DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Western Division of Survey and Certiffcation

Seattle Regional Office ‘

701 Fifth Avenue, Suite 1600

Seattle, WA 98104

CENTERS FOR MEDICARE & MEDICAID SERYICES

IMPORTANT NOTICE - PLEASE READ CAREFULLY

January 22, 2015

Matthew Hoskins, Administrator
Touchmark Home Health

210 S. Touchmark Way
Meridian, Idaho 83642

CMS Certification Number; 13-7092

Re:  Recertification survey 12/22/2014 found Conditions of Participation Not Met
Suspension of payments for new admissions if not back in compliance by 02/22/2015
Mandatory Termination if not back in compliance by 06/22/2015

Dear Mr, Hoskins:

After careful review of the facts, the Centers for Medicare and Medicaid Services (CMS) has determined
that Touchmark Home Health no longer meets the requirements for participation as a provider of
services in the Medicare program established under Title XVIII of the Social Security Act.

I. BACKGROUND

To participate as a provider of services in the Medicare and Medicaid Programs, a home health agency
must meet all of the Conditions of Participation established by the Secretary of Health and Human
Services. When a home health agency is found to be out of compliance with the home health agency
Conditions of Participation, the facility no longer meets the requirements for participation as a provider
of services in the Medicare program. '

The Social Security Act Section 1866(b) authorizes the Secretary to terminate a home health agency’s
Medicare provider agreement if the provider no longer meets the requirements for a home health agency.
Regulations at 42 Code of Federal Regulations (CFR) § 489.53 authorize the Centers for Medicare and
Medicaid Services (CMS) to terminate Medicare provider agreements when a provider, such as
Touchmark Home Healthno longer meets the Conditions of Participation.

On December 22, 2014, the Idaho Bureau of Facility Standards (State survey agency) completed a
recertification survey at your facility and found five deficiencies including an Immediate Jeopardy
(42 CFR 484.55 Comprehensive Assessment, Tag G337) which was removed at the time prior to exit
date of the survey.
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CMS agrees with the State survey agency that the following conditions were not met;
42 CFR 484,14  Organization, Services, and Administration
42 CFR 484.18  Acceptance of Patients, Plan of Care and Medical Supervision
42 CFR 484.30  Skilled Nursing Services
42 CFR 484,52  Evaluation of the Agency’s Program
42 CFR 484,55 Comprehensive Assessment of Patients - 1J abated

The identified deficiencies have been determined to be of such serious nature as to substantially limit
your agency'’s ability to provide adequate and safe care.,

I. ALTERNATIVE SANCTIONS

Because Touchmark Home Health is not in compliance with the Conditions of Participation with the
Medicare Program, CMS is imposing the following alternative sanction:

Suspension of payment for all new Medicare admissions, as authorized by the Social
Security Act, Sections 1891(¢) through (f) and implemented at 42 CFR 488.840.

This is effective for new Medicare admissions made on or after February 22, 2015. This denial of
payment for new admissions also applies to Medicare patients who are rhembers of managed care plans,
If Touchmark Home Health does not meet all the home health agency Conditions of Participation, its
Medicare provider agreement will be terminated no later than June 22, 2015. CMS publish a legal
notice in the local newspaper at least fifteen days prior to the termination date.

III. APPEAL RIGHTS

Touchmark Home Health has the right to appeal this determination by requesting a hearing before an
administrative law judge of the Department of Health and Human Services, Departmental Appeals
Board, Procedures governing this process are set out in 42 CFR § 498.40 et seq. A written request for a
hearing must be filed not later than 60 days after the date you receive this letter. Such a request may be
made to: '

Chief, Civil Remedies Division 1 Please also send a | Chief Counsel DHHS
Departmental Appeals Board MS 6132 | - copy to: | Office of General Counsel
Cohen Building, Room 637-D 701 Fifth Avenue, Suite 1620
330 Independence Avenue, SW MS RX -10

Washington, D.C. 20201 : Seattle, WA 98104
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A request for a hearing must identify the specific issues, and findings of fact and conclusions of law
with which you disagree. Additionally, you must specify the basis for contending that the findings and
conclusions are incorrect. Evidence and arguments may be presented at the hearing and you may be
represented by legal counsel at your own expense. '

If you have further questions, please contact Fe Yamada of my staff at (206) 615-2381 or by email at
marie.yamada(@cms.hhs.gov .

Sincerely,

ﬁhriﬂ, Manag?/

Regional Office - Seattle
Division of Survey, Certification and Enforcement

cc:  Idaho Bureau of Facility Standards
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January 12, 2015

Matthew Hoskins, Administrator
Touchmark Home Health

210 S, Touchmark Way
Meridian, Idaho 83642

RE: Touchmark Home Health CNN 13-7092

Dear Mr. Hoskins:

Based on the survey completed at Touchmark Home Health, on December 22, 2014, by our staff,
we have determined the agency is out of comphance with five Medicare Home Health Agency

(HHA) Conditions of Participation:

» Organization, Services, and Administration [42 CFR 484.14],

» Acceptance of Patients, Plan of Care, and Medical Supervision [42 CFR 484.18],
» Skilled Nursing Services [42 CFR 484.30], '
» Evaluation of the Agency’s Program [42 CEFR 484.52], and

» Comprehensive Assessment of Patients [42 CFR 484.55].

To participate as a provider of services m 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 the conditions to be unmet, substantially limit the capacity of |
Touchmark Home Health to furnish services of sufficient level and 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 Conditions of Participation referenced above by submitting a written i
Credible Allegation of Compliance/Plan of Cortection. 1




Mathew Hoskins, Administrator
January 12, 2015
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An acceptable Plan of Correction contains the following elements:

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

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

¢ The plan must include the procedure for implementing the acceptable plan of conectlon for
cach deﬁmency 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 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 both the state and federal
2567 forms, '

Please complete your Allegation of Compliance/Plan of Correction and submit it to this office by
January 22, 2015. The Credible Allegation/Plan of Correction for each Condition of
Participation and related standard level deficiencies must show compliance no later than
February 5, 2015 (45 days from the survey exit date). We may accept the Credible Allegation of
Compliance/Plan of Correction and presume compliance until a revisit survey verifies compliance.

Please note, all references to regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Consistent with the provisions of 42 CFR 488, Alternative Sanctions for Home Health Agencies,
the following remedies will be recommended to the Centers for Medicare/Medicaid (CMS)

Region X Office:

» Termination [42 CFR 488.865] _
» Suspension of payment for all new Medicare admissions [42 CFR 488.820(b)]

Please be aware, this notice dees not constitute formal notice of imposition of alternative
sanctions or termination of your provider agreement, Should CMS determine that
termination or any other remedy is warranted, they will provide you with a separate formal
written notice of that determination. '

If the revisit survey of the agency finds one or more of same Conditions of Participation out of
compliance, CMS may choose to revise sanctions imposed.

In accordance with 42 CFR 488.745, you have one opportunity to question the deficiencies that
resulted in the Conditions of Participation being found out of compliance through an informal




 Mathew Hoskins, Administrator
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dispute resolution (IDR) process. To be given such an opportunity, you are required to send your
written request and all required information as directed in the attached document, This request
must be received by January 22, 2015, If your request for IDR is received after January 22,
2015, the request will not be granted. An incomplete IDR process will not delay the effective date
of any enforcement action, If the agency wants the IDR panel to consider additional evidence, the
evidence and six (6) copies of the evidence must be received 15 calendar days before the IDR
meeting [Refer to page 6 of the attached IDR Guidelines].

This letter replaces the letter previously issued on January 9, 2015.
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, option 4,

Coen 20

SYLVIA CRESWELL
Co-Supervisor
Non-Long Term Care

Sincerely,

SC/
Enclosures

ec: Debra Ransom, R.N., R.H.I.T., Bureau Chief
Kate Mitchell, CMS Region X Office
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; The foliowing deficiencies were cited during the |
. recertification survey of your home health agency i
' completed 12/15/14 through 12/22/14. Surveyors
: conducting the recertification were: g

' Don Sylvaster, RN, HFS, Team Leader
i Laura Thompson, RN, HFS
i Sylvia Creswell, LSW, HF S, Supervisor

' The following acronyms were used in this report: |

: CAD - Coronary Artery Digease

. CDC - Genters for Disease Control

i CNA - Certified Nursing Assistant

| DM - Diabetes Mellitus

| H & P - History and physical

i HHA - Home Health Alde
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| IR - Immediate release

! Lpm - Liters per minute

| Mg - milligrams

' OT - Qccupational Therapist

! PEG - Percutaneous Endoscopic Gastrostomy

! ube

. POC - Plan of Care

: PRN - as needed ;

! PT - Physical Therapist i

- Pt - Patient |

! RN - Registered Nurse '

' ROC - Resumption of Care i ;

: SN - Skilled Nurse i

- S0C - Start of Care i

" ST - Speech Therapist : |

. TED Hose- Thromb Embolic Deterrent stockings g
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TOUCHMARK HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
210 SQUTH TOUCHMARK WAY
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(X4) D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENGY)

{x5)
COMPLETION
DATE

G 000

G 107

INITIAL COMMENTS

The following deficiencies were cited during the
recertification survay of your home health agency
completed 12/15/14 through 12/22/14. Surveyors
conducting the recerlification were;

Don Sylvester, RN, HFS, Team Leader
Laura Thompson, RN, HFS
Syivia Creswell, LSW, HFS, Suparvisor

The following acronyms were used in this report;

CAD - Coronary Artery Disease

CDC ~ Centers for Diseass Control

CNA - Certified Nursing Assistant

DM - Diabates Meliitus

H & P - History and physical

HHA - Home Heaith Aide

HTN - Hypertension

IR - Immediate release

Lpm - Liters par minute

Mg - milligrams

OT - Occupational Therapist

PEG - Percutaneous Endoscopic Gaslrostomy
tube

POC - Plan of Care

PRN - as needed

PT - Physical Therapist

Pt - Patient

RN - Ragistered Nurse

ROC - Resumption of Care

SN - Skilled Nurse

SOC - Start of Care

ST - Speech Therapist

TED Hose- Thromb Embolic Deferrent stockings
484.10(b}(5) EXERCISE OF RIGHTS AND
RESPECT FOR PROP

G 000

G107

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

{%8) DATE.

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcling providing it s determined {hat
other safeguards provide sufficient protection {o the patients. (Ses instruclions,} Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whelher or not a plan of correctlon is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facliily. If deficlencles are clted, an approved plan of correction Is requisile to continued

program participation,

FORM CMS-2867(02-99) Previous Verslons Obsolele
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G 107 | Continued From page 1 G 107

The HHA must investigate complaints made by a
patient or the pattent's family or guardian
regarding treatment or care that is {or fails to be)
furnished, or regarding the ack of respect for the
patient's property by anyone furnishing services
on bghalf of the HHA, and must document both
the existence of the complaint and the resolution
of the complaint.

This STANDARD is not met as evidenced by:
Based on staff interview, agency policies, and
review of qualily improvement documents, it was
determined the agency failed to ensure
complaints were reviewed, investigated, and
documented. This prevented the agency from
determining whether care provided to patients
was appropriate. :Findings include:

The agency policy, number 5.4 "Investigation of
Complaints" dated 4/07, stated a complaint made
by phone or lstter will be directed to the
Administrator and/or the Director of Professional
Services, or designes, and will be promptly
recorded. The client or person making the
complaint Wil be informed of the complaint
resolution as socn as possible after the resolution
actions have been taken.

The Director of Professsional Services was
interviewed on 12/17/14 baginning at 3:00 PM.
She stated she had been with the agency since
August 2014, and no compiaints had bean
recelved during the fast 4 months. The Director
of Professional Services stated the pricr Director
of Professional Services had thrown out the
agency's complaints binder, which held the

agency's complaints. She confirmed there was no

A Patient
Complaint Binder
has been created.
It will be housed in
Director's office for
all complaints to be
addressed and
resolved.

Staff in-serviced on
use, new form and
importance of
tracking patient
complaints.

Please see
Attachments:
1,2,3,4,561

Accurately tracking and
resolving patient complaints
allows for regulation
compliance, but also increases
education opportunities for
better overall patient satisfaction
and care delivery. The new form
allows recognition and
correction by director level
position. Will be monitored
monthly by Clinical Supervisor
and tracked on monthly tracking
form.

FORM CMS-2667(02-99) Previcus Verslons Obsolale

Event [D:HHLT14

Faclitty ID: OAS001680
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(%4) [D

SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION

(X6}
GOMPLETION

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
G 107 { Coniinued From page 2 G107 R i
' documentation to show complaints were esponsible
Investigated and/or resolved. Person - Home
Health Director
The agency failed to document, investigate, and
resolve camplalnts.
G 121 484.12{c) COMPLIANCE W/ ACCEPTED G121

PROFESSIONAL STD

The HHA and Its staff must comply with accepted
professional standards and principles that apply
to professionals furnishing services in an HHA,

This STANDARD is not met as evidenced by;
Based on ohservalion, policy review, staff
interview, and review of medical records, it was
determined the agency failed to ensure staff
complied with accepted standards of practice -
related to infection control. This impacted 2 of 6
patients (#1 and #8) whose home visits were
observed. These failures had the potential to
introducse or facilitate the spread of infaciion.
Findings include:

The CDC website, accessed on 1/05/15, stated
there are key situations in which hand washing
should be performed. Those siluations ars;

before touching a paiient (sven if gloves will be

'worn), before exiting the patient's care area after
‘touching the patient or the patient's immediate

environment, after contact with blood, body fiulds
or excretions, or wound dressings, and after
glove removal. The CDC also stated good hand
hygiene, including use of alcohol-based hand
rubs and handwashing with soap and water, Is
crilical to reduce the rlsk of spreading infections.

The agency policy, number 16.2 "Infection

Staff in-service given on
proper handwashing
technique and
demonstration required,
CDC and World Health
Organization guidelines
were utilized and taught.
Please see attachments:
5,6,7,8,9

Clinicians were in-serviced on a
handwashing refresher course.
Infection control is and will
remain top priority for
Touchmark Home Health's
agency. Will be monitored by
Clinical Supervisor and added
to yearly education

requirement,

'1/14/'15|

FORM CMS-2507(02-99) Previous Verslons Obsolete

Event ID:HHLTH1 °

Faclity ID: OAS001660

If continuation shest Page 3 of 89




PRINTED: 01/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . . OMB NQ. 0938:0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCYION (%3) DATE SURVEY
AND PLAN OF CORRECTION . [DENTIFICATION NUMBER: A. BUILDING COMPLETED
137092 B. WING ' 12122i2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
240 SOUTH TOUCHMARK WAY

TOUCHMARK HOME HEALTH MERIDIAN, 1D 83642

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
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G 121} Continued From page 3 G121 .
Control Policies" dated 8/11, stated hands would Person Responsible:
be washed by staff members before and after Clinical Supervisor

client care, before handling anything clean, after
handling anything contaminated, and when
obviously soiled, It also stated hands should be
washed frequently, especially immediately
following accldental contact with blood andfor any
molst body subslance.

RN's did not follow the agency's policy or CDC
guidelines when providing patient care.
Examples Include:

1. Patlent #8 was a 71 year old male admilted to
the agency on 10/19/14, for treatment of
decubitus uicers. Additional diagnoses Included
non-surgical wound dressing changes, diabetes
type Il, long-term insulin use, and dementia. He
received SN and PT services. His record,
including the POC, for the certlfication period
10/19/14 to 1211714, was reviewed.

Duting a home visit an 12/16/14 beginning at
12:50 PM, the RN Case Manager was observed
performing wound care. The following Infection
control breeches were noted during the visit.

~The RN washed her hands in the bathroom and
put gloves on. She then removed Patlent #8's
shoes and raised his left pant leg. A small tan
stain was observed on his TED hoss, on the top
of his foot. The RN retnoved the TED Hose,
exposing a small open wound on the top of his
foot. The RN removed her gloves and disposed
of them.

~-The RN Case Manager pulled out a bag of white
gauze and a wound ¢leanser bottle, using her
bare hands. She then re-gloved without washing

FORM CMS-2657(02-99} Pravious Verslons Obsolele Evant ID; HHLT11 Facility 10; OAS001680 If continuation sheat Pags 4 of 89
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MAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
210 SOUTH TOUCHMARK WAY

| Patient #8's TED hose. She removed her gloves

her hands. She opened the bag and pulled out a
4x4 gauze dressing. The RN then sprayed the
wound with wound cleanser and patted the
wound with the gauze. She placed the used
gauze in a bag, and reached into the bag for
more gauze with her contaminated gloves. She
did not remove her gloves, wash her hands, and
re-glove, before obiaining additional gauze.

-The RN dressed the wound and reappited
and washed her hands,

The RN who provided care for Patient #8 was
Interviewed on 12/17/14 at 12:00 PM. She
condfirmed she did not wash her hands between
glove charnges, and placed her contaminated
gioves in the bag of clean white gauze.

Agency staff did not adhere to accepted standard
of practice related lo infection control.

2, Patient #1 was an 86 year old female admitted
to the agency on 10/27/14 for SN and PT
services, Diagnoses included left ankle wound,
abnormaf gait, post-traumatic wound infection,
muscle weakness, and history of fall. Patient #1's
record Including the POC, for the certification
period 10/27/14 to 12/25/14, was reviewed.

A visit was made to the assisted living faciiity,
where Patient #1 resided, on 12/15/14 beginning
at 1:16 PM. The RN Case Manager was
observed performing wound care. The following
infection control bresches were observed during
the visit.

-The RN Case Manager washed her hands In the

UCHMARK E
70 HOME HEALTH MERIDIAN, ID 83642
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION %61
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORREGTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEF!CIENCY)
G 121 Continued From page 4 G 121
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bathroom and put on gloves. She then elevated
Patient #1's left leg and removed her slipper, The
RN cut the wound dressing from the left lower
extremity, with scissors from her nursing supply
bag. The old dressing was observed to have a
scant amount of dark colered drainage from the
feft ankle wound. She removed her gloves and
disposed of them.

- The RN faid out her supplies for the dressing
change. She laid a paper barrler next to Patient
#1's leg and, using her bare hands, pulled oul a
4x4 gauvze dressing, wound cleanser, wound
packing medication, and antiblotic cintment from
a plastic bag.

-~ The RN used the same scissors {o cut Coban
dressing (a special dressing that adheres to itself}
for the new wound dressing. She did not clean
the scissors after using them to cut the oid wound
dressing. She proceeded to spray wound
cleanser onto the 4x4 gauze.

-The RN then removed another pair of gloves
from her supply bag and put them on, without
washing her hands, She applied a numbing gel
lo the wound on the left lateral ankie. After
wailing a few minutes she picked up the same
4x4 gauze and cleaned the wound. She then
picked up another 4x4 gauze, wrapped it around
the unt end of a colton tipped applicator, and
used it to clean the inside of the wound. The RN
Case Manager cleaned inside the wound 3 times,
with the same 4x4 gauze.

- The RN applied a new dressing to the wound
without changing her gloves, or washing her
hands, She used a cotion lip applicator {o pack
the wound with medicated gauze, applied the
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antibiotic ointment with a different cotton tipped
applicator, and covered the wound with a foam
dressing.

-The RN then wrapped Patient #1's left iower
extramity with a white coated gauze dressing,
which started at the foot and wrapped up the
entire calf. She then wrapped the left lower
extremity with the Coban, The RN removed her
gloves, disposed of them, and washed her hands
in the bathroom.

During an interview on 12/18/14 at 9:556 AM, the
RN Case Manager who provided the wound care
confirmed she did not wash her hands between
changing gloves or clean her scissors after using
them to remove the solled dressing.

The RN Case Manager did not adhere to
accepted standards of practice and agency policy
related to Infection confrol. '
484,14 ORGANIZATION, SERVICES &
ADMINISTRATION

This CONDITION is not met as evidenced by:
Based on staff interview, review of patient
records, and review of administrative documents,
it was determined the Governing Body failed to
provide necessary organizational and
administrative controls and oversight of agency
practices, policles, and procedures. This fallure
rasulted In a lack of support and guidance to
agenoy personnel. Findings include:

G121

G122

Multiple changes to leadership
and governance are as follow:
Please see changes next to
corresponding G tags:
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1. Refer to G128 as [t relates to the Governing
Body's fallure to ensure the overall effective
operation of the HHA, )

2, Refer to G137 as It relates to the Governing

Body's failure to ensure a qualified person Is
authorized in writing to act in the absence of the
administrator.

