Minnesota State Department of Health

— T e — g

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

PRINTED: 11/13/2024
FORM APPROVED

— — — LI

— ——.

IDENTIFICATION NUMBER:

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETEEI
| 10/24/2024

NAME OF PROVIDER OR SUPPLIER
ACCENTCARE FAIRVIEW HOME HEALTH - EAST LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
3507 Highpoint Drive N, S140 , Oakdale, Minnesota, 55128

(X4) ID
PREFIX
) :{_-.'-H"\G"

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
r'f I|.....-|J|_||r|.ll|_.-| f{h-‘iﬁ'l i_"—'-"" '_}l}l '”rﬂt I'-L |.“| lc} 'l)

Ty B T v

1D
PREFIX

“ 4 TAG _l

PROVIDER'S PLAN OF CORRECTION (X5)
' (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
BROSSREFEREMEED TOTHIEE PaDATE e

APPROPRIATE DEFICIENCY)

-

00000

00875

Initial Comments

On 10/21/24 through 10/24/24, a recertification and
complaint visit was conducted. The following licensing
orders are being issued as a result of the survey: 875

and 1245.
S/IS-D

This practice resulted in a level two violation (a
violation that did not harm a client's health or safety
but had the potential to have harmed a client's health
or safety, but was not iikely to cause serious injury,
impairment, or death), and was issued at an isolated
scope {(when one or a limited number of clients are
affected).

R ATTENTION™*

HOME CARE PROVIDER LICENSING CORRECTION ORDER

In accordance with Minnesota Statutes, section 144A.43
to 144A.482, this correction order(s) has been issued
pursuant to a survey.

Determination of whether a violation has been corrected
requires compliance with all requirements provided at
the Statute number indicated below. When Minnesota
Statute contains several items, failure to comply with
any of the items will be considered lack of compliance.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLU
STATES,"PROVIDER'S PLAN OF CORRECTION." THIS APPL
FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EA

PAGE.

TIME PERIOD FOR CORRECTION: Twenty-one (21) days

Termination of Service Plan
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may discuss the notice of termination; and

(7) if applicable, a statement that the notice of
termination of home care services does not constitute
| notice of termination of any housing contract.

(b) When the home care provider voluntarily
discontinues services to all clients, the home care
provider must notify the commissioner, lead agencies,

and ombudsman for long-term care about its clients and
‘ comply with the requirements in this subdivision.

This LICENSURE REQUIREMENT is NOT MET as evidenced b

Based on interview and document review, the agency
‘ failed to provide the client and client representative

with a written notice of termination which included all
required components and information for 2 of 5 clients
(C1, C2) reviewed for discharge.

C1's start of care (SOC) was 3/4/24. P1's plan of care
(POC) for the certification period 7/2/24 to 8/30/24,

elivering written notice of agency’s change or termination of
ernvices .
Additional clinicians identified to be out of compliance with the
above requirements will receive counseling and remedial
education by the Clinical Manager/PCM to ensure
understanding and compliance.

Ehen continued care or services are identified as well as

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
| PREFI?( (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULD BE COMPLETION |
T AL { RECSULATORY - SRUESC IGERTIFVING INFORMATION) T TAG Oy 4 GROSSIAEFERENRCED TOGHE -~ - DATLE
APPROPRIATE DEFICIENCY)
00875 Termination of Service Plan 12/12/24
00875 Continued from page 1 00875 |On review, C #1 and 2 was not notified, in writing, of
CFR(s): 144A.4791, Subd. 10 discharge from agency (NOMNC). The patient was not
provided with options of other support services or physician’s
| (a) If a home care provider terminates a service plan care prior to being discharge from agency.
with a client, and the client continues to need home ITo ensure compliance this standard is met the Administrator ' ‘
care services, the home care provider shall provide the or designee will:
‘ client and the client's representative, if any, with a 1. Ensure patients are provided with information that
written notice of termination which includes the conveys to them and/or their caregivers of the patient’s
following information: rights including active and informed patticipation in their
care with discharge planning and discharge from
. o services.
(1) the efiective date of termination; 2. Ensure that patients and staff are informed of patient ‘
o rights, responsibilities, consent, and patient’s rights are
(2) the reason for termination; respected. |
3. Provide education to the Clinical Manager, Patient
(3) tor clients age 18 or older, a statement that the Care Managers, Registered Nurses, LVNs, Therapists,
client may contact the Office of Ombudsman for Therapy Assistants, and Social Workers and will include
Long-Term Care to request an advocate to assist the following topics
regarding the termination and contact information for o C 2.4 Availability of Services- Acceptance,
the office, including the office’s central telephone Admission, Ongoing and Discharge ‘
number: o HH 2.0.1 “Patient Rights, Responsibilities and
Consent" |
(4) a list of known licensed home care providers in the 0 HH 2.1.7 “Transfer and Discharge of Patient-
client's immediate geographic area; NOMNC"
o HH 2.1.4 “Care Planning and Coordination”
(5) a statement that the home care provider will ° HH 2.1.5 "Plan of Care”
participate in a coordinated transfer of care of the | o AC Best Practice "My Patient, My Responsibility”
client to another home care provider, health care ° HH Protocol- Safe Discharge
provider, or caregiver, as required by the home care
bill of rights, section 144A.44, subdivision 1, clause Immediate Action: |
(17); All Clinicians involved in care of C #1 and 2 will receive
remedial education about provision of the patient being
| (6) the name and contact information of a person i”f“["?Ed.a”d. notiﬁeq of pending digcharge, allowed _— Loy
employed by the home care provider with whom the client Ipar_ilr:lpat]on d the‘dlschargc-_: planning process and agsustmg
patient with obtaining post discharge care and/or services
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included diagnoses of chronic venous hypertension with
ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,
rheunatoid arthritis, and hemiplegia. The POC further
indicated C1 received skilled nurse visits (SNV) two
times weekly for two weeks, one time week for two
weeks, one visits every other week for four weeks, then
one time per week for one week for varous assessments,
wound care evaluation and treatment and education.
Occupational therapy and social worker were ordered for
one visit.

