conditions of Participation of Organizaton Services &
Administration (42 CFR 484.14), Group of Professional Personnel (42 CFR 484.16),
Acceptance of Patients, POC, Med Super (42 CFT 484.18), Clinical Records (42 CFR
484.48) and Evaluation of the Agency's Program (42 CFR 484.52) are now met.

Your copy of a Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that
have been corrected is enclosed.

Also enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing
Medicare deficiencies and a similar form listing State licensure deficiencies. In the spaces
provided on the right side of each sheet, please provide a Plan of Correction,

An acceptable plan of correction (PoC).contains the following elements:

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

for each deficiency cited;
o A completion date for correction of each deficiency cited must be included;
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¢ Monitoring and tracking procedures to ensure the PoC is effective in bringing the Home
Health Agency into compliance, and that the Home Health Agency remains in

compliance with the regulatory requirements;
¢ The plan must include the title of the person responsible for implementing the acceptable

plan of correction; and

e The admintstrator’s signature and the date signed on page 1 of the Form CMS-2567 and

State Form 2567,

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

23, 2014, and keep a copy for your records,

Thank you for the courtesies extended to the surveyors during their visit. If we can be of any

help to you, please call us at (208) 334-6626.

Sincerely,

L4l

GARY GUILES
Health Facility Surveyor
Non-Long Term Care

GG/pmt
Enclosures
ec: Kate Mitchell, CMS Region X Office

Sy Creee 9

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care
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Dear Mr. Guiles,

‘Enclosed, please {ind the revised MultaCare Home Health’s response to our Januaxy 29 2014
. follow up survey. ‘

Let me know if yoil have‘any questfons or concerns.

Smcerely,

| @@{/ /Q%b% ﬂ(’,

Lori Page, RN
Director of Chmcal Services

. Ce: Sharon Anitok R o _ - o
Ce: Cherie Goers - S
Cec: Robin Wallis

- Tel: (208) 884-5497
Fax: (208) 887-6498 - C : O :
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R . - ; 0 - .
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The following deficiency was cited during the
Madlcare follow up survey conducted on 1/28/14
and 1/29/14, Surveyors conducting the follow up
were:

Gary Guiles, RN, HFS, Tearn Leader
Donald Sylvester, RN, HFS

Acronyms used [ this reporf include;

POC - Plan of Care
PT - Physical Therapy .
{G 169) | 484.18(a) PLAN OF CARE {6 169}| G 159 2/13114
The plan of care developed in consultation with .
the a%ency staff covers 2[: pertinont diagnoses, MultiCare will ensure that the Plan of
including mental status, types of services and Care covers all pertinent diagnoses,
equipment required, frequency of visils, including mental status, types of

prognosis, rehabllitation potential, functonal

limitations, activitles permitted, nuiritional services required, equipment,

requirements, medications and treatments, any |- supplies, functional limitations

safely measures to protect against injury, N *
instructlons for timely discharge or refetrat, and treatments, activities permitted,

any other appropriate ftems. nutritional requirements,

medications, treatments, and any

This STANDARD fe not met as evidenced by: safety measures to protect against
Based on staff interview and record raviaw, It . . .

was determined the agency falled to ensure |n‘1ury, Instructions for timely

POCs Include ali pertinent information for 2 of 9 discharge and any other appropriate
patients (#1 and #7) whose records were items. The Director of Clinical Services

roviewad, This resulied in a lack of direotion to

staff caring for those patlents. Findings Include: will orient the Case Managers

developing the Plan of Care
1. Pallent #1's medical record documentad a 51 p & i .to c‘over
year old female who was admitted for home . all pertinent diagnosis, medications,
health services on 12/11/13. She was currently a treatments, durable medical

LAGORATORY DIREGTONS OF PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE e X DATE
Inocion [tk A~ shrado-  25- Fels ZO 14

Any dellclency stalement ending with an asledsk (*) denoles a deficlancy which the InstRution may be excusad from correcting providing it Is determined thdt
other salsguards provide sufficient protection to the patlents. (Ses Insliuciions.) Except for nursing homes, the findings stated above are diselosabla 8O0 days
following the dato of aurvey whather or not & plan of correction is provided, For nirsing homes, the akove findings and plrng of careclion ate disclosable 14
days following the date these documents are made avallable to the faollity. if deflciencles are ¢ited, an approved plan of cotracilon 13 requisile to conlinued

program participation,

FORM CM8.2587(02-99) Previous Veistons Obsolete Event ID; 8TOU2 Fecity 10: OAS001400 if continuation sheel Pags 1 of 3
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equipment, interventions that are
{G 169} | Continued From page 1 {G 169} patlent specific (i.e.: parameters for

patient as of 1/28/14. Her admilling diagnoses -
Included paraplegia, vertigo, diabetes, and
depression.

