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Jana Stowell, Administrator

St Alphonsus HHA & Hospice, An Amedisys Partner
9199 West Black Eagle Drive

Boise, ID 83709-1572

RE: St Alphonsus HHA & Hospice, An Amedisys Partner, Provider #137006

Dear Ms, Stowell;

Based on the survey completed at St Alphonsus HHA & Hospice, An Amedisys Partner, on
February 24, 2014, by our staff, we have determined St Alphonsus HHA & Hospice, An
Amedisys Partner is out of compliance with the Medicare Home Health Agency (HHA)
Conditions of Participation of Organization, Services & Administration (42 CFR 484.14)
and Acceptance of Patients, POC, Med Super (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 these conditions to be unmet, substantially limit the capacity of
St Alphonsus HHA & Hospice, An Amedisys Partner, 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 Cg)rrection contains the following elements:

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

e 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 1mplement1ng the acceptable

plan of correction; and
o The administrator’s signature and the date signed on page 1 of each form.

Such corrections must be achieved and compliance verified by this office, before April 10,
2014. To allow time for a revisit to verify corrections prior to that date, it is important that
the completion dates on your Credible Allegation/Plan of Correction show compliance no
later than April 1, 2014.

Please complete your Allegation of Compliance/Plans of Correction and submit to this office by
March 25, 2014.

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,

a7

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

SC/pmt
Enclosures

ec; Debra Ransom, R.N,, R HI.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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The following deficiencies were cited during the
Medicare receriification survey of your home
health agency from 2/18/14 through 2/24114.

The surveyors conducting the recertification were;

Gary Guiles, RN, HF S, Team Leader
Susan Costa, RN, HFS

Nancy Bax, RN, HFS

Don Sylvester, BSN, RN, HFS

Acronyms include:

¢y - care giver

CKD - Chronle Kidney Disease
CM - Clinlcal Manager

CP - care plan

DME - Durable Medical Equipment
ER - Emergency Room

ESRD - End Stage Renal Disease
eval - evaluation

HHA - Home Health Alde

HTN - hypertension

INR - International Normalized Ratio, a laboratory
test for clotting time

JP Drain - Jackson Pratt drain, a portable wound
suction device

LPN - License Practical Nurse
MSW - Medical Social Worker
NKA - No Known Allergles

OT - Occupational Therapy

POG - Plan of Care

FE - patient

PT - Physlcal Therapy

SN - Skilled Nurse

SNF - Skilled Nursing Facllity

SW - Social Work
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TIA - Transisnt ischemia Attack
Type Il DM - Type 2 diabetes
G 122 | 484.14 ORGANIZATION, SERVICES & G122
ADMINISTRATION
G 122 This Condition wili be met by
agency to ensure the governing body
provides direction and oversight to the
This CONDITION is nof mot " ib agency. The corrective action plan will
s is not met as evidenced by: oo .
Based on staff interview and review of clinical be outlined in each specific tag area G
records and agency policies, it was determined 132, G 143 and G 144.
the agency failed lo ensure administrative
systems were developed and maintained. This
resulted in a tack of support and guidance fo
agency personnel. Findings include:
1. Refer to G132 as it relates to the governing
body's failure to aversee the managemant of the
agency,
2. Refer fo G143 as it relates {o the governing
body's failure to ensure agency personnel
coordinated services.
3. Refer to G144 as it relates fo the governing
body's failure to ensure coordination of care
efforts by agency personnel were documented.
The cumulative effect of these systemic failures
sarfously impeded the ability of the agency to -
provide services of sufficient scope and qualily. G 132 Th . )
G 132 | 484.14(b) GOVERNING BODY G 132 & governing body will oversee
the management and the fiscal affairs
The governing hody oversees the management of the agency. The DOO, AVP, VP and
and fiscat affairs of the agency. governing body are responsible to
ensure this standard is met,
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This STANDARD s not met as evidenced by:
Based on staff Interview and review of medical
records and agency policies, it was determined
the agency's governing body failed to oversee the
manageiment of the agency. This directly
affected 2 of 16 patients (#2 and #16) whose
records were reviewed and had the potential lo
affect all patients served by the agency. Thelack
of management resulted in a lack of direction and
assistance to agency personnel. Findings
include:

1. The governing body did not have a defined
system to overses the management of the
agency. The Area Vice-Presldent was
interviewed on 2/24/14 beginning at 10:00 AM,
When asked about a policy that definad how the
governing body maintained oversight of the
management of the agency, she stated there was
no such policy. When asked for documantation
of oversight of the management of the agency,
she stated thers were no minutes or other
documents to show the governing body was
involved in oversight. She stated the only
document she knew of was called a "Facility
Report,” and she stated she did not think it was
avallable and thought it may be limnited to access
only within the company.

In the same interview, the Area Vice-Prasidont
was asked what the biggest problems facing the
agency were. She stated the biggest problems
were the day to day flow of information from field
staff fo office personnel and the timely entry of
physiclan orders and the development of the
POC. She slso stated the entlre nursing staff for
the agency had turned over in the past 6 monihs.
She stated there was no documentation she

could provide fo demonstrate how the governing
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As outlined in Policy LD-001Governing
G 132 | Continued From page 2 G132 Body and LD-008 Policy and Procedure

Formation {appendix A}, the governing
body has a defined system to oversee
the management of the agency. The
process is outlined in the policy. The
DOO (director of operations) will meet
weekly with the AVP (area vice
president} either on site or via
telephone effective the week of March
10th. Minutes wilt be maintained by
the DOO in a binder maintained in the
DOO office. The AVP then meets with
her supervisor, the vice president every
other week to discuss any issues that
may have arisen in the past 2 weeks.
This is a routine scheduled call,
Additionally, the AVPs submit
Information to the VP and that
information is posted to the Amedisys
website accessible to the VP and
governing body. Information included
In this discussion is regarding timely
starts of care, timely transmissions,
acute care hospitalization rates,
satisfaction scores and more. The AVPs
also submit reports to the VP for all
scores that do not meet expectations
with the rationale and plans.
Additionally, the AVPs send weekly
commitments to the VP for any
outstanding issues to include their
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body provided oversight io the agency in
addressing these problems.

The governing body had no formal means to
ensure oversight of the agency occurred.

2. The agency's medical racords consisted of a
hybrid paper and electronic medical record.
During the survey, the Administrator and the
Clinlcal Manager worked to obfain medical
records for stirveyors,

On 2/20/14 at 3:20 AM, the Administrator stated
she had not been frained to reproduce complele
medical records for surveyors to review, She
stated requests were sent to the corporate office
to reproduce complete records.

On 2/20/14 at 1:45 PM, the Clinical Manager
stated she had not been trained to produce
complete medical records. She stated records
that wera provided to surveyors were not
complete. For example, she stated signed coples
of POCs and supplemental orders were not
provided with the medical records. She was
asked who was in charge of medical records at
the agency. She stated the Business Office
Manager was in charge.

The Business Office Manager was Interviewed on
2/120/14 beginning at 1:50 PM. She stated she
was responsible to ensure paper documents were
filed in the correct sections in the paper medical
record. However, she stated no person at fhe
agency was designated responsible {o ensure
entire medical records were complete, accurate,
and could be reproduced when needed.

The Area Vice-Prasldent was interviewed on

(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES D x6)
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G 132} Continued From page 3 G 132

plans and their efforts regarding these
issues. The VP meets weel;:t\; with the
Executive Vice President of
Operations who is responsible
for home health operations and
oversight of information and
technology for the company.
The agenda for this meeting is
determined by the weekly
needs or issues of the agencies
or company.

Appendix B Organizational chairt

Appendix C Template for AVP/DOO
weekly meeting

Appendix D Governing body meeting
minutes and approvals for manuals

Monitoring Process: Each week the
DOO and AVP will review these cited
areas. The AVP will report to the VP
weekly if areas are identified that the
agency is not meeting the standard.
The minutes of the meetings will he
maintained in a binder in the DOO’s
office.
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22414 beginning at 1000 AM, She stated no
staff af the agency had been trained to reprodutce
a complete iedical record.

The governing body failed fo assign responsibility
for oversight of medical records.

3. The policy "Services Provided/Superviston of
Disciplines-MSW and Dietician,” revised 11/12,
stated word for word the regulatory language at
42 CFR 484.34 Conditicn of Participation:
Medicai Scclal Services. Under the heading
"PROCEDURE," the policy stated Meadical Soctal
Services "...may include...performing an initlal
medical social assessment." The policy did not
define a psychosoclal assessment nor did it state
what such an assessment should contaln,

Two medical records docurmnented psychosoctal
assessments, These included:

a. Patient #16's medical record documented a 94
year old female who was admitted for home
health services on 11/23/13. She was currantly a
patient as of 2/21/14. Her diagnoses included
muscle weakness and difficutly walking.

Patient #16's medical record Included aform
fitled "MSW EVALICP," dated 1/31/14 at 10:45
AM. The form included the following ltems:

.. MSW CARE PLAN frequency and duration.

ii. MEDICAL SOCIAL PLAN/INTERVENTIONS,
Boxes checked under this heading were "MSW to
evaluate financialfernotional issues that interfere
with patient's recovery...Assessment of sociat and
amotional factors...emotional support.”

fii. HOMEBOUND REASON

iv. COORDINATION OF CARE

A} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x6)
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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G 132 Continued From page 4 G 132

The DOO, Clinical manager and the AVP
will be educated regarding the process
of how to print out a chart as identified
in Section 10 in the office operation L
manuai and IM-008 Clinical Records.
{Appendix E)

The corporate MSW educator teaches a
class weekly for new MSWs, The MSW
will attend that class. Additionally, the
MSW educator will meet via phone
with the DOO, MSW and CM regarding
how to complete a psychosocial
assessment and appropriate
documentation of findings.

Policy AA-007d Services Provided MSW
will also be reviewed with the DOO, CM
and MSW to outfine the services that

should be provided by the MSW.
(Appendix G) .
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v. MEDICAL SOGIAL SERVICES TREATMENT
PLAN. Under this item {he social worker
documanted "Wants others to {ake full care of
her..,[Patient) will ignore, yell, refuse cares when
upset at staff, family, her doc, etc. Will follow for
possibie emotional distress or mental heaith
concerns. Spoke with [daughter's name]-very
thankful for SW Involvement.” A psychosoclal
assessment for Patient #16 was not docuimented,

A'CLINICAL NOTE ADDENDUM" by the Social
Worker, dated 1/31/14 hut not fimed, stated she
met with Patlent #16's daughter and spoke with
her at fength. The addendum stated Patient
#16's behavior caused her daughter stress and
physical problems, A psychosocial assessment
was not documented.

Nelther the evaluation nor the addendum
inciuded a psychosoclal assessment for Patient

No other evaluation of Patient #16's soclal history
or needs was documented in the medicai record.

The MSW was interviewed on 2/21/14 beginning
at 2:25 PM. She confirmed the order for an
evaluation of Patlent #16 the week of 1/20/14.
She stated no other assessment of Patient #16
was documented.

b. Patlent #2's medical record documented a 66
year old female who was admitted for home
health services on 2/16/14. She was currently a
patient as of 2/24/14. Her diagnoses included
recent surgery for a fractured hip.

An"MSW EVAL/CP," was dated 2/19/14 at 1:45
PM. it contained the same ilems as noted above

. Monitoring process: 100% of all MSW

evaluations will be added to the P for
audit in March and April to ensure the
documentation demonstrates a
psychosocial assessment was
performed. If the documentation
meets standards, the percentage wili
be decreased to 20% for audit ongoing
as part of the quarterly PL. Once
significant compliance is demonstrated,
the DOO or designee will continue the
audit of 10% of patient records. The
results of these audits will be reported
to the Pl committee and any problems
identified will be addressed at the
Quarterly P} meetings held quarterly,
The findings will also be discussed on
the weekly AVP call as indicated.

Completion date April 1, 2014
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Continued From page 6

for Patlent #16. Under the heading "MEDICAL
SOCIAL SERVICES TREATMENT PLAN," the
evaluation stated "Feels safe at home, has cell
phone with her at all times, declined cg agency
fist, Needs transportafion resources-Self Rescue
Manual provided with multiple transportation
options. Pt optimistic.” The evaluation did not
document a psychosoclal assessment,

The MSW was interviewed on 2/2 1/14 begihning
at 2:25 PM. She stated there was no policy which
defined the contents of a psychosocial
assessment and no template which included
items for & psychosocial assessment,

The governing body failed to define the minimum
requiremeants for a psychosocial assessment.

4. The goveming hody failed to ensure systems
to plan for care and supervise patients’ medical
care of ware implemented. Refer to G 166,
Condition of Participation 484.18,
"ACCEPTANCE OF PATIENTS, POC, MEDICAL
SUPERVISION",

484.14{g) COORDINATION OF PATIENT
SERVICES

All personnet furnishing services maintain liaison
fo ensure that their efiorls are coordinated
effectively and support the objectives outlined in
the plan of care. ‘

This STANDARD Is not met as evidenced by;
Based on record reviaw and staff interview, it
was determined the agency falled to ensure staff
maintained lizison o effectively coordinate efforls
for 3 of 16 patients (#9, #10, and #14) whose

G132

G143

G 143 All personnel furnishing services
maintain liaison to ensure their efforts
are coordinated and the physician is
informed of changes in the patlent
condition,

The DOO or designee will be
responsible for correcting this
deficiency and ensuring ongoing
compliance.
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records were reviewed, This had the potential fo
negatively impact quality and continuity of patient
care. Findings include:

The agency did not ensure cotnmunication and
coordination of pallent care as follows:

1. Patlent #10 was a 67 year old male admitted
on 1/20/14 for SN, PT, OT, and MSW senvices
after a fall which resulted In fraciures of his
lumbar vertebrae. Additional diagnoses included
muscle weakness, abnormality of gail, arthritls,
and alcohol abuse.

a. The comprehensive assessment dated
1/20/14, described Patient #10 as a widower, and
lived alone. The nurse who performed the
assessment documented he described his pain at
a 7/10 lsvel, he was unable to move out of his
recliner, and urinated into a pitcher on the {able.
Additionally, the assessment included Patient #10
was a smoker. The nurse stated FPatlent #10
verbalized financial difficulties and refused to
return fo the hospital. The comprehensive
assessment documented the nurse contacted
Patient #10's physician and wrofe "Verbal Order
abtained," but the detalls of the order and of the
conversallon with the physician were not notad.

b. A SN visit note, dated 1/30/14 at 4:30 PM, the
LLPN documented Patient #10 told her he had a
howel movement at 3:.00 AM in the racliner, and
remained solled until the LPN vislt, more than 13
hours later.

c. APT visit note, dated 2/04/14, from 10:01 AM
to 11:13 AM, documented Patient #10 had been
insfructed by his physician fo stop taking

Prednisone and Norco. The PT visit note did not

%4y ID SUMMARY STATEMENT OF DEFICIENCIES v} PROVIDER'S PLAN OF CORRECTION (X6}
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G 143! Continued From page 7 G143

Clinical staff was educated regarding
specific findings from this survey on
3/12/13 at staff meeting, Review of AA-
002-13-g Initial Referral and Admission
Process {appendix I} with clinicians
educating them that they must notify
the physician upon compfetion of the
comprehensive assessment to confirm
orders,

TX-002 Coordination of Care was
reviewed with all ¢linical staff on
3/12/14 in regard to notifying the
physician, as well as case manager,
clinician manager or DOO. Special
emphasis was placed on section 9 of
the policy as outlined in TX-002
{Appendix H).