3. Refer to G144 as It relates to the Governing
Body's failure fo ensure effective interchange,
reporting, and coordinafion of patient care
occurred.

4. Refer to G166 as it relates to the Governing
Body's faifure fo ensure meeting minutes were
documented.

The cumulative effect of these systemic failures
serlously impeded the abllity of the agency fo
provide services of sufficlent scope and quality.
484.14(b) GOVERNING BODY

Agoverning body {or designated persons so
functioning) assumes full legal authorily and
responsibility for the operation of the agency.

This STANDARD s not met as evidenced by:
Based on staff interview, policy review, and
review of job descriptions and corporate
documents, it was determined the agency's

governing body failed to assume responsibility for

the operation of the agency. This resiited Ina
lack of leadership and direction to agency
personnel. Findings include:

1. The agency was owned by a corporation

G 122

G128

New PAC Meeting format created
with all information and comment
period to be sent to members of
governing body. IDAPA 16.03.07
was the regulation used to develop
this format. Accurate record
keeping and minutes to be taken
at meeting. Also, please note
Agency Evaluation, Ql, Policy and
Procedure review, and Agency
Operations report added to
meeting agenda. PAC Meeting
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which operated the agency. .

The Administrator was interviewed on 12/19/14
beginning at 9:00 AM. He acknowledged, the
Director of Professional Services had direct
oversight of the home health agency for the day
fo day operations. .

The Director of Professional Services was
interviewad on 12/18/14 beginning at 12:46 PM.
When asked, she indicated minutes showing the
Governing Body's oversight of the operations of
the agency were not available. There was no
documentation that the corporate owner had
provided oversight of the agency in the past year.
The only documentation provided pertalning to
the Governing Body's oversight of the agancy,
was a document tlitled Professional Agency
Commiitee, which confainad a quarterly review of
financial details and marketing information,

There was no record of supervision or oversight
by the governing body.

2. The Governing Body falled to ensure a
program to evaluate the agency's performance
had heen developed and implemented.

Policies and procedures outlining a process to
evaluate the agency's total program had not been
implemented. in addition, a process to conduct
medical record reviews for quallty assurance
purposes had not been Implemented. An agency
evaluation or data that had been collected for
quality improvernent purposes was not
implemented.

The Director Professional Services was
Interviewed on 12/17/14 beginning at 1:45 PM.

to occur on Feb. 4th, 2015
Quarterly Chart Audit Review
binder, tracking format, and
process. All clinicians to rotate
chart audits to improve charting
and improve performance.
Audits to then be tracked and
trends identified, discussed, and
remedied,

Governing Body meetings to be
held in conjunction with PAC
Meetings.

See attachments:
10,11,12,13,14,15,16,17,52

Proper PAC protocol, consistent
chart audits, performance
fracking, QI, and agency
evaluations will improve overall
delivery of care and allow for
better measurement and care
standards. Accurate record
keeping and storage will also
help to improve year over year
comparisons. Resulting in
improved processes and quality
of care.
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She confirmed a quality program had hot bean Home Health Director

implemented. She slated policies had been
developed but she said no quality indicators had
heen developed. She stated no spacific data
regarding care provided, or whether agency
policies were foilowed, had been collected. She
stated data from medical record reviews had not
been gathered and utilized for quality
improvement. She confirmed the quarterly
Professional Agency Commiites meeting minutes
for 2013 and 2014 did no! address the agency's
quality program or mention quality data.

The Governing Body did not ensure an annual

evaluation program was Implemented. Letter was drafted and signed

G 137 484.14(c) ADMINISTRATOR G 137| |assigning Home Health Director [12/23/14

A qualified person Is authorized in writing to act in n ch.arjge in absence of _
the absence of the administrator. Administrator as well as placing

Clinical Supervisor in charge if

This STANDARD Is not met as evidenced by: both Administrator and Director
Based on staff interview and review of are unavailable.

administrative documents, it was determined the See Attachment:

agency failed to authorize In writing a qualified 17

poerson to actin the absence of the Administrator.
This had the potential to interfere with availability
of a quallfled person in the absencs of the
Administrator. Findings Include:

During an interview on 12/19/14 beginning at 8:00

AM, the Administrator stated the Director of Clarity and assignment of
Professional Services was the designated - | responsibility will help all in
Administrator in his absence, Documentation knowing chain of command for
supporting the statement was not provided by the .

agency, HHA operation.

During an interview on 12/17/14 at 2,25 PM, the
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‘| This had the potential to interfere with quallty and

Continued From page 10 _
Director Professional Services was asked who
was authorized to act in the absence of the
Administrator. -She stated she would act in the
Adminlstrator's absence, howevar shie was
unable to provide a wiitlen statement to
document this.

The agency did not have a qualified person
designated in writing lo act In the absence of the
Administrator. 1
484.14(g) COORDINATION OF PATIENT
SERVICES

The clinical record or minutes of case
conferences establish that effective interchange,
reporting, and coordination of patient care does
OCCUT,

This STANDARD Is not met as evidenced by:
Based on staff interview, and review of medical
records, it was determined the agency failed to
ensure care coordination between disciplines was
documented for 5 of 13 patients (#1, #5, #7, #10,
and #13 ) who recelved services from more than
one discipline and whose records were reviewed.

continuity of patient care,

1. Patient #1 was an 86 year old femals admitted
to the agency on 10/27/14 for SN and PT
services, Dlagnoses Included left ankie wound,
abnormal galt, post-traumatic wound infection,
muscle weakness, and history of fall. Patient#1's
record including the POC, for the certiflcation
period 10/27/14 to 12/25/14, was reviewed,

G137

G 144

Person Responsible:
Home Health Director

A new case conference binder
and process created. Clearly
defined agenda and new care
coordination forms utilized.

New Care Coordination forms to
be used for all types of care
coordination. Paper color to be
blue to clearly demonstrate care
communication and remind
clinicians importance of
documenting all communication
and coordination of patient care
plans.

Continued...

(EIE
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Vislt notes for Patient #1 from 10/27/14 {o
12/15/14, were reviewed for documentation of
coordination of care between the disciplines.
There were 17 nursing visits and 10 physical
therapy visits.

- Nursing visit notes, dated 11/24/14 and
12/08/14, documented under "Care
Coordination," the physical theraplist was
contacted. The RN did not include detalis of
when the physical therapist was contacted, or
what information was communicated.

- The physical therapist noles, dated 11/11/14,
11713714, 1118114, and 11/20/14 documented
under "Care Coordination," the nurse was
contacted about Patient #1's confusion. The PT
did not include details of when the RN was
contacted, or what information was
communicated, :

During an interview on 12/18/14 at 9:56 AM, the
RN Case Manager reviewed Patient #1's record
and confirmed coordination betwesn disclpiines
was not documented. She stated discussions
about patlents and their care would often take
piace in the agency office, but this was not
documented in the patients' records.

Coordination of ¢care among personnel furnishing
care to Patient #1 was not documented.

2. Patient #7 was a 96 year old female admilted
to the agancy on 11/22/14 for SN, PT, and HHA
services. Diagnoses included surgery,
pacemaker, atral fibrillation, broken heart
syndrome, heart attack, history of fall, and urinary
tract infection. Patient #7's record, including the
POC, for the cartification period 11/22/14 to

proper care coordination and
importance of adequate
documentation. Also educated
on importance of discussing all
out of range patient condition
changes, medication changes,
or overall status changes
among all disciplines involved
for improved care and patient
outcomes.

Please see attachments:
18,19,20,21,22,23,24,25,26

Thorough communication and
documentation improvements
will help maximize care
efficiency and create a hetter
plan of care for patients.
Establishing effective
communication avenues
increases understanding of
patient conditions and status
changes. It also helps to
recognize improvements or
declines quicker for faster
intervention management.
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G 144 | Continued From page 12 G 144] {There will also be increased

| was contacted, or what was communicated.

1/20/186, was reviewed.

Patlent #7's record had a verbal order wrltten by
the Clinical Director, dated 12/03/14, which stated
all clinician visits were on hold until Patient #7
was seen by the physician, on 12/02/14.
However, the record documented an RN SQC
visit, on 11/22/14 and a physical therapy
evaluation visit, dated 11/26/14.

During an interview on 12/17/14 at 1:40 PM, the
Clinical Director reviewed the record and
confirmed she had written the verbal order. The
Clinical Director was requested to clarify what the
order meant, She stated after the physical
therapy evaluation on 11/26/14, she contacted the
physician for verbal approval for the physical
therapy plan of care. The physiclan had informed
her, at that time, no further disciplines were to
visit Patient #7 until she was seen by him on
12/02/14, The Clinical Director stated she was
unsure which date or what time she had spoken
to the physician, She further stated this order
was communicated to the PT and RN, but
confirmed it was not documented In the record.

- The physical therapist notes dated 11/25/14,
1210414, 12106/14, 12/09/14, 12112/14, and
12/15/14 documented under "Care Coordination,"
the nurse was contacted about Patlent #7's care.
The PT did not include detalis of when the RN

- A nursing intervention note dated 12/12/14,
documented under "Care Coordination," the
physical therapist was contacted. The RN did not
include details of when tite physlical therapist was
contacted, or what was communicated,

understanding of expectations
and physician order adherence
and compliance with the new
communication forms and
process. Will be monitored by
Clinical Supervisor during review
of Oasis completion and patient
notes.

Persons Responsible:
Clinical Supervisor
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G 144 Continued From page 13 G 144 Inservice given to staff to

During an Interview on 12/18/14 at 11:50, the RN
Case Manager reviewed the record and
confirmed the note Indicated the PT was
contacted. She also confirmed the speciffcs of
what was communicated were not documented.
The RN Case Manager stated many discussions
regarding patlents take place in the agency office,
but they are not documented in patient records,

Coordination of care among personnel fugnishing
care to Patlent #7 was not documented.

3. Patient #10 was a 71 year old female admiited
fo the agency on 11/14/14, for 3N, PT, and OT
services. Diagnoses included pneumonitis due to
inhalation of vomitus or food, multiple sclerosls,
chronic pain, depression, and inteslinal infection.
Patient #10's record, including the PQC, for the
cerification period 11/14/14 to 1/12/15, was
reviewed.

a. A physical therapy note dated 12/04/14, and
signed by the PTA, documented Patient #10 fell
from her bed In the morning and bumped her
forehead on the dresser. The PTA also
documented a 1 inch cut to the left side of Patient
#10's forehead. Under the care coordination
saction, the PTA documented the RN Case
Manager was confacted. However, the note did
not did not include details of when the RN was
confacted, or what was communicatsd. There
was no documentation the physician was notified.

The foliowing day, 12/05/14, the RN Case
Manager documented in her nursing Intervention
note that Patient #10 had falien 3 times that

discuss and educate on
importance of communication
and reporting to physician for
any change in patient condition,
change to POC, status change,
etc. included importance of
proper and complete
documentation and gathering of
orders for any change to POC.
Please see attachments:
18,19,20,21,22,23,24,25,26

Increased and more complete
communication with physicians
will not only improve patient
care but guarantee compliance
and consistency with care plan
management. Inservice
provided better understanding
of all items needing to be
reported to physicians and
reasoning behind their needing
to know. One form for all
communication also simplifies
process and helps to
demonstrate and track
communication being done.

morning. She also noted Patient #10 was fesling Continued
weak and dizzy, resulting In frequent falis.
However, there was no documentation about the
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G 144 | Continued From page 14 G 144

cut on Patient #10's forehead or communication
with the PTA. Under the care coordination
section, the RN Case Manager documented PT,
OT, and Patlent #10's significant other were
contacted. Howsver, the note did not Include
details of when the PT, OT, or significant other
were contacted, or what information was
comimunicated, There was no documentation the
physician was notified,

b, A physical therapy note dated 12/12/14, and
signed by the PT, stated Patlent#10 had taken 4
oxycodone tablets for low back pain. However,
there was no docurnentation related to when the
medication was taken by Patient#10, The pain
medication was not listed on Patient #10's POC
or medication list. There was no documentation
the RN Case Manager, OT, or physician were
contacted.

On the same physical therapy note the PT also
documented 4 different blocd pressure
measurements; 94/64, 111/64, 131/75, and
12565, She documented Patient #10 went to her
physician one week ago and was diagnosed with
postural hypotension {a form of low blood .
pressure that occurs when you stand up from
sitting or lying down). The PT dld not document
contacting the RN Case Manager or physician
about Patient #10's Irratic blood pressure levels.

During an interview on 12/17/14 at 9:16 AM, the
RN Case Manager reviewed the record. She
confirmed she did not notify Patient #10's
physician of Patient #10's falls or injuries. The
RN Case Manager stated Patient#10 told her
she would make an appointment with her
physician. She also stated she did discuss her
concerns about Patient #10 with other disciplines,

Continued:

The long term relationship
between the physicians and the
patients we care for will also
greatly improve with the
increased communication and
coordination. Thorough
communication and broader
awareness provides security to
patients and caregivers that
every member of their heaith
care team is on the same plan.
Will be monitored by Clinical
Supervisor during review of
Qasis completion and patient
notes.

Persons Responsible:
Clinical Supervisor
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but confirmed this was not documented in the
record,

Duwring an Interview on 12/19/14 at 1:16 PM, the
PT confirmed she documentad ahouit the pain
medication and blood pressure measurements,
She confirmed she did nof contact the physician,
The PT stated she did speak with the RN Case
Manager but it was not documentad in the record.
She stated the PTA was no ionger employed by
the agency.

Coordination of care among personnel furnishing
care to Patient #10 was not documented.

4, Patient #13 was a 91 year old male admitted to
the agency on 11/13/14 for SN and PT services,
Diagnoses Included gallstones, coronary
atheroscierosis, diabetes mellitus, pulmonary
fibrosis, depression, B-complex deficlencies, and
supplemental oxygen. Patlent #13's record,
Including the POC, for the certification period
11713114 to 111116, was reviewed.

Patient #13's POC included oxygen to be set at 2
Ipm at rest and 4 lpm with exertion. The Mayo
Clinic website, accessed on 12/24/14, stated
normal oxygen saturation levels range from 95 to
100 percent, and values under 90 percent are
considered low.

- Patient #13's record Included a physical therapy
evaluation visit note, dated 11/24/14, and signed
by the PT. The visit note documented an oxygen
saturation level of 76% when using oxygen, it did
not document how much oxygen was used.
There was no documentation of communicaticn
with Patient #13's physician. Additionally, there
was no documentalion of cornmunication with the
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Continued From page 16
RN Case Manager,

- Patient #13's record Included a physical therapy
visit note, dated 12/08/14, and signed by the PT,
The note documented an oxygen saturation level
of 71% whife at rest, it did not document how
much oxygen was used. Under the vilal sign
sectlon it also documented Patient #13's oxygen
saturation level was 79-85% while using 3.5 Ipm
of oxygen. There was no documentalion of
commumnication with Patient #13's physician.
Additionally, there was no documentation of
communication with the RN Case Manager.

- Patlent #13's record included a physical tharapy
visit note, dated 12/10/14, and signed by the -
Physical Therapist. The visit note documented 2
oxygen saturation levels. The first measurement
was 82% with 2 Ipm of oxygen. The second
measurement was 91% with labored breathing. It
was unctear if Patlent #13 was using oxygen at
the time of the second measurement.
Additionally, there was ho indication of time of lhe
measurements or what his actlvily level was when
the measurements were obtained. There was no
documentation of communication with Patient
#13's RN Case Manager.

During an interview on 12/19/14 at 1:15 PM, the
PT reviewed her notes and confirmed the oxygen
saturation levels documented. She stated she
did speak with the RN Case Manager about the
low oxygen saturation lavels, but it was not
documented in the record. The PT stated she did
not call Patient #13's physician to inform the
physician of the low oxygen saturation levels.

During an interview on 12/22/14 at 9:55 AM, the
RN Case Manager reviewed the record. She

G 144
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confitmed she did speak with the PT and Patient
#13's physician about the low oxygen saturation
levels. The RN Case Manager confirmed these
communications were not documented in the
record.

Coordination of care between PT and SN
sarvices was not documented in Pafient #13's
record.

5. Patient #5 was an 83 year old male admitted
{o the agency on 11/19/14 for SN, PT, OT, and
HHA services, Diagnoses included aphasia,
abnormal gait, coronary atherosclerosis, anxisty,
¢hronic pain, high blood pressure, and a
pacemaker. Patient #5's record, including the
POC, for the certification period 11119/14 to
1117115, was reviewed.

- The RN Case Manager documented visils to
Patient #5 on 11/19/14, 11/21/14, 11/25/14,
12/04/14, and 12/11/14. The nursing visit noles,
dated 11/21/14 and 11/25/14, documented the ST
was contacted. There was no documentation of
when the ST was contacted or what information
was communicated.

- Physical therapy visit notes were documented
on 11/21/14 and 11/26/14, Both notes
documented the RN was contacted. The
1121114 PT vislt note did not include the date
and time the RN was contactad. The 11/26/14
PT visit note did not include documentation of the
date and time the RN was contacted or what was
communicated,

- In a physical therapy visit note, dated 11/26/14,
the PTA documented Patfent #5's blood pressure
was 184/88 and 188/90, without recelving
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therapy. (The Mayo Clinic website, accessed
12124114, staled normal hlood pressure levels
range between 120-138 systolic [top number) and
80-89 diastolic [low number]). The PTA also
documented she contacted the RN, who was
going lo contact the physician. However, there
was no documentation In the record the RN Case
Manager spoke with the PTA or the physician was
contacted about Patient #5's high blood pressure.

The RN Gase Manager for Patient #5 was
interviewed on 12/18/14 at 1:45 PM. The RN
Case Manager stated the PTA did contact her
about Patient #5's high blood pressure. She
stated she contacted the physlcian and was told
the physician wanted to kesp Patient #5's blood
pressure around 140, When asked about the
diastolic reading, the RN Case Manager stated
she did not recall what the physician indicated.
She confirmed her communication with the PTA
and physiclan was not documented.

Duting an interview on 12/19/14 at 1:20 PM, the
PT reviewed the physical therapy notes. She
stated the PTA was no longer employed by the
agency. The PT stated that communication
occurs frequently between the RN Case Manager
and other therapies but it was not documented in
the records.

Care coordination for Patient #5 was not
documented.

G 155} 484.16(a) ADVISORY AND EVALUATION G155
FUNCTION

The group of professional personnel's meetings
are documented by dated minutes.
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_ New PAC Meeting format created|
G 186  Continued From page 19 G 185{ with all information and comment | | [2/4715
This STANDARD s not met as evidenced by: period Fo be sent to members .Of
Basead on review of the Professional Advisory governing body. Used regulation
Commiltee (PAC) quarterly evaluation minutes IDAPA 16.03.07 to develop
and staff interview, it was determined the PAC format. Accurate record keeping
falled to document meetings with dated mesting :
minutes. This resuited In a lack of documented and mlnutes to be taken at
progress toward agency goals and actions taken. meeting. Also, please note
Findings Include: Agency Evaluation, Ql, Policy
and Procedure review, and
Areview of the PAC's quarterly meeting minutes . '
dated 2014, revealed a list of the itsms below: Agency Operations report added
to meeting agenda. PAC Mesting
Scope of services otzfered to occur on Feb. 3rd, 2015.
Admission and discharge policy ina B inas
Plan of Care POG {plan of care) }(]3 f.:;grnlng . Od:f Mee.?r? % At(o) be
Emergency care eld in conjunction wi
Clinical records Meetings
Personnel qualifications Please see attachments:
Program evaluation 10.11.12.13.14.15.16.51.52
Review of by-laws
B italizatlon review
udget and capitalizatlo ® Proper PAC protocol,
The PAC did not maintain meeting minutes to consistent chart audits,
document what was discussed, and action taken, performance tracking, Ql,
related to the listed items. and agency evaluations will
During an interview with the Administrator on improve overall delivery of
12/19/14 beginning at 9:00 AM, he verified the care and allow for better
PAC did not have meeting minutes, only the list of measurement and care
lopics. standards. Consistent record
The Governing Body did not ensure PAC meeting keeping and storage will also
minutes were mainained. help to improve year over
(G 156 | 484.18 ACCEPTANCE OF PAT|ENTS, POC, G 166 year Comparisons. U|t|mate|y
MED SUPER resuiting in improved quality
of care.
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Continued From page 20

This CONDITION is not mel as evidenced by:
Based on observation, medlcal record review,
policy review, observations during home visits
and patient and staff interview, it was determined
the agency failed to enstre care was provided in
accordance with patients' POCs, that the POCs
Included al pertinent information, and the
physician was notified if the POCs were altered or
patients' conditions changed, This resuited in
unmet patient needs, negative patient outcomes,
and care provided without physician authorization.
Findings includs:

1. Refer to G158 as it relales to the faiiure of the
agency to notify physicians when the POC for
patients was altered by missed visits or not
otherwise followed.