Patlent #1's POC for the certlfication perlod
1211113 to 2/08/14 stated she took long acling
Insulin 2 times a day and short acting inaulin 4
times a day, Her POC did nol provide any
dirsction {o staff regarding monitoring her
diabetes such as monitoring her blood sugar
levels,

Thirleen PT visits were documented belween
12/13/13 and 1/22/14, None of those visit noltes
documented If Patlent #1 was chetking her blood
sugar levels or what her blood sugar lavels were,

The Physical Therapist was Interviewsd on
1/28/13 beginning at 3:15 PM, He stated he
managed Pallent #1's care, He stated he kinew
Pailent #1 was diabetic, He stated he had not
asked her about her diabetes or inquired about
her blood sugar levels, He conflrmed Patlent #1's
POCGC did not cover her tiabales.

Patient #1's POGC dlid not cover her diabetes,

2, Patient #7's medloal record documented a 24
year old male who waa admitted for home health
services on 12/02/13. He was currently a patient
as of 1/28/14. His admitting diagnosis was
quadriplegis,

A"Physical Therapy Evaluation,” dated 12/08/13,
staled Pattent #7 had suffered a spinal cord Injury
in June 2013, The evaliafion staled Patlent #1
was not able to sif unsupported and had no trunk
control or stabiflty. The evaluation stated "Hls
extensor tona s also an fssue for him and may be

Diabetes Hypo/Hypergivcemia,
positioning and turning of Patient to
prevent skin breakdown} that are
ordered per the Physician, The case
manager will update Plan of Care if
changes oceur during the certification
periad, if the Patient is being
recertified, and if care Is being
resumed following an inpatient stay.
The Director of Clinical Services will
orient the Case Manager to follow the
Plan of Care. Any changes that occur
will also be documented on the
comimunication note per the discipline
that finds the change at time of their
visit with the Patient. This will ensure
that all the Patient’s pertinent home
health needs are being met
effectively. This will be monitored by
the Director of Clinical Services and
Case Manager of the Patient at start
of care, anytime a change in
treatment occurs, change In Patient’s
condition, medications, at
recertification, and resumption of care
if indicated. This was completed on
2{13/14.

FORM CMS-2667(02-99) Pravious Verslons Obsalele

Evenl [0: STOVH2

Faclity ID: OAS001400

If confinvallon sheet Page 2 0f 3
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{¥2) MULTIPLE CONSTRUGTION
A. BUILDING
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NAME OF PROVIDER OR SUPPLIER
MULTICARE HOME HEALTH SERVICES, INC

STREET ADDRESS, CITY, STATE, ZIP CODE
324 SOUTH MERIDIAN RD, SUITE 10
MERIDIAN, ID 83342

{#4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH HEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION})

PROVIDER'S PLAN QF CORRECTION

j{] {45}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDL{;’{I‘L‘I':FEIDH

TAQ CROSE-REFERENCER TO THE APPROPRIATE

DEFICIENCY}

(G 169)

Continuad From page 2

causing lssues In proper silting in hig [wheelchalr)
per his report. |Patlenl #7} and his caregivers are
In need of proper iraining for his cares and Jhome
exercise program).”

Neither Patient #7's POC for the certiflcation
perlod 12/02M3 to 1/30/14 nor his POC for the
certification period 1/31/14 to 3/31/14 addressed
posiiioning and turning to prevent skin
breakdown,

The Physlcal Theraplst was Intervlewed on
1/28/13 beginning at 316 PM. He staled Palient
#7 was was not able to move his body below his
axiliae, He stated Patlent #7 was now able fo
ralss his hand to the level of his eye which was
an Improvement from his start of care, He stated
Pallent #7 was not able to repoasition himself. He
stated Patlent #7 spent several hours a day In his
wheelchair, Ho stated Patlent #7's POC did not
address posilloning and turning to prevant skin
breakdown,

Patlent #1's POC did not cover poshioning and
turning to prevent skin breakdown.,

{G 159)

FORM GMS.2687{02-9%) Previous Varsions Obsolete Event ID; 5ToU{2

Faclity ID; OAS001400 if continvation sheel Page 3 of 3
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The following deflciency was clted during the
follow up survey completed 1/28/14-1/29/14,
Surveyors conducting the survey were:

Gary Guiles, RN, HFS, Team Leader
Donald Sylvester, RN, HFS

{N 153} 03.07030.PLAN OF CARE @163y | Referto G159

N153 01, Written Plan of Care. A
written pian of care shali be
developad and implemented for each
patient by alf disciplines providing
services for that patisnt. Care

follows the written plan of care and
includss:

a, Al pertinent diagnoses;

This Rule s not met as evidenced by:

Rafor to G169 as iE relates to the fallure of the
agency to snsure the plan of care covered all
pertinent dfagnoses.

Bureau of Faciily olanderds
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