Medication management has been
reviewed with all clinicians in regard to
the necessary follow up in the event
the patient verbalizes a change in the
medication regimen currently on the
ptan of care. MA-003 page 2 (appendix
J} explains the process the clinicians are
to complete every visit and the follow
through process if a new, changed or
discontinued medication is reported or
found.

|
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include notification to the RN Case Manager of
his medicaltion changes. The therapist
documented Patfent #10 had remained In his
racliner for the last 4 days without getling up.

d. A SN visit just an hour after the therapy visit on
210414, from 12:30 PM to 1:00 PM, the LPN also
documented Patlent #10 remalned In his recliner.
She noted he told her it took 2 people to help get
him up and out of the recliner. The LPN stated
she reported her vis# findings to another nurse
{who was not the RN Case Manager for Patlent
#10). There was no documentation the therapist
and the LPN coordinated care activities to
facilitate Patient #10's mobilily out of his recliner.

e. APT visit hofe dated 2/06/14, the therapist
noted Patient #10 continued o take Norco for
pain, On 2/04/14 the therapist wiote the
medication had been discontinued by Patient
#10's physician. There was no documentation of
comimunication with Patlent #10's physiclan or his
RN Case Manager to clarlfy the Norco had been
discontinued and restarted.

Durfng an Interview on 2/21/14 beginning at 11:45
AM, Patlent #10's RN Case Manager reviewad
the record and confirmed Prednisone and Norco
ware documented as being disconlinued. He
stated he was not informed they had been
discontinued. The Case Manager confirmed
Patient #10 was in his soiled recliner for a long
perfod of ime. The Case Manager stated he was
aware Patient #10 continued to drink alcohol and
smoke while confined to his recliner, and
confirmed he was at risk regarding his safety.
The Case Manager confirmed the agency staff
did not coordinate the visits to enstire he was

assistad out of his recliner for adequate nursing

where no documentation appeared in
the patient file regarding issues where
the patient appeared to need a greater
degree of assistance were reviewed in
detall. AA-005 Assessment for
Abuse/Neglect (appendix K} was
reviewed regarding intervention of
staff in the event of possible neglect.
Al clinicians will take the course on our
learn center #5080033 Elder Abuse and,
Neglect for the skilled clinician. '
(Appendix L). Course will be completed
by 4/1/14.

f

Review of coordination documentation
reviewed with all staff, Presently, the
staffs send emails in our company
email to communicate findings from
one clinician to the other. These emails
are not to be part of the patient record
and these emails must be put on
clinical note addendums to have
documentation of the coordination and
communication between staff
members as outlined in IM-008-7
Clinical Record. {Appendix E} The
clinicians have been educated to
ensure all of thelr coordination is
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assessments and therapy Iinterventions.

The agency did not ensure all disciplines
coordinated care activilies for Pallent #10.

2, Patient #9 was a 72 year old male admitted lo
the agency on 12/06/13, folfowing hospital
discharge related to sepsis and celluiitis of his
right thigh. Additional diagnoses included
osteoarthritis, Insufin dependent diabetes and
COPD. Areferral for therapies, wound care, and
diabetic management was received by the
agency on 12/05M13.

a. In notes from the SOC comprehensive
assessment dated 12/06/13, the RN documented
Patient #9's spouse was his primary caregiver.
She was unable to provide care due fo weakness
and lower back complications. Additionally, the
RN documented Patient #8 was confused and
demanded his wife take care of him.

in the section of the SOC comprehensive
assessment titled "COORDINATION OF CARE,"
the RN dld not note cormmunication with other
members of Patient #9's health care team.
However, there was notation thal verbal orders
were obtained on 12/06/13. The notation did not
state what the orders Included, of the name of the
physiclan who the RN spoke with and received
orders from. The comprehensive assessment
dated 12/06/13, was a Friday. The RM
documented he was at Patlent #9's home from
4:42 PM until 7:04 P,

During an Inferview on 2/21/14 beglinning at 1:00
PM, the RN whao had performed the SOC
comprehensive assessment reviewed Patfent

1##9's record and stated he was unsure, but may

documented in the patient record to
include who they communicated with
and what was communicated.

It is the care center policy AA-002 initial
Referral/Admit Process (appendix |)
that a report is called into the clinical
manager on every admission to discuss
the clinicat case. The clinical manager
then initiates the care coordination
form documenting report from the
various disciplines as they call in report.
This form is brought to patient care
conference on a weekly basis for
further discussion and coordination of
care. The form is a paper form and
kept in the patient’s clinical record. All
disciplines attend patient care
conference weekly. The clinical
manager will be educated as to the
type of documentation that is required
upon report and follow up with MD as
necessary.
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have walted until 12/09/13 to speak with the
physician., The RN stated he was unsure if he
informed the physlclan or other members of the
health care team about Patient #9's mobillity -
limitations and the Inabifily of his wife to provide
for his needs.

b. Notes from a PT evaluation dated 12/09/13,
described Patient #9 as unable to stand, transfer
orwalk, The therapist stated Pallent #9's wife
was his primary caregiver. The noles further
stated his wife was overwhelmed and unable to
provide for his care. The therapist documented
Patient #9 was unable to comprehend and
understand or follow commands.

The section of the PT evaluation titled
"COORDINATION OF CARE,” the therapist
documented "Physician,” foliowed by a name
other than the physician noted as the attending
physician on the POC. The record did not include
documentation of communication with other
members of Patient #9's health care feam.

During an interview on 2/21/14 beginning at 9:20
AM, the Therapist who performed the PT
evaluation on 12/09/13, reviewed Patlent #9's
record. He confirmed he did not notify Patlent
#9's physician or the RN Case Manager of the
careglver's inabillity and reluctance to provide for
his safe care. The Therapist stated in the
"COORDINATION OF CARE" section of the
evaluation, he wrofe down the name of the
physician who had signed the referral to homa
healih services on 12/05/13. The Therapist
confirmed the physician he listed was not Patient
#9's attending physician, but the hospitalist who
provided inpatient care to Patient #9. The

Therapist stated he did not actually speak with
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All clinicians routinely call out reporting
all visits completed for the day. They
wilt now be responsible for speaking to
the clinical manager to discuss any
changes or missed visit that is not going
to be made up in the week. The clinical
manager will ensure the patientis
followed up as needed regarding the
missed visit. The reportis run daily to
determine any missed visits and the
DOO will follow up with any visits that
were missed and not called in to the
clinical manager.

Monitoring process: Patients with a
change in condition, status or fali will
be discussed at weekly patient care
conference and foliow up will be
documented on care coordination
forms and filed into patient records. At
time of conference, DOO or designee
will look at patient file to ensure orders
are written and process for meeting
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any member of Pattent #9's health care team,
including his physician o discuss his status and
POC

¢. Notes from an OT evaluation dated 12/00/13,
documented "Pt requires extensive care-- more
than spotise can manage at present. Pt would
benefit from SNF secondary fo his deficits.”

Patient #9's record did not include documentation
members of the health care team was notifled of
the inability of Patient #9's spouse o provide for
his safe care,

During an interview on 2/21/13 beglnning at 1:00
PM, the RN Case Manager reviewed Pallent #9's
record and confirmed the members of the haalth
care team had not besn notified of Patient #9's
condition or safety risk,

d. Notes from a MSW evaluation dated 12/10/13,
documented firemen were assisting Patient #9
out of bed. The MSW stated Pallent #8's family
was unable to transfer him due to his size and
weight. The MSW documented Patient #9 was
"Unsafe in home, needed SNF."

Pationt #9's record did not include documentation
his physician or other members of the health care
team were notified of the Inability of his famlly to
provide for his safe care.

Dirring an Interview on 2f21/13 beginning at 1:00
PM, the RN Case Manager reviewad Patient #9's
tecord and confirmed the members of the health
care team had not been notified of Patient #9's
condition or safety risk.

8. "AMissed Visit" reporl, for a missed nursing

X4} 1D {5}
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patient’s changing needs are occurring.
Additionally, these issues are identified
on utilization review audits. These
audits will be conducted on 20% of
open and or closed patient records.
Once significant compliance is
demonstrated, the DCO or designee
will continue the audit of 10% of
patient records. The resuits of these
audits will be reported to the Pi
committee and any problems identified
will be addressed at the Pl meeting
held quarterly. The findings wilt be
discussed at the weekly AVP/DOC
meeting.

Completion date: 4/1/14
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visit on 12/10/13, noted Patient #9's spouse
cancelled the nursing visit as she was thinking of
sending him to the Emergency Room. There was
ne further documentation of Patlent #9's status to
indicate why he would be going to the ER.

Patient #9's record documented he was
hospitalized on 12/12/13.

Duwring an inferview on 2/21/13 beginning at 1,00
PM, the RN Case Manager confirmed Patlent
#9's physician had not heen informed of the
evaluation resulis from PT, OT, and MSW, He
confirmed the spouse was unable to provide for
Patient #9's safe care, and his need for a higher
level of care that could not he provided in his
homa environment, Additionally, the RN
conflrmed he did not notify Patlent #9's physiclan
of the missed nursing visit 12/10/13.

Communication befween members of Patlent
#9's health care team did not ensure effective

coerdination of care.

5. Patieni#14 was a 52 year old female admilted
to the agency on 1/28/14, for SN, PT, OT, MGW
and HHA services. She was discharged from the
hospital on 1/28/14 foliowing a traumatic fracture
fo her left leg. Additional diaghoses included
chronic skin ulcers, Type [l DM, depressive
disorder and hypettension, Her record and POGC
for the certification pariod 1/26/14 to 3/29/14 were
reviewed.

Patient #14's record included orders she was not
to bear welght on her left leg due to the fracture.
An OT visit note dated 2/14/14, included
documentation Patient #14 was noted to be welgh
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bearing on her loft leg when she lransferred and
ambulated with her walker. There was no
documentation the RN Case Manager was
notified regarding Patient #14's Inability to remain
non-weight hearing on her left leg.

The OT was interviewed on 2/21/14 at 2:20 PM.
She reviewed the record and confirmed she did
not communicate with the RN Case Manager
regarding Patlent #14's non compliance with
welght hearlng status.

Coordination of care did not cccur between
Patient #14's Case Manager and her OT.
G 144 | 484,14{g) COORDINATION OF PATIENT G 144
SERVICES
The finlcal i . G 144 Coordination of care. The clinical
e clinlcal record or minules of case ; :
conferences establish that effective interchange, record or minutes from patient care

reporting, and coordination of patient care does conference will establish that an

ocecur. effective interchange, reporting and
coordination of patient care does
oceur.

This STANDARD is not mat as evidenced by _ .

Based on staff interview and review of medical The DOO or designee will be

records, it was determined the agency fallsd to responsible to correct this deficiency

ensure care coordination was documented for 4 and ensure ongoing compliance.

of 16 patients (#13, #14, #15, and #16) whose
recorgs wers reviewed. This had the potential to
resull in unmet patient needs. Findings Include:

1. Patient #16's medical record documented a 94
year old female who was admilted for homme
health services on 11/23/13. She was currently a
patient as of 2/21/14. Her dlagnoses includsd
muscle weakness and difficuity walking.
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Patient #16's medical record included an order,
dated 1/22/14 but not timed, stating "MSW to
evaluate patient week of 1/20/14. The evaluation
was not conducted untlt 1/31/14, however, The
reason for the delay was not documented In the
medical record,

Following the MSW order, nursing visits were
documented to Patient #16 on 1/23/14, 1/28/14,
1130714, 2104114, 2111114, 211414, and 2/18/14.
PT visits were documented on 1/22/14, 1/23/14,
1127114, 1/29/14, 113114, 2103114, 2/06/14,
2107114, 211014, 2414, 2/11114, 2114114, and
2/18/14, MSW visils were documented on
1731114, 2/05/14, 2/12/14, and 2f18/14. No
coordination of care was documented between
the disciptines from 1/22/14 on.

The MSW was interviewed on 2/21/14 beginning
at 2:25 PM, She stated she spoke with other staff
members about Patient #16 but she confirmed
this was not documentad.

Patient #16's Physical Therapist was Interviewed
on 2/21/14 beginning at 3:35 PM. He stated
sometimes Patient #16 appeared unable o do
anything for him and some imes she would get
up and walk with minimal prompting. He stated
he spoke with the MSW about whether Patient
#16 was ill or whether her iack of participation
was behavioral. He confirmed communication
hetween disciplines was not documented.

Coordination of care was not documented.

2. Patleni #15 was an 87 year old female
admitted to the agency on 1/06/14, for SN, PT,
OT, MSW and HHA services related to methiciliin
resistant pneumonia, muscle waakness, alrlal

coordinated with the DOO or clinical
designee beginning with the start of
care visit. As outlined in AA-002 Initial
Referral/Admit Process, #13 f-k.
{Appendix 1} Clinicians are to call DOC
or clinical designee to give a clinical
report and also communicate verbal
orders received for admission. The
DOO documents the report and the
orders on the clinician admit sheet and
care coordination form. Copies of the
updated clinician admit forms are
distributed to each clinician assigned to

see that patient prior to delivering care.

The care coordination form is brought

to the next patient care conference for

further discussion of this patient with

all disciplines present. All updates are i

added to the form and then filed into |

the patient record. Al clinicians were :
educated regarding the documentation
required to adequately communicate

to the MD and DOO and case

managers. —
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fibrillation and pressure ulcer stage |, Her
medical record and POC for the certification
period 1/06/14 through 3/06/14 were reviewed.

The LPN visil notes dated 1/13/14, 1/17/14 and
1120114, documented Patient #15 reported
apistaxis (bleeding from the nose). There was no
documentation fo indicate Patient #15's RN case
manager had been notified of the epistaxis.

The Clinical Manager was interviewed on 2/20/44
beginning at 1:30 PM. She stated, staff would
emall or call In their findings. She confirmed
ihere was no documentation to indicate Patlent
#15's RN case manager had been notified,

Patient #15's RN case manager was not updated
about a change in her condition,

3. Patient #13 was an 82 year old female
admitted to the agency on 1/12/14, with
diagnoses pressura ulcer stage I}, muscle
weakness, hypertension, and colon cancer. Her
medical record and POC for the certification
period 1/12/14 through 3/12/14, were reviewed.

The LPN visit notes, dated 1/22/14, 1/28/14,
2/03H14, 2/10/14, and 2/17/14, documented
coordination of care section of the medical
record, documented “Clinical Manager.” There
was no documentation to indicate Patlent #13's
RN case manager had heen notified of any
issues or needs,

The Clinlcal Manager was interviewed on 2/20/14
beginning at 1:30 PM. The coordination of care
section of the meadicat record, documented
"Clinical Manager." She stated, staff would email

or call in their findings. She confirmed there was
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Continued From page 15 G144 conference binder containing all of the

reports worked for the conference as
well as the notes taken during the
conference. An attendance sheet is
completed for each conference
documenting the disciplines present at
the conference.

