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June 20, 2014

Donald Duffy, Administrator
Panhandle Health District
8500 N Atlas Road

Hayden, ID 83835-8332

RE: Panhandle Health District, Provider #137002

Dear Mr, Duffy:

This is to advise you of the findings of the Medicare/Licensure survey at Panhandle Health
District, which was concluded on June 6, 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;

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

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

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

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

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

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




Donaid Duffy, Administrator
June 20, 2014
Page 2 of 2

After you have completed your Plan of Correction, return the original to this office by
July 3, 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.

Sincerety,

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

Enclosures




Panhandle Health District | e o

: " Home Health
Public Health Healthy People in Healthy Communities | 5500 N Aty
Prevent romote Peetoey , Hayden, Idaho 83835
Panhandle Health District ‘ Phone: 208-415-5160

Fax: 208-415-5161
www.phdl.idaho.gov

July 8,2014

Gary Guiles, Health Facility Surveyor
Sylvia Creswell, Co-Supervisor

Idaho Department of Health & Welfare
3232 Elder Street

PO Box 83720

Boise ID 83720-0009

Re: Panhandle Health District, Provider #137002
Dear My. Guiles and Ms. Creswell:

Please find enclosed our Plan of Correction and supporting documents for the
Medicare/Licensure survey completed on June 6, 2014.

If you have any questions or require further documentation, please contact me directly
at (208) 415-5124.

Thank you for the opportunity to improve our procedures and better serve our community.

Sincerely,

/' ‘ ,m

i
s

Rousal Mahakam
Acting Home Health Administrator
Panhandle Health District
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The following deficiencies were cited during the
Medicare recertification survey of your home
health agency from 6/03/14 through 6/08/14.

The surveyors conducting the recertification
were:

Gary Guiles, RN, HFS, HFS Team Leader
Nanhcy Bax, BSN, RN

Actonyms used in this report include:

DM - Diabetes Mellitus
HHA - Home Health Aide
HTN - Hypertension

OT - Occupational Therapy
POC - Plan of Care

PT - Physical Therapy

SN - Skilled Nursing

SQC - Start of Care

ST - Speech Therapy

G 114 | 484.10(e){1{i-iii} PATIENT LIABILITY FOR G 114
PAYMENT

Before the care is initiated, the HHA must inform
the patient, orally and in writing, of;

(i} The extent {o which payment may be expected

from Medicare, Medicaid, or any other Federally RECEIVED
funded or aided program known to the HHA;

(i) The charges for services that will not be : JuL i i 201k
covered by Medicare; and
{iiy The charges that the individual may have to FACILITY STANDARDS

pay.

w5

This STANDARD s not met as evidenced by:
Based on review of patient records, staff

LABC RY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE . (X6) DAFE
W%’ Ad'{'ﬁ'\cL ‘H:Opqe #-ea—[‘l'}l Adt"“"vl ':'.S'{*\NJ;I"' 7 .g//‘?l

fi
Any deficiency statement ending with an asterisk {*) denotes a deficiency which Hle institution may be excused from correcting providing it is determifed that
other safeguards provide sufficient profection to the patients. {See insteuctions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cosrection are disclosable 14
days following the daie these documenis are made available to the facilty. if deficiencies are cited, an approved plan of correction is requisie fo conlinued

program participation.
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BUREAU OF FACILITY STANDARDS
PLAN OF CORRECTION

JUNE 6, 2014
G114 and N0O40

e Action
o Review with RN case managers and billing staff new policy and procedures to
ensure patient receives insurance liability information prior to start of care during
weekly Friday meetings starting June 13, 2014,

o Immediately after receiving a patient referral PHH will verify patient’s eligibility
and financial liability. The quoted benefits will be given to all patients verbally
and written in the Insurance Benefit Information (IBI} form prior to admission to
home health. All verbal information provided will be documented on the visit
note or on a communication form and filed in patient’s chart. Patient will sign
financial policy stating receipt of IBI and understanding of financial liability.

e Monitoring and persons responsible: Program manager, nurse manager, RN case
manager, and office specialist.

o Program manager and nurse managetr will complete monthly chart audits. All
skilled services will participate in quarterly monitoring. Program manager will
compile results and share results with all staff quarterly.

o The following will be added to the monthly chart audit form:

m Is there documentation that patient was notified verbally of their financial
liability?
v Ts there documentation that patient signed understanding of their financial
liability provided to them?
e Completion date: September 1, 2014
e Process improvement: the above will ensure that patient will receive verbal and written
information of their financial liability prior to start of care. Monitoring will show 90% to
100% compliance on an ongoing basis.

