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3232 Elder Strest
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February 13, 2014

Duke Vancampen, Administrator
Encompass Home Health Of Idaho
3686 Washington Parkway

Idaho Falls, ID 83204

RE: Encompass Home Health Of Idaho, Provider #137105

Dear Mr. Vancampen:

This is to advise you of the findings of the Medicare/Licensure survey at Encompass Home
Health Of Idaho, which was concluded on February 7, 2014,

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 elemenis:

s 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,

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

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

* Monitoring and tracking procedures to ensure the PoC is effective in bringing the Home
Health Agency into compliance, and that the Home Health Agency remains in
compliance with the regulatory requirements;

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

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

State Form 2567.




Duke Vancampen, Administrator
February 13, 2014
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by
February 25, 2014, and keep a copy for your records.

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

Sincerely,

DON SYLVESTER SYLVIA CRESWELL ’
Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

DS/pmt

Enclosures




February 24, 2014
RECEIVED

FEB 25 200

FACILITY STANDARDS
Idaho Department of Health & Welfare

3232 Elder Street
P.0. Box 83270
Boise, ID 83720

RE: Encompass Home Health of Idaho, Provider #137105, Survey February 7, 2014.
To whom it mnay concern: Bureau of Facility Standards

The Following is the plan of cotrection to correct and decencies we were found to be out of compliance
on the survey that took place on February 7, 2014,

Please send our best regards to the surveyors who conducted our survey with p10fess1onahsm and
courtesy to all of our staff.

Best Regards,

Wz

Jake Summers

Branch Director
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DEPARTMENT OF HEALTH AND HUMAN SERVICES BACILITY STANDARDS FORM APPRQVED
CENTERS FOR MEDICARE. 8 MEDICAID SERVICES , OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (t2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IBENTIFICATION NUMBER: A BUILOING COMPLETED
) 137106 . WING i 02/07/2014
MAME OF PROVIDER OR SUPPLIER T STREET ADDRESS, CITY, STATE, ZIF CODE
3668 WASHINGTON PARKWAY
ENCOMPASS HOME HEALTH OF IDAHO IDAHO FALLS, ID 83404
(X4} 1D SUMMARY STATEMENT OF QEFIGIENGIES D PROVIDER'S PLAN OF GORREGTION {5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETEON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
G 000 | INITIAL COMMENTS G 000/ Plan: 2/27//;/
nd
The following deficlencies were cited during the inservice Staf‘f refated to f?deral A
Medicare recertification survey of yotir home state regulations of coordinatlon of care
health agency conducted from 2/03/14 through in addition to the Encompass
2107114, *coordination of Care” policy. (See
The surveyors conducting the racetlification were: attachment #1)
Don Sylester, RN, HFS, Team Leader The Inservice will contain:
Gary Gulles, RN HFS
. e The Agency's methods for
| Acronyms used in this report include: cooperation and
| CHF-Congestive Heart Fallure communication to conflrm
DM It-Diabetes Mellitus type |l Hlalson between team members
HTN-Hypartension tives outlined
IM-Intramugcular to support objec
mi-Mititiiter in the plan of care.
OT-Occupational Therapist «  Coordination with the need to
PTA-Physical Therapist Assistant ision of the plan of
PT-Physical Therapist inltiate a revisio p
| POC-Plan of Care care.
Q-Every o Adelayin starting, or early
i RD-Redgisterad Dietitian haree or specific disciplines
| RN-Registerad Nursa discharg P
SN-Sklited Nurse services.
ST-Speech Therapy e Changes to the patient’s '2/27//%
G 144 | 484.14(g) COORDINATION OF PATIENT G 144 condition.
SERVICES
ed on:
The clinical record or minutes of case Staff will be inserviced o
conferances establish that effective Intarchanga, .
reporting, and coordination of patient care does s idaho Falls: 2/26/2014
ocour, e Pocatello 2/27/2014
o Rexburg: 2/27/2014
This STANDARD s not met as evidenced by:
i - .
LABORATORY DIREGTOR'S OR PROVIDERIEURPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Administeator 2/24/2014