Review of the C1's medical record identified C1 had a
facility-initiated discharge on 7/31/24. The medical
record lacked evidence C1 had been provided with a
written notice of termination which included the

effective date of termination, the reason for

termination, a statement that the client may contact

the Office of Ombudsman for Long-Term Care to request
an advocate to assist regarding the termination and
contact information for the office, including the

office’s central telephone number, a list of known
licensed home care providers in the client's immediate
geographic area, a statement that the home care
provider will participate in a coordinated transfer of

care of the client to another home care provider,

health care provider, or caregiver, as required by the
home care bill of rights, section 144A.44, subdivision

1, clause (17), and the name and contact information of
a person employed by the home care provider with whom
the client may discuss the notice of termination.

During interview on 10/22/24, at 3:30 p.m. the clinical
manager (CM)-A stated a written notice of termination
with all the required components had not been provided
to C1 as required.

C2's SOC was 1/22/21. P2's POC for the certification
period 11/18/21 to 1/16/21, included diagnoses of
pneumonitis due to inhalation of food or vomit,
malignant neoplasm (cancer) of tongue, dysphagia
(swallowing difficulty), malignant neoplasm of head,
face and neck, pain, diabetes, depression, encounter

for attention to tracheostomy (artificial tube in neck

to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC

further indicated C2 received SNV one time per week for
one week, one time every three weeks for three weeks,
then ane visit every two weeks for two weeks for
various assessments, medication management, infection
control, management of diabetes and symptoms, and
education.

Review of the C2's medical record identified C2 had a

o C 2.4 Availability of Services-
Acceptance, Admission, Ongoing and
Discharge

0 HH 2.0.1 “Patient Rights, Responsibilities)
and Consent”

c HH 2.1.7 “Transfer and Discharge of

Patient-NOMNC"

HH 2.1.4 "Care Planning and

Coordination”

HH 2.1.5 "Plan of Care”

° AC Best Practice “My Patient, My
Responsibility” |
o HH Protocol- Safe Discharge

2.  The Administrator or designee will review required
information in detail including patient rights,
responsibilities, discharge planning with Notice of
Medicare Non Coverage (NOMNC).

Clinical Manager/Patient Care Manager (PCM) or designees
using the Discharge Report to audit clinical and coordination |
notes, and timely NOMNC added to the patient record to
canfirm compliance with organization policies. The
Administrator or designee will instruct the Clinical Manager/
PCM this is part of their supervision, oversight, and audit
responsibilities, to ensure compliance.

Audit Activity

een reviewed by clinician with patient /caregiver until 100%
btained and continue for 60 days.
1. A current census will be reviewed by Visit to Orders
Comparison Report to ensure compliance with frequency of
visits to Plan of Care.
2.. 100% of discharged patients will be audited for no less

E/hlﬂh includes a frequency for ordered services that have

of discharge
. Received discharge planning with documentation
of any necessary assistance in obtaining post
discharge care and/or services
» Received NOMNC timely
3. This audit will be performed by the Clinical Manager or
desianee under the direction of the agency Administrator.
Designated Registered Nurses and or Therapists may assist
with audits as determined by the agency Administrator.
4. The benchmark or target goal for this audit is 100%.

