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May 7, 2014

Teresa Dixon, Administrator
Alliance Home Health Of Idaho
440 East Clark Street, Suite A
Pocatello, ID 83201

RE: Alliance Home Health Of Idaho, Provider #137115

Dear Ms. Dixon:

This is to advise you of the findings of the complaint survey at Alliance Home Health Of Idaho,
which was concluded on April 25, 2014,

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

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

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

o Description of how the actions will improve the processes that led to the deficiency cited;

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

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

+ Monitoring and tracking procedures to ensure the PoC is effective in bringing the HOME
HEALTH AGENCY into compliance, and that the HOME HEALTH AGENCY remains
in compliance with the regulatory requirements;

¢ The plan must inciude the title of the person responsible for implementing the acceptable
plan of correction; and

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

State Form 2567,




Teresa Dixon, Administrator
May 7, 2014
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by
May 19, 2014, and keep a copy for your records.

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

Sincerely,

GARY GUILES § SYEVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/pmt

Enclosures




bEPARTN[ENT OF HEALTH AND HUMAN SERVICES PRINTED: 05/07/14 -

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (Xl) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER | A BUILDING OOMPL(‘:-?-TED
137115 B WING 04/25/i4
NAME OF PROVIDER OR SUPPLIER. STREET ADDRESS, CITY, STATE, ZIP CODE
440 EAST CLARK STREET, SUYTE A
ALLIANCE HOME HEALTH OF IDAHO POCATELLO, ID 83201 _
x4) SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER’S PLAN OF CORRECTION X5)
PRERIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G000 | INITIAL COMMENTS G000

The folowing deficiencies were cited during the
complaint investigation survey completed 4/23/14
Through 4/25/14 at your agency. The surveyors
conducting the investigation were:

Gary Guiles, RN, HFS, Team Leader
Don Sylvester, RN, BSN, HFS

Acronyms used in this report include:

CHEF - Congestive Heart Failure RECEVED
DON - Director Of Nursing Bay 1§ 2084
HH - Home Health EACHITY 57 S DARDS

PT — Physical Therapy

OT - Occupational Therapy

SN — Skilled Nursing

TIA — Transient Ischemic Attack — stroke

symptoms lasting less than 24 hours
G158 | 484.18 ACCEPTANCE OF PATIENTS, POC, G158

MED SUPER A written Plan of Care (POC) shall be
established for all patients admitted to

Care follows a written plan of care established Alliance Home Health, The attending

and periodically reviewed by a doctor of pliysician shall receive verbal notice of the

medicine, osteopathy, or podiairic medicine, established POC within 24 -- 48 hours after
admission to Home Health services, Once

This STANDARD is not met as evidenced by: the physician has been notified of the plan

Based on record review and staff interview, it of care a verbal order will be sent for

was determined the agency failed to ensure care

LABORATORY DIRECTOR’S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE .. - THILE : (X6) DATE

Dohode ) idDr— X J(/ Adgnrzishiasdot - O3/ 1Y.

Any deficienicy statement ending withah (*) denotes a deficiendy Which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following
the date of survey whether or nof a plan of comection is provided. For nursing homes, the above findings and plans of correction are disctosable 14 days following
the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued program
participalion, .

FORM CMS — 2567(02-99) Previous Versions Cbsolete EVENT ID: 76]711 Facility ID: OASQ01018 If continuation sheet Page 1 of 4
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FORM APPROVED
OMB NO. 0938-0361

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER
137115

(*2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
c

B WING 04/25/2014

NAME OF PROVIDER, OR SUPPLIER

ALLIANCE HOME HEALTH OF IDAHO

STREET ADDRESS, CITY, STATE, ZIP CODE
440 EAST CLARK STREET, SUITE A
POCATELLO, ID 83201

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER’S PLAN OF CORRECTION (X5}
PREFIX (EACHDIFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERRENCED TO THE APPROPRIATE DATE

DEFICIENCY)
G158 | Continued From page 1 G 158 | physician signature approving the POC. 04/ 25/14
' The RN Case Manger will be responsible for

Followed a physician’s written plan of care for 4 initiating the POC with the patient and/or care
of 8 patients (#2, #5, #7, and #8) whose records grver.
were reviewed. This resulted in omissions of care . . ) N PV
and had the potential to result in unmet patient The Administrator and Direcior of Nursing will
needs, Findings include: be responsible to provide continuing education