Any deficlency slalement ending with an asterlak (*) danoles a deficiency which the Inatitution may be excussd from corrscting providing it Is dsterminad that
olhar safaguards provids sufficiant protestion 1o tha paliants, (See instructlons.} Except for nursing homas, the findings slated above ere disclosable 90 days
following the date of survey whelher or not a plan of corraction le provided. For nursing homes, the above findings and pfans of correction are disciosable 14
days following the dats these documents are made available to the facllity. If deficlencias are cited, an approved ptan of correction is requlsife o continued

program panticipation.

FORM CMS-2687{02-88) Previous Versions Obsatato

Event iD; 46UG

Fagllly ID; OAS001136




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/12/2014
FORM APPROVED
OMB NO. 0938-0301

Based on staff inferview and review of clinical
records, it was determined the agency failed to
ensure ¢oordination of patient care was
: dosumented for 2 of 10 patients {#4 and #7) who
: received services from muitiple disciplines and
whose records were reviewed. Thig had the
potential to result In unmet patient neads.
Findings include:

1. Patlent #4's medical record documented a 34
year old female who was admiited for home
heatth services on 12/31/13, and was currently a
patient as of 2/06/14, Her diagnoses included
chroni¢ pain and depresslon,

Buring the certification period 12/31/13 to
2128114, PT vislts were documented to Patlent #4
on 1/08/14, 115/14, 1120114, 1/22/14, 1/24/14,
1127H4, 112814, 1/31/14 and 2/03/14. OT visits
- ware documented on 1/09/14, 1/29/14, and
2/04/14. Soclal work visits were documented on
1109114, 1116114, and 1/22/14, Nursing visiis
were documented on 12/31/13, 1/10/14, 1115114,
1122114, and /31114,

A soclal work vislt note, dated 1/09/14 at 4:32 PM,
stated Patient #4 "falls daily." A nursing visit note,
dated 1/10/14 at 2:32 PM, stated Patlent #4 sald
she fell 3 imes the day hefore. A nursing visit
note, dated 1/31/14 at 5:08 PM, stated Patient #4
fell the day before and had an abrasfon to her
forehead.

Coordinatlon of care was not documented

betwean the services caring for Patient #4. There
was no documentation sfaff cormmunicated about
Patient #4's alleged falls to develop a plan to a
monitor and prevent further falls,

]

STATEMENT OF DEFIGIENCIES {Xf} PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER. A, BUILOING COMPLETED
137106 B. WING N 02/07/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
NGO HOME HEALTH OF IDAHC 3686 WASHINGTON PARKWAY
E MPASS HOME HEA ! IDAHQ FALLS, ID 83404
X4y | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION x5}
PREFIX (EACH DEFIGIENGY MUST 8E PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
Ongoing monitoring for compliance: ':/ 5
G 144 | Continued From page 1 G 144 Onsoing monitoring for compllance /Zi/ifﬂ

Compliance will be immediate
and ongolng

10% of records of the
unduplicated census will be
reviewed each quarter until
90% compfiance has been
achieved, and will continue to
maintaln complance with
audits for one year.
Compliance will be monitored
by the Bran h Director, Cinlcal
Field Staff Supervisor, Quafity
improvement, and
packet/eplsode review.