The process for scheduling an
evaluation visit will be reviewed with
all scheduling staff, the clinicians and
the clinical managers. The clinicians
are to call in the report after admitting
a patient for service with their
frequency of orders recelved by the
MD. The cfinical manager completes a-
calendar for those visits and gives the
calendar to the scheduler to be putin
the system. The clinicians are to call
the same day of the evaluation
whenever possible. The schedulers wil
schedule all visits on the calendars at
least daily. The business office
manager will run the scheduled versus
actual visit report daily and follow up
on any missed visit that was not
rescheduled. The schedulers are not to
remove a visit from the schedule
without documentation as to why that
visit was missed and notify the MD if
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no documentation to indicate Patlent #13's RN
case manager had been notified of any issues or
needs,

Patlent#13's RN case manager was not updated
about a change in her condition.

4. Patlent #14 was a 52 year old female admitted
to the agency on 1/29/14, for SN, PT, OT, MSW
and HHA services. She was discharged from the
hospital on 1/28/14 following a traumatic fracture
fo her left leg, Discharge medications Included
Enoxaparin Sodium injections twice daily for
prevention of blood clofs. Additional diagnoses
Included chronic skin ulcers, DM Type I,
depressive disorder and hypertension. The POC
and medical records for Patient #14's cerlification
period 1/29/14 to 3/29/14 was reviewed.

a. The SOC assessment was completed by the
RN on 1/28/114. The medication list on the PQGC
Included Enoxaparin Sodium(Generic for
Lovenoxy120 mg Subcutaneous every 12 hours
effective 1/29/14, Discontinue 2/05/14,

The SOC assessment documented: “Patient
has not picked up her Lovenox, Nystalin or
Sulfadiazine.” There was no documeniation In
the record to indicate the RN Case Manager was
informed of the missing medications,

3 SN visits were completed by the RN Case
Manager or an LPN during the tme the Patlent
114 was to he taking Lovenox, (1/30/14, 2/03/14,
and 2/06/13.) There was no documentation In tha
3 SN vislt notes to indicate the patient had
obtained the drug. There was no documentation
refated to educalicn of the drug.

{%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EEAGH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
that had not been completed by the
G 144} Continusd From page 16 G 144 clinician.

The staff will be educated regarding the
copying of their emall to a clinical note
addendum to ensure the coordination
of care is documented and becomes a

part of the patient record.

All clinicians were notified that it is not
acceptable to utilize only the checkbox
indicating there was coordination,
They must include what was
communicated to whom as part of the
coordination of care. The LPNs were
instructed they must document
communication with the case manager.
If they are not avaiiable and the
communication is with the clinical
manager, it becomes her responsibility
to ensure that message is passed on to
the case manager when they become
available and that effort is documented
in the patient record.

All clinicians were educated that if a

medication was not present on admit
or any other time they have an order
for a new med, the MD, case manager '
and clinical manager must be notified.
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G 144 | Continued From page 17 G144 Monitoring process: The DOO will meet

The RN Case Manager was interviewed on
2121114 at 3:20 PM. She stated she wasn't sure
whether the patient had been on Lovenox, then
locked at the record in her laptop, and stated she
had no knowledge of Lovenox for Patient #14,
When asked if she had received report on the
patient from the SOC RN she was unable {o
recall, but stated the SOC RN usually sends a
report by eralil.

The SOC RN was interviewed on 2/21/14 at 4:10
PM. She stated she was sure she gave a verbal
report to the RN Case Manager. She also stated
the patient had taken Lovenox In the past so she
did not require education regarding the
medication. The RN reviewed the record and
confirimed there was no documentation of
communication with the RN Case Manager in
Patient #14's record.

There is no documentation of coordination of care
heiween tha SOC RN and the Case Manager.

b. The LPN completed the SN visits for Patlent
14 on 2/05M4 and 2/12/14,

On each visit note, under the Coordination of
Care saclion, the LPN checked "SN" and "Other"
and typed in "Clinlcal Manager."

There was no documentation {o indicate what
Information was communicated to the SN and
Clinical Manager.

The CM was Interviewed on 2/24/14 at 10:10 AM.
She stated the cliniclans often call or email her to
communicate information regarding paiients.
She reviewed the pallent's record and confltimed

with the BOM dally for the remainder
of March and April to discuss any
outstanding missed visits. If significant
compliance is met, meetings wilt
decrease to weekly ongoing.

Random home visits will be completed
by the DOQ or clinical manager or
designee.

The DOO or clinical designee will audit
20% of active and discharge charts
emphasizing care coordination areas in
the audits. Once significant compliance
is demonstrated, the DOO or desighee
will continue the audit of 10% of
patient records, The resulis of these
audits will be reported to the P!
committee and any problems identified
will be addressed at the Quarterly Pi
meetings held quarterly. The findings
will also be discussed on the weekly
AVP call as indicated.

Completion date: 4/1/14
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G 144 Continued From page 18 G 144
there was no documentation stating what G 145 A written summary report for
informatlon was communicated, The RN Case each paﬂent will be sent to the
Manager confirmed there was no process in . -
place to document the communication or attending physician at least every 60
coordination of care, days.
The clinfcal record did not include documentation Patient #8 patient record does contain
H ]
regarding coordination of Patient #14's care. a 60 summary. It is signed and
G 145} 484.14(g) COORDINATION OF PATIENT G 145

SERVICES

Awritten summary report for each patient is sent
fo the aftending physician at least every 60 days.

This STANDARD Is not met as evidenced by:
Based on medical récord review and staff
Interview, It was deterniined the agency failed o
ensure a written summary report was sent to the
attending physician at least every 60 days for 1 of
3 patients (#8) who received home heaith
services for more than 1 certification period and
whose records wers reviewed. This had the
potential to rasult in decreased physician
awareness of patient conditions and reduce the
quality of patient care. Findings include:

1. Patient #8 was a 70 year old female admitted
to the agency on 11/10/13 for SN and HHA
services related to wound care and monitoring
her blood for PT/INR related to Coumadin
therapy. Additional diagnoses inciuded ESRD,
Type It DM, HTN, CKD, and peritoneal dialysis.

a. A recerlificafion assessment for Patient #8's
second certification period from 1/09/14 through
3/09/14 was performed on 1/06/14, Her racord
did not Include documentation a 60 day summary

returned from the MD although that is
not required, it is evidence that we sent
the summary to the physician. We
must have failed to provide you with
that documentation.

The DOO Is responsible to ensure
ongoing compliance to this standard.

Monitoring Process: The DOQ or
clinical designee will audit 20% of
active and discharge charts
emphasizing the 60 day summary of
progress being sent to the MD. Once
significant compliance is demonstrated,
10% of records will be reviewed. The
results of these audits will be reported
to the Pl committee and any problems
identified will be addressed at the
Quarterly Pl meetings held quarterly.
The findings will also be discussed on
the weekly AVP call as indicated.
Completion date: 4/1/14
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G 1456 Continued From pags 19 G145

was provided to her physiclan,

During an interview on 2/21/14 beglinning at 11:45
AM, Patient #8's RN Case Manager reviewed her
record and conflrmed that a 60 day summary was
not sent to her physiclan.

The agency did noi ensure Patient #8's physician
was provided a summary of her progress during
the cettification perlod,

G 156 | 484.18 ACCEPTANCE OF PATIENTS, POC, G 166
MED SUPER
This CONDITION is not met as evidenced by: G 156 This Condition wilt be met by
Based on observation, staff and patlent interview, agency to ensure the governing body
and review of clinical records and agency rovides directi .
policies, it was determined the agency failed to provides direction and oversight to the
ensure systems o plan for care and supervise agency. The corrective action plan wil
the medical care of pallents were irplemented. be outlined in each specific tag areas G
This resulted in a lack of care direction to agency 158, G 159, G 160, G 164, and G 166,

personnel. Findings Include:

1. Refer to G158 as it relates to the agency's
fallure to ensure the care of paltients followed
wriften POCs.

2, Refer o G159 as it relates to the agency's
failure to ensure POCs covered all pertinent
diagnoses.

3. Refer o G160 as It relates lo the agency's
fallure to ensure the physician approved the POC,

4. Refer to G164 as It relates fo the agency's
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G166

G 158

Continued From page 20

fallure to ensure professional staff promptly
alerted the physiclan {o changes in patients'
condition that suggested a need to alter thelr
POCs.

5. Refer to G166 as it relates io the agency's
failure fo ensure verbal orders were put into
writing.

The cumulative effect of these negative systemic
practices impeded the agency In providing quality
care in accordance with established POCs.
484.18 ACCEPTANCE OF PATIENTS, POC,
MED SUPER

Care follows a wrilten plan of care established
and perfodically reviewed hy a doclor of medicine,
osteopathy, or podiatric medicine.

This STANDARD is not met as evidenced by:
Based on review of agency poficies, palient
records, and staff interview, it was determined the
agency faifed {o ensure care followsd a
physician's written POGC for 6 of 16 patients { #4,
#5, 48, #7, #14 and #16)whose records were
reviewed, This resulted In unauthorized
treaiments, as well as omissions of care and had
the potential to result in negative patlent
outcomes, Findings include:

1, Patient #14 was a 52 year old woman
admifted to the agency on 1/29/14, after a
hospitat discharge following a traumatic fracture
to her left lag. in the SOC visit note on 1/29/14,
the RN noted the patlent had 2 lesions on her
abdomen.

G 156

G158 G158 The agency will follow a written
plan established by the physician of
care for each patient as outlined in AA-
014 Plan of Care Process, TX-001
Physician Orders and WC-001 Wound
Care Documentation fappendix M-Mc).

The DOO or designee wil! be
responsible for correcting this
deficiency and ensuring ongoing
compliance to the regulation.
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G 158 | Continved From page 21 G 1gg]  Thefindingsof this survey were

a. The Plan of Care signed by the physician for
the certification perlod 1/29/44 to 3/29/14
included the following orders "SN to
measure/record wound dimensions weekly."

-An agency policy filled "Wound Care
Reference/Resources/Documentation,” dated
7/2013, Indicated wound measurements would be
performed at a minimum frequency of once each
calendar week,

“Wound measurements were documented In the
SN S0C visit note on 1/29/14. Subsequent SN
visits on 1/31/14, 2/03/14, 2/05/14, 2/07/14,
2M2M14 did not contaln documentation of wound
measurements.

k. The Pian of Care signed by the physician for
the certification perlod 1/29/14 to 3/29/14
Included the following orders "SN to perform
wound care to abdominal wounds, remove
dressing, cleanse with wound cleanser or normal
saline, pat dry, apply mepilex border, If drainage
is moderate/ssvere may apply sitver impregnated
dressing under mepliex dressing."

- On 1/30/14, the RN documented the patlent
applied silvadene and a foam dressing with tape
to the patlent's abdominal wounds. There was no
documentation the RN cleansed the wounds,
The nurse did not document the application of
mepliex, Addiflonally, the nurse did not indicate
the wound dralhage amount and if silver
impregnated dressing was needed.

-On 2/03/14, the LPN documented she applied
Silvadene 1%, foam covering and tape to the

presented to the clinictans at the staff
meeting held 3/12/14 by the Regional
Director of Operations. For those
orders that are qualifiable, it was
reviewed that the qualifying
documentation must be present. The
example is when to use one dressing
over angther when orders for wound
care change with an increase in
drainage. There must be
documentation the drainage was
increased to use the specific dressing.
The cleansing of the wound must be
documented if it was performed or it is
assumed that it was not completed.
This standard was reviewed again with :
the nursing staff by the DOO on
3/18/14. Thedlinicians were educated
on how to visualize the orders on their
laptops prior to the creation of the 485,
Prior to transmission of the visit, the
clinicians will have the admit clinician
form on paper with the updated orders
by the clinical manager as described in
AA-002-13-j Initial Referral/Admit
Process (appendix ). Adhering to the
MD order and proper documentation
was reviewed with the clinicians on
3/12/14 and again with only nurses on
3/18/14. Each clinician is responsible
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G 188 d to look at the orders and follow them
Continued From page 22 G 156 as specified on every visit: Regional

ahdominal wounds. Silvadene was not included
in the wound orders. There was no
documentation the LPN cleansed the wounds.
The nurse did not document the application of
mepilex. Additionally, the nurse did not indicate
the wound drainage amount and if silver
impregnated dressing was needed.

-On 2/05/44, the RN documented wound care
was done by the patient. There was no
documentation the nurse cleansed the wounds,
The nurse did not document the application of
mepilex, Additionally, the nurse did not indicate
the wound drainage amount and if silver
impregnated dressing was needed,

-On 2/07/14, the RN documented the patient
applied ointment to the abdominal wound. The
application of "ointment"” was not part of the POG
for Patient #14's wound. There was no
documentation the nurse cleansed the wounds,
The nurse did not document the application of
mepilex. Additionally, the nurse did not indicate
the wound drainage amount and if sliver
impregnated dressing was needed.

-On 2/12114, the LPN documented she applied
Silvadene 1% to the abdominal wounds.
Silvadene was not included in the wound orders.
There was no documentation the nurse cleansed
the wounds. The nurse did not document the
application of mepilex. Additionally, the nurse
did not indicaie the wound drainage amotunt and
if siiver impregnated dressing was needed.

Durling an Interview on 2/21/14 at 4:10 PM, the
RN who provided the SOC visit stated she did not
perform wound care because she did not yet
have specific wound care orders. She stated she

WOCN will provide in-services to the
nursing staff on 3/19/14 and 3/20/14.
{Handouts- appendix N}. Weekly
wound measurements will be included
in the education as it is our policy. The
clinicians were instructed to docu{nent
the reason no wound care was
performed if orders for the wound carel
were obtained after the visit was
completed, This wili be documented
on the note or a clinical note
addendum. Orders obtained after the
visit should have an effective date the
day the physician ordered the care to
be initiated. Care of JP drain will be
included in education provided by the
Regional WOCN week of 3/17/14.

The Regional WOCN will be attending
the nursing meetings remotely to
discuss all wound care patients to
ensure orders have been foliowed,
wounds have been measured weekly
and wound care remains the
appropriate care to continue. This will
begin the week of 3/24/14.
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called the physician to obtain orders later that day
after the vislt was completed. The RN explained
her process of obtaining physician orders and the
development of the POC. She stated that after
speaking with the physiclan, the orders were
included on the form titled "SN Orders and Goals"
and automatically populated from the “SN Orders
and Goals" form onto the POC, and that was then
sent to the physician,

During an interview on 2/21/14, beginning at 2:30
PM, a different RN who did SN visits on 1/30/14,
2/5M14 and 2/7/14 slated she did not know what
the wotind care orders were because the POC
was not visible to her on her [aptop. She stated
there was no documentation in the patient's home
refated to wound care, The RN confirmed she
provided wound care without knowing the
physician's order. She reviewed the record and
confirmed she did not measure and record wound
measurements weekly. The RN who provided
care to Patient #14 stated she was not able to
view the POC untii it had been finalized and
printed.