See attachments: Insurance benefit form, communication form, financial policy,
monthly chart audit form, in-service meeting minutes, referral and admission
procedures, and patient’s rights policy.

G158 and N152

e Action

o Review with clinical staff importance of acquiring specific wound care orders
prior to providing treatment to a wound. Wound care orders will contain
frequency of dressing changes, type of primary and secondary dressing, and all
irrigants and cleansing agents, Any medicated agents will be listed in the patient’s
medication list,

o Specific wound care orders will be obtained from the referral source prior to start
of care. If a wound is discovered during the home health visit the nurse will
contact the physician to obtain specific wound care verbal orders for treatment.

s Monitoring and persons responsible: Program manager and nurse manager.




BUREAU OF FACILITY STANDARDS
PLAN OF CORRECTION
JUNE 6, 2014

o Program manager and nurse manager will complete quarterly chart audits. All
skilled services will participate in quarterly monitoring. Program manager will
compile results and share results with all staff quarterly.

o The following will be added to the quarterly chart audit form:

s Are there specific wound care orders (frequency of dressing changes, type
of primary and secondary dressing, and all irrigants and cleansing agents)
prior to treatment?

Completion date: September 1, 2014

Process improvement: the above will ensure that wound treatment follows a written plan
of care established and periodically reviewed by the attending physician. Monitoring will
show 90% to 100% compliance on an ongoing basis.

See attachments: revised quarterly chart audit form, revised wound care referrals
and orders procedure, agenda for weekly nurse meeting.

G337 and N173

e Action

o Review with all clinical staff during weekly meeting importance of notifying
physician of clinically significant drug interactions and documenting follow-up
with physician.

o Registered Nurse will notify physician of any medication issues via phone call or
fax as soon as possible, including clinically significant major drug interactions
reported by Drugs.com or any other internationally recognized database.

o A list of major interactions reported to the physician will be attached to the
medication list in the patient’s chart.

e Monitoring and persons responsible: Program manager and nurse manager.

o Program manager and nurse manager will complete quarterly chart audits. All
skilled services will participate in quarterly monitoring. Program manager will
compile results and share results with all staff quarterly.

o The following will be added to the quarterly chart audit form:

»  Was the physician notified of clinically significant drug interactions?
e Completion date: September 1, 2014
Process improvement: the above will ensure that the attending physician is notified of clinically
significant medication issves in a timely manner, Monitoring will show 90% to 100%
compliance on an ongoing basis.

See attachments: revised quarterly chart audit form, agenda for weekly nurse
meeting, medication list documentation procedures.
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INITIAL COMMENTS

The foliowing deficiencies were cited during the
Medicare receriification survey of your home
health agency from 6/03/14 through &/05/14.

The surveyors conducting the recertificalion
were:

Gary Guiles, RN, HFS, HFS Team Leader
Nancy Bax, BSN, RN

Acronyms used in this report include:

DM - Diabeies Mellitus
HHA - Home Health Aide
HTN - Hypertension”

OT - Ocecupational Therapy
POC - Plan of Care

PT - Physical Therapy

SN - Skilled Nursing

SOC - Start of Care

ST - Speach Therapy
484.10(e){1{i-ii) PATIENT LIABILITY FOR
PAYMENT

Before the care is initiated, the HHA must inform
the patient, orally and in writing, of:

{) The extent to which payment may be expected
from Medicare, Medicaid, or any other Federally
funded or aided program known to the HHA,;

(i) The charges for services that will pot be
covered by Medicare; and

(i} The charges that the individual may have to %

pay.

This STANDARD is not mei as evidencad by:
Based on review of patient records, staif !

G 000

G 114

?R\{ BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE!

S SIGNATURE

&-f:ihq Hﬂme ecb[‘f‘}'L 'fj\'d"‘"“"l ;s'f:\m_,aée"— 7 .S !