2. Refer to G159 as it relates to the faijure of the
agency to ensure all pertinent Information was
included in patients’ POCs.

3. Refer to G180 as it relates to the faliure of the
agency to consuit the physician to approve the
POC,

4. Refer to G164 as it relates lo the failure of the
agency to notify the physiclan with changes in
patients’ conditions. )

The cumulative effect of these negative systemic
practices impeded the ahility of the agency to
provide care of sufficient scope and quality.
484,18 ACCEPTANCE OF PATIENTS, PQC,
MED SUPER

DEFICIENCY)

Person Responsible;

G 156{|Home Health Director

Multiple changes to process,
documentation, and
communication made.
Please see changes next to
corresponding G tags:

G 158
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Care follows a written plan of care established
and periodically reviewed by a doctor of medicine,
osteopathy, or podiatric medicine.

This STANDARD is not met as evidenced by;
Based on record review, staff interview, and
observations, it was delermined the agency falled
to ensure care followed the physician's written
plan of care for 6 of 13 patients (#1, #3, #4, #8,
#10, and #13) whose records were revlewad,
This resuited In unauthorized treatments as well
as omissions of care and had the potential to
result in unmet patient needs. Findings Include:

1. Patlent #1 was an 88 year old female admitted
to the agency on 10/27/14, for SN and PT
services, Diagnoses included left ankle wound,
abnormal gait, post-traumatic wound infectlon,
muscle weakness, and history of fall. Patient #1's
record including the PQC, for the certification
period 10/027/14 to 12/25/14, was reviewed.

Patient #1's record contalned a request, dated
10/30/14, from the RN Case Manager for a
referral to a wound clinfc. The request was
signed by the attending physician on 11/13/14.
There was no documentation by the attending
physician that wound clinic orders may be
followed for Patiant #1's wound care.

RN Case Manager visit notes daled 11/10/14,
1112114, 1M14114, 1117114, 11711914, 11/24/14,
11/26/14, 12/01/14, 12103/14, 12/08{14, 12/10/14,
and 12/12/14 documented wound care
interventions that were not ordered on the POC,
However, the interventions documented wound
care that followed orders, dated 11/07/14,
11/24/14, and 12/05/14, from the wound clinic

Inservice given to instruct
clinicians on adequate
notification to changes in POC
and following MD orders.
Inservice given to nursing on
appropriate wound order
management as well as WOCN
guidelines. Touchmark policy
reviewed to refresh nursing
staff.

See attachments:
21,22,23,24,25,26,27,28,29

1/21/15

Thorough communication and
documentation improvements
will help maximize care
efficiency and create a better
plan of care for patients.
Establishing effective
communication avenues leads
to better understanding of
patient conditions and status
changes. It also helps to
recognize improvements or
declines quicker for faster
intervention management.
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. Instruction on patient
G 158 Continued From page 22 G 168 P

and signed by the wound clinic physician.

During an interview on 12/18/14 at 9.56 AM, the
RN Case Manager confirmed she was following
the orders from the wound clinic. She also
confirmed there was not an order from the Patfent
#1's attending physician that the agency could
foliow orders written by the physician at the
wound clinic.

Patient #1's wound care was not provided as
ordered by her physician on the POC.

2. Patlent #3 was a 96 year old female admitted
to the agency on 10/16/14, for SN, PT, and HHA
services. Diagnoses included rehabkilitation
services, muscle weakness, abnormal gait, atrial
fibrittation, high blood presstre, history of fall, and
stroke. Patient #3's record, including the POC,
for the cerlification period 10/16/14 to 12/14/14,
was reviewed.

Patient #3 was admitted fo the hospital during her
cerification period cn 10/28/14. On 11/04/14, the
RN documented a resumption of care visit. The
POC aft resumption of care Included orders to
review blood sugars every visit and Instruct
patlent/caregiver about signs and symptoms of
hypo/hyperglycemia, nulrition, and diabetic foot
cara, Tha RN Case Manager did not document
blood sugars or teaching about diabetic foot care
on her visit notes, dated 11/04/14, 11/06/14,
11711744, 11725114, and 12/02/14,

During an interview on 12/18/14 at 11:45 AM, the
RN Gase Manager reviewed Patient #3's record
and confirmed no blood sugar levels were
documented. She stated Patient #3's son was
her primary caregiver. He would not check the

parameters and better follow
through of physician orders will
assist care delivery as ordered
and expected. Education and
reminder to clinicians to
consistently check and follow
physician orders will also
solidify proper process and care
delivery as ordered. Proper
wound care management will
decrease infection risk and
improve patient outcomes.
Thorough wound
documentation and wound
management will also facilitate
and coordinate efforts with
multiple physicians, wound
clinic, etc. to keep all parties
apprised of patient wound
status and healing potentials.
Will be monitored by Clinical
Supervisor during review of
Qasis completion and patient

notes.

Persons Responsible:
Clinical Supervisor
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hiood sugar levels hecauge he stated it was
controllad by her dist. The RN Case Manager
confirmed that she did not inform the physician
that blocd sugar levels are not being monitored,
She also confirmed diabetic foot care education
was not documented In her visit notes,

Patient #3's did not receive blood sugar
monitoring and dlabetic foot care educatlon as
ordered on her POC,

3. Patient #10 was a 71 year old female admitted
to the agency on 11/14/14, for SN, PT, and OT
services, Diaghoses Included pneumonitis dus to
inhalation of vomittis or food, multiple sclerosis,
chronic pain, depression, and Intestinal infection.
Patient #10's record, including the POC, for the
period 11/14/14 to 1/12/15, was reviewed.

Patient #10's POC Included orders for the SN to
instruct Patlent #10 on dally self catheterization.
The orders also included instructing Patient #10
about signs and symptoms of a urinary tract
Infectlon and catheter care. The RN Case
Manager made visits dated 1114/14, 11/17/14,
1111914, 11121114, 11124714, 12/103/14, 12/05/14,
12/09/14, 12/12/14, and 12/15/14. The 10 visit
notes did not include documentation of teaching
or Instructing Patient #10 about self
catheterization, catheter care, or signs and
symptoms of urinary tract infections,

During an interview on 12/17/14 at 9:156 AM, the
RN Case Manager confirmed Patient #10 seif
catheterized dally and has baen doing this for
many years. She stated there was no teaching or
education done because Patient #10 Informed the
RN Case Manager she was comfortable with
using a catheter., The RN Case Manager stated
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she was not aware of the order on the POC.

Patlent #10 did not receive instruction on ssif
catheterlzation and catheter care as ordered on
her POC.

4, Patient #13 was a 91 year old male admilted to
the agency on 11/13/14 for SN and PT services.
Diagnoses included gallstones, coronary
atherosclerosls, dlabetes mellitus, pulmonary
fibrosis, depression, B-compiex deflciencles, and
supplementat oxygen. Patient #13's record,
including the POC, for the period 11/13/14 to
111115, was reviewed.

Patient #13's POC included orders for the SN to
instruct Patient #13 on signs and symploms of
hypo/hyperglycemia, proper diabetic foot care,
and monitoring of blood sugar levals. The POC
also included orders to instruct Patient #13 lo
keep a daily blood sugar log and to review the log
with each SN visif. The RN Case Manager made
4 vislts dated 11/13/14, 11/17/14, 12/08/14, and
1217114, The visit notes did not inciude
documentation of blood sugar levels or teaching
Patient #13 about diabeiic nutrition or foot care.

During an interview on 12/22/14 at 9:55 AM, the
RN Case Manager reviewed the record and
confirmed no blood sugar levels were
documented In Patient #13's SN visit notes. She
stated he refused to check his blood sugar and
the physician was aware. The RN Case Manager
confirtmed this information was not documented in
Patlent #13's record. She also confirmed diabelic
teaching was not documented on her visit notes.

Patient #13's POC was not followed for diabetic
monitoring and teaching as ordered by his
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Continued From page 25
physician.

5. Patient #8 was a 71 year old male admitted fo
the agency on 10/19/14, for treatment of
decubllus ulcers. Additional diagnoses included
non-surgical wound dressing changes, diabetes
type I1, long-term insulin use, and dementia. He
received SN and PT services, His record,
including the POC, for the certification perfod
10/19/14 to 12{17/14, was reviewed.

Patient #8's POC included orders for SN to
maonitor blood glucose levels at every visit.

SN notes, dated 11/03/14, 11/07/14, 11/11/14,
1112114, 1111714, and 12/01/14, did not include
assaessment of blood giucose levels as ordered.

The RN Case Manager was interviewed on
12/1714 beginning at 12:00 PM. She confirmed
blood glucose levels were not documented on
11/03/14, 11/07/14, 1111114, 11112114, 11117114,
and 12/01/14,

Patient #8's SN notes did not include
assessments of blood glucose levels as ordered
in his POC.

6. Patient #4 was a 92 year old female admitted
to the agency on 12/02/14, for diarrhea.
Additional diagnoses Included congestive heart
failure, hypertension, kidney disease, diabetes
type Il, dementia, atrial fibrillation, and
osteoarthrosis. She received SN, PT, and OT
services. Her record, including the POC, for the
certification period 12/02/14 to 1/30/15, was
reviewad,

G 168

FORM CMS-2687(02-99) Previous Verslons Obsolofo

Event 1D:HHLT 41

Faciity ID: 0AS001080 If continuation sheet Page 26 of 89




PRINTED: 01/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
137092 8. WING 12/22/12014

NAME OF PROVIDER OR SUPPLIER

TOUCHMARK HOME HEALTH

STREET ADDRESS, CITY, STATE, ZIP CODE
210 SOUTH TOUCHMARK WAY
MERIDIAN, ID 83842

X4) D
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X6}
COMPLETIOR
DATE

G 158

G159

Conlinued From page 26

Paliant #4's POC included orders for SN to
monitor blood glucose levels at every visit,

SN notes, dated 12/02/14 and 12/09/14 did not
include assessment of blood glucose levels as
ordered.

The RN Gase Manager was interviewed on
12/17/14 beginning at 12:00 PM. She confirmed
blood glucose levels were not documented on SN
visit notes dated 12/02/14 and 12/09/14.

Patient #4's SN notes did not include
assessments of blood glucose levels as ordered
in her POC.

484.18(a) PLAN OF CARE

The plan of care devsloped in consuitation with
the agency staff covers all periinent diagnoses,
including mental status, types of services and
equipment required, frequency of visits,
prognosis, rehabilitation potential, functional
limitations, activities permitted, nutritional
requirements, meadications and treatments, any
safety measures to protect against injury,
instructions for timely discharge or referral, and
any other appropriate items.

This STANDARD is not met as evidenced by:
Based on review of patient records and staff
interview, it was determined the agency failed to
ensure patienis' POCs included all pertinent
information for 4 of 13 patients (#1, #5, #8, and
#11) whose records were reviewed. This had the
potential to Interfere with continuity and
completeness of patient care. Findings include:

G168

G 159

11/15/15

Inservice given to staff on
POC development,
coordination, and adherence.
Discussed all aspects of plan
of care, and to utilize all
resources available to best
construct most beneficial plan
to care for patient.

Inserviced staff on proper
coordination of POC and
need to notify physician and
all others involved for any
change to POC. Will
document all coordination on
new coordination form
implemented due to this
survey.
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1. Patlent #11 was an 87 year old male admitted .
to the agency on 11/08/14, for wound care of a
decubitus ulcer stage IV. Additional diagnoses
included after care of healing hip fracture, CAD,
paralysis agitans, acute pollomyelitis, adjustment
of urinary device, change or removai of
non-surgicai wound dressing and post-surgical
aortocoronary bypass. He received SN, PT and
OT services. His record, including the POC, for
the certification pertod 11/08/14 to 1/08/15, was
reviewed,

Patient #11's SN SOC assessment visit, dated
11/08714, included three wounds assessed: #1
right buttock, #2 left bicep, and #3 left upper
quadrate of the abdomen (PEG tube removal
site). The POC included an order for the SN to
check skin integrity every visit, perform wound
care {o right buttocks, and to treat muitipie
tacerations fo bilateral upper extremities.
However, It did not include interventions for
wound number 3, located at the laft upper
quadrate of the abdomen.

During an Interview on 12/18/14 at 11:45 AM, the
RN who completed Patlent #11's SOC
assessment confirmed the POC did not include
orders for wound care to the lsft upper guadrate
of the abdomen.

Patient #11's POC did not include interventions
for wound care or management of his abdominal
wound.

2. Patlent #8 was a 71 year old mate admitted to
the agency on 1011914, for SN and, PT services
related to decubitus ulcer. Additional diagnoses
included pressure ulcer stage i, diabetes type ll,
tong term use of insulin, and dementia. His

Continued

In-service given to clinicians on
following POC. Topics included
but are not limited to:
Adherence, Correct
Interventions and treatments,
Care Coordination, and
physician notification.

inservice given to staff on
establishing, maintaining,
reporting and coordination of
patient parameters.

See attachments:
21,22,23,24,25,26
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record, inciuding the POC, for the certification
period of 10/19/14 to 12/17/14, was reviewed.

During a home visit on 12/15/14 beginning at 1:00
PM, [f was observed that Patient #8's left dorsal
foot had a new wound.

An SN visit note, dated 12/16/14 at 12:60 PM,
documented a new area of concern on the left
dorsal for a stnall opened wound.

The RN Case Manager was interviewed on
12117114 at 12:00 PM. She conflrmed, Patient #8
had a new wound on his left dorsal fool. The RN
Case Manager confirmed Patient #8's new wound
on his left dorsal foot was not communicated to
his physiclan, and the POC was not ammended.

Patient #8's POC was not updated to include
interventions to manage the care of the new
wound,

3. Patlent #1 was an 86 year old fernale admitted
to the agency on 10/27/14, for SN and PT
services. Dlagnoses included left ankle wound,
abnormal gait, post-traumatic wound infection,
muscle weakness, and history of fall, Patlent #1's
record including the POC, for the certification
period 10/27/14 to 12/25/14, was reviewed.

Patient #1's record contalned an admission
assessment dated 10/27/14, and signed by the
RN Case Manager. The form documented
Patient #1 was assessed to be at risk for
depression, with interventions to be provided hy
SN services. The Interventions were to observe
for signs and symptoms of depression, assess
effectiveness of medication, and assess for the
need of an evaluation by the primary physiclan.

Increased understanding and
improved POC creation will
lead to more focused and
improved treatment and
modalities as well as enhance
overall patient care. Inservice
proved worthy to staff to
remember that a POC is more
than just a tangible piece of
paper but an overall plan to
treat patients and improve their
condition. It requires critical
thinking and updates as well as
overall perspective of patient
status.

There was also an increased
understanding created of need
to communicate and coordinate
in all aspects in POC
management. When reviewing
the survey findings with staff
there was a clarity in
expectation and concept of
what a POC should look like
and contain to improve patient
outcomes and quality of care.
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identified will be included on the POC.

The POC, signed by the RN Case Manager, did
not include orders for assessment and
observation of depression slgns and symptoms.

During an interview on 12/18/14 at 9:55 AM, the
RN Case Manager who completed the admission
assessment, confirmed the POC did not include
orders to assess or observe {or depression,

Patient #1's POC did not Include interventions for
depression assessment or management.

4. Patlent #5 was an 83 year old male admitted
to the agency on 11/19/14, for SN, PT, OT, and
HHA sarvices. Diagnoses included aphasia,
abnormai gait, coronary atherosclerosis, anxiely,
chronic pain, high blood pressure, and a
pacemaker, Patient #5's record, including the
POC, for the certification period 11/19/14 to
117115, was reviewed.

- Patient #5's home heaith medical record
included a copy of a History and Physical (H&P)
assessment from his hospitalization on 9/23/14,
it was faxed to the agency on 11/17/14, from the
SNF Patient #5 was discharged from on 11/18/14.
The Past Surglcal History section of the hospital
H&P assessment stated Patlent #5 had
previously undergone a right knee replacemant.
However, his right knee replacement was not
noted in Patient #6's SOC comprehensive
assessment, completed on 11/19/14, or his POC.

The RN Case Manager who completed the
"Musculoskelstal' section of the SOC
comprehensive asssssmeit, was interviewed on
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The form also stated the orders and interventions Continued:

Instruction on patient
parameters and focused
follow through of physician
orders will enhance care
delivery as ordered and
expected. Education and
reminder to clinicians to
consistently check and follow
physician orders will also
solidify proper process and
care delivery as ordered. Will
be monitored by Clinical
Supervisor during review of
Oasis completion and patient|
notes.

Persons Responsible:
Clinical Supervisor,
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12/18/14 starling at 1:45 PM. She confirmed the
right knee replacement was not included in the
SOC assessment and POC.

- The 9/23/14 hospital H&P assessment stated
Pattent #5 was allergic to penicillin, contrast dye,
shellfish, and morphine. Patient #5's home
health record included a copy of a 10/02/14 SNF
Admission Record, faxed to the agency from the
SNF on 11/17/14. The SNF Admission Record
indicated Patient #5 was also allergic to fodine.
Patient ##5's POC listed Patient #5's allergies as
peniclilin and seafood, Patlent #5's POC did not
include his allergles to contrast dys, morphine,
and lodine. Additionally, it did not state that his
seafood allergy was specific to shellfish,

During an interview on 12/19/14 at 1:20 PM, the
PT that completed the allargy sectlon of Pallent
#5's SOC comprehensive assessment confirmed
the allergy discrepancies,

- The "Therapy Need and Plan of Care" section of
Patient #5's 11/19/14 SOC comprehensive
assessrnent indicated parameters were requirad
for his "vital signs or other clinical findings."
Howevar, Patient #5's POC did not inciude
speacific parameters.

The PT that completed the "Therapy Need and
Plan of Care" section of Patient #5's SOC
comprehensive assessment was interviewed on
| 12/19/14 at 1:20 PM. She stated she may have
made an error, but was not certain,

Patient #5's POC did not include all pertinent
information.
(3 160 | 484,18(a) PLAN OF CGARE G 160
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- Inserviced staff and Clinical 1/21/15

if a physician refers a patient under a plan of care
that cannot be completed until after an evaluation
visit, the physician Is consulted to approve
additions or modification fo the original ptan.

This STANDARD is not met as evidenced by:
Based on review of palient records and staff
interview, it was determinad the agency falled to
ensure a physictan was consulted to approve the
POC for 3 of 13 palients (#1, #5, and #13) whose
records were reviewad. This resuited in plans of
care that were developed and initiated without
appropriate physician approval. Findings Include:

The agency policy, number 10.1 "Therapy
Policies" dated 6/21/05, stated the therapist may
make an Initial visit, with the physiclan's order, to
avaluate a client prior to securing specific written
orders. The therapist shall paiticipate with the
ageney staff in implementing the physiclan POC,
in scheduling visits, and In evaluating cilent care.

1. Patient #1 was an 86 year old fermale admitted
to the agency on 10/27/14 for SN and PT
services, Diagnoses included left ankle wound,
abnormal galt, post-traumatic wound infection,
muscle weakness, and history of fall. Patlent#1's
record including the POC, for the certification
period 10/27/14 to 12/25/14, was reviewed.

Patient #1's record included a physlical therapy
evaluation visit note, dated 11/06/14, and slgned
by the PT. Patient #1's record did not include
documentation the Physical Therapist contacted
the physiclan to for verbai approval of the FOC
prior to initiation of ongoing services, Patient #1's
physician signed the physical therapy POC on

Supervisor on importance and
necessity of recelving verbal
SOC orders, that include
modalities, on all new starts or
changes to POC before
subsequent visits are made.
See Attachments:
21,22,23,24,25,26

All staff have increased
understanding of following
physician orders and
importance of obtaining verbal
orders before written ones are
received. Will be monitored by
Clinical Supervisor during
review of Oasis completion
and patient notes.
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"} During an interview on 12/19/14 at 1:20 PM, the

11718114,

Patient #1's record included physical therapy visit
notes dated 11/11/14 and 11/13/14, and signed by
the PT. However, her POC was not signed by
Patient #1's physician untit 11/18/14.

During an interview on 12/18/14 at 9:55 AM, the
Clinical Director reviewed Patient #1's record and
confirmed the physical therapy POGC was not
approved by her physician prior to the PT visits
on 11/11/14 and 11/13/14,

PT visits were provided to Patient #1 prior to
physician approval of the physical therapy POC.