The POC had a computerized date stamp which
indicated it was finalized and printed on 2/12/14.

During an interview with the Clinical Manager on
212114 at 410 PM, she confirmed the wound
care was not performed as ordered on ihe POC,
Additionally, the CM conlirmed Patlient #14's
wounds ware not measured and recorded as per
agency policy and POC.

Patient #14's wound care did not follow the
physiclan directed POC,

2. Patient #5 was an 82 year ofd woman

(XayID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGYION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The process for scheduling a post
G 158 Continued From page 23 G 168

hospital visit will be no later than 48
hours after the orders have been
received. In the event therapies are
added, they wilf be seen within 72
hours unless the MD or patient
specifies a date. Policy AA-003 Patient
Assessment/Reassessment
{appendix F} will be reviewed with
all clinicians.

The process for scheduling an
evaluation from a verbal order will be
reviewed with the business offlce
manager, the clinical manager and the
schedulers hy the DOO and or the
Regional Director of Clinical
Operations.

158 H6 patient #7. We must have failed
to supply you with the appropriate
documentation as the signed MD
orders for therapy were in the patient
record. (Appendix N}
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admitted to the agency for PT and OT services on
2/0114, following a surgical repair of her
fractured shoulder. Addllional dlagnoses
included pressure ulcers and Insulin dependent
DM.

The POC for the certlfication perlod 2/01/14 to
4/01M14 included direction for the therapist fo
perform a diabetic foot inspection each visit.

Four PT vislts ware completed, on 2/01/14,
2/04M4, 2/06/14 and 211/14, however foot
assessments were hof documented [n any of the
therapy visit notes,

Duting an interview on 2/21/14 at 11:05 AM, the
physical therapist confirmed he did not perform
diabetic foot assessments during his visits.

Patient #5's POC was not followed,

3. Patient #6's medical record documented an 87
year old female who was admitted for home
heaith services on 11/07/13. She was currently a
patient as of 2/21/14. Her dlagnoses Included
breast cancer and plsural effuston.

Transfer papers from a local hospital documented
Patient #6 was hospitalized from 1/24/14-1/31114
for a massive lung infection. Orders from the
hospital faxed to the agency on 1/31/14 called for
resumption of care by the home health agency.
Ths orders included nursing, PT, and OT
services.

The first nursing visit to Patlent #6 was dated
2/05f14, 5 days after the order was received. The
first PT visit was documentsd on 2/12/14, 12 days
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Monitoring process: Frequencies will be
G 158! Conlinued From page 24 G 1568 &p q

monitored daily by the schedulers at
the time of “cali off”. If a visit is not
made, the clinician will be asked for a
missed visit note and the information
will be given to the clinical manager for
the appropriate follow up.

The DOOQ or clinical designee will audit
20% of active and discharge charts
emphasizing conformance with MD
orders as well as timely evaluations.
Once significant compliance is realized,
10% of patient records will be audited.
The results of these audits will be
reported to the Pl committee and any
problems identified will be addressed
at the Quarterly P] meetings held
quarterly. The findings will also be
discussed on the weekly AVP call as
indicated.

The DOG or designee wiil be doing
random home visits to ensure clinicians
adhere to standard nursing practice
guidelines, The DOO or designee will
audit 100% of admissions to ensure the
MD was notified and further orders
were obtained to establish the POC
effective for all admissions 3/20/14,

Completion date: 4/1/14
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after the order was received. The first OT visit
was documented on 2/14/14, 14 days after the
order was received.

The Cilnical Direclor, an RN, was interviewed on
2/19/14 beginning at 10:05 AM. She confirmed
the orders for Patient #6 were not followed.

Patiant ##6's POC was not followed.

4. Patlent #16's medical record documented a 94
vear old female who was admitted for home
health services on 11/23/13. She was currently a
patient as of 2/21/14. Her diagnoses included
muscle weakness and dlificully watking,

Patlent #16's medical record Included an order,
dated 1/22/14 but not timed, staling "MSW fo
evaluate patient week of 1/20/14. An evaluation
by the MSW was not documented untif 1/31/14,
which was the week of 1/27/14. The record did
not document why the evaluation was not
conducted as ordered.

The MSW was interviewed on 2/21/14 beginning
at 2:25 PM. She confirmed the order for an
evaluation of Patient #106 the week of 1/20/14,
She stated she did not know why the evaluation
was not conducted as ordered.

Patient #16's POC was not followed.

b. Patient #4 was an 81 year old female admitted
to the agency following a bilateral mastectomy for
breast cancer. The POC for the certification
period 2/16/14 through 4/16/14 listed Patient #4's
principle diagnosis as "AFTERCARE NEQOPLASM
SURG." Addilional diagnoses included Type il
DM, and HTN.
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a. Patlent #4's SOC initial comprehensive
assessment, dated 2/16/14, included
documentation physician orders were oblained,
The documentation did not Include time of the
communication with a physician, or the
physician's hame.

Patient #4's record was reviewsd on 2/18/14, and
a home visit was conducted on 2/19/14 at 11:15
AM. The agency was unable to provide a POG
or physiclan orders before the home visit to
observe a RN visit. 1t was unclear what skilled
nursing services were to be provided by the home
health agency.

The POC was completed and provided {o the
survey team on 2/20/14,

During an interview on 2/20/14 at 8:50 AM, ihe
RN who performed Patient #4's SOC assessment
stated he did not obtain verbal orders from a
physician. He stated the referral from the hospital
dated 2/13/14, was what he considered "orders".
The RN stated his process was to perform the
assessment, develop a POC, and submit that to
the physictan for signature. The RN stated he did
not generally contact a physician for verbal orders
unless there was a problem that needed {o be
addressed immediaiely.

Nursing care was provided to Patient#4 before a
POC was developed, reviewed, and ordered by
her physician,

b. Patient #4 had 2 Jackson Pratt drains fo her
bilateral chest wounds. The SN orders included:
SN to Instruct on all aspects of JP drain

management, instruct to strip and empty JP drain

G168
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1-2 times a day.

A visit was conducted on 21187114 at 11:15 AM, fo
observe SN services at Patient #4's homae,
During the vislt the RN was observed while
providing JP drain care. She stripped the tubes
and emptied the drainage in the evacuator bulbs
as ordered. She then disconnected the
evacuator bulb from the tubing and rinsed it with
fap water, then reconnacted the bulb to the tubing
and compressed it. The SN orders did not
include rinsing the JP bulb with tap water.

The Lippencoti Manual of Nursing Practice
Procedure Guideline for portable wound suction
included: Carefully remove the plug, mainfaining
its sterility, empty the contents, clean the opehing
and the plug wilh an alcohol sponge, compress
the evacuator completely, reptace the plug while
fhe evacuator Is compressed.

Rinsing the evacuator bulb with tap water was not
included in the standard nursing practice
guidelines.

The RN Case Manager was interviewed on
2/24/14 at 10:10 AM. She confirmed rinsing of
the JP drain bulb was not standard practice, She
stated the RN who completed the SOC
assessment should have called the physictan to
obtain specific orders for management of the JP
drafns.

The RN who completed the SOC assessment
was Interviewed on 2/20/14 at 8:50. He stated he
did not call the physictan after he completed the
SOC assessment,

Patient #4's JP drain management did hot foliow

G 1568
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a POCG established by the physiclan,

6. Patient #7 was an 84 year old female admitted
fo the agency on 1/24/14 for SN services related
to therapeutic drug monitoring following a TIA.
Additional diagnoses included HTHN, nmuscle
weakness, and hypothyroidism,

Patient #7's initial assessment, dated 1/24/14
documented physician orders were obtained for
PT and MSW services, However, there were no
verbal orders written to indicate what the
phsycian orders included, The POC for the
cerlification period 1/24/14 through 3/24/14 did
not include PT or MSW services.

There was no indication Patient #7 recieved
MSW services.

During an interview on 2/21/14 al 4:20 PM, the
RN who performed Patient #7’s inltlal assessment
reviewed the record. She confirmed she recisved
verhal orders for MSW and PT services during a
phone call to Patient #7's physiclan. The RN
stated the verbal orders she recieved would be
inchided on the POC, and she did not write actual
“verbal orders”. The RN confirmed Patient #7's
POC did not include orders for MSW or PT
sarvices. Additionally, she confirmed a MSW visit
had not been performed.

APT evaluation was performed on 1/31/14, 7
days after the SOC. Patlent #7's record did nof
include documentation why there was a delay in
initialing PT services. The PT evaluation did not
include documentation Patlent #7's physician was
consulled for orders. The evaluation included &
narrative note of "Orders for PT services with

speciflc treatments, frequency and duration, see

G168
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PT Care Plan/485." PT orders were not Included
on the POC (486).

Patient #7 recleved PT visits on 1/31/14, 2/03/14,
2004414, 2106114, 211114, 211314, and 2/20/14
without verbal or written physician orders.

During an interview an 2/21/14 beginning at 9:00
AM, the Physlcal Therapist who performed
Patient #7's evaluation reviewed her record and
confirmed the initial PT visit occured 7 days after
the SOG. He reylswed the POC for Patient #7
and confirmed there were no orders for PT
evaluation or subsequent services,

Patient #7 recieved PT services that were not
included on her POC,
G 159 484,18(a) PLAN OF CARE G 159

The plan of care developed in consultation with G 159 The plan of care dev?mpec{ with
the agency staff covers all pertinent diagnoses, the agency staff and MD will cover
including mental status, types of services and pertinent diagnosis, nursing
equipment required, frequency of visits, interventions, equipment, wound care
prognosis, rehabllitation potential, functional . . i

limitations, activities permitted, nutritional instructtons and all pertinent

requirements, medications and {reatments, any treatments ata minimum as outlined in

safely measures to protect against injury, TX-001 Physician Orders (appendix M).

instructions for timely discharge or referral, and

any other appropriate items, The DOO or designee will be
responsibie to correct this deficiency

This STANDARD is not mef as evidenced by. and ensure ongoing compliance.

Based on review of patient records and staff and

paflentinterview, It was determined the agency At the staff meeting held 3/12/14, DME

failed to ensure POGs included aft perlinent
information, including diagnosls and nursing
nterventions, equipment, wound care instructions were reviewed. All clinicians were

and all pertinent treatments for 6 of 16 patlents

and supplies cited by the surveyors

I
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(#4, #7,#8, #13, and #16) whose records were
reviewed. This had the potential to interfare with
the thoroughness and consistency of patient care.
Findings include:

1. DME was not included on ithe POC as follows:

a. Patient #7 was an 84 year old female admitled
to the agency on 1/24/14 for SN and PT services
related to a recent TIA. Additional diagnoses
included HTN, and neuropathy of both feet,

The SOC comprehensive assessment, dated
1/24/14 noted Patient #7 was wearing
compression stockings as ordered by her
physician, and used BiPAP for sleep apnea.
Pallent #7's POC, section 14, {(DME and
Supplies) did not include those ftems as DME.

During an interview on 2/21/14 beginning at 4:20
PM the RN who completed the SOC assessment
reviewed Patlent #7's record and confirmed the
items were not Included as DME.

Patlent #7's POC did not include ali DME.

b. Patiant #4 was an 81 year old female admitted
to the agency following a bitateral mastectomy for
breast cancer. The POGC for the certification
petiod 2/16/14 through 4/16/14 listed Patient #4's
principle diagnosis as "AFTERCARE NEOPLASM
SURG." Additional diagnoses included Typs iI
DM, and HTN.

During a home visit on 2/19/14 at 11:15 AM,
Patient #4 stated she followed a strict dlet to
mainfaln her diabellc confrol, and performed a
finger stick glucometer test if she felt she needed
to. Patlent #4 stated glucose test strips were no

educated that all DME and supplies
were to be included on POC. They
were ali instructed on where to
document the supplies and DME to
have them pult over on the pian of
care, Clinicians were also educated
regarding the importance of ensuring
the diet and supplies are consistent and
accurate as part of the plan of care.
The process of where to document
allergies in the assessment was
reviewed as there is only one area on
the form that carries over to the 485,
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fonger covered under her Medicare plan, and she
did not routinely test her blood glucose. Patient
#4 stated she did have a glucomeler and knew
how to use i,

During an Interview on 2/20/13 beginning at 8:50
AM, the RN who performed the initial
comprehensive assessment on 2/16/14 reviewed
Patient #4's record and confirmed he did not
include a glucometer on the POC,

Patient #4's POC did not include all DME,

c. Patllent #13 was an 82 year old female
admitted to the agency on 1/12/14, wilh
diagnoses pressure ulcer stage Ill, muscle
weakness, hypertension, and colon cancer. Her
medical record and POC for the cerlification
period 1/12/14 through 3/12/14, were reviewed,

The POG signed by the physiclan on 1/21/13,
documented the DME as incontinent supplies,
box of gloves, 4 X 4 sponge's, lape, alcchol
wipes, wound care/dressing supplies, and walker.

A SN vislt note dated 1/13/14, stated, "...oxygen
concentrator present in apartment, States that
she wears oxygen at night."

The oxygen cohcentrator was not listed on the
POC as DME,

The Clinfcal Nurse Manager was inferviewed on
2/20/14 beginning at 1:30 PM. She confirmed the
PQC did not include an oxygen concentrator as
DME.

Patient #13's POC did not include all DME,
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Monitoring Process: The DOO or
designee will review 100% of the 485s !
before they are sent to the physician
for signature. The review will inctude
the diet, all supplies and DME as well as
allergies, The DOO or designee will also
audit to ensure the plan of care address
the diagnosis and services, and
treatments as appropriate. If
compliance is not met, an immediate
in-service with the clinictan will be
conducted by the DOO or designee,
The DOO or clinical designee will audit
10% of active and discharge charts
using our utilization audit toot which
includes the supplies and DME in the
audits. The results of these audits will
be reported to the Pi committee and |
any problems identified will be
addressed at the Quarterly Pl meetings
held quarterly, The findings will also be
discussed on the weekly AVP call as
indicated.

Completion date: 4/1/14
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2, The POC did not include patient allergies as
follows:

a, Patient #8 was a 79 year old female admilied
to the agency on 11/10/13 for SN and HHA
services relaled to wound care and monitoring
her blood for PT/INR related to Coumadin
therapy. Additional diagnoses included ESRD,
Type 1 DM, HTN, CKD, and peritoneal dialysis.

Acrecertification visit dated 1/06/14, performed by
Patfent #68's RN Case Manager, contalned
documentation the POC was reviewed with the
physiclan, and orders were recelved.

Patient #8's POC, section 17, (Allergies) stated
"NKA," indicating Patient #8 had No Known
Allergies. The recertification assessment, dated
1/06/13, Indlcated Patient #8 had allergies fo
fenofibrate, farrous gluconate, gahapentin, and
NSAIDS {non-steroldal antt-inflammatory).