Individuals completing audits will notify the Clinical Manager
I’ancl Administrator of clinicians who demonstrate ongoing non-
lcompliance for a “carrective action plan” per the
organization’s policy.

Cach patient record will be audited for physician ordered plan |

than 60 days to ensure that the patient/caregiver, at the time

1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
v | :_::-AS- i R i :ERGEETREFEHEHEED'TGWT {Er "5 : i _I-LEE:FIL—:T‘I‘_ " i 8
APPROPRIATE DEFICIENCY)
Corrective Action: The Administrator or designee will 12/12/24
00875 1.  Provide education during mandatory clinical staff
‘ education training to include the following policies:
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Continued from page 3

facility-initiated discharge on 1/14/24. The medical
record lacked evidence C2 had been provided with a
written notice of termination which included the

effective date of termination, the reason for

termination, a statement that the client may contact

the Office of Ombudsman for Long-Term Care to request
an advocate to assist regarding the termination and
contact information for the office, including the

office's central telephone number, a list of known
licensed home care providers in the client's immediate
geographic area, a statement that the home care
provider will participate in a coordinated transfer of

care of the client to another home care provider,

health care provider, of caregiver, as required oy the
home care bill of rights, section 144A.44, subdivision

1, clause (17), and the name and contact information of
a person employed by the home care provider with whom
the client may discuss the notice of termination.

The agency's Transfer and Discharge policy with last
revision date 6/13/24, directed agency staff to notity
the patient, the patient's representative, attending
physician, podiatrist, or allowed practitioner of the
patient's condition and reason for discharge. in
addition, the patient would be provided with verbal
and/or written instructions regarding, community
services available to the patient, medication use
and/or a copy of the final medication profile, home
exercise plan, any procedures and/or treatments to be
performed; and/or follow-up visits for physician care.

TIME PERIOD FOR CORRECTION: Twenty-one (21) days
TB Infection Control
CFR(s): 144A.4798, Subd. 1

(a) A home care provider must establish and maintain a
comprehensive tuberculosis infection control program
according to the most current tuberculosis infection
control guidelines issued by the United States Centers
for Disease Control and Prevention (CDC), Division of
Tuberculosis Elimination, as published in the CDC's
Morbidity and Mortality Weekly Report. This program
must include a tuberculosis infection control plan that
covers all paid and unpaid employees, contractors,
students, and volunteers. The commissioner shall
provide technical assistance regarding implementation
of the guidelines.

(b) The home care provider must maintain written
evidence of compliance with this subdivision.

This LICENSURE REQUIREMENT is NOT MET as evidenced bj

00875

01245
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Ongoing Monitoring:
Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
ssurance Performance Improvement (QAPI) Program with
n expected threshold of 100%. Audit results will be tracked,
rended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QAPI)
committee on a quarterly basis. After the audit threshold is
achieved compliance will be monitored through the quarterly
QAP Clinical Record review and reported to PAC for review
and recommendations.

1245 TB Infection Control

n review, 2 of 5 personnel records reviewed revealed that
the agency did not ensure that TB screening was completed
in accordance with organizational policy for at-risk personnel

and current CDC guidelines.

Education provided by the agency Administrator or designee
to the clinical staff, Office Coordinator and Patient Care
Iii\ﬂanagers will include the following topics:

1, Review the organizational policy entitled “Section
1: Injury and lliness Prevention: Health
Employment Requirements: Pre-Employment TB
Testing” which requires a 2-step TB test at hire for
employees and contractors hired after January 1,
2019,

12/12/24 and
Ongong

12/12/24
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Continued from page 4

Based on record review and interview, the licensee
failed to complete tuberculosis (TB) screening on 2 of

5 employees in compliance with the most current
guidelines issued by the Center for Disease Control and
Prevention (CDC;.

The licensee’s TB risk assessment dated 8/2/24,
indicated a low risk level.

Licensed practical nurse, (LPN)-B’s Mantoux tuberculin
skin test had the first of two steps given on 8/15/23
with resuits read of 8/ 7/23. Restilfs récorded as 0 mini.
Step 2 was given on 9/7/23 and read on 9/10/23 with
results listed as 0 mm. Document failed to include
interpretation of results for both step 1 and step 2.

Registered nurse, (RN)-C’s Mantoux tuberculin skin test
had the first of two steps given on 2/20/23 with |
results read on 2/22/23. Results recorded as 0.0 mm.
Step 2 was given on 3/13/23 and read on 3/15/23 with
results listed as 0.0 mm. Document failed to include
interpretation of results for both step 1 and step 2 of
the test.

Licensee's policy revised 10/14/24, failed to include
guidance on interpretation and documentation of

results.