FORM CMS8-25667{02-98) Provious Varslona Obsclats

Evani [D;48UG11

Fachly ID; OASOO1436

If continuation sheat Pége 20f8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 02/12/2044
FORM APPROQVED
OMB NO. 0938-0391

STATEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

137106

{X2) MULTIPLE GONSTRUCTION

A, BUILDING

{X3) DATE SURVEY
COMPLETED

B. WING

02/07/2014

NAME OF PROVIDER OR SUPPLIER
ENCOMPASS HOME HEALTH OF IDAHO

STREET ADDRESS, CITY, STATE, ZIP COPE
3088 WASHINGTON PARKWAY
IDAHO FALLS, |D 83404

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREF{X
TAG

PROVIDER'S PLAN OF CORRECTION (%5}
(EACH CORRECTIVE AGTION SHOULD BE COMPLETION

CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFIGIENCY)

G 144

G 168

Contihued From page 2

Patient #4's RN Casa Manager was inferviewed
on 2/08/14 haginning at 9:15 AM. Sha confirmed
coordination of care by staff caring for Patlent #4
was not documented, She stated she talked with
Patient #4's therapists frequently hut said these
conversations wera not documentad.

Coordination of care was not documented for
Patlent #4,

2, Patlent #7's medical record documented a 39
vear old female who was admitted for homs

! health services on 12/26/13 following hack

| surgery. She was a patlent as of 2/06/14,

The PTA missed visit note documented on
1730114 at 6:06 PM, stated, Patlent #7 could not
participate in therapy that day due fo Increased
pain from being out of a hrace for x-rays the
provious day. There was no documentationon .
the note to indicate the physician or the PT i

i supervisor had been notified,

1

i The ldaho Falls Branch Manager was interviewed
on 2/05{14 at 8:00 AM, and reviewed Patlent #7's
medical record, He confirmed there was o
documentation to Indicate communication with
the physiclan or PT supervisor, He confirmed
that the PTA did not coordinate care with the
physician and PT suparvisor,

Patient #7's medicat record dld not contain
documentation of coordination of care,
484,18 ACCEPTANCE OF PATIENTS, POC,
MED SUPER

I'Care follows a wrilten plan of care estabfished
i and periodically reviewed by a doctor of medicine,

G 144

G 168

l

FORM CMS-2667(02-99) Previous Versions Obsolots

Bvent 1D: 4GUGH

Facility ID: GAS001135

if continuation sheet Page 3 of 8




PRINTED: 02/12/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES ({1} PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A BUILDING COMPLETED
137105 B.WING _ ) S 02/07/2014
“NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
3688 WASHINGTON PARKWAY
ENCOMPASS HOME HEALTH OF IDARO IDAHO FALLS, ID 83404
£X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSuREFEREchElgEEﬂ g\z& APPROPRIATE DATE
E
Plan: . /
G 158 | Continued From page 3 G 168 27’7;7/ (/”

osteopathy, or podlatric medicine.
i

This STANDARD is not met as evidenced by:
Based on record review and staff Interview, it
was determined the agency falled to ensure care
followed a physician's written POC for 2 of 16
patients. (#8 and #10) whose records were
reviewed, This resulted in a missed reglstered
dietiffan evaluation; medication not administered
as ordered, and had the potentlal to result in
negative patient outcomes. Findings includs:

1. Patlent #8 was a 60 year old female adinitted
! to the agency on 1/04/14, for SN and RD services |
| refated to an ulcer on her foot, DM il, HTN and
| chronic bronchitis, Her medical record and POC |
'for the certification perlod 1/04/14 through
i 3/04/14, were reviewed.,

Patient #6's POC included orders for RD services
effactive 1/19/14.

An RD note, undated, stated, "date set between
patient and RD for 1/24/14. RD was going to be
30-60 minutes late to appointment, attempted to
call 3-4 times, with no response. RD Informed
the agency of the situation and continued falled
attempts contacting patient. RD will discuss with
case manager in aftempts to re-set appointment,” |

H
i

Nursing visit notes dated 1/27/14, 1/29/14, ;
1/31/14 and 2/3/14, had no evidence of
communication hetween the RD and the RN
Case Manager. An evaluation by the RD was not
found in the medicat record.

| The Pocatello Branch Manager was Interviewed
I on 2/08/14 beginning at 2:30 PM. She confirmed

tnservice staff related to federal and
state regulations related to following a
written plan of care and complying to
the following Encompass policies to
assure compliance:

¢ Coordination of Services (See

The inservice will contain;

s That the plan of care is
appropriate for the patient

In a timely manner
s Any delays of service will be

in order to obtain guidance
related to the delay in care,

e Coordinating timely service
deliver, including

staff members.

attachment #1)

¢  Admlssions/Cllent Assessment
{See Attachment #2)

e Clinical Records (See
Attachment #3)

¢ That the plan of care is Inltiated

coordinated with the physician

f comimunication to appropriate

§

FORM C148.2607(02-99) Pravious Verslons Obsolsta " Event I0:4GUGT

Faclity 10: QASC01135 If continuatlon sheel Page 4 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/12/2014
FORM APPROVED
OMB NO, 0038-0381

CENTERS FOR MEDICARE & MEDICAID SERVIGES
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA (%2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
137106 B.WING ___ , __ 0200712014
STREET ADDRESS, CITY, STATE, 2IP GODE

NAME OF PROVIDER OR SUPPLIER

ENCOMPASS HOME HEALTH OF IDAHO

3086 WASHINGTON PARKWAY
IDAHO FALLS, 1D 83404

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY QR LSC IDENTIFYING INFORMATION)

0
PREFX
TAG

PROVIDER'S FLAN OF CORRECGTION
{EACH CORRECTIVE ACTION 8HOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY})

(15}
COMPLETION
DATE

G 158

G 159

Continued From page 4
the missed evaluation by the RD and that the RD
did not Inform the RN Case Manager of the

missed visit.

Patient #6 did nct racelve an evaluation by the
RD as ordered in her POC,

2. Pallent #10 was an 85 year old male admitted
to the agency en 1/02/14, for SN services related
fo pernicious anemla and atrlal fibrillafion. His
medical record and POC for the certification
period 1/02/14 through 3/02/14, were reviewed,

The POC included orders SN for administration of
B12 injection once a month.

An RN visit note, dated 1/13/14 at 1:07 PM,
stated, "Patlent #10 did nol have his B12
Injectable today,”

in a SN visit note, dated 1/27/14 gt 7:54 PM, the
RN documented, "Patlent #10 forgot fo have his
son pick up his B12 for injection.”

The Pocatello Branch Manager was Interviewed
on 2/08/14 beginning at 2:30 PM. She confirmed
Patient #10's missed B12 injections,

Patient #10 did not recelve 812 injections at the
frequency identified in his POC,
484,18(a) PLAN OF CARE

The plan of care developed In consultation with
the agency staff covers all pertinent diagnoses,
Including mental status, types of services and
aquipment required, frequency of visits,

i prognosls, rehabilitation potential, functional

. limitations, activitles permitted, nutritionai

G158

G 159

i

Staff will be inserviced on;

» idaho Falls: 2/26/2014
s Pocatello 2/27/2014
e Rexburg: 2/27/2014

Ongoing monitoring for compliance:

o  Compliance will be Immediate
and ongeoing

¢ 10% of records of the
unduplicated census wilf be
reviewed each quarter untit
90% complfance has been
achieved, and will continue to

maintain compliance with
audits for one year,

o Compliance will be monitored
by the Bran h Director, Clinlcal
Fleld Staff Supervisor, Quality
improvement, and
packet/episode review,

)

2l

FORM C148-2567{02-09) Peavious Varaions Obsolels

Evont iD;AGUGHE

Fachily ID; OASDD1436

if continuatton shast Page SofB




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

PRINTED: 02/12/2014
FORMAPPROVED
OMB NO, 0338-039

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING o COMPLETED
137105 8, WIiNG i 02i07/2014
B STREET ADDRESS, CITY, STATE, ZIP CODE

" NAME OF PROVIDER OR SUPPLIER
ENCOMPASS HOME HEALTH OF IDAHO

1604 WASHINGTON PARKWAY
IDAHO FALLS, ID 83404

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {8
PREFIX {EACH DEFICIENCY MUST BE PREGEDED 8Y FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
— '