During an Interview on 2/21/14 beginning at 11:45
AM, the RN who had performed the receriification
assessment dated 1/06/14, reviewed Patlent #8's
record and confirmed her POC did not include
allergles. The RN siated he recorded Patlent
#8's alfergles on the recerfification form, and it
was supposed to automatically populate onto the
POC. He stated he was unsure why the allergles
were not brought forward onto the POC,

Patient #8's allergles were not included on her
POC.

3, The POC did not include accurate nutritional
orders as follows;

a. Patlent #4 was an 81 year old female admitted
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to the agency following a bilateral mastectomy for
breast cancer, The POC for the cerlification
period 2/16/14 through 4/16/14 listed Patlant #4's
principle diagnosis as "AFTERCARE NEOPLASM
SURG." Additional diagnoses included Type |l
DM, and HTN,

The POC for the certlfication peried 2/16/14 to
4/16114 noted Patient #4's dlet as "regutar.” The
admission comprehensive assessment dated
2/18/14 noted Pallent #4 had Type {| DM since
1974.

During a home visit on 2/18/14 at 11:15 AM,
Patlent #4 stated she took oral medications as
well as Injectable medications for her diabeles,
Additionally, Paflent #4 stated she followed a
sirict diel to malntaln her diabetic control, and had
blood tests every 3 months to monitor her
hamoglobin A1C levels,

During an interview on 2/20/14 at 8:50 AM, ths
RN who performed the Initial comprehensive
assessment reviewed Patient #4's record and
confirmed he had documented she was ona
regular dist. He stated Patient #4 did not inform
him she had dietary restrictions to maintain her
diabetic confrol.

Patlent #4's POC did not include appropriale
nufritionat requirements.

4, Patient #16's madical record documented a 94
year old female who was admiited for home
health services on 11/23/13. She was currently a
patlent as of 2/21/14. Her diagnhoses included
muscle weakness, dlabetes, and difficulty
walking.
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Patient #16's SOC, dated 11/22/13, stated she
was diabetic and her blood sugar ranged from
100-150. A Resumption of Care Assessment,
dated 12/26/13, stated she was dlabetic and her
blopd sugar ranged from 86-222, Her POCs for
the certification period 11/22/13-1/22/14 and for
the cerlification period 1/21/14-3/21/14 both
included diahetes as a dlagnosis, Neither POC
documented any direcilon fo staff regarding care
for her diabetes such as monitoring her blood
sugars or examining her fest. The 11/22/13 POC
stated she was on a regular dist. The 4/2114
POC did nat Include a diel order.

The RN Case Manhager was Interviewsd on
2/21/14 beginning at 1:00 PM. He confirmed
Patlent #16's POC did not address diabetes. He
stated he did not think she was diabelic even
though she had that diagnosls. He confirmed this
was not documented in her record, however.

Patleni #18's POC did not address her diabetss,

5. Patlent #1's medtcal record documented an 88
yoar old female who was admitted for home
health services on 9/13/13 and was discharged
on 10/26/13. Her diagnoses included cellulilis of
her leg and atrial fibriliatton.

A referral form titled "Transfer
Orders/Instructions,” dated 9/10/13, stated to
admit Patient #1 for home health care. The
orders stated "Transfer Consuits: Occupational
Therapy evaluation and treatment. Physical
Therapy evaluation and treatment. RN eval, for
medication management. Transfer Medication
Instructions: Adjust Coumadin dose to target INR
helween 2-3."
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On 9/43/13 at 11:00 AM, Patient #1°s medical
record documented a PT evaluation was
conducted and orders were obtained for the
therapist to provide services to her for 7 weeks,
No orders were obtained for OT visits or nursing
visits, No documentation was present in Patient
#1's record that she recelved OT or nursing visits.
No documentation was present In Patient #1's
record that explained why these services were
not provided.

Patient #1's Physical TherapistiCase Manager
was interviewad on 2/20/14 beginning at 8:565 AM.
He stated he did not know why nursing and OT
services were not provided fo Paflent #1 as was
ordered on the referral. He also stated he did not
manage Patient #1's Coumadin, He confirmed
there was no documentation o explain the
discrepancies,

Patient #1's POC did not reflect the services and
treatments that were ordered at the fime of her
referral.

G 160/ 484.18(a) PLAN OF CARE G 160

If a physiclan refers a patient under a plan of care .
that cannot be completed until after an evatuation G 160 The agency will ensure a
visit, the physician is consuilted to approve physician is consulted to approve the
additions or modification to the original plan. plan of care for all patients.

This STANDARD Is not met as evidenced by:
Based on review of patlent racords, agency
policy and staff interview, it was determined the
agency falled fo ensure a physician was
consulted to approve the plan of care for 3 of 16
patlents (#4, #5, and #14) whose records were
reviewed. This resulted In plans of care that were

i
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developed and initiated without appropriate
physiclan approval, Findings include:

An agency policy "Physician Orders and Medical
Supenvision of the Plan of Cars," dated 11/2013,
stated "The physiclan establishes and
participates In the Pian of Care by giving a verbal
or written order for the injtiation of home care
services,” Additionally, the polloy states: "Verbal
orders are pul in writing and signed and dated
with the date of receipt by the reglstered nurse or
qualified therapist responsible for furnishing or
supervising the orderad services."

The physician was not consulted to approve
additions and modifications {o the POC as
follows:

1. Patient #4 was an 81 year old female admitted
to the agency following a bilateral mastectomy for
breast cancer. The POC for the certiflcation
perlod 2/16/14 through 4/16/14 listed Patient #4's
principle diagnosis as "AFTERCARE NEOPLASM
SURG." Addltional diagnhoses included Type il
D, and HTN.

Patient #4's SOC Initial comprehensive
assessment, dated 2/18/14, included
documentation physiclan orders were obtained.
The documentation did not include time of the
communication wilh a physician, or the
physiclan’s name.

Patient #4's record was reviewed on 2/18/14, and
a home visit was conducted on 2M19/14 at 11:15
AM. The agency was unable to provide a POC
or physician orders before the home visit. 1t was
unclear what skllied nursing services were to be
provided by the home health agency.

431D {054
%E’th {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IOENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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G 160 Continued From page 36 G160]  1X.001 Physician Orders and Medical

Supervision of the Plan of Care Policy
was reviewed with clinicians at staff
meeting 3/12/14 and again on 3/13/14,
All clinicians must contact the MD after
the initial comprehensive assessment
and evaluation visits to approve the
pan of care. Documentation of this
contact will include the communication
that took place and the physician’s
name,

The DOO or designee will be
responsible to correct this deficiency
and ensure ongoing compliance,

On patient #5, a copy of signed MD
orders approving the plan of care was
found in the patient record. We must
have failed to provide that to you at
the time of your request. {(Appendix 0)
Those visits have not been made non-
billable.

Monitoring Process: 100% of the initlal
assessments will he audited by the
DOO or designee to ensure the
documentation of the physician contact
to approve the plan of care is present,
{f non-compliance is found, an
immediate in-service will be held.
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The POC was completed and provided to the
survey team on 220114,

During an interview on 2/20/14 at 8:50 AM, the
RN who performed Patient #4's SOC assessment
stated he did not obtain verbal orders from a
physictan, He stated the referral from the hospltal
dated 2/13/14, was what he considered "orders".
The RN stated his process was to perform the
assessment, develop a POGC, and submit that {o
the physiclan for slgnature, The RN slated he did
not generally contact a physiclan for verbal orders
unless thers was a problem ihat nesded (o be
addressed immediately.

Nursing care was provided to Palient #4 before a
POC was developed, reviewsd, and orderad by
her physiclan.

2, Patient #7 was an 84 year old female admitted
to the agency on 1/24/14 for SN services related
to therapeutic drug monitoring following a TIA.
Addlitional diagnoses included HTN, muscle
weakness, and hypothyrofdism.

Patient #7's Initlal assessment, dated 1/24/14
documented physiclan orders were obtalned for
PT and MSW services. However, there were no
verbal orders written and PT and MSW orders
were not Included on the POC, :

A PT evaluation was performed on 1/31/14, 7
days after the SOC. The PT evaluation did not
inciude documentation Patlent #7's physician was
consuited for orders. The evaluation included a
narrative note of "Orders for PT services with
specific frealments, frequency and duration, see
PT Care Plan/485." PT orders were not included
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onh the POC (485).

Patient #7's physician was not consufted for PT
orders after the evaluation visit was performed.

2. Palient #5 was an 82 year old woman
admiited to the agency on 2/01/14, after a
hospital discharge following a procedurs fo repair
a fractured shoulder. Additional diagnosses
included pressure ulcers, Insulin depsndent DV
and hypertension. Patlent #5's medicat record for
the cerlification perlod of 2/01/14 tc 4/01/14 was
reviewed on 2{20/14.

The SOC comprshensive assessmant was
completad by the physical therapist on 2/01/14(a
Salurday.) The comprehensive assessment
included: "...will communicate with physician's
ofilce on Monday." The medical record dld not
include documentation the therapist received
crders from Patient #5's phystcian for therapy
services,

Patient #5's POC was finalized and printed on
2{20/14 and remained unsigned hy {he physician
as of 2f24{14, the survey exit date.

During an Interview on 2/21/14 at 1106 AM, the
Physical Therapist stated he always called the
physiclan for orders following his assessment.
The therapist raviewed Patient #5's record and
confirmed he did not contact the physiclan,
Additionally, he confirmed therapy services fo
Patient #5 on 2/04/14, 2/06/14 and 2/11/14 were
provided without physiclan orders,
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Patient #5's physiclan was not consulted to
approve his POC,

3. Patlent #14 was a 52 year old female admitted
to the agency on 1/29/14, after a hospital
discharge foliowing a fraumatic fracture to her left
leg. Additional diagnoses included chronic skin
uleers, DM Type I, newropathy and depressive
disorder. Patllent #14's record for the cerlification
period 1/29/4 to 3/29/14 was revlewed on
219/14,

The SOC comprehenslve assessment dated
1/26/14 was completed by an RN, The RN
documented a verbal order was obtalned,
however, there was no further documentatlon ih
Patient#14's record of verhal orders. The POC
was signed by Patlent #14's physiclan on 2/13/14,
15 days after the SOC.

Nursing visits were provided on 1/30/14, 2/03/14,
2/06/14, 2/0714 and 2112114 without physician
orders.

Durlng an Interview on 2/21/14 at 4:10 PM, the
RN stated she called Patlent #14's physlclan after
the initial assessment visikt to obtaln orders. She
confirmed verbal orders were not written, but
stated the orders were on the POC, and was
Insiructed by the agency that was sufficlent.

Pallent #14's physician was nol consulted to
approve her POC,

484.18({b} PERIODIC REVIEW OF FLAN OF
CARE

Agency professional staff prompliy alert the
physician to any changes that suggest a need to

G 160

G 164
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alter the plan of care.

This STANDARD Is not met as evidenced by:
Based on review of agency policies, clinical
records, and staff interview, it was determined the
agency failed to ensure professionat staff
promptly aleried the physiclan {o changes in
patients' conditlons that suggested a need to alter
the plan of care for 6 of 16 patlents (#1, #5, #9,
#10, #14 and #15) whose records were reviewed.
This resulted in missed opportunity for the
physician to alter the POC to mest patient needs.
Findings Include:

An agency policy, titled "Plan of Care," dated
052013, included “The physician is notifted if the
Agency does not provide cars and services in
accordance with the physiclan’s orders." Nursing
staff falled to adhere to the policy as follows:

1, Patient #10 was a 67 year old male admiited
on 1/20/14 for SN, PT, OT, and MSW services
after a fall which resulted in fractures of his
iumbar vertebrae. Additional diagnoses included
muscie weakness, abnormality of gait, arthritls,
smoking, and alcohol abuse,

a. Ina SN visit note, dated 1/30/14 at 4:30 PM,
the LPN documented Patlent #10 told her he had
a bowel movement at 3:00 AM In the recliner, and
remained soiled untii the LPN visil, more than 13
hours later, The physician was not notified of
Patient #10's Inability to provide for his personal
hygiene and safety.

b. APT visit note, dated 2/04/14, from 10:01 AM
to 11:13 AM, documented Patient #10 had been
instructed by his physician to stop taking

/

1~._and becomes a part of the patient
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGEOC TO THE APPROPRIATE DATE
DEFICIENCY}
. G 164 Agen aff will promptly alert
G 164 | Continued From page 40 G 164 64 Agency staff will promptly

the physician to any changes that
suggest a need to alter the plan of care

The DOO or designee will be
responsible to correct this deficiency
and ensure ongoing compliance.

Clinicians were notified of all
deficiencies in the report from the
State on 3/13/14. The patients
identified in the report did have
changes in condition, medications, and)

safety risks without documentation |
that the MD was notifled. Clinicians

educated refarding the importance of
netification of the MD and
documentation of such
communtication. Education to the staff
3/13/14 tncluded to verify all
medication changes reported by a
patient of family to validate and add to
plan of care. Plans of care will be
reviewed by the Clinical Resource
Coordinators and then by clinical
managers. The staff will be educated
regarding the copying of their email to
a clinical note addendum to ensure the
coordination of care is documented

record. ‘ ‘
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Prednisone and Norco. The therapist
documented Patlent #10 had remained in his
recliner for the last 4 days without getling up. The
physictan was not contacted for verlfication the
medications had been discontinued, or of his
inabflity to get out of the recliner,

¢, In a PT visit note, dated 2/06/14, the therapist
noted Pattent #10 continued to take Norco for
pain. On 2/04/14 the therapist had noted the
medication had been discontinued by Patlent
#10's physician. There was no documentation of
communicaticn with Patlent #10's physician or his
RN Case Maneger to clarify If the Norco had
been discontinuad and restarted,

During an Interview on 2/21/14 beginning at 11:45
AM, Patient #10's RN Case Manager reviewed
his record and confirmed the medications
Pradnisone and Norco were documented as
belng discontinued, however, he stated he had
not been informed of thal. The Case Manager
confirmed Patient #10 had a prolonged time
sitting In a solled recliner, and stated the LPN
contacted him that day to assist with his cleaning.
The Case Manager stated he was aware Patient
##10 continued fo drink alcohal and smoke while in
his recliner, and confirmed the physlclan was not
notified regarding his safety risk.

Patlent ##10's physician was not notified of
changes in his condition which indicated a need
to change his POC.

2, Patient #9 was a 72 year old male admitted to
the agency on 12/06/13, following hospital
discharge refated to sepsis and cellulllls of his
right thigh. Additional dlagnoses included

osteoarthritis, insulin dependent diabetes and

(x4} ID SUMMARY STATEMENT OF DEFICIENCIES D {46}
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G 164 | Continued From page 41 G 164 All clinicians were notified that it is not

acceptable to utilize only the checkbox
indicating there was coordination,
They must include what was
communicated to whom as part of the
coordinatlon of care. The job aide on
when to refer to a social worker will be
distributed to the team next week at
Patient Care Conference to ensure all
staff knows when to call the MD with a
request for the MSW to assist with
issues that may be impeding the plan of
care. {Appendix P}

Clinicians educated regarding the
necessary follow up when a patient
states they are going to the ER. At a
minimum, we are responsible to follow
up to see if the patient was admitted or
if the plan needs to be altered due to a
change in condition.