2. Patient #5 was an 83 year old male admitted to
the agency on 11/19/14 for SN, PT, OT, and HHA
services. Dlagnoses Included aphasla, abnormal
gait, coronary atherosclerosis, anxlefy, chronic
pain, high blood pressure, and a pacemaker.
Paflent #5's record, including the POC, for the
certification perlod 1119/14 o 117116, was
reviewed.

Patient #5's record included & physical therapy
SOC vislt note, dated 11/19/14, and signed by the
PT. Patient #5's record did not include
documentation the PT contacted the physician to
recelve verbal approval of the POC and initiation
of ongoing services, Palient #5's physician had
not signed the POC as of 1212214,

Patient #5's record inciuded physical therapy visit
notes daied 11/21/14, 11/26/14, 12/02{14, and
12/12/14, and signed by the PT. However, his
POC was not signed as of 12/22/14,

u E L
TOUGHMARK HOME HEALTH MERIDIAN, D 83642
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Persons Responsible:
Clinical Supervisor

FORM CMS-2867{02-89) Provious Verslons Obsalats

Event iD: HHLT1

Facllity 1D; 0AS001680

¥ continuatlon sheet Page 33 of 89




PRINTED: 01/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFCIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
137092 B. WING 1212212014
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
210 SOUTH TOUGHMARK WAY
TOUCHMARK HOME HEALTH MERIDIAN, ID 83842
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
G 1601 Continved From page 33 G160

PT reviewed the record and confirmed the POC
was not signed. She stated after she makes an
evaluation visit she gives the physical therapy
FOC to the Clinical Director to fax or phone the
altending physician for approval. The PT stated
she did not routinely contact the physician for
verbal approval of physical therapy POC's.

Physical therapy visits were provided lo Patient
#5 prior to physician approval of the POC.

3. Patient #13 was a 91 year old male admitted to
the agency on 11/13/14 for SN and PT services.
Diagnoses Included galistones, coronary
atherosclerosis, diabetes mellitus, pulmonary
fibrosis, depression, B-complex deficlencies, and
supplemental oxygen. Patient#13's record,
including the POC, for the certification period
11/13/14 {0 1/11/15, was reviewed.

Patient #13's record included a physical therapy
evaluation visit nots, dated 11/14/14, and signed
by the PT. Pallent #13's record did not include
documentation the Physical Therapist contacted
the physician to receive verbal approval of the
PCC and initiation of ongoing services. Patient
#13's physician was contacted by the Clinical
Director and given verbal approval for the
physical therapy POC on 11/24/14,

Patient #13's record inciuded physical therapy
visit notes dated 11/18/14 and 11/20/14, and

signed by the PT. However, the POC was not
signed by Palient #1°s physician until 11/18/14.

During an interview on 12/19/14 at 1:15 PM, the
PT reviewesd the record and confirmed the
physical therapy POC was not signed by the
physician. She confirmed the Clinical Director
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Agency professional staff promptly alert the
physician to any changes that suggest a nead lo
aller the plan of care.

This STANDARD is not met as evidenced hy:
Based on review of palient records, patient
documentation, and staff interview, it was
determined the agency falled to ensure
professional staff promplly alerted the physician
to changes in patlents' conditions that suggested
a need to alter the POC for 5 of 13 patients (#5,
#8, #10, #11, and #1) whose records were
reviewed. As aresult, physlcians were precluded
from making changes in patients' POCs to ensure
their needs were met. Findings include:

1. Patlent #8 was a 71 year old male admitted to
the agency on 10/19/14, for SN and, PT services
related to decubitus ulcer. Additional diagnoses
included pressure ulcer stage lil, diabetes type I,
long term use of insuilin, and dementia, His
record, including the POC, for the certification
period of 10/19/14 to 12/17/14, was reviewed.
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contacted Patient #13's physician, on 11/24/14,
by phone. She stated after she makes an
evaluation visit she gives the physical therapy
POC to the Clinical Director to fax or phone the
atiending physician for approval. The PT stated
she did not routinely contact the physician for
verbal approval of therapy POC's.
PT visits were provided to Patient #13 ptlor to
physician approval of the physical therapy POC.,
G 164 484,18(b) PERIODIC REVIEW OF PLAN OF G 164] Inservice given to staff to

discuss and educaie on

any change in patient
condition, change to POC,
status change, etc. included
importance of proper and
complete documentation and
gathering of orders for any
change to POC.

appropriate wound order
management.

Please see attachments:
21,22,23,24,25,26,27,28,29

importance of communication
and reporting to physician for

In-service given to nursing on
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During @ home visit on 12/15/14 beginning at 1:00
PM, it was observed that Patient #8's left dorsal
foot had a new wound. The SN cleaned the
wound, applied a topical antiblotic, and a gauze
dressing.

An SN visit note, dated 12/15/14 at 12:50 PM,
documented a new area of concern on the left
dorsat foot for a small opened wound.

The RN Case Manager was Interviewed on
12/12/14 at 12:00 PM. She confirmed, Patlent #8
had a new wound on his feft dorsal foot, The RN
Case Manager confirmed Patient #8's new wound
on his left dorsal foot was not communicated to
his physician, and wound care orders were not
obtained.

Patient #8's new wound was not communicated
to his physictan,

2. Patient #11 was an 87 year old male admitted
to the agency on 11/08/14, for wound care of
dacubitus ulcer stage IV. Additional diagnoses
included after care of healing hip fracture, CAD,
paralysis agitans, acute poliomyelitis, adjustment
of urinary devica, change or removal of
non-surgical wound dressing and post-surgical
aortocoronary bypass. He recelved SN, PT and
OT services, His record, Including the POC, for
the ceartification pertod 11/08/14 to 1/06/15, was
reviewed.

Patient #11's SN SOC asseéssment visit on
11/08/14, documented thres wounds, #1 right
buitock, #2 left biceps, and #3 left upper quadrate
of the abdomen. The POC included an order for
the SN to perform a skin integrity assessment

%4 1D
émg)mx {FAGH DEFICIENDY MUST BE PRECEDED BY FULL PREFIX -(EACH GORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
G 164 Continued From page 36 G 164} |Increased understanding and

improved POC creation will lead to
more focused and improved
treatment and modalities as well as
better overall patient care. In-
service proved worthy to staff to
remember that a POC is more than
just a tangible piece of paper but
an overall plan to treat patients
and improve their condition. It
requires critical thinking and
updates as well as overall
perspective of patient status.

There was also a better
understanding created of need to
communicate and coordinate in all
aspects in POC management.
When reviewing the survey
findings with staff there was a
clarity in expectation and concept
of what a POC should look like and
contain to improve patient

outcomes and quality of care.
Instruction on patient parameters
and better follow through of
physician orders will facilitate care
delivery as ordered and expected.
Education and reminder to
clinicians to consistently check and
follow physician orders will also
solidify proper process and care

delivery as ordered.
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every vistt, perform wound care to right buttocks
and to treat muitiple lacarations fo bilateral upper
extremity. It did nof include Interventions for
wound number 3.

During an interview on 12/18/14 at 11:45 AM, the
RN who completed Patient #11's SOC
assessment confirmed the POC did not include
orders for wound care to the left upper quadrate
of the abdomen,

Patient #11's POC did not include wound care
orders for all of his wounds,

3. Patient #5 was an 83 year old male admitted to
the agency on 11/19/14 for SN, PT, OT, and HHA
services. Diagnoses Included aphasia, abnormal
gait, coronary atherosclerosls, anxiety, chronic
pain, high blood pressure, and a pacemaker.
Patient #5's record, including the POC, for the
cerlification period 11/19/14 to 1/17/15, was
reviewed.

In a physical therapy visit note, dated 11/26/14,
the PTA documented Patient #5's blood pressure
was 184/88 and 188/90, without receiving
therapy. {The Mayo Clintc website, accessead
12/24/14, stated normal blood pressure levels
range batween 120-139 systollc {top number] and
80-89 dlastolic [fow number}). The PTA
documented she contacted the RN, and the RN
stated she would contact the physician.
However, there was no docurnentatjon by the RN
Cass Manager that she spoke with the PTA, or
the physiclan was contacted about Patient #5's
blood pressurs.

During an interview on 12/19/14 at 1:20 PM, the

Clinical Supervisor

Responsible Persons:

Will be monitored by Clinical
Supervisor during review of Oasis
completion and patient notes.
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PT reviewsd the physical therapy notes. Shs
stated the PTA was no longer employed by the
agency. The PT stated that communication
occurred frequently between the RN Case
Manager and other therapies but it was not
documented in the records.

The RN Case Manager for Patient #5 was
interviewed on 12M8M4 at 145 PM. The RN
Case Manager stated the PTA did contact her
about Patfent #5's high blood pressure. She
stated she contacted the physician and was toid
the physiclan wanted to keep Patient #5's blood
pressure around 140, When asked ahout the
diastolic reading, the RN Case Manager stated
she did not recall what the physician indicated.
She confirmed Patient #6's POC was not updated
to include specific blood presstire parameters to
alert staff, and the patient and his spouse, when
to nofify his physician of high blood pressure
readings.

Patlent #5's POC was not updated to meet his
needs.

4, Palient #10 was a 71 year old female admitted
to the agency on 11/14/14 for SN, PT, and OT
services. Diagnoses included pneumonitis due to
inhalation of vomitus or food, multiple sclerosis,
chronic pain, depression, and intestinal Infection.
Patient #10's record, including the POC, for the
ceriification period 11/14/14 to 1/12/156, was
reviewed.

An SN visit note, dated 12/03/14, and signed by
the RN Case Manager, documented Patient #10
fell one week prior and sprained her left ankle,
There was no documentation the physician was
contacted about Patient #10's fall and subsequent
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injury.

The RN Case Manager documented Patlent
#10's left ankle was swollen and painful, and
encouragad her to follow up with a physician,
The RN Case Manager documented Patient #10
stated she would make an appointment to have
her ankie examined,

During an interview on 12/17/14 at 9:15 AM, the
RN Case Manager reviewed her note on 12/03/14
and confirmed the physician was not informed of
the fall or Injury. She stated Patient #10 fold her
she was going to make an appointment to follow
up with the physiclan about her injured ankle.
The RN Case Manager confirmed she did not
foliow up with Patlent #10 to ensure she made
an appointiment.

Patient #10's Injury and falls were not
communicated to her physician.

5. Pattent #13 was a 91 year old male admitted to
the agency on 11/13M4 for SN and PT services,
Diagnoses included gallstones, coronary
atherosclerosis, diabetes mallifus, pulmonary
fibrosis, depression, B-complex deficlencies, and
supplementai oxygen. Paflent #13's record,
including the POC, for the certification period
11/13/14 to 1111/15, was revlewed,

Patient #13's POC ordered oxygen at 2 Ipm at
rest and 4 Ipm with exertion. The Mayo Ciinic
wehsite, accessed on 12/24/14, stated normali
oxygen saturation levels range from 95 to 100
percent, and values under 90 percenf are
considered low.

- Patient #13's record included a physleal therapy
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visit note, dated 11/24/14, and signed by the
Physical Therapist. The visit note documented
an oxygen saturation leve! of 76% when using
oxygen. I did not document how much oxygen
was used. There was no documentation of
communication with Patient #13's physician.

~ Patlent #13's record Included a physical therapy
visit note, dated 12/08/14, and slgned by the
Physical Therapist. The visit note docimented
an oxygen saturation level of 71% while at rest, It
did not document how much oxygen was used.
Under the vital sign section It also documented
Patient #13's oxygen saturation level was 79-95%
while using 3.5 Ipm of oxygen. There was no
documentation of communication with Patient
#13's physician.

- Patient #13's record included a physicai therapy
visit note, dated 12/10/14, and signed by the
Physical Therapist. The visit note documented 2
oxygen satiration levels. The first measurament
was 82% with 2 [pm of oxygen. The second
measurement was 91% with labored breathing. it
was unclear if Patient #13 was using oxygen at
the time of the second measurement.
Additlonally, there was no indication of time of the
measurements or what his activily level was when
the measurements were ohtained. There was no
documentalion of communication with Patient
#13's physician.

During an interview on 12/19/14 al 1:15 PM, the
PT reviewed har notes and conflirmed the oxygen
saturation levels documented. She stated she
did speak with the RN Case Manager about the
low oxygen saturation levels, but it was not
documanted in the record. The PT stated she did
not call the physician and inform them of the low
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oxygen saturafion levels.

During an interview on 12/22/14 at 9:55 AM, the
RN Case Manager reviewed the record. She
confirmed she did speak with the PT about the
low oxygen saturation levels. The RN Case
Manager stated she did speak with the PT and
Patltent #13's physician regarding his blood
pressure. However, there was no documentation
fo verify the contact, the date it occurred or what
was communicated.

Patient #13's physician was not informed of his
low oxygen saturation levels.
G 168 484.30 SKILLED NURSING SERVICES G 168

Multiple corrections made to
skilled nursing services.
Corrections listed next to

This CONDITION is not met as evidenced by: corresponding G tags:

Based on review of clinical records and patient
documentation, observation during home visits,
policy review, and patlent/family member and
staff interview, it was dstermined the HHA failed
to ensure skilled nursing services necessary to
meet the health and safety nseds of patisnts
were implemented In accordance with patients’
POCs. This negatively impacted quality,
coordination, and safety of patient care, Findings
include:

1. Referto G170 as it relates to the failure of the
agency to ensure the RN implemented care in
accordance with POCs,

2. Refer to G171 as it relates to the fallure of the
agency to ensure the RN made the Initlal
avaluation visit.
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G 170

3. Refer to G173 as it relates to the agency's
failure to ensure that nursing staff completed a
thorough and accurate assessment, and initiated
a POC that met all of the patient's needs.

4. Refer to G337 as If relates to {he failure of the
agency to ensure the comprehensive assessment
completed by the RN included a medication
review to obtain a current list of patient
medications, evajuation of drug Interactions,
identification of possible significant side effects or
noncompliance, and reconclliation of the
medications with the physician. These failures
crealed the imminent potentiai for a patient o
sustain serious injury, harm, or death,

The cumulative effect of these negative systemic
practices seriously impeded the ability of the
agency provide care of sufficlent scope and

quality.
484.30 SKILLED NURSING SERVICES

The HHA furnishes skilled nursing services in
accordance with the plan of cars,

This STANDARD s not met as evidenced by:
Based on staff interview, observation, and review
of medical records, it was determined the agency
falled to ensure SN services were provided In
accordance with POCs for 6 of 12 patients {#1,
#3, #4, #8, #10, and #13), who received SN care
and whose records were reviewed. This resulted
in inadequate patient care and had the potential
for negative patlent outcomes. Findings include;

1. Patient #8 was a 71 year old male admiited to
the agency on 10/19/14, for trealment of

G 170{ {Inservice given to staff on POC
development, coordination, and 1/15/15

adherence. Discussed all
aspects of plan of care, and to
utilize all resources available to
best construct most beneficial
plan to care for patient.
Inserviced staff on proper
coordination of POC and need
to notify physician and all others
involved for any change to
POC. Will document all
coordination on new
coordination form implemented

due to this survey,
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decubitus ufcers. Additional diagnoses included
non-surgical wound dressing changes, diabetes
type li, long-term insulin use, and dementia. He
received SN and PT services. His record,
including the POC, for the cerlification period
10/18/14 to 12/17/14, was reviewed. '

Patient #8's POC Included orders for an SN to
monttor blood glucose levels at every visit,

SN notes, dated 11/03/14, 11/07/14, 11111114,
11112114, 14/17/14, and 12/01/14, and slgned by
the RN Casse Manager did not inciude
assessment of blood glucose levels as ordered.

The RN Case Manager was Interviewed on
12/17/14 beginning at 12:00 PM. She conflrmed
SN assessiments of blood glucose leveis were not
documented on 11/03/14, 11/07H4, 11/11/114,
1112114, 1171714, and 12/01/14,

Patient #8's POC was not followed for blood
glucese monitoring as ordered by the physiclan.

2. Patient #4 was a 92 year old female admitted
to the agency on 12/02/14, for diarrhea.
Additional diagnoses included congestive heart
faillure, hypertension, kidney disease, diabetes
type I, dementia, atrial fibrillation, and
osteoarthrosis. She received SN, PT, and OT
setvices, Her record, Including the POC, for the
cerlification period 12/02/14 to 1/30/15, was
reviewed,

Patient #4's POC included orders for SN fo
monitor blood glucose levels at every visit,

SN notes, dated 12/02/14, and 12/09/14, and
signed by the RN Case Manager, did not Include

Cont.

In-service given to clinicians on
following POC. Topics included
but are not limited to:
Adherence, Correct
interventions and treatments,
care coordination, and
physician notification. Inservice
given to staff on establishing,
maintaining, reporting and
coordination of patient
parameters.

See attachments:
21,22,23,24,25,26
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assessment of blood glucose levels as ordered.

The RN Case Manager was interviewed on
1211714 beginning at 12:00 PM. She confirmed
SN assessments of blood glucose levels were not
documented on 12/02/114 and 12/09/14.

Patient #4's POC was not followed for blood
glucose monitoring as ordered by the physician.

3. Patient #1 was an 86 year old female admitted
to the agency on 10/27H4, for SN and PT
services. Diagnoses included left ankle wound,
abnormal gait, post-traumatic wound infection,
muscle weakness, and hiafory of fall. Patient #1's
record, including the POC, for the cerlification
periad 10/027/14 to 12/265/14, was reviewed.

Patlent #1's record contained a request, dated
10/30/14, from the RN Case Manager for a
referral to a wound clinic. The request was
signed by the attending physician on 11/13/14.
There was no documentation by the attending
physician that the agency could follow orders
written by the physician at the wound care ciinlc.

Visit notes dated 11/10/14, 11/12/14, 11/14/14,
111714, 11719714, 11124114, 11/26/14, 12/01/14,
12/03/14, 120814, 12/10/14, and 12/12/14, and
signed by the RN Case Manager, documented
wound care Interventions that were not ordered
on the POC. Howevaer, the interventions
documented followed wound care orders, dated
11/07/14, 14/21114, and 12/05/14, from the wound
clinic and signed by the waund ¢linic physiclan,

During an interview on 12/18/14 at 9:55 AM, the
RN Case Manager conflirmed she was following
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_|[reviewing the survey

Improved understanding
and improved POC creation
will lead to more focused
and improved treatment and
modalities as well as
enhanced overall patient
care. inservice proved
worthy to staff to remember
that a POC is more than just
a tangible piece of paper
but an overall plan to treat
patients and improve their
condition. It requires critical
thinking and updates as well
as overall perspective of
patient status.

There was also an
increased understanding
created of need to
communicate and
coordinate in all aspects in
POC management. When

findings with staff there was
a clarity in expectation and
concept of what a POC
should look like and contain
to improve patient outcomes

and quality of care.
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“attending physician that {the wound clinic

the orders from the wound care clinic. She also
confirmed there was not an order from the

physician may write orders for Patient #1.

Patient #1's POC was nof followed for wound
care treatment as ordered by her aitending
physician.

4, Patient #3 was a 96 year old female admitted
to the agency on 10/16/14, for SN, PT, and HHA
services, Diagnoses included rehablfitation
services, muscle weakness, abhnormal gait, atrial
fibrittation, high blood pressure, history of fall, and
stroke. Palient #3's record, including the POC,
for the cerlification period 10/16/14 to 12/14/14,
was reviewed.

Patlent #3 was admitted to an acute care facillty
on 10/28/14, during her certification period. On
11/04/14, the RN documented a resumption of
care visit. The POC at resumption of care
Included orders to review hlood sugar levels
every visit and instruct patisnt/caregiver about
signs and symptoms of hypofhyperglycemia,
hutrition, and diabstic foot care. SN visit noles,
dated 11/04/14, 11/06/14, 11/11/14, 11/25/14, and
12/02/14, and signed by the RN Case Manager,
did not include documsntation of blood sugar
levels or teaching about diabetic foot care.

During an interview on 12/18/14 at 11:45 PM, the
RN Case Manager reviewed Patient #3's record
and confirmed she did not assess blecod sugar
levels. She stated Patient #3's son is her primary
caregiver and he will not check the blood sugar
levels because he stated it was controiled by her
dist. The RN Case Manager confirmed that she
did not inform the physician that blood sugar

Continued:

Instruction on patient
parameters and improve follow
through of physician orders will
enhance care delivery as
ordered and expected.
Education and reminder to
clinicians to consistently check
and follow physician orders will
also solidify proper process
and care delivery as ordered.
Will be monitored by Clinical
Supervisor during review of
Oasis completion and patient
notes.