{related to notifying the attending physician of
1.Patient #5 was a 71 year old male, admitted to the admission POC and/or any changes in
the agency on 1/24/13 with diagnoses of cellulitis current POCs, then sending the verbal order for
of the leg, muscle weakness, CHF, chronic airway the POC to the physician for approval) to all
obstruction, diabetes mellitus type II, and TIA the current RN Case Managers and to include
cerebral infarction. Her received SN, PT and OT this education in orientation for future new
services. His medical record for the certification hires.
period 8/25/13 through 10/23/13 was reviewed.,
A “PHYSICIAN The RN Case Manager will be responsible for | 04/25/14
SUPPLEMENTAL/VERBAL/TEL.EPHONE communication with the attending physician
ORDER?®, date 8/23/13, stated, “Recertify patient related to the orders for Plan of Care for all
to continue HH service for new certification period admissions and recertifications.
8/25/13 — 10/10/13, SN to continue wound care.” Supplemental/Verbal/Telephone orders will be

obtained, then sent fo the physician for
“PHYSICIAN WRITTEN ORDERS”, dated signature approving the POCs. Chart reviews
8/22/13, 9/05/13, 9/12/13, 9/19/13,'9/26/13, to monitor comphiance with each discipline
10/03/13, 10/10/13, and 10/17/13, stated daily following the ordered POC, will be conducted | 05/02/14
dressing changes to wounds. daily for the next week starting 04/28/14, then

weekly for the next 2 weeks starting 05/05/14 {1 4523714
Nursing visit notes for wound dressing changes then at least monthly thereafter. The '
were not documented for Patient 35 on 9/03/13, Administrator and DON will be responsible for
9/04/13, 9/05/13, 9/12/13, 9/17/13, 10/03/13, and nonitoring compliance with the POC.
10/10/13.
The DON was interviewed on 4/25/13, beginning Wound care will be conducted according to the
at 11:00 AM. She confirmed there were no ordered POC. Documentation of the cares 0500714

mrsing visits on 9/03/13, 9/04/13, 9/05/13,
9/12/13, 9/17/13, 10/03/13, and 10/10/13, and
Wound care was not completed as ordered.

Wound care orders for Patient #5 were not
Followed.

being provided will be according to the orders,
Chart reviews will be conducted weekly for the
next two week to monitor compliance. The
DON will be responsible for monitoring the
completion of the chart reviews and the
compliance of cares provided.

FORM CMS-2567 (02-99) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/07/2014

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROV'[DERJSUPPLIERICL[A
AND PLAN OF CORRECTION IDENTIFICATION NUMBER
137113

(X2) MULTIPLE CONSTRUCTION (33) DATE SURVEY

A BUILDING COMPLETED
c

B WING. 04/25/14

NAME OF PROVIDER OR SUPPLIER

ALLIANCE HOME HEALTH OF IDAHO

STREET ADDRESS, CITY, STATE, ZIP CODE
440 EAST CLARK STREET, SUITE A
POCATELLO,ID 83201

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER’S PLAN OF CORRECTION (X5)
PREFIX (GEACH DIFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERRENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- with up-dated P & P are as follows: 04/28/14
2. Patient #2’s medical record documented a 68 year -Measure wound at Jeast weekly and PRN,
old female who was admitted for home health -Provide wound care as ordered on the
services on 11/20/13, She was currently a patient as Physician’s Orders (Supplemental Orders
of 4/25/14. Her diagnosis was liver discase. and/or Verbal/Telephone Orders).
-Document the appearance, odor, and size
Patient (12°s ‘HOME HEALTH CERTIFICATION of wound (at least weekly).
AND PLAN OF CARE for the certification period -Document the amount and characteristics
11/20/13 0 1/18/14 called for nursing visits 2 times of drainage.
a week for week 1, 3 imes a week for week 2, d -Assess and Document the client’s
times a week for week 3, and 1 time a week for week tolerance of the procedure.
4. : -Perform/document the ordered procedure
and time of dressing change (at least
Actual documented nursing visits for Patient #2 weekly).
included 2 visits on week 2 and no visits on weck 4. -Document if the wound care is performed
The reason for the missed visits was not documented by another provider (such as wound care
in the record. ‘ specialist, wound clinic and so on), how
often they arc being seen and what the
The DON reviewed Patient #2’s medical record with wound measurements were as done by that
the surveyor on 4/25/14 beginning at 10:30 AM. She provider.
confinned the nursing visits did not match the POC, 04/28/14
She stated she could not explain the discrepancy. Chart reviews will be conducted by the RN
Case Managers, Administrator, DON 05/05/14
Patient #2°s nursing services were not provided in and/or the QA Manager related (0
accordance with the POC, compliance with the above P & P at least 05/12/14
weekly for the next two weeks then
3. Patient #7°s medical record documented a 65 year monthly thereafter. The Administrator is
old female who was adnitted for home health responsible for monitoring compliance
services on 8/13/13 and was discharged on 1/10/14. with the above P & P.
Shie was admitted following a fractured left femur
and fractured right ankle,
04/28/14

Four home healih aide visits were documented in
Patient #7°s medical record, on 8/05/13, 8/12/13,
8/14/13, and 8/15/13. No orders were present in the
record authorizing these visits.