Plan: 2
G 158 Conlinued From page 5 G 1569 - 7/.;1,

Inservice staff related to federal and

requirements, medicatlons and frealments, any
safaety measures to protect agalnst Injury,

; Instructions for timely discharge or referral, and
" any other appropriate ltems,

H

This STANDARD is not met as evidenced by:
Based on staff interview and record review, it
was determined the agency falled to ensurs
POCs included alf pertinent information for 3 of
16 patlents (#4, #14, and #16) whose records
were reviewed. This resulted the potentiaf for
adverse patient svenis reltated to unsafe blood
, 8ugar levels and falls. Findings include:

year ofd female who was admiited for home
health services on 9/26/13. She was a patient as
of 1/124/14, Her admitting diagnoses included
pressure ulcer stage H, DM If, HTN, depressive
disorder and abnormality of gait,

Patient #14's POC for the cerlification period of
1724114 through 3/24/14 did not provide diraction
to sltaff regarding monitoring her diabetes, such
as ensuring she checked her blood sugar levels
or that siaff did so.

Six SN vislts were documented between 1/24/14
and 2/05/14. None of these visit notes
documaented If Patient #14 was checking her
hlood sugar Jevels or that SN staff had done so.

The Pocateilo Branch Manager was interviawed
on 2/06/14 heginning at 2:30 PM, She confirmed
the POC did not address Patlent #14's need to
monitor blood sugar lavels,

‘ Patlent #14's POC did not Include Instructions for

1. Patient #14's medical record documented a 51

!

!

state regulations related assuring that
each patient’s current plan of care
accurately reflects the current needs
and complying to the following
Encompass policles to assure
compliance:

¢ Coordination of Services {See

attachment #1)

Admissions/Client Assessiment

(See Attachment #2)

¢ Clinical Records {See
Attachment #3)

The inservice wilf contain:

¢ The need for the plan of
treatment to he developed by
the physiclan in consultation
with the Agency staff to
adequately meet the client’s
physical, mental and soclal
needs and that the plan of
treatment accurately refiects
the specific needs of the
patlent.

¢ The timely Implementation of
the plan of treatment

FORM CMS-2507(02-89) Provious Verslons Obsolato

Event 1D:4GUB11

Faciilty I OAS001135

If continuation shae! Page 8 of 8




PRINTED: 02/12/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0038-0391
STATEMENT OF DEFICIENCIES (¥1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMFLETED
B 137106 |Bwwe, — 02/07/2014
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
3668 WASHINGTON PARKWAY
ENCOMPASS HOME HEALTH OF |IRAHD IDAHO FALLS, ID 83404
a0 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECT(ON oo
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) 6 CROSS-REFERENGED TO THE APPROPRIATE DATE
: DEFIGIENGY)
G 1589 | Continued From page 6 G 169 *  Obtaining physician guidance %//LI«

and an update of the plan of
care {in the form of a signed

2. Patlent #18's medical record documented a 74 order) when it Is identified that
year old female who was admitted for home the plan of

health services on 1/06/14, Her admitting plan of care needs to be
dlagnoses included CHF, DM Il, muscle
woakness and dementia,

monitoring her blood sugar fevals.

revised,

Patisnt #18's POC for the certification period Staff will be inserviced on:

1/08/14 through 3/06/14, did not Include direction
to staff ragarding monitoring her diabetes, such ¢ Idaho Falls: 2/26/2014
as checking her blood sugar levels. e Pocatello 2/27/2014
Four SN vislts were documented betwean *  Rexburg: 2/27/2014
1/08/14 and 2/06/14, Three vislt notes dated,
1/06/14, 1/18/14 and 1/23/14 did not document

f
Patient #16's blood sugar levels or monitoring of ;
tham. » Compliance will be iImmediate