01245

‘Audit Activity:
1.

Agency's p_olicy |IP-3 entitled “Pre-Emplonent and
Annual TB Testing" states in part,
« “All clinical employees who work in a setting

that is classified as low risk shall receive base-

line TB screening upon hire, using two-step
tuberculin skin test (TST) or a single blood
assay for M. Tuberculosis (BAMT) to test for
infection with M. Tuberculosis.”

o Ensure that the TB documentation is complete

to include test results (negative/positive).

Establish and review an agency process o ensure
that an employee has fulfilled the TB requirement
prior to providing direct patient care. Clearly
delineate the roles of the Patient Care Managers
and the Office Coordinator in ensuririg compliance
to this Standard.

The Office Coordinator will perform an audit of
100% of employee personnel records within 45
days of the implementation date. The audit is to
ensure that each clinician providing direct patient
care has met the requirements below prior to
serving patients:

0 For a 2-Step TB test with results documented
(negative or positive)

o For any employee found to be out of
compliance with the above requirement, the
agency will make immediate plans for
correction.

This audit will be performed by the Clinical

Manager/designee under the direction of the

agency Administrator.

The benchmark or target goal for this audit is

100%.

Ongoing Monitoring

As part of ongoing monitoring the Administrator or designee
ill review 10% of personnel records each quarter for
ompliance with TB testing and documented results. This
etric will be included with clinical record review results and |

will be tabulated quarterly, and compliance threshold reported

to and monitored by the Administrator or designee, QAPI

committee and the Professional Advisory Committee (PAC).

1271224

12/12/24 and
(ngoing
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PREFIX
TAG

Initial Comments

A survey for compliance with CMS Appendix Z Emergency
Preparedness Requirements, was conducted 10/21/24 to
10/24/24, during a recertification survey.

The facility was in full compliance and no deficiencies
were issued.

INITIAL COMMENTS

On 10/21/24 through 10/24/24 a recertification survey
was conducted. This resulted in an extended survey at
Accentcare Fairview Home Health East. The agency was
found to have not met the requirements at 42 CFR. Part
484 for Home Health Agencies.

The cumulative effects of these findings resulted in
the Home Health Agency’s inability to ensure provision
of quality of care.

The Condition of Participation: Patient rights 484.50
at G434, G442, G454, G458 and G468 were found not met.

Unduplicated census previous 12 months: 920

Total home visits conducted: 7

0000

L

Accentcare Fairview Home Health East 3507 Highpoint DR.

N. Suite S140 Oakdale, MN.

List Hours of Operation:8am-5PM

List total number of records reviewed: 17

In addition to the recertification, the following
complaints were reviewed. As a result:

H71669132C/108726
H7078034C/97913

Condition of Participation: Patient rights.

(G0406

EO00CO |

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

(X5)
COMPLETION
DATE

\GEWE Condition of Participation: Patient Rights

This CONDITION will be met by the Administrator and/or

designee to:
(1) Ensure patients are provided with information that

including active and informed participation in their care with
discharge planning and discharge from services.
FQ) Ensure that patients and staff are informed of patient
ights, responsibilities, consent, and patient’s rights are
espected.
(3) Provide education to the Clinical Manager, Patient Care
Managers (PCM), Registered Nurses, LPNs, Therapists,
Therapy Assistants, and Social Workers and will include the
following topics
Policy HH 2.1.7 “Transfer and Discharge of
Patient-NOMNC"
L
Immediate Action: All Clinicians involved in care of Patients
21 and 2 will receive remedial education about provision of
the patient being informed and notified of pending discharge,
allowed participation in the discharge planning process and
lassisting patient with obtaining post discharge care and/or
services when continued care or services are identified as
ell as delivering written notice of agency terminating
ervices

he physician will also be notified of pending discharge with
coordination of care and services.

Consent
AC Best Practice "My Patient, My Responsibility”
HH Protocol-Safe Discharge

o

conveys to them and/or their caregivers of the patient's rights

Policy HH 2.0.1 Patient Rights, Responsibilities and

12/12/24

12/3/24

Any deficiency statement ending with an asterisk (*)
safeguards provide sufficient protection to the patients. (
days following the date of survey whether or not a plan of correction is provi
following the date these documents are made available to the facility. If deficiencies are cited, an ap

participation. _

proved plan of correction is requisite to continued

denotes a deficiency which the institution may be excused from correcting providing it is determined that other
See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
ded. For nursing homes, the above findings and plans of correction are disclosable 14 days