Persons Responsible:
Clinical Supervisor
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levels were not being monitored. She stated
education on diabetic foot care was not done.

Patiant #3's POC was not followed as ordered for
blood sugar monitoring and diabetic foot care.

5. Patient #10 was a 71 year old female admitted
to the agency on 11/14/14 for SN, PT, and OT
services, Diagnoses included pneumenitis due to
inhalation of vomitus or food, mulliple sclerosis,
chronic pain, depression, and intestinal infection.
Patient #10's record, including the POC, for the
cerlification period 11/14/14 to 112115, was
reviewed.

Patient #10's POC included orders for the SN to
Instruct Patient #10 on self catheterization daily.
The orders aiso included instructing Patient #10
about signs and symptoms of a urinary fract
infection and calheter care. The RN Case
Manager did not document teaching or
instructions related to catheterization, catheter
care, or urinary tract infections.

The RN Case Manager documented 10 visits
were made to Palient #10. The SN visit notes
dated 114/14/14, 1117114, 11119114, 11/21/14,
11724114, 12/03/14, 12/05/14, 12/08/14, 12/12/14,
and 12/15/14 and signed by the RN Case
Manager did not document Instructing Patlent #10
about catheterization, catheter care, or urinary
tract Infection signs and symptoms,

Buiing an interview on 12/17/14 at 9:156 AM, the
RN Case Manager confirmed Patient #10 seif
catheterized and had been deing this for many
years. She stated teaching and education were
not done because Patient #10 stated she was
comforlable with using a catheter. The RN Case
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Manager stated she was not aware of the order
on the POC,

Patient #10's POC was not followed for
- | Instruction on seif catheterization and care.

8. Palient #13 was a 91 year old male admitted o
the agency on 11/13/14, for SN and PT services.
Diagnoses included gailstones, coronary
atherosclerosis, diabetes mellitus, pulmonary
fibrosis, depresslon, B-complex deficlencies, and
supplemental oxygen. Patlent #13's record,
including the POC, for the period 11/13/14 {o
1/11/15, was reviewed,

Patient #13's POC included orders for the SN to
instruct Patlient #13 on signs and symptoms of
hypo/hyperglycemia, proper diabefic foot care,
and monitoring blood sugar. The SN was also
ordered to instruct Patient #13 on keeping a dally
blood sugar log and to review the log with each
visit.

SN visit notes dated 11/13/14, 1117/14, 12/08/14,
and 12/17/14, and signed by the RN Case
Manager, did not document diabetic teaching or
blood sugar levels.

During an interview on 12/22/14 at 9:55 AM, the
RN Case Manager reviewed the record and
confirmed no bloed sugar levels wers
documented for Patient #13. She slated he
refused to check them and lhe physician was
aware, The RN Case Manager confirmed this
information was not decumented in her visit
‘notes. She also confirmed diabetic teaching was
not documented in her visit notes.

Patient #13's POC was not followed for diabetic
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monitoring and teaching as ordered by the
physician,
G 171 484.30(a) DUTIES OF THE REGISTERED G171

NURSE

The registered nurse makes the initial evaluation
visit.

This STANDARD is not met as evidenced by:
Based on record review and staff interview it was
determined the agency failed to ensure that for 1
of 12 sample patfents (Patient #5) for whom SN
sarvicas were ordered at SQC, the initial
comprehensive assessment was completed by
an RN. This had the potential to resuif in
unidentified SN needs. Findings include:

Patient #5 was &n 83 year oid maie admitted to
the agency on 11/19/14, for SN, PT, OT, and
HHA services. Diagnoses included aphasia,
abnormal gait, coronary atherosclerosis, anxlety,
chronlc pain, high blood pressure, and a
pacemaker. Patient#5's record, including the
POC, for the certification period 11/19/44 to
1/17/15, was reviewed.

Although SN services were ordered, Patient #5's
initlal comprehensive assessment, completed on
11/19/14, was signed and dated by a PT.

The RN Case Manager for Patient #5 was
interviewed on 12/18/14 at 1:45 PM. She stated
she made a visit to Pattent #5's home on
11/19/14, and started the comprehensive
assessment. However, the PT arrived before the
assessment was completed. Patient #5 became
very anxious with two staff present at the same

The Home Health Director will
in-service clinicians on the
regulatory requirement for
OASIS completion and that if an
RN is ordered at the SOC the RN
must completed the OASIS
comprehensive assessment. This
will monitored on-going by the
Clinical Supervisor and through
quarterly clinical chart reviews.
Agency Policy 6.4 - Outcome
and Assessment Information Set
(OASIS) will be reviewed an
updated to accurately reflect the
regulatory requirement,
Completion date - 1/20/15

See Attachments:
21,22,23,24,25,26

More thorough patient care,
more thorough assessment
of patient needs, and
completion of POC facilitates
improved patient outcomes
and reassurance that all
patient needs are addressed
and met.
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time. To decrease Patient #5's anxiety, the RN Person Responsible:
Case Manager said she handed the Home Health Supervisor.
comprehensive assessment off lo the PT o
finish, and teft the home. She stated the Clinical
Director informed her later that whan SN services
are ordered the RN must complete the initial
comprehensive assessment,
During an interview on 12/19/14 at 1:20 PM, the
PT who signed Patient #5's initial comprehenslve
assessiment, confirmed she finished the
assessment, on 11/19/14, on behalf of the RN
Case Manager.
SN services were ordered for Patient #5,
however, his initial comprehensive assessment
was not completed by an RN.
G173 ﬁ;‘.‘éiié)éa) BUTIES OF THE REGISTERED G173 Inservice given that all areas TTEE
of patient that are mentioned
The registered nurse initiates the plan of care and in casis must be addressed
necessary revisions. throughout cert period and
that complete documentation
This STANDARD s not met as evidenced by: of all treatments,
Based on record review, observation, and assessments, etc. is
patient/family and staff interview, it was required.
determined the agency failed to ensure RNs ; :
developed and updated POCs to ensure medical Inservice given to staff on
and nursing needs were met, for 4 of 12 patients POC development,
(#1, #8, #10, and #11}, who received SN care and coordination, and adherence.
whose records were reviewed. This resulted in Discussed all aspects of plan
Incomplete POCs, inadequale patient care, and f d to utili i
had the potential to result in negative patient ol care, and 1o utilize a
outcomes, Findings include; resources available to best
. Pationt #11 - o male admitted construct most beneficial
. Patien was an 87 year old male admiite i
to the agency on 11/08/14, for wound care of plan to care for patient.
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decubilus ulcer stage IV, Additional diagnoses Continued:
included after care of healing hip fracture, CAD, Inserviced staff on proper
paralysls agitans, acute pollomyelitis, adjustment coordination of POC and need
of urinary device, change or remaval of ity physici
non-surgical wound dressing and post-surgical to notify physician and all
aortocoronary bypass. He received SN, PT and others involved for any change
OT services. His record, Including the POC, for to POC. Will document all
Ehe'ceﬂlﬂcalion period 11/08/14 to 1/06/15, was coordination on new
reviewed, P .
coordination form implemented
Patlent #11's SN SOC assessment visit, dated due to this survey.
11/08/14, included three wounds, #1 on the right Inservice given to clinicians on

huttock, #2 on the left biceps, and #3 on the left

upper quadrate of the abdomen (PEG tube following POC. Topics included

removal site). The POC included an order for the but are not limited to:
SN to perform skin integrity checks every visit, Adherence, Correct
perform wound care to right buttocks and to treat interventions and treatments

multiple lacerafions to bilateral upper extremity, -
However, it did not include Interventions for care coordination, and ,
wound #3, located at the left upper quadrate of physician notification. Inservice
the abdomen. given to staff on establishing,

During an Interview on 12/18/14 at 11:45 AM, the maintaining, reporting and

RN who completed Patient #11's SOC coordination of patient
assessment coniirmed the POC did not Include parameters.
orders for wound care for wound #3. See attachments:

21,22,23,24,25,26

Patient #11's POC did not include all wound care
orders,

2, Patient #1 was an 86 year old female admitted
to the agency on 10/27/14, for SN and PT
services, Diagnoses included feft ankle wound,
abnormal galt, post-traumatic wound infection,
muscle weakness, and history of fall. Patient #1's
record, including the POG, for the certification
period 10/27/14 to 12/26/14, was reviswed.
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- Patlent #1's record included an admission
communication form, signed by the RN Case
Manager, which documented she was at risk for
depression, with interventions to be provided by
SN services. The interventions were to obsarve
for signs and symptoms of depression, assess
effectivenass of medication, and assess for the
need of an evaluation by the primary physician.
The form also stated the orders and Interventions
{dentified would be included on the PQC.

The PQC, signad by the RN Case Manager, did
not include orders for assessment and
observation of depression signs and symptoms,

During an Interview on 12/18/14 at 9:65 AM, the
RN Case Manager who completed the admission
assessment, confirmed the POC did not include
orders to assess or chserve for depression.

Patient #1's POC did not include interventions for
depression assessment or management,

- Patisnt #1's record Inciuded a SOC assessment
dated 10/27/14, and signed by the RN Gase
Manager, which documented she had two
waunds upon admission to the agency. Wound
#1 was a left lateral ankle stage |l pressure ulcer.
Wound #2 was a 2 inch {raumatic wound to the
back of Patlent #1's head, Patient #1's POC did
not include orders for the care and treatment of
Wound #2.

- A SN visit note dated 12/08/14, and signed by
the RN Case.Manager, documented Patient #1
had a fall in the past with a wound to her lelt knee
which was new since the previous SN visit on
12/03/14. The RN Case Manager further
documented the left knee was Inflamed. It was

0
TOUCHMARK HOME HEALTH ‘ MERIDIAN, ID 83842
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
G 173 Continued From page 50 G173

Improved understanding and
POC creation will lead to more
focused and improved treatment
and modalities as well as
improved overall patient care.
inservice proved worthy to staff to
remember that a POC is more
than just a tangible piece of
paper but an overall plan to treat
patients and improve their
condition. It requires critical
thinking and updates as well as
overall perspective of patient
status.

There was also an increased
understanding created of need to
communicate and coordinate in
all aspects in POC management.
When reviewing the survey
findings with staff there was a
clarity in expectation and concept
of what a POC should look like
and contain to improve patient
outcomes and quality of care.
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| Patlent #1's POC did not address wound care or

not documented when the fall occurred or how it
occurrad. Patlent #1's POC was not rovised to
Include care of the newly identified wound.

During an interview on 12/18/14 at 9:65 AM, the
RN Case Manager reviewed the record and
confirmed the two wounds documentad at the
S0OC assessment visit. She confirmed she did
not docurnent at subsequent visits about wound
#2 because "We were not foflowing the head
wound, She was admitted for wound care to her
ankfe." The RN Case Manager stated she should
have monitored wound #2, and documented the
wound's progress In the record per agency policy.
The RN Case Manager aiso confirmed
documenting the wound to the left knee. She
stated she did not know how or when the wound
occurred. She stated the wound ctinic discovered
the wound during Patient #1's visit on 12/05/14.
The RN Case Manager stated she did not contact
the attending physician, but spoké with the staff at
the wound clinic about the wound to the left knee,

treatment for all of her wounds identified at the
S0C assessment. Additionally, Patient #1's POC
was not revised to meet all of her nursing and
medical needs when a new wound was identified,

3. Patient #10 was a 71 year old famale admitled
to the agency on 11114114, for SN, PT, and OT
services, Dlagnoses included pneumonilis due lo
inhalation of vomitus or food, multiple sclerosis,
chronic pain, depresslon, and intestinal Infection.
Patient #10's record, including the POC, for the
certification perfod 11114/14 to 111215, was
reviewed,

Patient #10's POG included orders for the SN to

Continued:

Instruction on patient parameters
and improved follow through of
physician orders will facilitate
care delivery as ordered and
expected. Education and
reminder to clinicians to
consistently check and follow
physician orders will also solidify
proper process and care delivery
as ordered. Will be monitored by
Clinical Supervisor during review
of Oasis completion and patient
notes.
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Instruct Patient #10 on self cathetarization daity. . espolnS| €.
The orders also included instructing Pallent #10 Clinical Supervisor

about signs and symptoms of a urinary tract
infection and catheter care.

SN visit notes dated 11/14/14, 11/17/14, 11/19/14,
11/21/14, 11724114, 12/03H14, and 12/06/14, and
signed by the RN Case Manager, documented
Patient #10 catheterized herself dally. The SN
visit notes dated 12/08/14, 12/12/14, and
12/15/14, and signed by the RN Case Manager,
documented no genitourinary problems were
identified.

During an interview on 12/17/14 at 9:15 AM, the
RN Case Manager confirmed Patlent #10 self
catheterized and had been doing this for many
years. She stated there was no teaching or
education done because Patlent #10 informed tha
RN Case Managar she was comfortable with
using a catheter. The RN Case Manager stated
she was not aware of the order on the POC.

The POC was not revised to meet the nursing
and medical needs of Patfent #10.

4. Patient #8 was a 71 year old male admitted to
the agency on 10/19/14, for SN and, PT services
related to decubltus ulcer. Additional diagnoses
included pressurs ulcer stage [}, diabetes type i,
long term use of insulin, and dementia. His
racord, including the POC, for the cetification
periad of 10/19/14 to 12/17/14, was reviewed.

During & home visit on 12/15/14 beginning at 1:00
PM, it was observed that Patlent #8's left dorsal
foot had a new wound, The SN cleaned the
wound, appiied a topical antibiotic, and a gauze
dressing.
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. requirements binder, state and
An SN visit note, dated 12/15/14 at 12:60 PM, federal regulations, and
and signed by the RN Case Manager luati d 1716/1
documented a new open wound on Patient #8's évaluations, new process an 5
left dorsal foot. However, there was no binder created to monitor and track
documentation Palient #8's physiclan was notified all necessary requirements. The
of the new wound. Clinical Director will complete the
The RN Case Manager was Interviewed on Home Health Aide Annual
12/17/14 at 12:00 PM. She confirmed, Patient #8 Competency/Performance review for
had a new wound on his left dorsal foot. The RN all C.N.A.'s providing Home Health

Case Manager confirmed Patlent #8's new wound

was not communicated to his physiclan. Services. Currently, there is one Home

Health Aide that is due and this review

Patient #8's new wound was not communicated will be completed by 1/20/15 by the
G214 fxoagizg(?)’?g;I(?i?bOMPETENCY EVALUATION & G 214 Clinical Director. For any new and or
IN-SERVICE TRAI ba.ck up C.N.A.-'s the Clinical Pu‘ector
will be responsible for the review
The HHA must complete a performance review of completion. The Billing/Payroll
each home health aide no less frequently than Manager will utilize the agency

every 12 months. computer program, Sansio, to track and

. : monitor for compliance with the
This STANDARD is not met as evidenced by: annual reviews through use of

Based on personnel record review and staff “ | W »
interview, It was determined the facility failed to ;‘:Lp oyee ‘fq“c‘]“c_’m?"ts tf]“e ' A.lf‘l’)py
ensure yearly evaluations were conducted for 1 of of the completed review form will be

1 home health aide, who had been employed for kept in a binder titled “C.N.A.
more than one year. This had the potential to Requirements” at the agency and a
negatively impact quality and safety of patient copy will be placed in the employee

care. Findings include:
personnel file.

Personnel files were reviewed with the Director of See Attachments:

Professional Services and Director of Clinical 30,31,32,33,34,35,36,37, 51

Services on 12/17/14 at 11:55 AM. One aide had

heen employed for more than one year, with a

hire date of 7/01/98. The aide's perscnnsl files
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G 214} Continued From page 54 G214
did not include an annual performance review, - -
since 2011. The Director of Clinical Services improvecli dgcumentation, tracking
confirmed the annual evaluations had not been and monitoring of CNA
compieted. requirements will improve
Home health alde performance reviews were not compliance f‘md assurg proper
conducted at least every 12 months, CN_A ef.iucatlor.l and skills are
G 236 | 484,48 GLINICAL RECORDS G 236{|maintained. Will be monitored

A clinical record containing pertinent past and
current findings in accordance with accepted
professional standards is maintained for every
patient receiving home health services. In
addition to the plan of care, the record contains
appropriate Identifying Information; name of
physictan; drug, dietary, treatment, and activity
orders; signed and dated clinical and progress
notes; copies of summary reports sent to the
attending physician; and a discharge summary.

This STANDARD Is not met as evidenced by:
Based on review of medical records, agency
policy, and staff Interview it was determined the
agency failed to ensure medical records
contained complete and accurate documentation
for 1 of 13 patlents (Patient #1) whose records
were reviewed. This failure had the potential to
interfere with clarity of the record and impede
coordination and safety of patient care. Findings
include:

1. Patient #1 was an 86 year old female admitted
to the agency on 10/27/14, for SN and PT
services, Diagnoses included left ankle wound,
abnormal gait, posk-traumatic wound infection,
muscle weakness, and history of fall, Patient #1's

monthly by Clinical Supervisor and

tracked on monthly tracking form. 121/15

Person Responsible:
Clinical Sunervisar,

Inservice given to instruct clinicians on adequate
notification to changes in POC and following MD
orders. Inservice given to nursing on appropriate
wound order management as well as WOCN
guidelines. Touchmark policy reviewed to refresh
nursing staff. Inservice given to staff to discuss and
educate on importance of communication and
reporting to physician for any change in patient
condition, change to POC, Status change,
etc.Included importance of proper and complete
documentation and gathering of orders for any
change to POC. Will be monitored monthly by
Clinical Supervisor during review of QOasis
completion and nursing visit notes.

See Attachments:
21.22.23.24,25.26.27.28.29.38.39.40.41,42.43
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G 2361 Continued From page 55 G236 Communication and

record including the POC, for the certification
period 10/27/14 to 12/25/14, was reviewed.

The agency policy, number 9.6 "Wound
Management” revised 6/11, stated "Wounds and
decublius ulcers are measured at admission on
the OASIS assessment and weekly thereafter
using the EZ Graph wound measuring system.
The nurse documents measurerment of the
wound on the skilled nursing note and details of
the wound assessment are documented on the
EZ Graph form provided,"” Wound care provided
to Patient #1 was not documented consistent with
the agency's policy. Examplas include:

- The SOC assessment dated, 10/27/14, and
signed by the RN Case Manager, documented
Patient #1 had two wounds. Wound #1 was a left
lateral ankle stage I pressure ulcer. Wound #2
was a 2 inch traumatic wound {o the back of
Patlent #1's head. Subsequent SN visit notes
dated 10/29/14, 10/31/14, 11/04/14, 11/10/14,
1112114, 111414, 111714, 1119/14, 11/24/14,
11/26/14, 12/01114, 12/03/14, 12/08/14, 12/10/14,
12/12/14, and 12/15/14 did not contain further
documientation atrout wound #2,

- An SN visit note dated 12/08/14, and signed by
the RN Case Manager, documented Patient #1
had a fait in the past with a wound to her left knee
which was new since the previous SN visit on
12/03/14. The RN Case Manager further
documented the left knee was inflamed. |t was
not docurtented when the fall occurred or how it
ocourred.

During an interview on 12/18/14 at 9:65 AM, the
RN Case Manager reviewed the record and
conflrmed the two wounds documented at the

documentation improvements will
help maximize care efficiently and
create a more rounded plan of
care for patients. Establishing
effective communication avenues
facilitates better understanding of
patient conditions and status
changes. It also helps to
recognize improvements or
declines quicker for faster
intervention management.
Instruction on patient parameters
and improved follow through of
physician orders will facilitate care
delivery as ordered and expected.
Education and reminder to
clinicians to consistently check
and follow physician orders will
also solidify proper process and
care delivery as ordered. Proper
wound care management will
decrease infection risk and
improve patient outcomes.
Thorough wound documentation
and wound management will also
better coordinate efforts with
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G 236 | Gontinued From page 56 G 236} {Continued:
not document at subsequent visits about wound te. to k I t: ised ! f
#2 bacause "We were not following the head elc. 1o keep all parlies apprised 0
wound. She was admitted for wound care to her patient wound status and healing
ﬁnk!e-"' Ti;te Rz CasedM#%naggrdstated sTeds?hOU]d potentials. Will be monitored by
ave monitored woun and documented the i : : :
wound's progress In the record. The RN Case Cfllgca! Superws?r during re'wew
Manager also confirmed documenting the wound of Oasis completion and patient
to the left knee, She stated she did not know how notes.
or when the wound occurred. She sfated the
wound clinic discovered the wound during Patient
#1's visit on 12/05/14. The RN Case Manager
stated she did not contact the attending
physician, but spoke with the staff at the wound
Patient #1's record did not include consistent and Clinical Supervisor
complete documentation of her wounds.
G 242 | 484.52 EVALUATION OF THE AGENCY'S G242
PROGRAM
This CONDITION is not met as evidenced by;
Based on staff interview and review of policies,
meeting minutes, and quality improvement’
documents, it was determined the agency fafled .
to ensure an evaluation of the agency's program Multipie changes made to
was conducted that provided useful data to the leadership, governance, Ql, and
agency's Governing Body. This impaired the i ;
Governing Body's abllity to make decisions about patient tracking. Please see.
the quality of care that was provided to patients. changes next to corresponding
Findings Include: G tags.
1. Refer to G244 as It relates to the agency's
failure lo ensure the evaluation consisted of an
overall poficy and administrative review and a
clinical record revisw.
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PROGRAM

The evaluation consists of an overall policy and
administrative review and a clinical record review.