‘-'=.r ‘siency statement ending with an asterisk {7} dencles a deficiency which tHe institution may be excused from correciing providing if ts delennided that

sh. afeguargs provide sufficient proiection to the patients. (See instructions,) Excep! for nursing homes, the findings stated above are disclosable 90 days
‘oliowing the date of survey whether or not 2 plan of correstion is provided. For nursing nomes, the above findings and plans of correction are disclosable 14
iavs folipwing the dzte these documents are made available to the fagiity, If deficiencies are cited, an approved plan of correction is reguisite {o continued

yrogram pariicipation,
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T T PROVIDER'S PLAN OF CORRECTION

PANHANDLE HEALTH DISTRICT

%4} 1D ! SUMMARY STATEMENT OF DEFICIENCIES H {%5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL ,  PREFIX | [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG ! CROBS-REFERENCED TO THE APPROPRIATE i DATE
i { DEFICIENCY) :

i g ‘ "
G 000 | INITIAL COMMENTS | G oo |

? i |

' The following deficiencies were cited during the T :

: Medicare recertification survey of your home ‘
| health agency from 6/03/14 through 6/06714, ;

, The surveyors conducting the recertification i
» Were, ‘

| Gary Guiies, RN, HFS, HFS Team Leader ;
. Nancy Bax, BSN, RN :

! Co .
- Acronyms used in this report include:

I
| DM - Diabetes Melfitus !
' HHA - Home Health Aide ﬂ
i HTN - Hypertension |
1 OT - Ozcupational Therapy {
; POC - Plan of Care |
- PT ~ Physical Therapy i
BN - Skilied Nursing ‘
I SOC - Start of Care
* ST - Speech Therapy

G 114 484.10{e){1{i-iii) PATIENT LIABILITY FOR ' G 114; eyt l
' PAYMENT ! S s o

| e iy

|
Plan

g'!]

| Before the care is Inifiated, the HHAmMust inform
: the patient, orally and in writing, of: f
i {i} The extént fo which payment may be expected !
* from Medicare, Medicaid, or any other Federally
i funded or aided program known fo the HHA;

- {ii) The charges for services that will not be

- covered by Medicare; and

*(iiiy The charges that the individual may have to

- pay.

- This STANDARD is not met as evidenced by:
: Based on review of patient records, staff | :

LABORATOR‘;’ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE TITLE (X8) DATE

£ ~deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from coirecting providing it is determinec that

safeguards provide sufficient protection o the patienis. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of survey whether of not a pian of correction is provided. For nursing homes, the above findings and plars of correction are disclosable 14
days foflowing the date these documents are made available to the facility. If deficlencles are clited, an approved plan of correction is requisite 1o continued
program participation,
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. of 2 patients (Patients #4 and #12) whose records |
" were reviewed and whose insurances required 2
i co-payment. This had the potential fo interfere
- with pafients'caregivers' ability to make i
' reasonable, informed decisions about financial |
- matters related to the agency's care and ‘
| treatment. Findings include: f

¢ 1. During an interview on 6/05/14 at 3:30 PM, the
‘ Program Manager was asked fo explain the '
| process of determining a patient's insurance i
. benefits, including any patient financial liability for |
- home health services. He stated the agency’s [
_ biliing depanment checked the patients’

i insurance benefits to determine coverage for
- home health services. This information was i
" included in the patients' electronic medical

i records. The Program Manager also stated he |
; betieved the billing department informed the

" patient by phone when a pafient was expecied to }
" have an out-of-pocket expense for home health
_services, He stated patients did not receive '
“ written information regarding financial liability. i

! 2. Patient #4 was a 67 year old male admitted to

I the agency on 4/13/14, following surgery to resect !
. his colon. As of 6/06/14, he had received 8 SN
fand 2 PT visits. )
l E
_ Patient #4's record included a form litied i
“"INSURANCE BENEFITS INFORMATION". The

“ fortn included his insurance information and

: indicated his insurance usually covered 75% of

. SN and PT visits. [t further stated, "Self-Pay

]

i
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x| SUMMARY STATEMENT OF DEFICIENGIES 1D , PROVIDER'S PLAN OF CORREGTION 145)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC{DENTIFYING INFORMATION} | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; H DEFIGIENCY)
: |
G 114 ' Continued From page 1 G 114, .9 l\‘i‘-{
'interview and patient interview, it was datermined | i T e ¥
. the agency failed {0 ensure patients were '\ ! !
Hinformed in writing of the extent to which payment - ‘ i o
 for home health services could be expecled, and ] i3
! the charges the individual might have to pay, for 2 ; i (Jidum
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X4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION ™
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: F d DEFICIENCY)
i i ! Loy E‘
G 114, Continued From page 2 PG4 ’2{‘0’? 4