program
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[ _ _ _ _ I Corrective Action; The Administrator or :Esignﬁe will 12/12/24
G0406 Continued from page 1 G0406 |1. Provide education during mandatory clinical staff
CFR(s): 484.50 education training to include the following topics:
Review of the organizations Home Health Policies:
‘ Condition of participation: Patient nghts. ‘ « Policy HH 2.1.7 “ Transfer and Discharge of ‘
Patient -NOMNC,
The patient and representative (if any), have the right e  Policy HH 2.0.1 "Patient Rights
to be informed of the patient's rights in a language ‘ Responsibilities and Consent”.
‘ and manner the individual understands. The HHA must « AC Best Practice "My Patient, My
protect and promote the exercise of these rights. Responsibility”
o HH Protocol- Safe Discharge
This CONDITION is NOT MET as evidenced by: ‘ 2. The Administrator or designee will review required
information in detail including patient rights, responsibilities,
Based on interview and document review, the agency ldischarge planning with Notice of Medicare Non Coverage
I failed to protect and promote patient rights as NOMNC).
outlined in the Combined Federal and State Home Care E Clinical Manager/Patient Care Manager (PCM) or
Bill of Rights. The agency failed to discharge 2 of 5 esignees using the D|sgharge Report to audit clinical arjd
‘ vatients (P1, P2) for an appropriate cause, inform coordination notes, andltlmely NOMNC gddgd to tt_we: patient
. . . . record to confirm compliance with organization policies. The
p§t|ents ALl re’?"?se’.“a“.”es . pendlng 4. Administrator or designee will instruct the Clinical MEHEQEJ
discharge, allow participation in the discharge ‘ PCM this is part of their supervision, oversight, and audit
planning process and assist patients with obtaining responsibilities, to ensure compliance.
| post discharge care and services when continuing care |
| and service needs were identified. These combined Fudit Activity
failures resulted in Condition level noncompliance. 1. A minimum of 100% of discharged patients will be audited
for no less than 60 days to ensure that the patient/caregiver, |12/12/24
See 434: the agency failed to ensure 1 of 17 patients at the time of discharge ‘
| (P1) was informed and consented to services or care « Received discharge planning with
being provided, including any ongoing changes in I documentation of any necessary assistance In
services. obtaining post discharge care and/or services
o Received NOMNC timely
i See (G442: the agency failed to give written notice In ‘ e Evidence of coordination of care with
| advance of the agency terminating on-going services for physician notification of patient discharge |
2 of 5 patients (P1, P2).
2. This audit will be performed by the Clinical Manager or
. : - - designee under the direction of the Agency Administrator.
| SbEa Fhe gaeneyiialic tp .”O“fY il patler_\t, il | DEE%HE[Ed RNs and or Therapists mgay asysist with audits as
representative and other physicians involved with the - o
N . . determined by the Agency Administrator.
patients carg the agency was conglderlng a discharge 3. The benchmark or target goal for this audit is 100%.
for 1 of 5 patients (P1) who was discharged from the individuals completing audits will notify the Clinical Manager
agency. and Administrator of clinicians who demonstrate ongoing non-
| compliance for a "corrective action plan” per the
See (G458: the agency failed to ensure patient's organization’s policy.
physician agreed discharge was appropriate with goals Ongoing Monitoring: | 2/1 Z_EH and
met and patient no longer required home health care ‘ Foliowing the above stated audit, this indicator will become a Ongomg
services for 1 of 5 patients (P2) | regular part of the quarterly audit process for the Quality
ssurance Performance Improvement (QAPI) Program with
See G468 the agency failed to provide 2 of 5 patients n expected threshold of 100%. Audit_results will be tracked, |
(P1, P2) with information required related to other ;trend_ei shared with agency leadership, and reported to the
available home care providers at the time of a Eluallt;-:* ATt Performan_ce lmprovemen_t (QAPI) .
| facility-initiated discharge n:.{m'_lmtttee on a_quarted_y basis. Aﬁer the audit threshold 1s
achieved compliance will be monitored through the quarterly
_ | QAPI Clinical Record review and reported to PAC for review
G0434 Participate in care G0434 land recommendations.
| CFR(s): 484.50(c)(4)(i.ii,iii,iv,v,vi,vii,vii) | |
Participate in, be informed about, and consent or
I refuse care in advance of and during treatment, where |
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Continued from page 2
appropnate, with respect to—

(i) Completion of all assessments;

(i) The care to be furnished, based on the
comprehensive assessment,

(iii) Establishing and revising the plan of care;
(iv) The disciplines that will furnish the care;
(v) The frequency of visits;

(vi) Expected outcomes of care, including
patient-identified goals, and anticipated risks and
benefits;

(vii) Any factors that could impact treatment
effectiveness; and

(viii) Any changes in the care to be fumished.
This ELEMENT is NOT MET as evidenced by:

Based on interview and document review the agency
failed to ensure 1 of 17 patients (P1) was informed and
consented to services or care being provided, including
any ongoing changes in services.