This STANDARD is not met as evidenced by:
Based on staff interview and review of
administrative documents and meeting minutes, it
was determined the agency falled to ensure an
avalyation, Including an overall policy review and
a clinical record review, was conducted annually.
This resulted in a lack of feedback to determine
whether agency programs met patlent needs,
Findings include:
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G 242 | Continued From page 57 G242
2. Refer to G245 as it relates to the agency's
failure to ensure the svaluation assessed the
extent which the agency's program was
appropriate, adequate, effective and efficlent.
3. Refer to G248 as it relates to the agency's
failure to ensure a policy and administrative
review.
4. Refer lo G249 as it related fo the agency's
failurs to ensure mechanisms were established_in New PAC meeting format created STATE
writing for the collection of pertinent data to assist with all information and comment
in evaluation. .
period to be sent to members of
5. Refer to G250 as it relates to the agency's governing body. Used regulation
failure fo ensure a clinical record roview. to develop format. Accurate
The cumulalive effect of these systemic practices record keep m_g and minutes to be
seriously impeded the ability of the agency to taken at meeting. Also, please
determine whether its services were of adequale note Agency Evaluation, Ql,
quality. Policy and Procedure review, and
G 244 | 484,62 EVALUATION OF THE AGENCY'S G244

Agency Operations report added
to meeting agenda. PAC Meeting
to occur on Feb. 4 2015.
Quarterly Chart Audit Review
binder, tracking format, and
process. All clinicians to rotate
chart audits to improve charting
and improve performance. Audits
then tracked and trends identified,
discussed, and remedied.

See Attachments:
10,11,12,13,14,15,16,17
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G 244 | Continued From page 68 . G 244 Proper PAC protocol, consistent
chart audits, performance
PAG meeling minutes, dated 2013 and 2014, tracking, Ql, and agency
were reviewed, Naither an annual evaiuation of evaluations will improve overalt
the agency's program nor clinical record review delivery of care and allow for

were mentioned in the minutes. No other
documentation was present to indicate an better measurement and care_
evaluation of the agency's program had been standards. Better record keeping

conducted. and storage will also help to
improve year over year

The Agency Administrator was interviewed on comparisons. Ultimately resulting

12/19/14 beginning at 9:00 AM. He validated the

advisory board did not have meeting minutes in improved quality of care.
documenting the information covered during the

Home Health Director.

The agency did not conduct a review of its
policies or complete clinical record reviews.

New PAC meeting format created

effective and efficient.

o2 g?%%%RmLUAnON OF THEAGENGY'S © 245 with all information and comment
period to be sent to members of
e o microa governing body. Used regulation
genay s prog Ppropriate, acequate, IDAPA 16.03.07 to develop

format. Accurate record keeping
and minutes to be taken at
meeting. Also, please note

_ This STANDARD is not met as evidenced by: Agency Evaluation, Ql, Policy and

Based on review of administrative documents

and staff interview, it was determined the agency Procedure review, and Agency
falied to ensure an annual agency evaluation was Operations report added to
conducted which assessed the extent to which ; .

the agency's program was appropriate, adequate, meeting agenda. PAC Meeting to
effective and efficient. This had the potential lo occur on Feb. 4 2015

resuit in missed opportunities fo increase Quarterly Chart Audit Review
efficlency and improve patient care, Findings binder, tracking format, and
Include: process. All clinicians to rotate

The document "ANNUAL AGENCY
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G 245 | Continued F 59 Continued:
ontinued From page G 245 \shart audits to improve charting

EVALUATION,”" dated 2013 and 2014, was

inctuded with the agency's Professional Advisory and improve performance. Audits

Board Committes mesting minutes. It contained then tracked and trends identified,
items regarding the agency's operations, discussed, and remedied.

including sources of refetral, a chart listing See Attachments:

reasons palients were admilted for service, 10.11.12 13.14.1 5 16.17 51

"Home Heaith Compare” data, stc.

Proper PAC protocol, consistent
In addition, the evalualion only presented data. chart audits, performance tracking,

No analysls of the data was completed, . .
Additionally, there was no documentation of Ql, and agency evaluations will

clinical record reviews to assess appropriateness improve overall delivery of care
and effectiveness of patient care. and allow for better measurement

and care standards, improved

The Administrator and the Director of , \
record Keeping and storage will

Professional Services were interviswed on

12/19/14 beginning at 9:00 AM. They both ' also help to improve year over
confirmed the evaluation did not include data year comparisons. Ultimately
analysls, conclusions or comparisons. resulting in improved quality of

The agency evaluation did not assess fhe extent care. Chart Audits Will be

to which the agency's program was appropriate, monitored monthly by Clinical
adequate, effective and efficient. Supervisor and tracked on tracking
G 248 | 484.52{a) POLICY AND ADMINISTRATIVE G 248}torm
REVIEW - 2/4/15
As part of th juation process the policies and Person Responsible:
e evaluation es: n .

administrative practices of the agency are Home Health Director

reviewed to - - .

determine the extent to which they promote Policy Procedure Review Binder

patient care that Is appropriate, adequate, created. All new and updated

effective and efficient. policies to be presented and
reviewed at all PAC meetings and

This STANDARD s not met as evidenced by: more frequent if needed. Also

Based on review of administrative documents, agency evaluation to be reviewed

agency policies, and staff interview, It was and discussed

determined the agency failed to ensure an annual )
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G248 | Continued From page 60 G 248| [The complete policy manual for
evalgat{on,_includlng an evaluation of policles and Touchmark Home Health will be
administrative practices of the agency, was eviewed by Daohne Ki
conducted, This resulted in a lack of feedback to - [reviewed by Daphne King and
agency staff. Findings includs: Winona Phelps, RN
A ] bor 4.1 "PROFESSIONAL representatives from the

n agency policy, humber 4.1" . . :
POLICY-MAKING COMMITTEE", dated 08/11, Touchmark Central Office, This
stated "The professlonal policy-making review and any possible revisions
committee shall take responsibility to advise the will be completed no later than
b?:ffds:if;dff ?FIOI' Z;ﬁ%?;ﬁing aggelgcy IP?I“;:?? %phe February 5, 2015. The policies
professional issu gh regular review. e . ) i
poiicy discussed what policies are to be reviewed, Pl °"‘°E‘S’y outlined under other G

A tags will be completed by the

The document "ANNUAL AGENCY dates previously noted. Ongoing
EVALUATION,” dated 20'13 and 2014, was monitoring, review and revisions
included with the agency's Professional Advisory b ducted by th
Board Commiftee meeting minutes. It contained witl be conducted by the agency
information regarding the agency's review of the as part of theit Annual Agency
PAC's quarterly meefing minutes dated 2013 and Evaluation.
2014. See Attachment:
A raview of the PAC’s quarterly meeting minutes 10,11,12
dated-2014, revealed a list of the items beilow:
Scope of services offered
Admission and discharge policy - -
Plan of Care Continuous review and approval
Emergency care of policies will improve
gg?;%ﬂnr:fgﬂgﬁﬂcaﬂons compliance and adequately
Program evaluation measure branch performance.
Review of by-laws
Budget and capitalization review Person Responsible:
The PAC did not maintain meeting minutes to Home Health Director.
document what was discussed, and action taken,
related to the listed ltems.
During an interview with the Administrator on
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G 248 | Continued From page 61 G 248|New PAC meeting format created
12119114 beginning at 9:00 AM, he verified the with egltln{)ormah?? and czmme?t
PAC did not have meeling minutes, only the list of period 1o be sent to members o 214115
topics. governing body. Used regulation
The Administrator was interviewed on 12/19/14 IDAPA 16.03. 07 to develop .
beginning at 8:00 AM. He vérified no format_. Accurate record keeping
documentation of an overall annual policy review and minutes to be taken at
was available. meeting. Also, please note Agency
Agency policies were not reviewed as part of the Evaluation, QI: Policy and
annual evaluation. Procedure review, and Agency
G 249 | 484.52(a) POLICY AND ADMINISTRATIVE G 249!Operations report added to

REVIEW

Mechanlsms are established In writing for the
collection of pertinent data to assist in evaluation.

This STANDARD is not met as evidenced by:
Based on staff Interview, i{ was determined the
agency failed to ensure mechanisms were
established in writing for the collection of data for
the evaiuation, This resulted in a lack of
guidance to staff that would collect data for the
evaluation. Findings include:

During an interview on 12/19/14 beginning at 8:00
AM, the Director of Professional Services stated
she could not provide documentation of viable
data collection for the agency. She sfated the
agancy had not completed a clinical record
review. :

On 12/22f14 at 9:10 AM, the Director of
Professional Services, was asked if data
demonstrating assessment of the quality and
effectiveness of the agency's services was
available. She stated she could not produce

meeting agenda. PAC Meeting to
occur on Feb. 4 2015,

Quarterly Chart Audit Review
binder, tracking format, and
process. All clinicians to rotate
chart audits to improve charting
and improve performance. Audits
to then be tracked and trends
identified, discussed, and
remedied,

See Attachments;

10,11,12

Proper PAC protocol, consistent
chart audits, performance tracking,
Ql, and agency evaluations will
improve overall delivery of care
and allow for better measurement
and care standards. Consistent
record keeping and storage will
also help improve year over year
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Continued:
G 249 Continued From page 62 G 248comparisons. Ultimately resulting
anything. in improved quality of care.
Mechanisms were not established to guide the Person Responsible:
agency's annual evaluation. Home Heaith Director
G 250 | 484.52{b) CLINICAL RECORD REVIEW G 250
10% of active and closed clinical
At least quarterly, appropriate health records will be reviewed and kept 1/5/15
professionals, representing at least the scope of in Quarterly Chart Audit Revi
the program, review a sample of both active and In Quarterly Chart Audit Review
closed clinical racords to determine whether binder, new tracking and summary
established policies are followed in furnishing format, and process. All clinicians
services directly or under arrangement. to rotate chart audits to improve
charting and improve performance.
This STANDARD Is not met as evidenced by: Audits to then be tracked and
Basad on policy review and staff interview, it was trends identified, discussed, and
determined the agency failed to ensure health remedied
professionals representing the scope of the Lo
program took part in a quarterly record review. See Attached:
This resuited in a lack of participation by agency 13,14,15,16,51
staff, Findings include:
An agency policy "Clinicat Record Audits,” dated
2123/08, stated, "Quartetly charls equaling 10% of Consistency in quarterly chart
quarterly average census will be reviewed by the i T
Corporate Nurse Consultant or designee." ?Udtt,s will give a better way to
identify and track trends as well
The Clinical Director was interviewed on 12/16/14 as diagnose agency problems
at 3:00 PM. She stated, it was her responsibility which will allow for efficient
to conduct patient record audits. She confirmed, ; :
a quarterly record revlew of the agency's active agency |mproverpents. Monitored
and closed patients had not been completed. on monthly tracking form
A comprehensive review of open and closed
records, by health professional representative of Person Responsible:
the scape of the agency's services, was not Clinical Supervisor
completed,
G 330 | 494.656 COMPREHENSIVE ASSESSMENT OF G 330
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PATIENTS

Each patient must recsive, and an HHA must
provide, a patient-specific, comprehensive
assessment that accurately reflects the patlent's
current health status and includes information
that may be used to demonstrate the patieni's
progress toward achievement of desired
outcomes. The comprehensive assessment
must identify the patlent's confinuing need for
home care and meet the patient's medical,
nursing, rehabilitative, soclal, and discharge
planning needs, For Medicare heneficiaries, the
HHA must verify the patient's eligibility for the
Medicare home health benefit including
homebound stalus, both at the time of the initiai
assessment visit and at the time of the
comprehensive assessment. The comprehensive
assessment must also incorporate the use of the
current version of the Oulcome and Assessment
Information Set (QASIS) items, using the
langutage and groupings of the OASIS items, as
specified by the Secretary

This CONDITION Is not met as evidenced by:
Based on review of medical records, agency
pollcy, and staff interview, it was determined the
agency failed lo ensure comprehensive
assgssments accurately reflected patisnts’
current health status and inciuded a
comprehensive medication review. This resulted
In immediate jeopardy to the health and safely of
one patient, and Impeded the agency's ability to
provide consistent care necessary to meet the
needs, and promote the health and safety, of all
patients recelving services. Findings include:

1. Refer to G331 as it relates to the failure of the
agency to ensure the completion of a

G 330| |Multiple changes made for the
assessment and patient status
monitoring. Please see changes
next to corresponding G tags:
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G 330 | Continued From page 84 (G 330
comprehensive assessment at the SQC.

2. Refer to G335 as It relates to the failure of the
agency to ensure the complete assessments
were performed by a qualified professional,

3, Refer to G337 as it relates to the fajlure of the
agency to ensure the comprehenslve assessment
included a medication review to obtain a current
list of patient medicatlons, evaiuate for druy
interactions, and identify possible significant side
effects. These failures placed one patient at
imminent risk of serious harm or death.

The cumuiative effect of these negative systemic
practices placed the health and safety of one
patient in immediate jeopardy and significantly
compromised the ability of the agency to provide
safe and appropriate care,

(G 331 484.55(a)(1) INITIALASSESSMENT VISIT G 331

Staff inserviced on determining 1/15/15

A reglstered nurse must conduct an initial all patient needs and that POC
assessment visit to determine the immediate care addresses all areas of patient

and support needs of the pattent; and, for . . .

Medicare patients, to determine eligibility for the wellbeing. Inservice given to staff
Medicare home health benefit, including on POC development,
homehound status, coordination, and adherence.

This STANDARD is not met as evidenced by: DISCl;ssed E.i" aspacis of plan of
Based on record review, policy review, and staff care for patient.

interview, it was determined the agency failed to See Attachments:

ensure the SOC comprehensive assessment for 21,22,23,24,25,26

1 of 13 patients (Patient #5) whose records were
reviewed, was accurate and thorough. This had
the potential to result In unmet patient needs and
adverse patient outcomes. Findings include:

Patient #5 was an 83 year old male admilted to
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the agency on 11/19/14, for SN, PT, OT, and Improved patient care, more
HHA services. Diagnoses included aphasia, thorough assessment of patient
abnormai galt, coronary atherosclerosis, anxiety, heeds, and completion of POC

chronic pain, high blood pressure, and a - . .
pacemaker. Patlent #5's record, including the facilitates improved patient

POC, for the certification period 11/19/14 to outcomes and reassurance that
1117115, was reviewed. all patient needs are addressed

Patlent #5's home health medical fecord included grl'.d.met‘ Will be monitored by
acopy'of a History and Physical (H&P) :mca'i Superwsgr during review
assessment from his hospilalization on 9/23/14. of Oasis compietion and patient
It was faxed to the agency on 11/17/14, from the notes.

SNF Patient #5 was discharged from on 11/18/14.
The Past Surgical History section of the hospital
H&P assessment stated Patlent #5 had
previously undergone a right knee replacemant.
However, his right knee replacement was not _
noted In Patient #5's SOC comprehensive Person Responsible:
assessment, completed on 11/19/14, or his POC, Clinical Supervisor

The RN Case Manager who completed the
"Musculoskeletal" section of the SOC
comprehensive assessment was Interviewed on
12/18/14 starling at 1:45 PM. She confirmad the
right knee replacament was not documented on
Patient ##5's assessment,

The 9/23/14 hospital H&P assessiment aiso
stated Patient #5 was allergic to peniclllin,
confrast dye, shellfish, and morphine. Patiant
#5's home health record also included a copy of a
10/02/14 SNF Admission Record, faxed to the
agency from the SNF on 11/17/14. The SNF
Admission Record indlcated Patient #5 was also
allergic to iodine. Patient #5's SOC
comprehensive assessment listed Palient #5's
allargles as pehicilin and seafood. Patfent #5's
80C comprehensive assessment did not include
his allergles to contrast dye, morphine, and
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|| This STANDARD Is not met as evidenced by:

Continued From page 66

lodine. Additionally, it did not state that his
seafood alflergy was specific to shellfish.

During an interview on 12/19/14 at 1,20 PM, the
PT that completed the allergy saction of Patient
f#i5's SOC comprehensive assessment confirmed
the allergy discrepancies. She stafed the
comprehensive assessment included the
allergies mentioned by the patient and his spouse
at the time the assessment was completed.

An agency policy, number 6.6, regarding
standards of client care, revision date 2009,
stated "Assessment begins with the
professional's first encounter wiih the client and
Involves the systematic collection of data
regarding the needs of the client ...The
professional wili assess the client's health status,
within the time frame established, by physical
observation and sxamination, review of records,
consultation, and communication with the
cllent/caregiver,” Patient #5's SOC
comprehansive assessment did not reflact review
of pertinent records, as stated in the policy.

Patlent #5's SOC comprehensive assessment did
not accurately reflect his health status.
484.66(b)(2) COMPLETION OF THE
COMPREHENSIVE ASSESSMENT

Except as provided in paragraph (b)(3) of this
section, a registered nurse must complete the
comprshensiye assessment and for Medicare
patients, determine eligibility for the Medicare
home health benefit, including homebound status.

G 33

G 336

Staff inserviced on determining
all patient needs and that POC
addresses all areas of patient
wellbeing. Inservice given to staff
on POC development,
coordination, and adherence.
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Based on record review and staff interview it was
determined the agency failed lo ensure that for 1
of 12 sample patients (Patient #5) for whom SN
services were ordered at SOC, the Inltial
comprshensive assessiment was completed by
an RN. This had the potential to result in
unidentified and unmet SN needs. Findings
Include:

Patient #5 was an 83 year old male admilted to
the agency on 11/19/14, for SN, PT, OT, and
HHA services. Diagnoses Included aphasia,
abnormal gait, coronary atherosclerosis, anxiety,
chronic pain, high blocd pressure, and a
pacemaker. Patient #6's record, including the
POG, for the certification period 11/19/14 to
1/17/16, was reviewed.

Although SN services were ordered, Patient #5's
initlal comprehensive assessment, completed on
11119114, was signed and dated by a PT,

The RN Case Manager for Patient #6 was
interviewad on 12/8/14 at 1:45 PM. She stated
sha made a visit to Patient #5's home on
119114, and started the comprehensive
assessment. However, the PT arrived bafore the
assessment was complated. Patient #6 became
very anxious with two staff present at the same
time. To decrease Patient #5's anxiety, the RN
Case Manager stated she handed the
comprehensive assessment off to the PT to
finish, and left the home. She stated the Clinical
Director Iinformed her later that when SN services
are ordered the RN must complete the Initial
comprehensive assessment.

Durlng an Interview on 12/19/14 at 1:20 PM, the
PT who sighed Patient #5's initial comprehensive

Discussed all aspects of plan of
care for patient.

See Attachments:
21,22,23,24,25,26

Improved patient care, more
thorough assessment of patient
needs, and completion of POC
enhances improved patient
outcomes and reassurance that
all patient needs are addressed
and met., Will be monitored by
Clinical Supervisor during review
of Oasis completion and patient
notes.

Person Responsible:
Clinical Supervisor
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assaessment, confirmed she finished the
assessment, on 11/19/14, on behalf of the RN
Case Manager.
SN services were orderad for Patient #5,
however, his inilial comprehensive assessment
was not completed by an RN.
G 337 | 484.55(c) DRUG REGIMEN REVIEW G 337

The comprehensive assessment must include a
review 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
noncompliance with drug therapy.