~could be up to 26%". Patient #4's record did not |
include documentation of a phone call from the :
. billing departrnent nor did it contain written notice - l , H
informing him of possible financial liability. : | qlt
. Avisit was made to Patient #4's home on 6/04/14 ! T‘ra\w‘
L at 9:00 AM, to observe a SN visit. The folder left ; ' Q
L in his home by the agency was reviewed. The ! ; :
; folder did not contain information regarding his |
rinsurance benefits or financial liabifity. The ; |
| patient and his wife were asked if they knew how ! i
- his home health services were coveraed and if ; ‘
" they would be responsibie for a co-payment. The . 1
| patient and his wife stated they had not been ! ;
informed by the agency regarding insurance '
coverage or financial liabllity.
- During an inferview on B/05/14 at 3.40 PM. the |
" Program Manager confirmed Patient #4 was not i
linformed in writing of a possible financial Jiability
¢ for the home health services he was receiving.

. The agency did not inform Patient #4 in writing of
" the extent to which payment could be expected

i from his insurance and the charges he may have i
i o pay. !

t 3. Palient #12 was a 90 year old woman admitted ; j
"o the agency on 4/10/14 for SN services related | i
: fo a wound on her leg. As of 6/06/14, she had i
, received 19 SN visits.

- Patient #12's record included a form titted .
IINSURANCE BENEFITS INFORMATION". The
: form inctuded her insurance information and )
i indicated her insurance usually covered 80% of !
. SN visits. Under "Self-Pay" it noted 20%. Patient

#12's recerd did net include decumentation of a
' phone call from the billing department nor did it
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] [ 1 o , .
G 114 Continued From page 3 | G 1141 ] ,6’ t

* contain written notice informing her of possible . Plenm
| financial liability. | :
‘ qlili

Tl

« A visit was made to Patient #12's home on |
“6/05/14 at 9:00 AM, to observe a SN visit. The
: folder ieft in her home by the agency was i \
‘reviewed. The folder did not contain information | X
" regarding her insurance benefits or financial : !
i Habdity. Patient #12 was unable to remember

» whether someone from the agency informed her |
' of possible financial fiability for home heaith ! ‘ :
| services. : l ?

. During an interview on 6/05/14 at 3:35 PM. the -
i Program Manager confirmed Patient #12 was not | . ‘
informed in writing of a possible financial liability | [ |
“for the home health services she was receiving. !

' The agency did not inform Patient #12 in writing |
i of the extent to which payment could be expected |
“from her insurance and the charges she may } .
“have to pay. ’ ! iy ] if
G 158, 484.18 ACCEPTANCE OF PATIENTS, POC, ! !
t MED SUPER | (o
i Care follows a written plan of care established ! ; ;s '
i and periodically reviewed by a doctor of medicine, | i q Ei if
_osteopathy, or podiafric medicine, ) : : TM“‘ Na

1

' This STANDARD is not met as evidenced by: |
: Based on record review and siaff interview it was ! :
- determined the agency failed to ensure care _‘ ;
' followed a physician's written POC for 3 of 16 i
. patients (#3, #4, and #9) whose records were i '

'reviewed. This resulted in unauthorized 1 .
{ treatments and visits, and had the potential to

. result in negative patient outcomes. Findings i

i
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! to the agency on 5/21/14, for SN services related
i to a rectal wound and colastomy care.
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; : |
- | , SIE
G 158 ; Continued From page 4 i G158, : Pt“‘”
" include: f i
: % ‘
| 1. Patient #3 was a 72 year old woman admitted |, e li I i
!
i
1

Ty

; Patient #3's SOC assessment was completed by i :
, the RN on 5/21/14. Documentation of wound : | !
 care provided during the SOC visit included E :
' irrigalion, cleansing, packing and covering of the
rwound, Additional SN visits with wound care |
- were provided on 5/26/14, 5/28/14, 5/30/14, ; i
- B/02/14 and 6/04/14.

|

. Patient #3's record included a form titled, !
- {"PHYSICIAN INTERIM ORDERS", completed |
. and signed by the RN on /23/14, and signed by -
" her physician on 5/25/14, The farm included | : ;
i information about Patient #3's assessment and | :
wound care. The section of the form titled, : :
D "PHYSICIAN'S COMMENTS/ORDERS” stated, :
- "RN - Admit 6/21/14, then wound care/packing | i
3wk starting wk of 5/25/14 until wound closed.” - :
i However, the physician's order did not include i
| specific information regarding agents to be used i |
_toirrigate, cleanse, pack and cover the wound. : :