Findings Include:

P1's start of care (SOC) was 3/4/24. P1's plan of care
(POQC) for the certification period 7/2/24 to 8/30/24,
included diagnoses of chronic venous hypertension with
ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,
rheumatoid arthritis, and hemiplegia. The POC further
indicated P1 received skilled nurse visits (SNV) two
times weekly for two weeks, one time week for two
weeks, one visits every other week for four weeks, then

| one time per week for one week for various assessments,

wound care evaluation and treatment and education.
Occupational therapy and social worker visits were
ordered for one visit.

Record review of P1's physician orders revealed the
following:

-On 7/16/24, an order was obtained by RN-B for skilled
nurse visit (SNV) performed with observation and
assessment of hypertension with ulcers to both lower
extremities, depression, pain assessment and education,
fall prevention, home safety training, performed
medication reconciliation and education regarding

G0434

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

GO0434 Participate in care 12/12/24

E)ﬂ review, Patient #1 was not notified, in writing, of service |

hanges (HHCCN/NOMNC) prior to receiving physician
ischarge order. The patient was not provided with options of
other support services or physician's care prior to being
discharge from agency.
To ensure compliance this standard is met the Administrator
or designee will:
(1) Ensure patients are provided with information that
conveys to them and/or their caregivers of the patient's rights
including active and informed participation in their care with
ischarge planning and discharge from services.
(2) Ensure that patients and staff are informed of patient
rights, responsibilities, consent, and patient's rights are
respecied.
(2) Ensure that patients and staff are informed of patient
rights, responsibilities, consent, and patient’s rights are
respected. | ‘

(3) Provide education to the Clinical Manager, Patient Care
Managers, Registered Nurses, LVNs, Therapists, Therapy
ssistants, and Social Workers and will include the following

opics

o C 2.4 Availability of Services- Acceptance,
Admission, Ongoing and Discharge

o HH 2.0.1 “Patient Rights, Responsibilities and
Consent”

° HH 2.1.7 entitled “Transfer and Discharge of ‘
Patient-NOMNC"

e HH2.1.4 entitled "Care Planning and
Coordination”

0 HH 2.1.5 entitled "Plan of Care”

‘ ® AC Best Practice "My Patient, My Responsibility”

o HH Protocol- Safe Discharge

Immediate Action: All Clinicians involved in care of Patient
21 will receive remedial education about provision of the 12/3/24 |
patient being informed and notified of pending discharge,

allowed participation in the discharge planning process and
assisting patient with obtaining post discharge care and/or
services when continued care or services are identified as

ell as delivering written notice of agency’s change or
F;mntnatlun of services . |

Additional clinicians identified to be out of compliance with the
above requirements will receive counseling and remedial
education by the Clinical Manager/PCM to ensure
understanding and compliance.

e = o
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Continued from page 3

high-risk medications. No additional visits required at

that time due to patient had wound care provided by
medical nurses. May schedule up to two as needed (PRN)
visit for re-evaluation if future needs were

identified.

_On 7/25/24, an order was obtained by LPN-A for wound
care to new right lower extremity wound. Keep clean and
dry and leave open to air. continue to monitor. On left
lower extremity ulcer, clean with normal saline, pat

dry, apply skin prep to peri wound, apply medical grade
honey gel, cover with bordered foam and change dressing
two times per week and PRN for soiled or dislodged
dressing.

Record review of P1's care coordination and visit notes
7/2/124 through 8/27/24 identified the following:

-On 7/18/24, a nurse visit was conducted by licensed

practical nurse (LPN)-A with wound care provided.
Continuing education was needed on wound management and
pain. Patient agreed to elevate lower extremities, seek
medical care for increased pain, swelling, redness or

wamth and try ice pack on legs and Tylenol as needed

for pain. P1's care giver was not contacted.

-On 7/23/24, a nurse visit was conducted by LPN-A with
wound care performed. it was noted client had an
appointment scheduled on 8/5/24, with a primary care
physician. Continued education was given on wound care
management, and pain. Pt agreed to have care giver
manage wounds on non-nursing days and keep her
scheduled appointments. P1's care giver was not
contacted.

_on 7/30/24, P1 contacted an agency nurse regarding
concerns related to her nursing visits frequency, which
had recently been significantly reduced from two times
per week to one visit every two weeks. P1 requested to
talk with her case manager registered nurse (RN)-B. It
was noted RN-B would be notified to contact P1.