This STANDARD s not met as evidenced by;
Based on record review, policy review,
observations in the home, and patlent and staff
interview it was determined ths facllity failed to
ensure a comprehsnsive drug regimen review for

7 of 13 patients (#1, #3, #5, #7, #8, #10, and #13)

whose records were reviewed. This fallure
placed Patient #10 in Imimediate jeopardy for
serfous injury, harm, or death, This had the
potential to affect all patients under the care of
the agency, and place them at risk for adverse
events, duplicative drug therapy, or negative drug
interactions. Findings include:

The agency policy, number 9.3 "Madication
Administration/Management” tevised 6/11, stated

"All known over-the-counter medications taken on

a {PRN) basis and all routine medicatlons are
listed on the drug profile at the time of the client's
admission to the agency.” It further stated, the
medication profile was updated with all

reviewed.

Staff inserviced on new patient 1719/15
medication process and
Medication Administration
Management and Drug
Interaction, |dentification,
Physician Notification, and
Adverse Drug Reaction policies

See Attachments and Immediate
Jeopardy Action Plan:
44,45,46,47,48,49,50
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SOC assessment visit. The RN Case Manager

medication changes, and doctimented on the
medication profile, as well as In the vislt note.

The agency policy, number 9.3.1 "Drug
Interaction Identification and Physician
Notification revised 6/11, stated "Upon admission
to the agency, ali patlent medications will have a
drug interaction suminary report, and will be
generated for every patient and filed in the
patient's medical record. A copy will be given to
the Case Manager (RN) o review. Any ldentified
drug interactions with a Significance Rafing of
"major” will be printed, and sent to the physician
for review and signaturs.”

During an interview on 12/18/14 at 9:55 AM, the
Clinical Director was asked to explain the process
for medication reconcifiation and medication
interaction review, for patienfs admitted to the
agency. She stated when a medication list was
received at the time of referral it was glven fo the
RN Case Manager assigned to complete the

was to review the list, along with medications in
the patient's home at the visit. The Clinical
Director stated during the visit, the RN Case
Manager answered the questions on the SOC
assessment, regarding medication review and
whether the attending physictan was contacted.
After the SOC visit, the medicatlon list was given
to the office personnel and entered info the
computer sofiware program. The computer
software Identifled interactions and a report was
printed. The Clinical Director stated the
medication inferaction report was faxed by eithar
hersslf, or office personnel, to the attending
physician for review and signature. She stated
the RN Case Managers did not have aceess o
the eleclronic software that contains the

TOUCHMARK HOME HEALTH MERIDIAN, ID 83642
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G 337| Continued From page 69 G 337 Patient care and medication

assessment will be greatly
improved with the new medication |
process established. Consistent
review and monitoring of patient
medication regimen will lead to
improved medication compliance
and consistency in med fists for all
concerned in caring for the
patients. There is also a greater
understanding in the need for all
disciplines to be checking for new
medications and coordinating and
communicating ail new
medications found. Will be
monitored by Clinical Supervisor
during review of Oasis completion

and patient notes.

4

Persons Responsible:
Clinical Supervisor
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medicatfion fist. The Clinical Director confirmed
the medication review, In the software program,
was not always completed the day of the SOC
assessment.

1. Patient #10 was a 71 year old femaie admitted
to the agency on 11/14/14, for SN, PT, and OT
services. Diaghoses included pneumonitis due to
inhalation of vomitus or food, mulliple sclerosis,
chronic paln, depressicn, and Intestinal infection,
Patient #10's record, including the POC, for the
period 11/14/14 to 1/12/15, was reviewed.

Patient #10's record included an H&P from the
hospital where she was a patient, from 11/04/14
to 11/12/14 (admission #2). The H&P stated
Patient #10 was found unresponsive in her home
by her significant other. EMS was called to the
home and Patlent #10 was given Narcan. The
Drugs.com webslle, accessed 1/09/15, slated
Narcan is a medication used to reverse the effect
of narcotic medications. Patient #10 was
intubated (a plastic tube is placed down the
windpipe and into the lungs to provide an alrway)
In the emergency room of the hospital due to an
altered mental slatus. Patient #10 was
diagnosed with respiratory failure relafed to
altered mental status, The H&P included Patlent
#10's past medical history which included: history
of mutiple infubations for respiratory failure,
opiold dependence, and chronic use of
benzodiazepenes {medications used as
sedatives, hypnotics, anticonvuisants and muscle
refaxants).

The H&P stated Patient #10 was discharged from
the hospital on 10/30/14 (admission #1), after
staying for 1 week, b days prior to admission #2.
During that admission she was diagnosed with
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hypoxic respiratory failure. The Malional
Institutes of Health website, accessed 1/09/15,
defined hypoxic respiratory failure as a condition
in which not enough oxygen passes from your
fungs into your blood. The H&P stated Paltient
#10 was also Infubated during admission #1,

Patient #10's record included a discharge
summary from admissijon #2, The discharge
summary was sent to the agsncy at the tiime her
referial for home health services on 11112114, it
included a list of the medications Patlent #10 was
to take at home, The list also included
medications which Patient #10 had been taking at
home prior to her admission. Both the discharge
summary and the discharge madication
reconciltation orders stated Patlent #10 was to
stop taking the following medications; Percocet
(oxycodone/acetaminophen), morphine IR,
oxycodone IR, senna, and Floricet.

a. Avisit was made to Patient #10's home, on
12/16/14 af 3:30 PM, to observe an OT visil.
Patient #10 was observed to be drowsy. During
the visit a request was made o view her
medications. Patient #10 went into a badroom
and puiled’open a dresser drawer containing
several pill bottles.

The following medications, which were ordered to
be discontinued following hospital admisslon #2,
were observed: morphine IR 30 mg, morphine IR
15 mg, oxycodone 15 mg,
oxycodone/facetaminophen 10 mgf325 mg,
senna, and Floricet. Patient #10 stated she was
currently taking these medications.

Patient #10 stated she was nof taking the
following medications listed on her horne health
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POC and medication fist: Baclofen, Norco, and

Provigil.

During an interview with Patient #10 on 12/16/14
at 3:30 PM, she confirmed she was laking
morphine IR 30mg, morphine IR 15 myg,
oxycodone 16 mg, and
oxycodonefacetaminophen 10 mg/325 mg for
chronic hack pain. Patient #10 was asked about
her medication management. She stated her
significant other set up her medications for the
day, but she look her pain medication as needed
throughout the day. Patlent #10 showed the
surveyor a notepad on the dresser where she
stated she wrote down when she took her pain
medication and how many of each pill she took.

During an interview on 12/17/14 at 9:15 AM, the
RN Case Manager reviewed Patient #10's record
and medicafion list. She stated duiing the SOC
assessment on 11/14/14, she used the
medication list from the hospital discharge
summary to develop a list of Patient #10's current
medications for the POC,

Asecond home vislt was made.to Patieni #10's
home on 12/18/14 at 1:16 PM with the RN Case
Manager. Patient #10 stated *I'm having trouble
keeping my eyes open." During the visit the RN
Case Manager requested to view all of the
medications Patlent #10 was taking and
reconciled ihem with the medications listed on
her POC. The following medications in Patient
#10's home were nol prescribed by the attending
physictan who certified her home heaith POC,
and were not listed on her POC;

-Morphine IR 30 mg 2-3 tablets, 3 imes dally; the
tabed Indicated 168 piits were dispensed on
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-Morphine IR 156 mg 1-2 tablels, every 4-6 hours,
maxiumum 8 pills daily; the label indicated 180
pills were dispensed on 12/02/14

~Morphins IR 16 mg 1.2 tablels, every 4-6 hours;
the label Indicated 180 pills were dispensed on
9/03/14

-Oxycodone 16 mg 1-2 tablets, every 4-6 hours,
maximum 5 pilis daily; the label indicated 140 pills
were dispensed on 12/02/14

-Percocet 10 mgf325 g 2-4 tablets, 3 imes
daily, maximum 5 pills daily; the label indicated
140 pills were dispensed on 12/02/14

-Fioricet 50/325/40 1-2 tablets, every 4-6 hours;
the prescription was dispensed on 12/15/14

Additionally, Patient #10's POC included
Clonazepam 1 mg 1/2 tablet, 2 times dally as
needed. However, the Clonazepam In her home
was labeled 2 g, with instructions to take 1
tablet, 2 times daily.

Patient #10's notepad, dated 12/18/14, contained
ihe following handwrltten notes:

-6:25 AM 1 oxycodone, 2 morphine
-6:30 AM 1 Fioricet

-10:00 AM 1.5 oxycodone, 2 morphine
-10:30 AM 1 oxycodone, 2 morphine

The package insert for Oxycodone, from
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Maliinckrodt Pharmaceuticals accessed 1/08/15,
stated "Respiratory depression is the chief hazard
from all opicid agonist preparations. Respiratory
depression occurs most frequently in eiderly or
debllitated patients, usually following large inilial
doses In non-tolerant patients, or when opioids
are given in conjunction with other agents that
depress respiration."

The package insert for Morphine, from
Mallinckrodt Pharmaceuticals accessed 1/09/15,
stated "Respiratory depression s the primary risk
of morphine sulfate. Resplratory depression
occurs more frequently In elderly or debilitated
patients and in those suffering from conditions
accompanied by hypoxia, hypercapnia, or upper
airway obstruction, in whom even moderate
therapeutic doses may significantly decrease
pulmonary ventilation.”

During a phone interview on 12/17/14 at 3:06 P,
Patient #10's primary physician stated her last
appointment was on 12/06/14. Her primary
physician stated he was unaware she was taking
the medications Morphine and oxycodone. He
further stated he had not prescribed these
medications for Patient #10.

Patlent #10's medication assessment and
reconclliation was not comprehensive. It did not
include identification of duplicative therapy and
discrepancies, which placed her at Increased risk
for adverse reactions.

b. An SN visit note dated 11/19/14, and signed by
the RN Case Manager documented Patient #10
stated she had pain which measured 9/10 on a
pain scale. The RN Case Manager documented
Patient #10 took oxycodone which helped relieve
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her pain. The visit note also indicated there were
no medication changes since the [ast SN vislt,
Oxycodone was not listed on Palient #10's POC
or patient medication list. This medication was to
be discontinued, per the hospilal.

- An SN visit nole, dated 11/21/14, and signed by
the RN Case Manager, documented Patient #10
had pain in her back and hips which she
measured 910 on a pain scale. The RN Case
Manager documented Palient #10 had taken the
pain medication morphine which helped relleve
her pain. Morphine was not listed on Patient
#10's POC or patient medication list. This
medication was to be discontinued, per the
hospital.

During an Interview on 12/17/14 at 9:156 AM, the
RN Case Manager reviewed her visit notes. She
confirmed she documented Patient #10 took the
pain medications morphine and oxycodone. The
RN Case Manager also confirmed the 2
medications were not listed on Patient #10's
medication list or POC.

Patient #10's medication list and POC were
inaccurate and not reconciled for discrepancies
or changes.

c. Patient #10's SOC assessment was completed
on 11/14/14, by the RN Case Manager. The
assessment documented no problems were
found during Patient #10's medication review.
Patient #10's record contalned a medicatlon
Interaction detail report, dated 11/17/14, listing the
following medicalion interactions:

- A severity level of "major” was identifisd
between Venlafaxine HCL and Sumaltriptan. The
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1 #10 was taking pain medications not listed on her

warning stated that taking these medications
concurrently may resuit in a life-threatening
condition cailed Serotonin syndrome.

The National Institutes of Heaith websile,
accessed 12/23/14, defined Serotonin syndrome
as an increase of Serotonin released or avaliable
in the braln. Serotonin Is a chemical in the body
that helps nerves and muscles. An increase of
this chemical in the body may cause high body
temperature, blood pressure changes, confusion,
muscle spasms, or seizures. It further stated
Serotonin sytndrome must be treated quickly, and
if untreated, is deadly.

- A severily level of "major* was identified
between Norco and Clonazepam. The warning
stated that taking these medications concurrently
may result In respiratory depression.

The medication review was not comprehensive.
Interaclions were checked for the medications
listed on Patient #10's POC. However, Patient

POC.

Drugs.com, an internationaily recognized
database and public access webslte was
established as a standard for nurses and clinical
staff in determination of drug interactions. Patient
#10's medications, including those in her home
but not on her POC, were entered into the
database to determine interactions. Eight
clinically significant interactions were noted to
increase side effects such as drowsiness,
dizziness, and difficulty with concentration,
Related to Clonazepam, the same website stated
"The sedative effects of clonazepatn may last
longer in older adults. Accidental falls are
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common in siderly patients who take
benzodiazepines.”

Patient #10's record included a SN visit note,
dated 12/03/14, and signed by the RN Case
Manager, which documented Patient #10 fell one
week prior and sprained her left ankle. A physical
therapy note, dated 12/04/14, and sighed by the
PTA, documented Patient #10 fell from her bed in
the morning and bumped her forehead on the
dresser. The PTA also documented a 1 inch cut
to the left side of Patient #10's forehead. A
subsequent SN visit note, dated 12/05/14,
documented Patient #10 had fallen 3 times that
moming.

During an interviow with the RN Case Manager
on 12/17/M14 at 9:15 AM, she reviewed Patient
#10's record and medication list. She stated at
the SOC assassment on 11/14/14, the medication
list from the hospital discharge summary was
used for the POG medication list. The RN Case
Mahager stated medications listed on the POC
were entered info the software program by office
personnel at the agency, and she had no access
to the computer program. She stated if
interacfions were found a report would
automatically be printed and the office personnal
would fax the report to the physician’s office for
review. The RN Case Manager confirmed she .
documented no problems were found during the
review at the time of the SOC assessment
without having knowledge of any possible
medication interactions. She stated once the
interaction report was printed she did not correct
her answer to indicate interactions were found.
The RN Case Manager confirmed she did not
contact Patient #10's physiclan about the
medication interactions.,

FORM CMS-2567(02-99) Previous Vérslons Obsolele Event 10: HHLT11 Facility 10 QAS001660 If cont[nuau;)n sheet Page 79 of 89




PRINTED: 01/09/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA %2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
137092 B. WING 1212212014
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
210 SOUTH TOUCHMARK WAY
TOUCHMARK HOME HEALTH MERIDIAN, ID 83642
G4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN Off CORRECTION 1X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENGY)
G 337 Continued From page 78 G 337

Patlent #10 was determined to be in immediate
jeopardy for serlous injury, harm, or death due to
an Increased risk of respiratory depression and
falls, retated to concurrent use of high risk
medications. The agency faifed to accuraiely
note all medication at the lime of admission and
failed to comprehensively assess and reconcile
medications Patient #10 was currently taking In
her home,

NOTE: The Director of Professlonal Services
was notified of the immediate jeopardy on
12/19/14 at 12:45 PM, and provided a evidence of
corrective actions taken on 12/22/14, These
included the following:

-immediate completion of an accurate medication
list with recongiliation

-ldentify all physicians who ordered medications
for Patient #10,thelr health care role

-Send the accurate medication list to all ordering
physicians for review and comment.

-Based on comments from ordering physician,
complete updated medication list, and have it
signed by the attending physician.

-Gontact Palient #10 and her caregiver for a
home visll to review the corrected list of ordered
medications

~-Creale a plan for Patient #10 for increased
compliance with her medication regimen
-Determine Patient #10's, and her caregiver’s,
understanding of medication compliance
-Determine Patient #10's understanding of heaith
and safety risks with non-compliance of her
prescribed medications

The agency's Plan of Correction was reviewed
and accepted, All of the above sleps were
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completed and verified, Two of Patient #10's pain’
medications were placed on hold by her attending
physician, Morphine IR 156 mg and Percocet 10
mg/325 mg. A visit was made lo the palient's
home on 12/22/14 at 2:20 PM, by the RN Case
Manager and the Diractor of Professional
Services. The medication changes were
explained to her and her significant other. The
immediate jeopardy was abated and the agency
was notified of the abatement following the home
visit.

2. Patient #1 was an 86 year old female admiited
to the agency on 10/27/14, for SN and PT
servicas, Diagnoses included left ankle wound,
abnormal gait, post-traumatic wound infection,
muscle weakness, and history of fall. Patient #1's
record, Including the POG, for the cetification
period 10/27/14 to 12/25/14, was reviewed.

Patient #1's record Included a "Patient Medication
List™ The form was signed and dated 12/10/14,
by the RN Case Manager. The medications listed
on the report matched the medications on Patient
#1's POC, signed by her physician on 1172514,

A visit was made to the assisted living fagcility
where Patlent #1 resided, on 12/15/14, to observe
a SN vislt, During the visit a request was made to
view the madication list the assisted fiving facility
had for Pafient #1. The following discrepancies
were noted:

a. Patient #1's medication list and POC included
Combigan solution (used for glaucoma) one drop
in both eyes twice daily. The medication list at
the facility listed one drop in the right eys iwice
daily, effective 12/12/14,
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b. The medication list at the facility included
Paroxetine (used for anxiety andfor depression)
10 mg, to be taken at bedtime daily. This
medication was started on 12/08/14. Paroxetine
was not included on Patient #1's patient
medication list or POC,

Duting an interview on 12/18/14 at 9:55 AM, the
RN Case Manager confirmed the patlent
medication list in Pallent #1's record and the
medication list at the facllily were diffsrent. She
stated she had not updated the medication list in
her home health record, and she would speak
with facility staff for verification,

Patient #1's medication review and reconciliation
was not complete or comprehensive.

3, Patlent #3 was a 96 year old female admifted
{o the agency on10/16/14, for SN, PT, and HHA
services, Diagnoses included rehabilitation
services, muscle weakness, abnormal gait, atrial
fibrillation, high blood pressure, history of fall, and
stroke. Patient #3's record, including the POC,
for the certification period 10/16/14 to 12/14/14,
was reviewed.

Patient #3's medication list included Warfarin
(medication to thin the blood and prevent clot
formation). Warfarin, a commonly used
anticoagulant to prevent blood clots, interacts with
many medications including antiblotics, over the
counter medications, and herbal medications
according to the Nursing 2016 Drug Handbook
{Wolters Kluwer Pubiishing).

The SOC assessment was completed on
11/04/14, by the RN Case Mapager. She
documented no problems were found during

G 337
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Palient #3's medication review. Patient #3's
record contained a medication interaction detail
report, dated 11/06/14, listing the following
medication inleractions:

- A severlly level of "major” was identified
hetween Warfarin and Fish Oll. The warning
stated that taking these medications concurrently
may result in an increased risk of bleeding.

- A severlty level of "moderate" was identified
hetween Losartan Potassium and Potassiim
Chlorlde. The warning stated taking these
medications concurrently may result In high
potassium levels. Patient#3's POC included a
diagnosis of atrial fibriftation. High potassium
levels in the blood may cause life threatening
abnormal heart thythms, according to the Mayo
Clinic website, accassed 1/15/14.

During an Inferview on 12/18/14 at 11:46 AM, the
RN Case Manager reviewed the record and
confirmed she documented no problems were
found during the medication review on the SOC
visit note. She stated she completed the
documentation during her assessment visi.
Later, the personnel in the agency office, entered
the medications into the computer software
program to check for Interactions. The RN Case
Manager confirmed she did not amend her
answer to the question when the interactipns
were found,

Patlent #3's medication review and reconglliation
ware Inaccurate.

4, Patient #5 was an 83 year old male admitted
to the agency on 11/19/14, for SN, PT, OT, and
HHA services. Diagnoses Included aphasia,
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abnormal gait, coronary atherosclerosis, anxiety,
chronic pain, high blood pressure, anda
pacemaker. Patient #5's record, includlng the
POC, for the certification period 11/19M4 to
1/17/15, was reviewed.

Upon review of Patient #5's record the following
medication discrepancies were found;

Patient #5's record Included a physician order
sheet, dated 11/20/14, and signed by the RN
Case Manager, requesting clarification of his
medication orders from the attending physician.
The RN Case Manager documented on the order
shest Patienl #5's spouse inquired whether he
should continue taking Candesartan,
Hydrochlorothiazide, and Ropinirole. Pattent #5
had been {aking these medicallons at home prior
{o his admission to a SNF.

Patient #6's physician returned the form o the
agency via fax, dated 11/24/14, with orders for
Lisinopril and Amlodipine (blood pressure
medicatfons) fo be taken daily, His physician did
not address the 3 medications specified in the
request from the RN Case Manager.

During an Interview on 12/16/14 at 11:40 AM, the
RN Case Manager reviewed the record and
confirmed Patient #5's physician did not address
the specific medications that she inquired about.
She stated she called the office of Patient #5's
physician the following morning and spoke with a
nurse in his office for further clarification. The RN
Case Manager confirmed she had not
documented the physician contact, or what was
discussed in Patient #5's record.