The RN Case Manager was interviewed on and ongoing

2/07114 beginning at 8:40 AM, She confirmed the ¢ 10% of records of the

POC did not address monitoring of Patlent #16's unduplicated census will be
blood sugar levels, reviewed each quarter untl

Directions for monitoring Patient #16's blood 90% compltance has been
sugar levels were not Incorporated into her POC, achieved, and wil} continue to
malntain compllance with

3. Patlent #4's medical record documented a 34 audits for one year.

year old female who was admilted for home ¢« Compliance wlill be monitored
health services on 12/31/13, and was currently a by the Bran h Director, Clinlcal
patient as of 2/06/14. Her diagnoses ingiuded .
chronic pain and depression, Field Staff Supervisor, Quality

Ongoing monitoring for compliance:

improvement, and

Patient #4's POC for the centification perlod packet/episode review. ;
12131713 to 2/128/14, did not include a fall
! prevention plan, PT vislts were documented fo
Patlent #4 on 1/08/14, 1/16/14, 1/20/14, 1/22/14,

1724114, 1127114, 172914, 1131714 and 2/03/14. .
FORM CMS-2567{02-99) Pravious Verelons Obsolele Event ID:4GUGH Faciity ID: OAS0DY135 If conltinuation sheet Page 7 of 8




PRINTED: 02/12/2014

DEPARTMENT OQF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES . OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
137106 ) B. WING 0210712014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE '
3666 WASHINGTON PARKWAY
ENCOMPASS HOME HEALTH OF IDAHO IDAHO FALLS, ID 83404
*H0 " SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION T o
PREEIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
G 1589 { Continued From page 7 G159

OT visits were documented pn 1/09/14, 1/29/14,

| and 2/0414, Soclal work visits were documented
oh 1/09/14, 1/15/14, and 1/22/14. Nursing visits
were documented on 12/31/13, 1/10/14, 1/15/14,
1/22/14, and 1/31/14. None of these visit notes
documented a specific plan to prevent or
decrease falls,

A PT evaluation, dated 1/08/14 at 8:36 PM, stated
Patient #4 had ".,.VERY POOR BALANCE AND A
HISTORY OF FALLS." A social work visit note,
dated 1/09/14 at 4:32 PM, stated Patlent #4
"...falls dally." Anurging visit note, dated 1/10/14 |
rat 2:32 PM, stated Patient #4 said she fell 3 times
: the day before. Anursing visit hote, dated
1/31/14 at 9:08 PM, stated Patlent #4 felf the day
before and had an abraslon to her forehead,

A specific plan to monitor and prevent falls was
not documented in Patlant #4's medical record.

Patlent #4's RN Case Manager was Interviewed
on 2/06/14 beginning at 9:16 AM. She confirmed
a specific plan to prevent or decrease falls had
not been developed.

Patlent #4's POC did not include a fall prevention
plan.

|
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- Plan; "7’/ 27/4}
The followlng deficlencles were cited during the
state llcensure survey of home health agency on Inservice staff related to federal and
2/03/14 through 2/07/14. state regulations of coordination of care
itiontothe E
The surveyors conducting the survey were: in addafuon‘ othe nc?'mpa:ss
"Coordination of Care” policy. {See
Don Sylvester, RN, HFS, Team Leader attachment #1)
Gary Giiles, RN, HFS
The inservice will contain:
N 092} 03.07024.01, SK.NSG.SERV, Npg2
. A ¢ The Agency’s methods for
. Registered Nurse,
reglstered nurse assures that care Is coop erat'ion and
coordinated between services and that communicatlon to confirm
all of the patlents needs identified ltaison between team members
by t‘he assessments are addressed. A to support objectives outlined
registered nurss performs the
following: in the plan of care,
s Coordination with the need to
: initiate a revision of the pian of
This Rule is not met as evidenced by: P
Refor to G144 as it relates to the lack of care.
coordination of care betwean services, e Adelay in starting, or early
discharge or specific disciplines
N 162 03,07030.01.PLAN OF CARE NYed sefvices.
N152 01. Writlen Plan of Care. A ° Changesto the patient's
wrilten plan of care shall be condltion,
developed and lmplemented fot each
patient by all disciplinas providing Staff will be inserviced on:
services for that pattent. Care
ifggmfz Sttie written plan of care and o Idaho Falls; 2/26/2014
) e Pocatello 2/27/2014
This Rute is hot met as evidenced by: e Rexburg: 2/27/2014
Refer to G158 as it relates to the failure of the
agency 10 ensure patient care followed a writlen
plan of care.
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N 153 03.07030.PLAN OF