-on 7/31/24, clinical manager (CM)-A obtained order
from P1's primary physician to discharge P1 from home
care services as she had not been seen in clinic for
two months and the nurse practitioner would be unable
to continue signing orders for her care. The agency did
have a plan of care that remained active until 8/30/24
and P1 had an pending appointment to establish care
with a primary physician on 8/5/24.

-on 7/31/24, FM-C called the agency, angry P1 was not
receiving wound care and services as ordered. FM-C
stated P1 needed on-going wound care. CM-A notified

ID I PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
“TAG CROSS-REFERENCED TO THE : “DATE -

| APPROPRIATE DEFICIENCY)
ICorrective Action: The Administrator or designee will I'-EI 2124 |
G0434 «  provide education during mandatory
clinical staff education training to include ‘
‘ the following topics: Review of the
organizations Home Health Policies:
¢ C 2.4 Availability of Services-
Acceptance, Admission, Ongoing and |
‘ Discharge
. HH2.0.1 “Patient Rights, |
Responsibilities and Consent”
o HH 2.1.7 “Transfer and Discharge of
‘ Patient-NOMNC"
o HH 2.1.4 "Care Planning and
Coordination”
° HH 2.1.5 "Plan of Care” I
I o AC Best Practice "My Patient, My
Responsibility”
° HH Protocol- Safe Discharge
o The Administrator or designee will review
‘ required information in detail including |
patient rights, responsibilities, discharge
planning with Notice of Medicare Non ‘
Coverage (NOMNC).
Clinical Manager/Patient Care Manager (FCM) or designees
using the Discharge Report to audit clinical and coordination
notes, and timely HHCCN/NOMNC added to the patient
record to confirm compliance with organization policies. The |
Administrator or designee will instruct the Clinical Manager/ |
PCM this is part of their supervision, oversight, and audit
| responsibilities, to ensure compliance.
Each patient record will be audited for physician ordered plan

hich includes a frequency for ordered services that have
een reviewed by clinician with patient /caregiver until 100%
btained and continue for 60 days.
1. A current census will be reviewed by Visit to Orders
Comparison Report to ensure compliance with frequency of
visits to Plan of Care.
2. The PCM will monitor physician order changes for
decreases in plan frequency to ensure patient is notified of
the change in visit frequency and delivered an HHCCN or
reducing/lerminating on-going services.
3. 100% of discharged patients will be audited for no less
han 60 days to ensure that the patient/caregiver, at the time
of discharge
. Received discharge planning with documentation
of any necessary assistance in obtaining post
discharge care and/or services
« Received HHCCN/NOMNC timely
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FM-C the provider would no longer sign orders for home
care services due to P1 was non-compliant and did not
keep her scheduled appointments with her provider. CM-A
notified FM-C the agency had obtained an order for P1

to be discharged from home care services.

P1's medical record lacked signed service agreements
regarding the reduction in services, documentation a
reduction in frequency of nurse visits was discussed
with P1 or signed documentation P1 had been notified of
the significantly reduced SNV to occur after the

7/23/24 nurse visit that had been provided two times
per week. There was no evidence P1's primary care
giver, FM-C, had been notified of the significantly
reduced skilled nurse visits nor that she was notified
and agreed to complete the two times per week dressing
changes.

During interview on 10/21/24, at 3:50 p.m. FM-C stated
P1 had nurse visits two times per week to evaluate and
change dressing to an ulcer on P1's leg that would not
heal. The home care agency just stopped coming out to
see P1. The agency had not called to notify anyone they
were no longer going to come out, they just stopped
nurse visits to P1 without any warning. FM-C had gotten
involved about a week after the agency had stopped

| their visits and called the agency when P1 notified her

the agency was only going to come every two weeks from
now on and not the two times per week they were doing.

| The agency had shown FM-C how to change the dressing

but had never mentioned to her that she would need to
take them over. The first time she heard they were no
longer going to see P1 was when FM-C had called the
agency on 7/31/24 and she was P1's appointed health
care agent.

During telephone interview on 10/22/24, at 10:50 a.m.
social worker for the Department of Human Services
(SW)-D stated she had visited P1 and FM-C on 8/8/24, 1o
investigate a self-neglect report from the agency. The
agency was concerned if P1 or FM-C were caring for P1's
wounds properly and about P1's dirty home environment.
P1 had been seen by the wound care clinic that week and
her home environment was clean during SW-D's visit.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID
| PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG QECULATORY ORLSC IDENTIFYING INFORMATION] 1 TAG
G0434 Continued from page 4 (G0434

SW-D felt there was poor communication between the home I

care agency and the patient. P1 had reported to her,
there had been no indication the agency was going to
reduce her services or of the pending discharge. P1
relied heavily on assistance from FM-C to coordinate
appointments and lots of other things. SW-D was
concemed with P1's lack of services and was trying to
help her coordinate other services. Before other
services could be coordinated, she heard P1 was in the
hospital. The vulnerable adult report had indicated P

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

PROVIDER'S PLAN OF CORRECTION
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|

(X3)

*BATE -

COMPLETION

“This audit will be pErfErmEd by the Clinical Manager or
esignee under the direction of the agency Administrator.