Education to clinicians on 3/13/14
regarding issues of non-compliance
that could potentially have a negative |
impact on the patient’s outcomes mus '
be related to the physician and that
communication must be documented.
Clinicians will be educated regarding
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COPD. Areferral for theraples, wound care, and
diabetic management was racslved by the
agency on 12/05/3,

a, Notes from a PT evaluation dated 12/08/13,
described Pattent #2 as unable to stand, transfer
or walk. The therapist stated Patlent #9's wife
was his primary careglver. The notes further
stated his wife was overwhelmed and unable to
provide for his care. The therapist documented
Pattent #9 was unable to comprehend and
understand or follow commands.

The section of the PT evatuation fitled
"GOORDINATICN OF CARE," ihe therapist
documented "Physician,” folfowed by a name
other than the physician noted as the attending
physictan on the POC,

Puring an Interview on 2/214/14 beginning at 9:20
AM, the Therapist who performed the PT
evalualion on 12/09/13 reviewed Patlent #0's
record. He confirmed he dld not noflfy Patient
#9's physician or the RN Case Manager of the
caregiver's inabiity and reluctance to provide for
his safe care. The Therapist stated in the
*COORDINATION OF CARE" saction of the
evalualion, he had written down the name of the
physician who had signed the referral to home
health services on 12/05/13. The Therapist
confirmed the physician's name he wrote down
was not Palient #9's attending physician, but the
hospitalist who provided inpatient care o Patient
#8. The theraplst stated he did not actually speak
wlih anyone to discuss Patlent #9's status and
POC.

b. Notes from an OT evaluation dated 12/09/13,

* submitted to the DOO for tracking.

patient pain levels. Pain at fevels 7/10
or greater must be reported to the MD
unless other parameters are ordered in
the plan of care. This will occur week
of 3/25/14 by the DOO or designee.
Clinicians will be educated regarding
issues such as epistaxis will be reported
immediately to MD if a patient is on
anticoagulant therapy. Communication
will be documented in patient record.
All clinicians to be educated to report
all falls to the MD whether they are
reported or witnessed. An oCcurrence
report is {0 be completed as well and
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dosumented "Pt raquires extensive care-- more
than spouse can manage af present, Pt would
benefit from SNF secondary to his deficits."

Patient #9's record did nof include documentation
his physiclan was notifled of the inabllity of Patlent
#9's spouse {o provide for his safe care,

Duwing an interview on 2/21/13 beginning at 1:00
Piv, the RN Case Manager reviewed Patlient #9's
record and confirmed the physician had not been
notified of Pallent #9's condition or safely risk.

c. Notes from a MSW evaluation dated 12/10/13,
documented fireimen were present at the time of
her visit to assist Patlent #9 out of bed. The
MSW stated Patlent #9's famlly was unable to
transfer him due fo his skze and welght, and his
wife was elderly wilth back problems. The MSW
documented Patlent #9 was "Unsafe in homs,
needed SNF."

Patisnt #9's record did not include documentation
his physiclan was notifled of the inability of his
famlly to provide for his safe care.

During an interview on 2/21/13 beginning at 1:00
PM, the RN Case Manager reviewed Patient #9's
record and conflrmed the physician had not been
notified of Pafient #9's condition or safely risk.

d. "A Missed Visit" report, for a missed nursing
vislt on 12/10/13, noted Patlent #9's spouse
declined the nursing visit as she was thinking of
sending him o the Emergency Room. There was
no further documentation of Patient #9's status
Indicating why he would be going to the ER.
There was no documentation Patient #9's

physician was notified.

x4y 10 SUMMARY STATEMENT OF DEFICIENCIES o {5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 164 Continued From page 43 G 164

Monitoring Process: The DOO or
clinical designee will audit 20% of
active and discharge charts | with
emphasis on notification of the
physician of changes in the patient’s
condition in the audit tool. Once
significant compliance is demonstrated,
the POO or designee will continue the
audit of 10% of patient records. Painis
also monitored as well as the ‘
intervention regarding the pain. The
resuits of these audits will be reported
to the Pl committee and any problems
identified will be addressed at the
Quarterly Pl meetings held quarterly.
The findings will also be discussed on
the weekly AVP calt as indicated. The
DOO or designee will also perform
random home visits to ensure this
standard is being met.

DOO will review 100% of occurrence
reports to ensure all areas are
complete and clinictans notified the MD
and or altered the plan of care as
appropriate.

Completion date: 4/1/14
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o. Patlent #9's record documentad he was
hospitalized on a form titted “Transfer to
In-Patlent Faclllty" on 12/12/13.

During an Interview on 2/21/13 baginning at 1:00
P, the RN Case Manager confirmed Patient
#9's physician had nol been informed of the
evaluation results from PT, OT, and MSW. He
confirmed the caregiver was unable to provide for
Patient #0's safe care, and his need for a higher
teval of care that could not be provided in his
home enviranment.

Patient #9's physician was not notified of changes
that required an alteration of his POC.

2. Patient #14 was a 52 year old woman admitted
to the agency on 1/29/14, after a hospital
discharge following a traumatlc fracture to her left
leg. The record for the certification period
1128114 to 3/29/14 was reviewed.

a. Patlent #14's POC stated she was not fo bear
any weight on her left legd.

The PT evaluation was completed on 1/30/14,
The documentation noted Patient #14 was
non-weight bearing buf still put weight on her left
lower extremily. There was no Indication her
physiclan was notifled she was bearing weight on
her {eft leg.

During an interview on 2/21/14 at 9:00 AM the
physical therapist stated Patient #14 was
overwelght and he told her she was not fo bear
welght on her left leg. He confirmed he did not
notify Patient #14’s physician that she was
bearing weight on her left leg.
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The OT visit note completed on 2/12/14 stated
the Patient #14 continued to requlire
ra-enforcement regarding her non-weight bearing
status. The OT visit note completed on 2/14/14
staled she was obviously bearing weight during
transfer and ambulation with her walker, There
was no Indication Patient #14's physiclan was
notified she was bearing welght on her left leg.

During an inferview on 2/21/14 at 2:20 PM the
Occupational Therapist confirmed she had not
notified the physician that Patient #14 was
bearing welght on her left leg.

Patient #14's physician was not notitied of a
change In her condition.

b, Patlent #14's POGC Included Norco 10-325 mg
to be taken every 6 hours as needed for palh.

Durlng an Interview on 2/20/14 at 2:30 PM, the
CM stated pain levels between 7 and 10 are
considered severe and should be reported to the
physician, per agency practice.

The SOC comprehensive assessment completed
by the RN on 1/29/14 stated Patlent#14 had
taken Norco 2 hours prior to the nurse's visit.
The patlent rated her pain as 8 on a scale of 0-10
with 10 belng the worst pain. The RN
documented the pain assessment indicated
savere pain. There was ho indication Patient
#14's physiclan was informed that her pain was
not adequately controlled.

During an interview on 2/21/14 at 4:40 PM, the
RN who completed the SOC conflrmed she did

not notify the physician of the Patient #14's isvel
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The SN vislt note comploted on 1/30/14 slated
Pafient #14 had taken Norco 4,5 hours prior lo
the visit. She rated her pain as 7 on a scale of
(-10. There was no indication the physician was
inforrnad her paln was not adequately controlied.

During an interview on 2/20/14 at 2:20 PM, the
RN who completed the vislt on 1/30/14, stated
sha felt the patient was inappropriate in her
responss. She confirmed she did not contact the
physician regarding Patient #14's level of pain.

The PT evaluation completed on 1/30/14 stated
Patient #14 had taken Nor¢o 3 hours prior to the
therapy visit. Her pain was rated as 7 on a scale
of 0-10. There was no indication the physiclan
was Informed Patlent #14's pain was not
adeguately confrolled with her paln medication.

During an inlerview on 2/24/14 at 8:00 AM, the
Phystcal Therapist stated that paln is subjective.
He confirmed he did not contact the physliclan
regarding Patient #14's level of pain,

The OT evaluation completed on 1/30{14 stated
the pattent rated her pain as 8 on a scale of 0-10.
The patient stated her paln was relieved for 3
hours after faking Norco. Per the POC, the
Norco was o be taken every 6 hours as naeded.
There was no Indication the physiclan was
informed the patient's pain was not adequately
controlled with her pain medication,

During an interview on 2/21/14 at 2:20 PM, the
Occupational Theraplst stated the patient’s pain
was increased because she was bearing welght
on her lefl feg agalnst physiclan's orders, She
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confirmed she did not contact the physician
regarding Palient #14's level of pain.

Patient #14's physician was not nolified of the
patient's unrellsved pain that suggested a nead fo
alter the POC,

4. Patleni #15 was an 87 year old femats,
admilted to the agency on 1/06/14, for SN, PT,
OT, MSW and HHA services related to methiclliin
resistant pneumonta, muscle weakness, atrial
fibrillation and pressure ulcer stage |. Her
medical racord and POC for the cerlification
period 1/06/14 through 3/06/14, were reviewed.

The LPN visit notes dated on 1/13/14, 1117114,
and 1/20/14, documented Patient #15 reported
eplstaxis (bleeding from the nose). There was no
documentation to indicate Patisnt #15's physician
had been notified of the bleeding.

The Clinlcal Manager was interviewed on 2/20/14
beginning at 1:30 PM, She confirmed thare was
no documentation {o indicate Patlent #15's
physician had been notified of the epistaxis.

Patlent #15's physlcian was not updated about a
change In her condition,

5. Patlent#1's medicai record documented an 88
year oid female who was admiited for home
health services on 8/13/13 and was discharged
on 10/25/13. Her diaghoses included celfulitis of
her lag and atriaf fibrillation.

Patlent #1's medical record documented she
received PT services between 9/13/13 and
10/24/13. On 10/21/13 at 2:00 PM, a "PT VISIT
NOTE" documanted Patient #1 reported a fall the
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previous week, No documentation was present
that the physiclan was notifisd of the fall. On
10/24/13 at 12:00 ncon, "PT VISIT NOTE"
documented Patient #1's legs had become weak
and her balance was poor in response to an
antibiotic medication. The note slated Patient #1
haed fallen 3 limes the day before i which "...she
slid off the bed hecause her legs were {oo weak
to hold her. The note stated the medication had
been discontinued but Patient #1 stilf felt "loopy.”
The note stated the physician had seen Patient
#1 recently but it was not clear if this was before
or after the falfs. The note stated Pallent #1 was
“...unable fo {ransfer safely, has fallen three times
and Is unable to walk safely with support.” A form
filled " TRANSFER/DEATH AT HOME, " wrilten
by the Physlical Therapist and dated 10/28/14 at
3:00 PM, stated Patient#1 had fallen, had
fractured her hip, and was taken {o a hospital,
The note did not state what day this happened.

Patlent #1°s Physical Theraplst/Case Manager
was Mterviewed on 2/20/14 beginning at 8:66 AM.
He stated thers was no documentation he had
nofifled the physiclan of {he falls noted on
10/21/13 or 10/24/13.

The Physical Therapist did nof nofify the
physiclan of Patient #1' s condlition foliowing her
falls,

484.18(c) CONFORMANCE WITH PHYSICIAN
ORDERS

Verbal orders are put in writing and signed and
dated with the dale of receipt by the registered
nurse or qualified therapist (as defined in section
484.4 of this chapter) respansibie for furnishing or
supervising the ordered services.

G 164

G 166

G 166 The agency will ensure that
verbal orders are put into writing and
signed and dated by the clinician,
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responsible to correct this deficiency
and ensure ongoing compliance,

This STANDARD is not met as evidenced by: Policy TX-001 Physician Orders
Based on record review, staff Interview, and : . .
patient Interview, it was determined the agency (app?nd'x M) will be reviewed with
falled to ensure verbal orders were put In writing clinicians at meeting week of 3/24/14.
for 1 of 16 patients (#14 )whose records were Emphasis will be on #7 the individual
reviewad. This had the potential to negatively recelving a verbal physician order must
Impact coordination and clarily of patient care, ) p ¢
Findings Include: sign and document the date of the
order on the supplemental order form,

1. Patient #14 was a 52 year old womah admitted :
g? thhe age?c?!( Oni 1129{141 aﬂ?[r ? hotspitatl or It Monitoring Process: The DOO or clinical

scharge following a traumatic fracture to her le . . . .
leg. Her medicatlons Included Coumadin. designee will audit 20% of active and
Patient #14's record for the ceriification period discharge charts to ensure the
1/29/14 to 3/29/14 was reviewed, clinictans have orders for their
ASN vislt note dated 2/07/14, stated the RN interventlons. The results of these
called the physiclan’s office and obtained a verbal audits will be reported to the PI
arder for a PT/INR fo be performed that day. committee and any problems ldentified
;Sg ;g{gglbm?f; “;i‘f not put in writing and signed will be addressed at the Quarterly Pl

y ' meetings held quarterly. The findings
DPuring an interview on 2/24/14, the RN Case will also be discussed on the weekly
Manager reviewed the record and confirmed AVP call as indicated.
there was no written physician's order for the
PT/NR performed on 2/7/14. Completion date: 4/1/14 /
The verbal order for PT/INR was not put in writing
by the RN.
G 236 484.48 CLINICAL RECORDS G236

Aclinical record contalning perfinent past and
current findings in accordance with accepted
professional standards is maintained for every
patlent recelving home health services. In
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addition fo the plan of care, the record ¢contains
appropriate identifying information; name of
physlclan; drug, dietary, treatment, and activity
orders; signed and dated clinical and progress
notes; coples of summary reports sent fo the
aftending physician; and a discharge summary.

This STANDARD s not met as evidenced hy:

Based on staif interview and review of medical
records, it was determined the agency falled to
ensure medical records were complete, accurate,
and confained complete information for 4 of 16
patients (#6, #10, #13, and #15), whose records
were reviewed. This resuiled In in a lack of
clarlly as to the palients’ care from agency
personnel. Findings include:

1. The agency's medical records conslsted of a
hybrid paper and elecironic medical record.
During the survey, the Adminlstrator and the
Clinfcal Manager worked to obtain medicel
records for surveyors.

On 2/20/14 at 9:20 AM, the Administrator stated
she had not been trained to reproduce complete
medical records for surveyors fo review, She
stated requests were sent to the corporate office
to reproduce complete records.

On 2/20/14 at 1:45 PM, the Clinical Manager
stated she had not been trained o produce
complete medical records. She stated records
that were provided to surveyors had not been
complete. For example, she slated signed coples
of POCs and supplemential orders were not
provided with the medical records,

records are complete, accurate and
contaln all necessary information.

The DOO and business office managen
will be responsible to correct this
deficiency and ensure ongoing
compliance,

Clinical manager, DOO and AVP have |
been trained as to how to printouta
patient chart as outlined in the
operation manual and the Policy IM-
008 Clinical Records {appendix E)

All clinicians and clinical managers wil!
be education the week of 3/24/14
regarding the necessity to document
everything in the patient record such as
patient refusal of services.