services for that pall
follows the written p!
Includes;

pertinent diagnoses.

N153 Q1. Written Plan of Care. A
wrilten plan of care shaff be
developed and implemented for each
patient by alf disciplines providing

a, Al pertinent diaghoses;

This Ruls is not met as evidenced by
Refar to G159 as It relates o the fallure of the
agency to ensura the ptan of care covered all

CARE

ent, Care
an of care and

Ongoing monitoring for compliance;

oy

Compliance will be mmediate
and ongoing

10% of records of the
unduplcated census will he
reviewed each quarter unti
90% compliance has been
achieved, and will continue to
malniain compliance with
audits for one year.
Compliance will be monitored
by the Bram h Director, Clinical
Field Staff Supervisor, Quality
improvement, and
packet/episode review,
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Inservice staff related to federal and
state regulations related to following a
written plan of care and complying to
the following Encempass policles to
assure compliance:

Coordination of Services {See
attachment #1)
Admissions/Cllent Assessment
{See Attachment #2)

Clinical Records (See
Attachment #3)

The inservice wilt contain:

That the plan of care is
appropriate for the patient
That the pian of care is Initiated
in a timely manner

Any delays of service will be
coordinated with the physiclan
In order to obtain guidance
related to the delay In care.
Coordinating timely service
deliver, including
communication to approprlate
staff members,

Staff will be inserviced on:

Idaho Falls: 2/26/2014
Pocatello 2/27/2014
Rexburg: 2/27/2014

Ongolng maonitoring for compliance:

Compliance will be immediate
and ongoling

10% of records of the
unduplicated census wili be
reviewed each quarter untii
90% compliance has heen
achleved, and will continue to
malntain compliance with
audits for one year,
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e  Complfance will be monitored 77”_27//4_
by the Bran h Director, Clinlcal
Field Staff Supervisor, Quality
improvement, and
packet/episode review.

Plan: /2/27/14

Inservice staff related to federal and
state regulations related assuring that
each patfent’s current plan of care
accurately reflects the current needs
and complying to the following
Encompass policles to assure
compliance:

e Coordination of Services (See

attachment #1)

e Admissions/Client Assessment
{See Attachment #2)

e Clinical Records (See
Attachment #3)

The Inservice will contain:

¢ Theneed for the plan of
treatment to be developed by
the physiclan in consuitation
with the Agency stalfto
adequately meet the client’s
phystcal, mental and social
needs and that the plan of
treatment accurately reflects
the specific needs of the
patient.

e The timely implementation of
the plan of treatment

¢  Obtalning physician guldance
and an update of the plan of
care {in the form of a signed.
order) when it Is identified that
the plan of care needs to be
revised,

Staff will be inserviced on:




S

M52 o Idaho Falls: 2/26/2014 2/ Z 7//4{4
o Pocatelio 2/27/2014
¢ Rexburg: 2/27/2014

Ongoing maonitoring for compllance:

o Compliance wiil be Iimmediate
and ongolng

o 10% of records of the
unduplicated census wili be
reviewed each quarter until
90% compliance has been
achleved, and will contihue to
maintain compliance with
audits for one year,

s Compllance will be monitored
by the Bran h Director, Clinical
Fleld Staff Suparvisor, Quality
improvement, and
packet/eplsode review.