. During an interview on 6/04/14 af appraximately
. 11:30 AM, the RN was asked how wound care
torders were obtained at the SOC. She stated
! she often had to investigate by looking at i
documentation sent to the agency from the g
: referral source, seeing what supplies were sent
+ homie with the patient, or asking the patient/farnily i
_ about wound care provided prior to home health !
| senvices. '

: During an interview on 6/05/14 at 3:30 PM, the l i
. Program Manager reviewed Patient #3's record | }
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G 158! Continued From page 5 . G158 3‘1 st
| and confirmed the wound care orders were ' f | Plesy
. incomplete and the POC had not been \ L
ed. - ‘a b
develop ! [ a itl.t‘-l
' f -
, Patient #3's wound care did not follow a . : Ty
: physician's order. : \ '
‘ ;

.2, Patient # 4 was g 67 year old male admitted to |
' the agency on 4/13/14, foliowing hospitalization . i
! for a colon resection. Additional diagnoses i
- included HTN and non-insulin dependent OM. He!
" received SN services for wound and colestomy %
! care. ! |

" Patient #4's record included a form titled : ,
- "Physician Interim Orders”, wnitenby an RN on |

i 4/12/14 and signed by his physician on 4/16/14. _

. The orders included admission to home health 'a ‘
! and daily gauze dressing changes to his : j :
: gbdominal incision line. The order did not state :
 ointment was to be applied to his incision line. ! ; |

- Patient #4's record included a SOC assessment ; ;
completed by the RN on 4/13/14. Bocumentation

" of wound care provided during the SOC visit

. stated the RN applied Triple Antibiotic Ointment

“around the incision ling, then covered the incision

~with a dry dressing. An SN visit note dated

t 4/14/14, also documented application of Triple

» Antiblotic Ointment to his wound area. An SN

; visit note dated 4/16/14, documented application

, of Bacitracin ointment to his wound area. |

N 1 .

! Patient #4's record Included a medication list, | ;

! completed and signed by the RN on 4/13/14. The

: medication list did not inciude Triple Antibiotic ’ i

1 Qintment or Bacitracin Qintment, i :

!
: During an interview on 6/05/14 at 3:40 PM, the | : |
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G 158 Continued From page 6 . G158
' Program Manager reviewed Patient#4's record ! :
i and confirmed there was no order for ointment to ,
: be applied {o his incision area. _ j C\ l.‘ \u{
r

: Patient #4's wound care did not follow a | ' Totarang
! physician’s order.

' 3. Patient #9 was an 87 year old femate admitted

; to the agency on 3/14/14 for care refated to ;
fshoulder pain. She received SN, PT, OTand
. HHA szrvices. i |

i Patient #9's record included SN visit notes dated
3128114, 4101114, 4/07/14, 4/09/14, that i

% documenied the application of an occlusive :

- dressing 1o het left heel. [

i Patient #9's record included a "PHYSICIAN i
{INTERIM ORDER" completed and signed by the
i RN on 3/28/14, and signed by her physicianon |
- 4102114, The form included information regarding |
" a sore on Patient #9's heel that required :
| additional SN visits for wound care. The section |
. of the form fitled, "PHYSICIAN'S !
: COMMENTS/ORDERS" inciudad SN visits 1-2
| fimes a week for 3 weeks. However, the order |
" did not include details regarding the type of !
" dressing to be applied to her wound.

_During an interview on 6/05/14 at 4:00 PM, the !
: Prograrm Manager reviewed Patient #9's record
" and confirmed the physician orders did not

: inctude the type of dressing to be applied o her

! wound. i. Plac

. Patient #9's wound care did not follow a | :‘T}G ‘{\1

' physician's order. ; ; e
G337 ‘ 484.55(c) DRUG REGIMEN REVIEW ; G 337; %[!T’hé
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1 The comprehensive assessment must inciude a
| review of all medications the patient is currentiy
" using in order to identify any potential adverse !
i effects and drug reactions, including ineffective |
" drug therapy, significant side effects, significant
| drug interacticns, duplicate drug therapy, and i
: noncompliance with drug therapy. '
This STANDARD is not met as evidenced by: .
! Based on record review and staff interview, it |
- was determined the agency falled fo ensure the
i drug review was comprehensive and acted upon
for 1Q of 16 patlents (#1, #4, #5, #7, #8, #9 #10, .
| #12, #13, and #16) whose records were
- reviewed. This had the potential to place patients |
- at risk for adverse events or negative drug _
i interactions. Findings include: ;