All disciplines providing patient cares will
have an established POC as ordered by that
patient’s attending physician. All
disciplines will follow that ordered plan of
care authorizing the visits. The DON and
Administrator and DON will be
responsible for monitoring chart reviews
and the documentation of these ordered
visits.

FORM CMS-2567 (02-99) Previous Versions Obsolete

Eveat ID: 763711
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PRINTED: 05/07/14

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY -

AND PLAN OF CORRECTION IDENTIFIC ATION NUMBER A BUILDING ' COMPLETED
' C
137115 B WING : 03/14/12
NAME OF PROVIDER OR SUPPLIER. ' STREET ADDRESS, CITY, STATE, ZP CODE
440 EAST CLARK STREET, SUITE A
ALLIANCE HOME HEALTH OF IDAHO | POCATELLO,ID 83201
() SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER’S PLAN OF CORRECTION (X5)
PREFIX (EACH DIFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERRENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G158 Continued From page 3 o G 158 | Ifthe visits being made do not match the POC, | 04/28/14

The DON reviewed Patient #7°s medical
record with the surveyor on 4/24/14 beginning
at 3:20 PM. She confirmed the lack of orders
for aide services.

Patient #7°s aide services were provided
without orders.

4. Patient #8°s medical record documented a-
25 year old female who was admitted for
home health services on 2/15/14. She was
currently a patient as of 4/24/14. Her
diagnosis was stomach cancer,

Patient 38°s “HOME HEALTH :
CERTIFICATION AND PLAN OF CARE”
for the certification period 2/15/14 to 4/15/14
called for nursing visit on 2/15/14 (week 1)
and then 3 times a week for 3 weeks.

A mursing visit was documented on 2/15/14,
Two nursing visits were documented on week
2, on 2/18/14 and 2/19/14, instead of the 3
visits which were ordered. no mursing visits
were documented on week 3, instead of the 3
visits which were ordered. one nursing visit
was documented on week 4, on 3/06/14,
instead of the 3 visits which were ordered. no
other mursing visits were documented for
Patient #8,

The DON reviewed patient #8°s medical
record with the surveyor on 4/25/14 beginning
at 10:30 AM. She confirmed the nursing
visits did not match the POC. She stated she
could not explain the discrepancy.

Patient #8’s nursing services were not
provided in accordance witha POC.

the physician will be notified of the change
either by Verbal/Telephone orders,
Supplemental orders reflecting the change.
Missed visit notes can be used if the change in
the visit is due to patient request, or need to be
seen at a different date. The physician will also
be notified of this, Education will be provided
to the current RN Case Managers related to the
above and ongoing education will be provided
throughout the year and added to the orientation
process to new employees.

Chart reviews will be conducted weekly for the | 05/05/14
first two weeks, then monthly thereafier, 05/12/14
The DON and Administrator will be responsible
for monitoring compliance with the above,

All of the open charts for Alliance Home Health | 5712714
have had a chart conducted and completed to
monitor for compliance with following the
physician ordered Plan of Care. This was
conducted and overseen by the Administrator
and Director of Nwursing.

FORM CMS-2567 (02-99) Previous Versions Obsolete Event ID: 761711 Faeility ID: OASC01018 If continuation sheet Page 4 of 4




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

PRINTED: 05/07/14
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

The folowing deficiency was cited during the
complaint investigation survey completed
4/23/14 through 4/25/14 at your agency. The
surveyors conducting the investigation were:

Gary Guiles, RN, HES Team Leader
Don Sylvester, RN, BSN, HFS

AND PLAN OF CORRECTION IDENTIFICATION NUMBER. | A BUILDING COMPLETED
C
137115 . | B WING ] 04/25/14
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
440 EAST CLARK STREET, SUITE A

ALLIANCE HOME HEALTH OF IDAHO POCATELLO, ID 83201
491D SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DIFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFFRRENCED TO THE APPROPRIATE DATE

. DEFICIENCY)