Clinicians were educated at the staff
meeting regarding the use of ABNs and
HHCNs. They were given handouts
with algorithms and guides for when to
use which form. Additionally, they
were tasked with completing the
course on our fearn center called ABN
and HHCCN #2110082. The course will
need to be completed by 4/1/14.
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The Area Vice-President was interviewed on Effective 3/20/14, all wound
2124114 beginning at 10;00 AM, She stated no addendums without a signature will be,
Ztggna-.t }gt‘?aan%ggi(z:&;:]}%ig?den tralned to reproduce printed out and glven to the clinician
p ) for signature until such time the “bug”
The agency falled to ensure complete medical is fixed and all electronic signatures
racords could be reproduced when needed. appear on the form. The forms wili be
2. Patient #8's medical record documented an 87 signed and filed in the patient record.
year old female who was admitled for home o
health services on 11/07/13. She was currently a Monitoring process: The DOO or
patient as of 2/21/14, Her diagnoses included clinical designee will audit 20% of
breast cancer and pleural effusion. active and discharge charts to ensure
Transfer papers from a local hospital documented the clinicians have orders for their
Palient ##6 was hospitalized from /24/14-1/31/14 interventions. Once significant
for a massive lung infection. Orders from the compliance Iis demonstrated, the DOO
hospital faxed fo the agency on 1/31/14 cailed for dp, " ) em ,S rated, e,
resumption of care by the home health agency. or designee will continue the audit of
The orders included nursing, PT, and OT 10% of patient records. The results of
services. these audits will be reported to the PI
The first nursing visit to Patlent #6 was dated committee and any problems identified
2105/14, 5 days after the order was received. The will be addressed at the Quarterly P
first PT visit was documented on 2/12/14, 12 days meetings held quarterly. The findings
after the order was recelved, The first OT visit . .
was documented on 2/14/14, 14 days after the will also be.dls_cussec’ on the weekly
order was received, AVP call as indicated. The DQO wili
monitor the completion of the courses
The RN Case Manager was interviewed on o ;
2119/44 beginning at 2:10 PM. She stated she :amd it will become 3 performanf:e ssue
thought Patlent #6 refused the services which if the course Is not completed timely.
delayed her resumption of care, She stated this
was not documented. Completion date: 4/1/14
Patient #8's medical record was not complete.
3, Patlant #13 was an 82 year ald female,
admitied to the agency on 1/12/14, with
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Continued From page 52

diagnoses pressurg ulcer stage lll, muscle
weakness, hypertension, and colon cancer. Her
medical record and POG for the cerlificaion
period 1/12/14 through 3/12/14, were reviewed.

The agency pollcy titled IM-008(a) CLINICAL
RECORD CONTENTS, dated October 2013,
staled, "All documentation Is dated and
authenticated by namef/signature and fille of
person making antry.”

SN visit wound addendum notes, daled 1122114,
1/28/14, 2/03/14, 2/10/14, and 2/17/14, did not
have documented signatures, litles and dates,

The Regional Director of Clinical Operations was
interviewed on 2/19/14 at 3:40 PM, She
confirmed Patient #13's, medical record included
notes that lacked signature, date and title.

The agsncy did not ensure documentation for
pattent medical records was complete and
accurate.

4. Patient #15 was an 87 year old femals,
admitted to the agency on 1/06/14, for SN, PT,
OT, MSW and HHA services related to methiciliin
resistant pneumonta, muscle weakness, atrial
fibriliation and pressure ulcer stage . Her
medical record and POC for the ceriification
period 1/06/14 through 3/06/14, were reviewed,

A SN visit woungd addendum note, dated 1/06/14,
did not have documented signature, title and
date.

The Reglonal Director of Clinical Operations was
interviewed on 2/19/14 at 3:40 PM. She
conflirmed Patlent #156's, medical record Included

G236
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notes that lacked signature, date and title.

The agency did not ensura documentation for
patient medical records was complete and
accurate,

5. Patient #10 was a 67 year old male admitted
on 1120114 for SN, PT, OT, and MSW services
after a fall which resulted in fractures of his
{umbar vertebrae. Additlonal diagnoses Included
muscle weakness, abnormality of galt, arthritls,
and alcohof ahuse.

Patient #10's record includsd a “Notice of
Medicare Non-Coverage" form (NOMNC) dated
2106114, which notifled him that his home health
services would end on 2/1114.

In a SN visit note dated 2/06/14, the LPN
documented Pafient #10 was Informed of SN
discontinuing services due to goals being met.
The LPN documented Patient #10 agreed with
the decision to discontinue setvices, and he was
educated, acknowledged, and verbalized
understanding of the form, then signed the
NOMMC form dated 2/06/14.

Patlent #10 continued to receive OT and PT
visits, OT on 2/12/14 and 2/14/14, and PT on

21314,

During an interview on 2/21/14 beginning at 11:45
AM, the RN Case Manager reviewed Patlent
#10's record and confirmed the record included a
NOMNG form, He stated Patient #10 recsived
the wrong form, he should have been provided
with & form explaining his nursing services would
he discontinued, '

{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1o {%8)
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Patient #10 received a wrong form informing him
his home health services were terminated, his
record did not reflect this was corrected.
G 3221 484,20(b) ACCURACY OF ENCODED OASIS G322

DATA

The encoded OASIS data must accuralely reflect
the patient's stafus at the time of assessment.

This STANDARD s not met as evidenced by:
Based on record review and staff and patient
interview, it was determined the agency failed to
ensure encoded OASIS data reflscted the
patient's status at the time of assessment for 1 of
16 patients whose records were reviewed (#4).
This resuited in inaccuracles between the SOC
assessment and OASIS data.  Findings include:

Patient #4 was an 81 year old woman admitted to
the agency on 2/16/14 for SN services following a
bilateral mastectomy for breast cancer.
Additiona! diagnoses included hypertension and
DM Type li. The patlent's POC and records for
the certification period 2/16/14 to 4/16/14 were
reviewed,

The SOC assessment including the OASIS was
completed by the RN on 2/{6/14.

Avisit was conducted on 2/19/14 at 11:15 AM, lo
observe SN sarvices at Patient #4's home.

Information garnered during the home visit was
compared io the SOC OASIS data. The following
discrepancies were noled:

a. OASIS Item M1018 indicates conditions which
existed prior to the patlen{'s inpatient stay.

f,)__the changes. The ledger will malntain

G 332 The agency will ensure the K
encoded oasis data accurately refiectl?
the patient status at the time of
assessment.

The DOO or designee will be
responsible to correct this deficiency
and ensure ongoing compliance. |

This deficiency was reviewed with the
skilled clinicians on 3/13/14 and will be
reviewed again the week of 3/24/14.
100% of oasis are reviewed by either
the clinical manager or the Clinical
Resource Coordinator {CRC) for
accuracy. The CRC was informed of the
deficiencies received from the survey.,
if any discrepancles or inconsistencies
are noted, the clinicians are called to
discuss findings. f the clinicians want
to alter their responses, the CRC or
ctinical manager will make the changes
and an oasis correction form is created
~and sent to the clinician for approval of

the original responses, The patient
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.1 The SOC RN was interviewed on 2/20/14 at 8:50

Intracteble pain was marked as existing ptior to
her hospitalization and surgery.

Upen Interview of Patient #4 during the home vislt
she denied having any pain prior {o her
hospitalization for bllateral mastectoinles.

The SOC RN was intervlewed on 2/20/14 at 8:50
AM. He confirmed Patflent #4 was having
moderate pain following her surgery but denied
any pain pricr to her surgery.

b. OASIS ltem M1036 Indicates Risk factors likely
to affect current health status andfor outcome.
Smoking and Alcohol dependency were marked
as tisk factors.

Upon Interview of the paflent during the home
visit the patient denied smoking, slating she quit
many years ago.

AM. He confirmed the patlent stated she stopped
smoking 30 years ago. He stated the patient
related an alcohol intake of approximately 3
drinks per week,

¢. OASIS [tem M1340 Indicates presence of a
surgical wound. The item was answered "Surgical
wound known hut not observable due to
nen-removable dressing."

Upon interview of the patlent during the home
visit, the patient stated a dressing was never
applied to her chest following surgery due to her
seveare fape allergy.

The S0C RN was Interviewed on 2/20/14 at 8:50

AM. Ha confirmed {he patient did not have a

H49D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION X5}
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DEFIGIENCY)
record wlif have the oasis that was
G 322 Continued From page 55 G322

transmitied to the State and the oasis
correction form ynder the oasis tab of
the patient record.

Monitoring Process: 100% of oasis will
be reviewed by either the clinical
manager or the Clinical Resource
Coordinator (CRC} for accuracy. Shoulg
the CRC or clinical manager notice a
trend, the clinician will have further
education. The DOO or clinical
designee will audit 20% of active and
discharge charts ensure oasis is
consistent in the responses and
accurately reflects the status of the
patient. Once significant compliance is
demonstrated, the DOO or designee
will continue the audit of 10% of
patient records. The results of these
audits will be reported to the P}
committee and any problems identified|
will be addressed at the Quarterly P
meetings hetd quarterly. The findings
wilt also be discussed on the weekly
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G 322 Contlnued From page 56 G322
dressing covering the Inclsion lines on her chest.
He stated the patient was resistant to having a
male RN observe her chest Incision fines. \

d. OASIS ltem M2000 asks if a complete drug
regimen review indicated potenttal clinically
significant medication issues, including drug
interactions. The SOC documentation noted a
polential drug Interaction hetween Diltiazem and AVP call as indicated. The DOO will
Carvedilol. However, M2000 was marked "No . .

problems found during review.” monitor the completion of the courses

and it will hecome a performance issue

During an Interview on 2/20/14 al 8:50 AM, the if the course Is not completed timely.

Clinicat Manager stated the agency polflcy .
requires staff to report drug interactions classified The DOO or deslgnee will also perform
as "major.” She confirmed the interaction random home visits with follow up

between Diltiazem and Carveditol was classified audit of assessment to ensure standard
as major per the agency's medication database. is met.
The SOC RN was interviewed on 2/20/14 at 8:50 Completion date: 4/1/14

AM. He stated he entersd all of the patlent's
medicalions Info a webslte to check for
interactions, The webslte Indicated a major
interaction between Diitiazem and Carvedilol. _
The RN reviewed the record and confirmed {
M2000 should have been marked "Problems
found during review" and the physician should
have bean notifled of the potential interaction,

a. OASIS ltem 2010 asks if the patient/caregiver
received instruction on special precautions for all
high-rik medications {such as hypoglycemics,
anticoagulants, etcyand how and when fo report
problems that may occur. The question was
answered "Yes."

Patient #4"s POC included 2 hypoglycemic
medications, Byelta and Metformin,
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There was no documentation In the SOC visit
note regarding patient education of medications.

The SOC RN was interviewed on 2/20/14 af 8:50
AM. He staled he educaled the palient regarding
Metformin. The RN reviewed the record and
confirmed this was not documented In the SOC
visit note, He stated he did not educate the
patient regarding Byetta,

The SOC OASIS data did not accurately reflect
Patient #4's status and services provided during
the SOC visit,

G 331 484.55(a)(1) INITIAL ASSESSMENT WISIT G 331

A registerad nurse must conduct an initial
assessment visit to determine the immediate care
and support needs of the patient; and, for
Madicare patients, to determine eligiility for the
Medicare home health henefit, including
homehound status,

This STANDARD s not met as evidenced by: G331 Agency will ensure the initial SOC
Based on record review, policy review and assessment is comprehensive and
patient and staff interview, It was determined the inciudes the determination of patient
agency failad {0 ensure the initlal SOC ds and eligibil

comprehensive assessment included an needs and eliglollity.

examination of identiffed items of concern for 1 of

16 patients, (#4), whose records were reviewed. The DOO or designee will be
This prevented staff from developing a complete responsible to correct this deficiency
POC based on patient needs, Findings include; and ensure ongoing compliance.

The agency policy titled "WC-001 WOUND CARE
REFERENGE/RESOURCES/DOCUMENTATION

" dated July 2013, stated, "Measure wounds at a (
minimum frequency of once each calendar week
(usually the first vislt of the week)."
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1. Patient #4 was an 81 year old woman
admitied o the agency on 2/16/14 for SN
services following a bliateral mastectomy for
breast cancer. She was discharged from the
hospital on 2/14/14. Additional diagnoses
included hypertension and DM Type II. The
patient's record for the certification period 2/16/14
to 4/16/4 was reviewed,

The SOC assessment was completed by the RN
on 2/16/14.

Avisit was conducted on 2/19/14 at 1115 AM, fo
observe SN services af Palient #4's home,
Patient #4 did not have a dressing coveting the 2
incision lines on her chest, She stalted a dressing
was never applied to her chest after her surgery
due fo a severe tape allergy. However, the SOC
assessment completed by the RN on 2/16/14,
Included documentation stating Patient #4's
surgical wounds were not observable due to a
noh-removable dressing. There was no
documentation regarding the appearance or
measurements of the surgical inclsion lines in the
SOC documentation.

When questioned about the SOC comprehensive
assessment visit on 2/16/14, the patient stated
the nurse did not empty her 2 JP drains. Patient
¥4 stated she and her sister were able to manage
the drains. The SOC assessment Included
documentation stating the patient had bllateral JP
drains and required education in management of
the drainage devices. There was no
documentation noflng education was provided to
Patlent #4 related to JP drains. Therewas no
documentation regarding the status of the drains,
or the amount and color of the dralnage, There

was no Indication the JP drains were emptied on

. her own home as soon as possible.

x40 SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S PLAN OF CORREGTION (45)
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G 331 Conlinued From page 58 G 331 This defictency was reviewed with

clinicians at staff meeting on 3/13/14.
Clinicians will be educated on this
standard at meeting week of 3/24/14.
If 2 patient refuses to allow a clinician
to observe a wound, the clinical
manager must be notified immediately
and the documentation must reflect
the actual condition of the patient. The
agency will make every effort to get the
patient re-assigned to a nurse that the
patient would be comfortable with in

Monitoring process: 100% of SOC wiil
be called into the clinical manager to
discuss the assessment and patient
needs, The DOO or clinical designee
will audit 20% of active and discharge
charts utilization to ensure the
comprehensive assessment that
accurately reflects the status of the
patient. Once significant compliance is
demonstrated, the DOO or designee
will continue the audit of 10% of
patient records. The resuits of these
audits will be reported to the PI
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The comprehensive assessment must include a
raview 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
nencompliance with drug therapy.

This STANDARD is not met as svidenced by;
Based on record review, policy review,
observations during home visits, staff Interview
and patient inferview, it was determined the
agency falled to ensure the drug review was
comprehenslive for 5 of 16 patlents (#5, #9, #13,
#14, #15 ) whose records were reviewed, This
had the potential to place patients at risk for
adverse events or nagative drug interactions.

oW D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION 25
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G 331 fiongmgd F;lom page 69 G 331 committee and any problems identified
8 SOC visit will be addressed at the Quarterly P

During an interview on 2/20/14 at 8:50 AM, the meetings held quarterly. The findings

RN confirmed Patient #4 did not have a dressing will also be discussed on the weekly

to her chest, He stated she was wearing a shirt VP by

and was reluctant to remove it so he was not able A . call as fnd'catEd‘ The DOO or

to assess tha incision lines. designee will also perform random

home visits with follow up audit of

The RN stated he emptied the JP drains,

meastured the dralnage and educated the patient assessment to ensure standard Is met.

on how to emply the JP drains., He reviewed the

record and confirmed there was ho Completion date April 1, 2014

documaentation refated to care of the JP drains or

that Pallent #4 was educated regarding {he JP

dralns.