. 1. During the survey entrance ¢onference an
" B/03714, beginning at 8:30 AM, the Program

' Manager was asked to describe the Agency's ;
; comprehensive drug review process. He stated
" during the SOC visit, the RN reviewed all !
; medications the patient was taking and entered

: the medications into "Drugs.com” (an :
"internationally recognized database and public |
. access website established as a standard for

| nurses and clinical siaff in determination of drug

| inferactions) to check for drug interactions. The |
; medication review was repeated when a patient's |
V'care was resumed following an inpatient stay, any .
' time a new medicalion was added, and atleast |
- every 60 days. The Program Manager stated the !
" agency's practice was to report o the patient's .
* physician any interactions classified as "major” by !
- "Drugs.com”. This process was not followed,

" Examples include: :
: '|

ailif

’E"vw"j
B
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. 6/04/14.

" Patient #1's POC for the certification period
: 3/156/14-5/13/14 stated she was taking 15

. separate medications, When the 15 medications
: were entered into "Drugs.com” by the surveyor, 8
" major drug interactions were ideniified. Patient .

'#1's record did not includs documentation to i
indicate her physician was notified of her drug

- interactions.

- During an interview on 6/05/14 at 9:40 AM, the
! Program Manager reviewed Patient #1's record
and confirmed her physician had not been 5
not:i’ ied of the drug interactions.

: Patient #1's medication interactions were not i
l identified and reported to her physician. 1

‘ b. Patient #5 was an 87 year old female admitied
: to the agency on 4/04/14, for care relaled to i
“pulmonary embelism and atrial fibrittation.

* Patient #5's SOC assessment was completed by
“an RN on 4/04/14. Her record included alistof |
13 medications, completed by the RN, sigried and !

| dated 4/04/14. When the 13 medications were

. entered into "Drugs.com” by the surveyor, 2 i
. major drug interactions were identified. |
i

' Patient #6's record did not include decumentation
" to indicate her physician was notified of her maJor .
drug interactions.

! During an interview on 6/05/14 at 2:45 PM, the ‘
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H i [}
) ! ' o
- = | e
G 337 1 Continued From page 8 ] G 337! ?lo-"\
l a. Patient #1 was an 84 year old female admitted ' ; .
: to the agency on 4/30/14 following total knee [ o \ .
surgery. She was currently a pafient as of i ' A 1 Ry

meé
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| a H 1 |
- Program Manager reviewad Patient #5's record " | !rP
i and confirmed her physician had not been - ‘- . .
| notified of her major drug interactions. l j iq l i ii"(
: - | - -
. Patient #5's medication interactions were not : fved
: identified and reported to her physician. ; ’

I ¢, Patient #7 was a 56 year old female admitted
| to the agency on 5/19/14 for care related to i |
. difficulty walking. She recaived SN, PT and HHA |
! services, : .

. Patient #7's SOC assessmert was completed by |
“an RN on 5M19/14. Her record included a list of :
| 25 medications. When the 25 medications were ! I
rentered into "Drugs.com” by the surveyor, 1 |

i major drug interaction was identified. i ;

-

i Patient #7's record did not include documientation
- to indicate her physician was notifted of her major
i drug interaction.

i During an interview on 6/05/14 at 3:00 PM, the
' Program Manager reviewed Patient #7's record
s and confirmed her physician had not been

| notified of her major drug interaction.

Patient #7's medication interaction was not
" identified and reported to her physician.

. d. Paijent #8 was a 59 year old male admilted to | ! |
the agency on 2/03/14, for care following a i '

' stroke. Additional diagnoses included . |

| depression. Patient #8 was recertified for an E

: additional episode of care when his first

i cerfification period ended on 4/03/14. : : i

Patient #8's record included a POC for the i | ;
, certification period 4/04/14 10 6/02/14, signed by | !
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G 337 | Continued From page 10 . G337 T
an RN on 4/01/14. The POC included 11 | ‘
. medications. When the 11 medications were i [ alil
i entered into "Drugs.com” py the surveyor, 1 - | .4 {‘ i
| ajor drug interaction was identified. i . Togian
i , . . . ‘ ;
| Patient #8's record did not include documentation ; : K

1

to indicate his physician was nofified of his major |
. drug interaction.