N 000 16,03,07 INITIAL COMMENTS N 00D

RECEIVED
May 19 200

FACIHLITY STANDARDS

=l
o=y

. . : 04/28/14
N152 N 152 All Alliance Home Health patients will be
03.07030.01.PLAN OF CARE assessed on admission and a Plan of Care will be
. ' . established. The attending Physician will be
Mis2 ol W;ﬁ“ﬁ“bl’ 13" of care. %“Tm‘:ﬂ notified of the POC within 24 — 48 hours, A
p anlo cared fa © heve‘op b ana]l discipli verbal order for POC-will be sent to the
mp %l;;:nte or eafs: Is; tent by C!SCIP 1nes physician for approval of the plan, The
B T e Lt s Administrator and Director of Nursing wifl be
ollows the writicn plan of carc and includes: responsible for momtormg compliance with this
: ; . 1
This Rule is not met as evidenced by: fule.
Refer to th 5118 as 1t r'elates lto the fﬁaﬂure of the The RN Case Manager will be responsible for 05/05/14
agency 1o follow writien plans of care. obtaining orders to establish the plan of care.
Chart reviews will be conducted weekly for two
weeks then monthly thereafter to make sure the
plan of care is being followed as ordered.
The Administrator and Director of Nursing will 23’;12”4
be responsible for monitoring compliance of the | ;npping
clinical staff following the physician ordered
plans of care for each patient.
Biuuean of Facility Standards
LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE’S SIGNATURE TITLE (x6 DATE)

oiin S Vi o) At 2o J5°1-1¢

STATE FORM

761711 If continuation sheet 1 of 1




IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER - Gavemor DEBRA RANSOM, RN, RH.LT., Chief
RICHARD M. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Eider Street

P.0. Box 83720

Boise, ID 83720-0009
PHONE  208-334-6626
FAX 208-364-1888

May 7, 2014

Teresa Dixon, Administrator
Alliance Home Health Of Idaho
440 East Clark Street, Suite A
Pocatello, ID 83201

RE: Alliance Home Health of Idaho, Provider #137115

Dear Ms. Dixon:

On April 25, 2014, a complaint survey was conducted at Aliance Home Health Of Idaho. The
complaint allegations, findings, and conclusions are as follows:

Complaint #1D00006252
Allegation: Nursing care was not provided in accordance with physician orders.

Findings: An unannounced survey of the home health agency was conducted 4/23/14 through
4/25/13. FEight patients' records were reviewed. Two records for current patients and six records
of discharged patients were reviewed, Staff were interviewed.

Nursing visits were not made in accordance with physician orders for 4 of the 8 patients whose
records were reviewed. For example, one patient's record documented a 71 year old male,
admitted to the agency on 4/27/13 with diagnoses of cellulitis of the leg, muscle weakness,
congestive heart failure, chronic airway obstruction, diabetes mellitus type II and transient
ischemic attack. He received skilled nursing, physical therapy and occupational therapy services.
His medical record for the certification period 8/25/13 through 10/23/13 was reviewed.

A "PHYSICIAN SUPPLEMENTAL/VERBAL/TELEPHONE ORDER", dated 8/23/13, stated,
"Recertify patient to continue (home health) service for new certification period
8/25/13-10/23/13, (skilled nursing) to continue wound care."




Teresa Dixon, Administrator
May 7, 2014
Page 2 of 2

"PHYSICIAN WRITTEN ORDERS", dated 8/22/13, 9/05/13, 9/12/13, 9/19/13, 9/26/13,
10/03/13, 10/10/13, and 10/17/13, all called for daily dressing changes to the patient's wounds.

Nursing visit notes for wound dressing changes were not documented on, 9/03/13, 9/04/13,
9/05/13, 9/12/13, 9/17/13, 10/03/13, and 10/10/13. No documentation was present to explain
why these visits were not made.

The Director of Nursing was interviewed on 4/25/13, beginning at 11:00 AM. She confirmed
nursing visits were not conducted on 9/03/13, 9/04/13, 9/05/13, 9/12/13, 9/17/13, 10/03/13, and
10/10/13, and wound care was not completed as ordered.

Nursing visits were not conducted as ordered. A deficiency was cited at 42 CFR Part 484.18 for
the failure of nurses to conduct visits in accordance with physician orders.

Conclusion;: Substantiated. Federal and State deficiencies related to the allegation are cited.

Based on the findings of the complaint investigation, deficiencies were cited and included on the
survey report. No response is necessary to this complaint report, as it was addressed in the Plan

of Correction,

If you have questions or concerns regarding our investigation, please contact us at (208)
334-6626. Thank you for the courtesy and cooperation you and your staff extended to us in the
course of our investigation,

Sincerely,
A Shyibis o %@waﬁf
GARY GUILES S

VIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care

GG/pmt