Patlent #6's record did not include evidence the

. G337
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discrepancies were reconciled.

6. Patient #7 was a 96 year old female admiited
to the agency on 11/22/14, for SN, PT, and HHA.
Diagnoses included surgery, pacemaker, atrial
fibrillation, broken heart syndrome, heart attack,
history of fall, and urinary tract infection, Patient
##7's record, including the POC, for the
cerlification period 11/22/14 to 1/20/15, was
reviewed,

The SOC assessment was completed on
11/22/14, by the RN. She doctimented no
problems were found during Patlent #7's
medication review. Patient#7's record contained
a medication interaction detail report, dated
11/26/14, listing the following madication
interactions:

- A soverity level of "major” was identified
between Lisinopril (a blood pressure medication)
and Potassium Chloride (a potassium
supplement). The warning slated that taking
these medicattons concurrently may restit [n an
increased leval of potassium in the blood. High
potassium levels in the blood may cause life
threatening abnormal héart rhythms according to
the Mayo Clinic websile, accessed 1/15/14.

- A saverily level of "moderate” was idenlified
batween Lisinopril and Furosemide (a diurelic
used to treat high blood pressure). The warning
stated taking these medications concurrently may
result in severe postural hypotension {a drop
blood pressure when standing up from sitting or
lying, that may cause dizziness or fainting).

During an interview on 12/18/14 at 3:15 PM, the
RM who completed the SOC assessment and
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medication review confirmed she had
documented no problems were found. She
stated the medicalion interaction report was not
completed until 4 days after the SOC
assessment, and she had no access to the
computer software program to determine
interactions. The RN confirmed she did not
correct her answer after the report was printed.

Patlent #7's medication review, completed and
documented at his SOC assessment, was not
accurate.

6. Patient #13 was a 91 year old male admitted to
the agency on 11/13/14, for SN and PT services.
Diagnoses included gallstones, coronary
atherosclerosis, diabetes meliitus, pulmonary
fibrosis, deprassion, B-complex deflciencies, and
supplemental oxygen. Palient #13's record,
including the POC, for the certification petiod
11113114 to 1/11/15, was reviewed,

The SOC assessmeni was complsted on
11/13/14, by the RN Case Manager, She
documented no problems were found during
Patient #13's imedicalion review. The RN Case
Manager also documented the physiclan was
contacted within one day to resolve any issues
found. Patisnt #13's record contained a
medication interaction detall repont, dated
11/24/14, fisting the following medication
interactions:

- Aseverlly level of "major" was identifled
hetwaen Simvastatin (a cholesterol medication)
and multivitamin, The warning stated that taking
these medications cencutrently may resultin
myopathy (a neuromuscular disorder).
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- A severity level of "major” was idenified
between Venlafaxine {an antidepressant} and
Trazodone (a medicine used frequently to treat
insomnia). The warning stated taking these
medications concurrently may result in Serotonin
syndrome.

- A severity level of "moderate” was identified
between Caicium and Hydrochlorothiazide. The
warning stated that taking these medications
concurrently may resuit it high calcium levels.
The Mayo Clinic website, accessed 1/06/15,
stated high calcium levels may cause kidney
stones or abnormal heart rhythms.

- A sevarity level of "moderate” was identiffed
between Calcium and Levothyrexine (a medicine
used to treat thyrold problems). The warning
stated that taking these medications concurrently
may disrupt the effectiveness of the thyroid
medication.

- A severlly level of "moderate" was identified
hetween Glimepiride and Januvia (both
medications are used to treat diabetes). The
warning stated that taking these medications
concurrently may result in low blood sugar levels.

- A severity level of "moderate” was identified
betweeh Levothyroxine and Simvasiatin, The
warning stated that taking these medications
concurrently may decrease the effscliveness of
the Levothyroxine,

- A severlty level of "moderate” was identified
between Glimepiride and Levothyroxine, The
warning stated that taking these medications
concurrently may decrease effectiveness of the
diabetic medication.
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During an interview on 12/22/14 at 9:56 AM, the
RN Case Manager reviewed the SOC
assessment and record. She confirmed she
documented no problems were found during the
medication review. The RN Case Manager
confirmed the medication interaction report was
not generated until 11/24/14, 11 days after the
50C assessment visit was made. She stated
Palient #13's physician was conlacted regarding
the interactions, but she couid not confirm that he
was conlacted within 1 calendar day as
documented in the SOC assessment.

Patient #13's medication review was not
accurate.

7. Patlent #8 was a 71 year old male admitted to
the agency on 10/19/14, for treatment of
dacublius ulcers. Additional diagnoses included
non-surgical wound dressing changes, dlahetes
type I}, long-term insulin use, and dementia. He
received SN and PT services. His record,
including the POC, for the ceariification period
10/19/14 to 12117714, was reviewed.

The SOC assessment was completed on
10119414, by the RN Case Manager, The
assessment documented ho problems were
found during Patient #8's medication review.
Patient #8's record contained a medication
interaction detall report, dated 10/20/14, fisting
the following medication interactions:

- A severity lavel of "major” was identified
between Quetiapine Fumarate and Risperidone
(both medications are used to treat psychiatric

G 337
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disorders). The warning stated that taking these
medications concurrently may cause a life
threatening abnormal heart rhythm,

- A severity level of "major” was identified
between Clonazepam (a medication used to {reat
anxiety)and Hydrocodone- APAP a pain
medicalion. The warning staled that taking
these medications concurrently may cause
respiratory depression,

- A severily level of "moderate" was identified
between Aspirin and Humalog. The waming
stated taking these medications concurrently may
cause low blood glucose laveis.

- A severily leve] of "moderate” was identified
belween Aspirin and Lisinopril. The warning
stated taking these medications concurrently may
decrease the effectiveness of the biood pressure
medication.

~ A severily level of "moderate” was identified
between Divalproex Sodium (a medication used
to treat selzures and some psychiatric disorders)
and Risperidone. The warning stated taking
these medications concurrently may increase the
levels of the Divalprosx Sodium in the blood.

During an interview on 12/17/14 beginning at
12:00 P\, the RN Case Manager reviewad the
racord and confirmed she answered the
medication interaction question Incorrectly.
Additionally, she stated, the office runs the
interactions and faxes the resulls to the
physician.

Patient #8's SOC medication reconcliiation was

not complete and accurate.

G 337
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* The foliowing deficiencies were cited during the

i recertification survey of your home health agency
i completed 12/15/14 through 12/22/14. Surveyors
i conducting the recertification were;

| Don Sylvester, RN, HFS, Team Leader
i Laura Thompson, RN, HFS
! Syivia Creswell, LSW, HFS, Supervisor

The following acronyms were used In this report;

; CAD - Coronary Artery Disease

I CNA - Certified Nursing Assistant
: DM - Diabetes Mellitus

¢ HHA - Home Health Aide

i HTN - Hypertension

1 QT - Occupational Therapist

! FOC - Plan of Care

! PT - Physical Therapist

; Pt-Patient

! RN - Registered Nurse

| ROC - Resumption of Care

P 8N - Skilled Nurse

| SQG - Start of Care

| 8T - Speech Therapist

TED Hose- Thiomb Embolic Deterrent stockings

{

N omg 03.07020.01. ADMIN.GOV.BODY

1 020. ADMINISTRATION - GOVERNING
i BODY.

i NOO1 01, Scope. The home health
. agency shall be organized under a

: governing body, which shall assume
: full legal responsibility for the

« conduct of the agency.

N 000
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N 003

N 007
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Continued From page 1

This Rule is not met as evidenced by;

Refer to G128 as it relates to the failure of the
Governing Body to assume responsibiiity for the
conduct of the agency.

03.07020.03. ADMIN.GOV.BODY

NOO3 03.Responsibifiiles. The
governing body shall assume
responsibility for;

This Rule Is not met as evidenced by:

Refer to G128, as it relates to the fallure of the
governing body (or deslgnated persons so
functioning)to assume fuil legal authority and
responsibility for the operation of the agency.

03.07020. ADMIN. GOV, BODY

NOO7 03. Responsibilities. The
governing body shall assume
responsibilily for:

d. Providing a ¢continuing and
annual program of overall agency
evaluation.

This Rule is not met as evidensed by:

Refer to G128, as it refates to the fallure of the
governing body {or designated persons so
functioning)to assume full legal authority and
responsibility for the operation of the agency and
provide a continuing annual program of overall
agency evaluation.

03.07020, ADMIN. GOV. BODY
NO26 04, Patients' Rights. Insure

N 001

N 003

N 007

N 026

NOO3 ADMIN. GOV. BODY
Please see response for G128

NOO7 ADMIN. GOV. BODY
Please see response for G128
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N 028| Continued From page 2 N 026
that patients' righ{s are recognized N026 ADMIN. GOV. BODY
and include as a minimum the Please see response for G107

following;

d.viii. The HHA must investigate
complaints mads by a patlent or the
patient's family or guardian regarding
treatment or care that is or fails fo
be} furnished, or regarding the lack
of respect for the patlent's property
by anyone furnishing services on
hehalf of the HHA and must document
both the existence of the complaint
and the resolution of the complaint.

This Rule is not met as evidenced by:
Refer fo G107 as It relates to the fallure of the
agency to invesiigate complaints.

N 046; 03.07021.02. ADMINISTRATOR - | NO4B
NO46 ADMINISTRATOR

N0O46 (2. Absences. The administrator Please see response for G137
shall designale, in writing, a '

qualified person to parform the
functions of the administrator to act
in his absence.

This Rule is not met as svidenced by:

Refer to G137 as It relates to the agency's failure
to have In writing, a qualified person fo perform
the functions of the administrator in his ahsencs.

N 066 03.07021. ADMINISTRATOR N 0GB

N066 ADMINISTRATOR

N066 03.Responsibilities. The
administrator, or his deslgnee, shall Please see response for G128

assume responsibliity for:

1. Conducting an annual

Bureau of Facilily Slandads )
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N 088| Conlinued From page 3 M 068

evaluation and maintaining
documentation of reports and
communications to the governing body.

This Rute is nof met as evidenced by.

Refer o G128 as It relates lo the agency's failure
to conduct an annual evaluation and maintain
documentation of reports and communications to
the governing body,

N 067 03,07021. ADMINISTRATOR N 067

NO67 ADMINISTRATOR

NOB7 03. Responsibilities. The Please see response for G107
administrator, or his designee, shall
assume responsibility for;

m. Directing investigations by
the agency of complaints against the
agency or agency personnet.

This Rule iIs not met as evidenced by:

Refer to G107 as it relates to the agency's fallure
to ensure the administrator, or his designee,
assumes responsibllily for directing investigations
by the agency of complaints agalnst the agency
or agency personnel. .

N 071} 0307022,02,.DIRECTOR NO71

NO71 BIRECTOR

NO71 02. Responsibillties. The Please see response for G171
director or designee shall be and G331
responsibis for assuring that;

a, An initial
assassment/evaluation is made to
provide a data base to plan and
Initiate care of the patlent;

This Rule is not mat as evidenced by,

Bureau of Facllily Standards
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Refer to G171 and G331 as it relates o the
agency's failure to assure an Initial
assessment/evaluation is made to provide a daia
base to plan and initiate care of the patient.

N 074 03.07022. DIRECTOR N 074

] 074 DIRECTOR

NO74 02. Responsibifities. The Please see response for G171
director or designee shall be
responsible for assuring that:

d. The initial plan of
treatment and subsecuent changss are
approved by signalure of the aitending
physician and carrled out according to
his direction.

This Rule is not met as evidenced by:

Refer to G171 as it relates to the agency's failure
to ensure the Initial plan of treatment and
subsequent changes are approved by slgnature
of ihe attending physlcian and carrled out
according lo his direction,

N 076 03.070222. DIRECTOR N076

NO76 DIRECTOR

NO76 02 ibilities. Th
2. Responsibilities. The Please see response for G164

director or designee shall be
responsible for assuring that:

f. Information is available to
the attending physician on an ongoing
hasis and is timely, accurate, and
signlificant of change in clinical
stafus or condition;

This Rufe s not met as evidenced by:
Refer to G164 as It relates to the Agency's failure
to ensure accurate information {including
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N 076] Gontinued From page 5 N 076
significant changes in clinlcal status) was
avallable to the atlending physician on an ongoing
basis,
N 088 03.07023. POL.& PROC. MAN, N 088
NO088 02. Contents. Th I wil NO88 POL. & PROC. MAN.
. Contents. The manual will, -
at a minimum, include policies and Please see response for G128
procedures reflecting the: and G250

j- Audit of clinical records
for medical, nursing, and other
services;

This Rule is not inet as evidenced by,
Refer to G128 and G250 as it relates to fallure of
the agency fo complete clinical record audits.

N 091 03.07024. SK.NSG.SERV. N 081

NOS1. The HHA furnish rsing N091 SK. NSG. SERV.

. The urnishes nurs

services by or under the supervision Please see response for G170
of a registered nurse ih accordance
with the plan of care.

This Rule is not met as evidenced by

Refer to G170 as it relates fo the failure of the
agency to furnish nhursing services in accordance
with the plan of care,

N 093] 03.07024, SK, NSG. SERV. N 093 :
N093 SK. NSG. SERV.
N093 01. Registered Nurse. A
registered nurse assures that care Is Please see response for G171
coordinated betwsen services and that and G335

all of the patients needs identified

by the assessments are addressed. A
registered nurse performs the
followlng:

Bureau of Fachity Standards
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N 094
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Continued From page 6

a. Makes the initial evaluation
visit and regutarly reevaluates the
patient's nursing needs;

This Rule is not met as evidenced by:

Refer to G171 and G335 as it relates to the
failure of the agency to ensure a comprehensive
assessment was completed for all patients and
that an RN made the initial assessment visit.

03.07024. SK, NSG, SERV.

N094 01, Registered Nurse, A
registored nurse assures that care is
¢oordinated between services and that
all of the patients needs identified

by the assessments are addressed, A
registered nurse performs the
following:

b. Initiates the plan of care
and makes necessary revisions;

This Rule is not met as evidenced by:

Refer to G170 as it relates to the faflure of the
agency to initiate the plan of care

and make necessary revisions,

03.07024. SK. NSG. SERV.

NO98 01. Registered Nurse, A
registered nurse assures that care is
coordinated betweesn services and that
all of the patients needs identifted

by the assessments are addressed. A
registered nurse performs the
followIng:

N 083

N 094

N098

N094 SK. NSG. SERV
Please see response for G170

N098 SK. NSG. SERV.
Please see response for G164

Bureau of Facllity Standads

STATE FORM

083

HHLT 11 ’ If continuation shest 7 of 12




PRINTED: 01/09/2015

FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0AS001660 B. WING 1212212014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
210 SOUTH TOUCHMARK WAY
TOUG 'e} 5 :
UCHMARK HOME HEALTH MERIDIAN, ID 83642
4y iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {¥5)
PREFIX {EACH DFFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED FO THE APPROPRIATE DATE
DEFICIENCY)
N 098| Continued From page 7 N 098

f. Informs the physliclan and
other personnel of changes in the
patfen{'s condition and needs;

This Rule is nof mel as evidenced by:

Refer to G164 as i relates to the agency's fallure
to inform the physiclan of changes in the patient's
conditlon and needs.

N 152! 03.07030.01.PLAN OF CARE i 162

N152 PLAN OF CARE

N1562 01, Written Plan of Care. A Please see response for G158
written plan of care shall be
developed and Implemented for each
patient by all disciplines providing
services for that patlent. Care
follows the written plan of care and
includes:

This Rule is not met as evidenced by:

Rafer to G158 as it relates to the fallure of the
agency to ensure care followed a written plan of
care,

N 163 03.07030.PLAN OF CARE N 163

N163 01, Wrilten Plan of Care, A N153 PLAN OF CARE
written plan of care shall be Please see response for G159

developed and implemented for each
pattent by all disciplines providing
services for that patlent. Care
follows the written plan of care and
Includes:

a. All pertinent diagnoses;

This Rule is not met as svidenced by:
Refer to G169 as il relates to the failure of the
agency to ensure the plan of care covered all

Bureau of Facllily Standards
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pertinent diagnoses.

N 172 03.07030.06.PLAN OF CARE N 172

N172 06. Changes to Plan, Agency N172 PLAN OF CARE
professional staff promptly afert the Please see response for G164
physictan to any changes that strggest
a need to alter the plan of care.

This Rule is not met as evidenced by:

Refer to G164 as it relates to the fallure of the
agency to ensure professional staff promplly
alerted the physician to any changes that
suggesied a need {0 alter the plan of care.

N 173 03.07030.07.PLAN OF CARE N173

N173 PLAN OF CARE

N173 07. Drugs and Treatments. Drugs Please see response for G337
and freatments are administered by
agency slaff only as ordered by the
physician. The nurse cr therapist
imrmediately records and signs oral
orders and obtalns the physician's
couniersignalure. Agency staff check
ali medications a patient may be'
taking to identify possible

ineffective side effects, the nead for
faboratory monitoring of drug levels,
drug aflergies, and contraindicated
medication and promplly report any
problems to the physician.

This Rule is not met as svidenced by:

Refer to G337 as it relates to the faliure of the
agency to ensure agency staff check all
medications a patlent may be taking to identify
possible side effects, drug allergies, and
contraindicated medication and promptly report
any problems to the physiclan.

Bureau of Faciilly Standards
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N174

N 193

M 195

03.07031.01 CLINICAL RECORDS

N174 01. Purpose. A clinlcal record
conlaining past ahd current findings,
In accordance with accepted
professional standards, Is maintained
for every patient receiving home
health services.

This Rule is not met as evidanced hy:

Refer to G236 as it relates {o the failure of the
agency to ensure a clinical record was
maintalned in accordance with accepted
professional standards for all patients.

03.07040.AGENCY EVALUATION

N193 040, AGENCY EVALUATION. A group
of professional personnel, which
includaes at least one (1) physiclan,
one (1) registered nurse, and with
appropriate representation from other
professional disciplines, establishes
and annually reviews the agency's
policles governing the scope of
services offered, admission and
discharge policlas, medical
supervision and plans of care,
emergency care, clinical records,
personnel gualifications, and program
evaluation. At least one (1) member of
ihe group Is neither an owner nor an
employee of the agency.

This Rule is not met as evidenced by:
Refer to G155.

03.07040.02 AGENCY EVAL.

N195 02. Evaluation Criterla and

N 174

N 193

M 105

N174 CLINICAL RECORDS
Please see response for G236

N193 AGENCY EVALUATION
Please see response for G155
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'Purvose. The evaluatl Hsists of N195 AGENCY EVAL.
se, consisis
P ® svalaton otan Please see response for G245

ovarall policy and administrative
review and a clinical record review
and assesses the extent to which the
agency's program is appropriate,
adequate, effeciive, and efficient.

This Ruie iIs not met as evidenced by:

Refer to G246 as it relates to the failure of the
agency {o ensure an agency evaluation was
conducted that assessed the extent to which the
agency's program was appropriate, adequate,
sffective, and efficient,

N 196 03.07040.03 AGENCY EVAL. N 198

N196 03, Evaluation Results. Resull N196 AGENCY EVAL.

. Evaluation Results, Resuils
of the evaluation ara reported to and Please see response for G244
acted upon by those responsible for
the operation of the agency and are
malntained separately as
administrative records,

This Rule is not met as evidenced by:

Refer to G244 as It relates {o the agency's failure
{o have annual evaiuation results reported and
acted upon.

N 197 03.07050. CINICAL REC. REVIEW N 197

N197 050. CLINICAL RECORD REVIEW. Th N197 CLINICAL REC. REVIEW
. f e

agency shall have a subcommittee to Please see response for G250

perform an audit of clinical records

on at least a quarterly basis to

determine the adequacy of services

provided in meeling patient's needs,

The commiitee members will rapresent

the scope of the program consisting of

heaith professionals. The review shall

Blireau of Faclity Standards .
STATE FORM Las HHLT44 If continuation sheet 11 of 12




PRINTED: 01/09/2015

FORM APPROVED
Bureau of Faclity Standards
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
OAS001660 8. WING 1212212014

NAME OF PROVIDER OR SUPPLIER

$TREETADDRESS, CITY, STATE, ZIP CODE
210 SOUTH TOUCHMARK WAY
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services being offered. A written
summary of findings and
recommendations.of the commiitee shall
be utifized In the overali review and
self-evaluation of the agency.

This Rule is not met as evidenced by:

Refer to G250 as It relates to the agency's failure
to perform an audit of 10% of clinical records on
at feast a quarterly basis,
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