- During an interview on 6/05/14 at 3:25 PM, the
Program Manager reviewed Patient #8's record

" and confimmed his physician had not been notified |

. of his major drug interaction. ; \

t Patlent #8's medicafion interaction was not
| identified and reported to his physician. !

. e. Patient #9 was an 87 year old female admitied

i fo the agency on 3/14/14 for care related to

i shoulder pain, She received SN, PT, OT and '

- HHA services, : f
I

- Patient #9's SOC assessment was completed by l

ran RN on 3114/14, Her record included alistof 7 - .
' medications, completed and signed by the RN on | ’
. 3/27114. When the 7 medications were entered !
" into "Drugs.com” by the surveyor, 1 major drug
, interaction was identified. i

' Patient #9's record did not include documentation ‘
: 1o indicate her physician was notified of her major :
; drug interaction.

i During an interview on 6/05/14 at 4:00 PM, the |
' Program Manager reviewed Patient #9's record | i
- and confirmed her physician had not been ! ‘
| notified of her major drug interaction.

i

Patient #9's medication interaction was not
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G 337 Continued From page 11
_identified and reported o her physician, i

i f. Patient #12 was a 90 vear old worsan admitted

i to the agency on 4/10/14 for SN services related |

- 1o a wound on her leg. ‘|

1

| Patient #12's SOC assessment was completed |
by an RN on 4/10/14. Patient #12's record I
Vincluded a POC for the certification period :

14/10/14 to 6/08/14, signed by an RN on 4/09/14. !

- The POC included 8 medications. When the 8

" medications were entered into "Drugs.com” by

- the surveyor, 1 major drug inferaction was

. identified.

| Patient #12's record did not include ‘
- documentation to indicate her physician was
; nofified of her major drug interaction. i

" During an interview on 6/05/14 at 3:35 PM, the

' Program Manager reviewed Patient #12's record
t and confirmed her physician had not been

i notified of her major drug interaction.

|

- Patient #12's medication interaction was not

ldentrﬁed and reported to her physician,

'g. Patient #4 was a 87 year old male admitied to ¢
. the agency on 4/13/14, following hospitalization
i for a colon resection. Additional diagnoses i
. included HTN and nan-insulin dependent DM, He'
recewed SN services for wound and colostomy
care i

. Patient #4's home health services were resumed ?
con 5/23/14, following an inpafient stay. His record |
 included a Eest of 20 medications, completed by an'!
RN signed and dated 5/23/14. When the 20 |

i
!
t

Al g fiv
i 'P‘.CLH

thtlﬂ‘i

'rve;.ﬂﬂ:j
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; Patient #4's record did not include documeniation
{o indicate his physician was notified of his major !
- drug interactions. ;

. During an interview on 6/05/14 at 3:40 PM, the
" Program Manager reviewed Patient #4's record
: and confirmed his physician had not been notified !
of his majar drug interactions. :
!
e Patleni #4's medication interactions were not ‘
 identified and reported to his physician. i
“h. Patient #10 was a 36 year old female adrnitted ,
i to the agency on 4/24/14 for encephalopathy, a |
; brain disordes. She was currently a patient as of

- 6104114, j

| Patient #10's POC for the certification period :
| 4/24/14-6/22/14 stated she was taking 11 |
" separate medications. When the 11 medications :
i were entered into "Drugs.com” by the surveyor, 1
- major drug interactions was identified. Patient  :
' #10's record did not include documentafion to :
- indicate her physician was notified of the drug :
Vinteraction.
. During an interview on 6/05/14 at 6/05/14 at 4:20 !
" PM, the Program Manager reviewed Palient #10's |
I record and confirmed her physician had not been i
notlﬁed of the drug interactions. :

; Patient #10's medication interactions were not |
_identified and reported to her physician, 1

i
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cont | ‘ el
G 337 : Continued From page 12 G 33?l Plan
| medicatfons were entered into “Drugs.com’ by | ,
. the surveyor, 2 major drug interactions were ! ' { i i
! identified. Gl
| ; o
A /

1

i
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“{. Patient #16 was a 67 year old male admitted to : .;

' the agency on 3/15/14 for treatment of a heel i : q ' Ay

. wound and diabetes. He was discharged on ! ‘ . .