The SOC visit did not include an accurats,

comprehensive assessment to delermine Patient

#4's neads.
G 337 484.55(c) DRUG REGIMEN REVIEW G 337

G 337 The agency will ensure the drug
regime review-is comprehensive on
each patient and POC includes alt
medications the patient is taking.

The DOO or designee wil be
responsible to_correct this deficiency
and ensure ongoing compliance.
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SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION (X6}
COMPLETION

Findings include:

The agency policy titled MA-G02 DRUG
REGIMEN REVIEW, dated Apri 2013, stated,
“The cliniclan will question the patient and/or
caregiver every visit regarding changes in
medications including dosage changes, any new
medications or any madications discontinued.
{This Inquiry will include over-the counter
medications, herbal products, supplements and
oxygen). Any discrepancies should be clarifled
wilh the pafient's physiclan and documented in
the clinical record.”

A complete review of medications did not occur In
the following examples:

1. Patient #16 was an 87 year old femals,
admilted to the agency on 1/06/14, for SN, PT,
OT, MSW and HHA services related fo methicillin
resistant pneumonia, muscle weakness, afrial
fibriltation and pressure ulcer stage I, Her
medical record and POC for the certification
period 1/06/14 through 3/06/14, were reviewed.

LPN visit notes, dated 1/13/14, 111414, 1/17/14,
1/20/14, 1/22/14, 1/24/14, 1/31/14 and 2/04/14,
documented Tylenal was taken for pain. There
was ho documentation te indlcate Tyleno! had
been added to Patlent #15's POC medication list.

The LPN who wrote the visit notes was
interviewed on 2/20/14, beginning at 1:30 PM.
She confirmed the POC did not include Tylenol,

Patient #15's POG did not include afl medications.

2. Patient #13 was an 82 year old female,

X4} 1D
P(RE}FJX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 337 Continued From page 60 G337}  staff meetings held 3/4/14 and 3/6/14

included medication management
education provided by Regfonal
Director of Operations, Information on
how to ensure the information is
correct that is gathered from the ;
patient to include sample questions for
the patients. Directions on how to
ensure the medication profile is
updated based on the interventions
from the clinicians and the office staff.
Alf staff Instructed to reconclle all
active patients medications in the next
2 weeks using topl (appendix Q)
distributed at meeting 3/12/14, A
demonstration of patient to clinician
and then clinician to clinical manager
was performed at staff meeting to
iflustrate how to best gather all
necessary information. See script
{appendix R}. All staff are required to
complete the course #5190021
Medication management for the Home
Health Cliniclan by 4/1/14 with
associated quiz {appendix $). Clinicians
educated regarding ensuring all topical
medications have specific areas they

}
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admiited to the agency on 1/12/14, with
diagnoses pressure ulcer stage {ll, muscle
weakness, hypertension, and colon cancer. Her
medical record and POC for the cerliflcation
period 1/12/14 through 3/12/14, were reviewed.

An RN visit note, dated 1/15/14, documentad
Tylenol was taken for pain, There was no
documentallon to Indicate Tylenol was added to
Patient #13's POC medication list.

The RN case manager was interviewed on
2/19/14 beginning at 10:30 AM. He confirmed the
POC dld not includs Tylenol.

Patient #13's POC did not include all medicatlons.

3. Patient #14 was a 52 year old female admitted
to the agency on 1/29/14 for SN, PT, OT, MSW
and HHA services related to traumatic fracture of
her left leg, chronic skin ulcers, DM Type 1,
netropathy and depressive disorder. She was
hospitalized from 1/26/14 to 1/128/14. Patlent
#14's discharge instructions indlcated she was to
self administer Lovenox injections twice dally.
Her medical record and POC for the certification
period 1/29/14 to 3/20/14 were reviewed.

The SOC comprehensive assessment was
completed by the RN on 1/29/14 begitining at
1:30 PM.,

a. The RN's documentation stated the patlent had
not oblained the Lovenox frorn the pharmacy.
The Lovenox was to be given by Injection every
12 hours per the physiclans' discharge orders,
and therefore did not receive an evening dose of
the medication 1/28/14 and morning dose
1/20/14. There was ho indication the physician

are 1o be applied. Clinicians educated
to notify MD regarding any medications
the patients do not have in their home
as well as document folfow up to
ensure the medications are obtained
and utilized as ordered.

Policy MA-002 Drug Regimen Review
relates to the drug interactions
specifically 1-6. We failed to submit
this policy during the survey. (Appendix‘

T) /

FORM CMS-2587(02-28) Previous Verslons Obsolete

Evon! ID:MSB611

Fadlliy D: QASODHTE

I continuation shest Page 62 of 66




PRINTED: 03/12/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETEO
137006 B. WING 0212412014

NAME OF PROVIDER OR SUPPLIER

ST ALPHONSUS HHA & HOSPIGE, AN AMEDISYS PARTNER

STREET ADDRESS, CITY, STATE, ZIP CODE
9198 WEST BLACK EAGLE DRIVE
BOISE, ID 83709

was notified the patient had missed 2 Lovenox
doses.

Durlng an interview on 2/21/14 at 4:10 PM, the
RN who completed the SOC assessment
reviewed the record and confirmed there was no
documentation stating she had informed the
physician of the missing medication.

The documentation did not indicate Palient #14's
physiclan was notified of the patient's
noncompliance with drug therapy.

b. The medication fist on Pattent #14's POC
included 3 topical medications:

-Sliver Sulfadiazine 1% toplical, daily, apply fo
affected areas

~Triamcinolone Acetonide 0.1% topical, 3 imes
daily

-Mupirocin Calclum 2% foplical, 3 fimes dally to
affected areas

The POC did not contain the location where the
toplcal medications were to be applied.

The RN was Interviewed on 2/21/14 at 4.10 PM.
She reviewed the record and confirmed the
orders for the topical medications were
incomplete.

Pattent #14's medication review was not
comprehansive,

4. Patient #5 was an 82 year old woman admitted
1o the agency on 2/01/14, after a hospital
discharge following a procedure to repalr a
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Monitoring process: The DOO or
deslgnee will be ensuring that all active
patients as of 3/1/14 have medicatfon
reconciliations completed and profiles
updated by 4/1/14. The DOO will
monitor the completion of the courses
and it will become a performance issue
if the course is not compieted timely.
The BOO will make random home vislts
to ensure this standard is met. The
DOO or chinical designee will audit 20%
of active and discharge charts to ensure
the medication profile that accurately
reflects the medications taken by the
patient. Once significant compliance is
demonstrated, the DOO or designee
will continue the audit of 10% of
patient records. The results of these
audits will be reported to the Pl
committee and any problems identified
will be addressed at the Quarterly P!
meetings held quarterly. The findings
will also be discussed on the weekly
AVP call as indicated.

Completion date: 4/1/14
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fractured shoulder. Addilional diaghoses
included pressure ulcers, Insulin dependent DM
and hypertansion. The patient's record for the
cetilflcation peried 2/01/14 to 4/04/14 was
reviewed.

Avisit was conducted on 2/20M4 at 11:00 AM, to
observe OT services at the ALF where Paiient #5
resided. Patlent #5's medications ware reviewed
with the ALF staff and compared to the
medications listed on her POC.

The following medications were noted on the ALF
medication record and were not included on
Palient #4's POC:

-Aspirin 81 my tablet datly,
~Cyanocobalamin 1000 meg monthly,

During an interview on 2/21/14 at 11;05 AM, the
Physical Therapist who completed the SOC
assessment on 2/01/14, confirmed that he failed
toinclude 2 medications {Aspirin and
Cyanocobalamin)that were on the ALF
medication profile at the SOC.

Patlent #5's POC did not include all medicailons.

5. Patient #9 was a 72 year old male admilled to
the agency on 12/06/13, following hospital
discharge related to sepsis and cellulitis of his
right thigh. Additional diagnoses included
osteoarthrilis, insulin dependent diabetes and
COPD, Areferral for therapies, wound care, and
dlabetlc management was received by the
agenhicy on 12/05/13,
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PROVIDER'S PLAN OF CORRECTION

a. A SOC and comprehensive assessment was
completed by and RN on 12/06/13. The
medications included on Patient #9's POC for the
cottification period 12/06/13 through 2/03/14
differed from the medication list on his discharge
orders dated 12/35/13 as follows;

- Nicotine Patch, {once daily) was included on
Fatient ##9's discharge medication orders,
however, it was not included on his POC.

- Multivitamin tablets, (once dally) was included
on Patient #9's discharge medication orders,
however, it was not included on his POC,

- Lisinopril 40 mg, 0.6 tablef, {once dally) was
included on Patlent #9's discharge medlcation
orders, however, his POC indicated he was o
take 1 tablet daily, which was double the dose the
physicltan ordered.

During an interview on 2/21/14 beginning at 1.00
PM, the RN who had completed Patient #9's
comprehensive assessment reviewed his record
and confirmed the medication discrepancies, He
stated he was unable to explain why the POC
differed from the discharge medications listed on
Patient #9's discharge medication list.

The medications on Patlent #9's POC were not
acclrate,

b. A comprehensive roview of Patient #9's
medication which Included side effects, drug
interactions, and duplicate drug therapy was not
performed.

The RN who perforimed the SOC comprehansive
assessment on 12/06/13, documented a
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medicalion review per agency policy was
performed, and no problems wers found, The
comprehensive assessment Included
documentafion by the RN that he had provided
high risk drug education to Palient #9 and his
spouse.

Patient #9's record Included an untitied document
which Indicated Patient #9 had a "Major” drug
interaciion between Trazodone and Serogquel
which he was taking.

During an Interview on 2/21/14 beginning at 1:00
PM, the RN who performed the comprehensive
assessment revliewed Patient #9's record and
confirmed he had not reviewed the medications
for drug Interactions. He stated Patient #9's
physiclan bad not been informed of the reporied
drug interactions,

During an interview on 2/19/14 at 3:20 PM, the
Clinical Direclor was asked to provide a pollcy
relating to drug interactions and identiication of
Interactions was requested. No policy was
provided as of 2/24/14 the date of the survey exit.

Acomprehensive review of all of Patlent #9's
medications was not performed.

G 337
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N 000 16.03.07 INITIAL COMMENTS N 000

The following deficiencies were cited during the
Medicare receriification survey of your home
health agency conducted from 2/18/14 through
2/24114,

The surveyors conducting the receriification were,

Gary Guiles, RN, HFS, Team Leader
Susan Cosla, RN, HFS

Nancy Bax, RN, HFS

Don Syivester, BSN, RN, HES

N 001 03.07020.01. ADMIN.GOV.BODY N 001

020, ADMINISTRATION - GOVERNING
BODY.

N 001
NOO1 01, Scope. The home health
agency shall be organized under a Refer to G132
goverhing body, which shall assume
full legat responsibility for the
conduct of the agency.

This Rule is not met as evidenced hy:

Refer to G132 as relates to the governing body's
failure lo assume responsibilify for the cperation
of the agency.

N 006, 03.07020, ADMIN. GOV,BODY N 005

NO0O5 03, Responsibllitles. The
governing body shall assume
responsibility for:

b. Appainting the group of

professionat personnel; meeting at
least bl-annually.

Buyreauof Faclity Sténdards
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ontinued From page N 005
The agency will ensure bi-annual
This Rule is not met as evidenced by: Professionai Advisory Committee
Based on review of agency policy and procedure, ; :
as well as slaff interview, it was determined the meeting ooours. '11
agency's governing body falled to ensure
bi-annual Professional Advisory Committee The DOO will be responsible to ensure
meelings occurred. The faiture of the agency to this standard Is met.
conduct the twice-yearly mestings resulted in the
fallure to review policy amd procedures, as well The agency will have a PAC meeting to
as review of the agency productivity and needs, present the annual program evaluation
The Director of Operations confirmed on 2/24/14 by 4/1/14. The agency will schedule
at 3:40 PM, the Professional Advisory Commiltee another meeting in approximately 6
had met one time in the past 12 months. months’ time at the meeting in March
The governing body failed to conduct bi-annual to ensure compliance to this standard.
meetings.
Monitoring Process: The DOO will
N 092! 03.07024.01, SK.NSG.SERV. N 092 maintain the PAG binder in her office
with the minutes from the meetings.
N0g2 01. Registered Nurse, A
registered nurse assures that care Is ) .
coordinated befween services and that Completion date: 4/1/14 and ongoing.
all of the patients needs identifled
by the assessments are addressed. A
registered nurse performs the
following;
N 092
This Rule s not met as evidenced by; Refer to G 143
Refer to G143 as relates to the fallure of the
agency to coordinate care provided to patients. '
N 152 03.07030.01.PLAN OF CARE N 152
N152 01, Written Plan of Care. A
written plan of care shalil be
developed and implemented for each
Bureau of Faclfily Standards
STATE FORM 8809 MSE841 if contnuation sheet 2 of 4
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N 162

N 153

N 172

Continued From page 2

patient by all disciplines providing
services for that patient. Care
follows the written plan of care and
includes:

This Rule is not met as evidenced by:

Refer o G168 as it relates to the failure of the
agency to ensure patlent care followed a wrilten
plan of care.

03.07030.PLAN OF CARE

N153 01. Written Plan of Care. A
wrilten plan of cara shall be
developed and implemented for each
patient by all disciplings providing
services for that patient. Care

follows the wrilten plan of care and
includes:

a. All pertinent diagnoses;

This Rute is not met as evidenced by:

Refer to G159 as |t relates to the fallure of the
agency lo ensure plans of care included all
pertinent diagnoses.

03.07030.08.PLAN OF CARE

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

This Rule is not met as avidenced by:

Refer to G164 as It relates to the failure of the
agenay to ensure staff alert the physician
changes that suggested a need to alter the plan
of care,

N 152

N 153

N172

N 152

Refer to G 158

N 153

Refer to G 159

N172

Refer to G 164
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N 174} 03,07031.01 GLINICAL RECORDS N174 .‘
N 174 ‘

N174 01. Purpose. A clinlcal record
containing past and current findings,

In accordance with accepted Refer to G 236
professionat standards, is maintained
for every patient recelving home
health services.

This Rule is not met as evidenced by:

Refer to 5238 as it relates to the failure of the
agency to ensure clinical records were
malntained in accordance with accepted
professional standards.

N 175 03.07031.02.CLINICGAL REC. N176

N175 02. Contents. Clinical records N 175
rust include; \

to G 145
a. Appropriate Identifying Refer to

information;

This Rule is not met as evidenced by:

Refer to G145 as it relates to the faflure of the
agency fo ensure a written summary reporls were
sent to the attending physiclan at least every 60
days.
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