: . T rtiapan

S 4127114, : a

. Patient #16's POC for the cerification period |
' 3715114-5/13114 stated he was taking 15 separate
' medications. i

*When the 15 medications were entered into

t "Drugs.com by the surveyor, 3 major drug ;

“interactions were identified. Patient #16's record

: did not include documentation to indicate his ,
physician was noiified of his drug interactions. i )

" During an interview on 6/05/14 at 2:40 AM, the

: Program Manager reviewed Patient #16's record |
and confirmed his physician had not been notified .
of the drug interactions.

Patient #16's medication interactions were not |
" identified and reported to his physician, :

, 2. Patient #13 was an 89 year old female

- admitted to the agency on 4/28/14 with diagnoses :
- of Parkinson's Disease and dementia. She was :
; currently a patient as of 6/04/14.

Patient #13's POC for the certification period

" 4/28/14-6/26/14 stated she was taking 3 separale
medicaidons including Olanzapine, an

antipsychotic medication. Medline Plus, a

- website of the National Institutes of Health, was
accessed on 6/06/14 at 4:00 PM. It stated:

L "Studies have shown that older adulis with :
dementia...who take antipsychotics (medications | '

. for mental iliness) such as Olanzapine have an i
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increased chance of geath during treatment. :
+ Older adults with dementia may aiso have a ; a [ A i
" greater chance of having a stroke of mini-stroke : '

during treatment. z ’i.}plw‘j
{ Olanzapine is not approved by the Food and Drug i ! {

Administration (FDA} for the ireatment of !
: behavior disorders in older adults with dementiia,”
During an interview on 6/05/14 at 4:20 PM, the !
* Program Manager reviewed Patient #13's record. -
. He confirmed Patient #13 did not have a :
" diagnosis of a mentai ilness and stated he was
. not sure why she was receiving Olanzapine, He
" stated the Olanzapine had not been identified as
~problematic and Patient #13's physician had not
- been notified of the potenttal risks of the
. medication.

Patient #13's medication contraindication was not 17 .
. identified and reported to her physician. : : ;

i
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N 000

E The following deficiencies were cited during the |

' ldaho state Jicensure survey of your home health

| agency from §/03/14 through 6/06/14.
H]
i The surveyors conducting the review were:

[ Gary Guiles, RN, HFS, HFS Team Leader
| Nancy Bax, BSN, RN
l_

N 040 03.07020. ADMIN. GOV. BODY

|

~No40 04 Patients' Righis. Insure
| that patients’ rights are recognized
and include as a minimum the

i following:

i

. d.xxi. Before the care is

; initiated, the HRA must inform a

' patient orally and in writing of the
: following:

!

: b} The charges for services
- that will not be covered by thirg

~ party payors,; and

This Rule is not met as evidenced by:

Refer to G114 as it relates fo the agency

informing the patient of financial liability.
|

N 152 03.07030.01.PLAN OF CARE

1 N152  01. Wrilien Plan of Care. A
written plan of care shall be

t developed and implemented for each

" patient by all disciplines providing

i services for that patient. Care

| follows the written plan of care and

i includes:

| NO4g

,: N 152

!
|

i
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N 152 Continuad From page 1 | N152 ‘ ‘ é‘im .
Thi . . . 't | af, by
is Rule is not met as evidencad by: [ ( t
i Refer to 5158 as it refers to the lack of , 1 T ey
adherence {o the plan of cara. i |
1 i
N 173 03.07030.07.PLAN OF CARE N7 el
| | i pien
N173 07. Drugs and Treatments. Drugs ! \ .
* and treatments are administered by ; e l; b1
| agency staff only as ordered by the i | — et
. physician. The nurse or therapist : | PN
immediately records and signs oral 1 ‘ \"‘ﬂ
| orders and obtains the physician's |
counfersignature. Agency staif check i |
all medications a patient may be I
i taking to idenlify possible '
| ineffective side effects, the need for '
~laboratory monitoring of drug levels, ;
i drug allergies, and contraindicated | .
! medication and promptly report any : '
_problems to the physician.
R : : i
This Rule is not met as evidenced by: - 1
« Refer to (3337 as it refers to the lack of i !
investigation of contraindicated medications and | |
| medication interactions. ;
|
;_ l
I *
S
\ I ‘
!
l ] |
i !
| I
[ :
! ]
| ! |
i | l.
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