\with audits as determined by the agency Administrator.

5. The benchmark or target goal for this audit is 100%.
Individuals completing audits will notify the Clinical Manager
and Administrator of clinicians who demonstrate ongoing non-
compliance for a “corrective action plan” per the
organization’s policy.

Ongoing Monitoring:

[Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
Assurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
trended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QAPI)
lcommittee on a quarterly basis. After the audit threshold is

QAP Clinical Record review and reported to PAC for review
and recommendations.

Iau:htewed compliance will be monitored through the quarterly |

Desighated Registered Nurses and or Therapists may assist |

12/12/24 and
Ongoing

-
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had received skilled nurse visits and social work

visits and due to missed appointments the physician had
dropped services. SW-D stated that was not true, P1 had
a doctor appointment prior to when SW-D had seen her on
8/8/24 and had another appointment schedule the
following week.

When interviewed on 10/22/24, at 12:45 p.m. P1's
primary care provider, nurse practitioner (NP) states

she had last seen P1 on 5/15/24, at the wound care
clinic. She had missed four appointments since then and
it was the clinic's policy to discharge after a certain
number of missed appointments. She had not personally

{ taken any calls from the home care agency. Her ofiice

had called while she was on vacation on 7/31/24, and
asked if it was okay to discharge P1 from home care
since she did not have a primary provider to sign
orders and she had told them yes. She had signed P1's
recertification for services 7/1/24 through 8/30/24 for
home care, and at that time, had asked for a social
worker visit to work with her and so they were still
trying to find some options for her.

During telephone interview on 10/22/24, at 3:00 p.m.

L PN-A stated she had completed visits for P1 on
7/18/24, and 7/23/24. She could not remember if she had
discussed discharge with P1, but it was the agency
practice to discuss discharge ongoing. She had talked
with P1 about decreasing her nurse visit frequency but
could not remember if she had specifically talked with
P1's care giver FM-C. The agency did not complete
service agreements to show patient participation for
changes in services. She did not have written
documentation that reducing nurse visits had been
discussed or agreed upon. LPN-A had noticed a change in
P1's wounds and new wound on the other leg on her visit
7/23/24. so had called her doctor at the veteran's

agency (VA) clinic for wound care orders. On P1's last
visit from the agency on 7/23/24, LPN-A had not been
aware that P1 was going to have decrease nurse visit
frequency, or a pending discharge so had not discussed
that with P1 or P1's primary care giver FM-C.

When interviewed on 10/22/24, at 3:30 p.m. CM-A stated
P1's wounds had been healing and so the team had
discussed decreasing the frequency of nurse visits. She
thought the plan had been to reduce P1’s visits to 1xwk
to monitor the wound and go from there. The MD decided
he was not going to sign orders for P1 anymore. CM-A
had called the physician and because P1 did not follow
recommendations and skipped medical appointments it
would be okay for the agency to discharge her from home
care services. She was not aware LPN-A had obtained
orders from P1's VA physician for wound care on
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Continued from page 6
7125124,

During telephone interview on 10/23/24, at 8:30 a.m.
RN-B stated she was never P1's case manager. She kept
getting listed as her case manager in the medical

record, but she had never made any nurse visits to P1.
She was not sure who was her case manager. It may have
been a travel nurse that was no longer employed at the

agency.

The agency's policy, Patients' Rights, Responsibilities
and Consent, with review date 2/15/22, indicated
patient's rights included to participate in, be _
informed about, and consent or refuse care in advance
of and during treatment, where appropriate, with
respect to the completion of all assessments, the care
to be furnished, based on the comprehensive assessment,
establishment and revision of the plan of care,
disciplines that would furnish the care, the frequency

of visits, expected outcomes of care, including patient
identified goals and anticipated risks and benefits,

| any factors that could impact treatment and any changes
in the care to be fumished. Patients had the right to

be notified verbally and in writing prior to the start
of care and as changes occurred. Patients had the right

| to receive proper written notice consistent in advance

of a specific serv ice being fumished if the agency
believed that the service may be non-covered care or in
advance of the agency reducing or terminating ongoing
care.

Written notice for non-covered care
CFR(s): 484.50(c)(8)

Receive proper written notice, in advance of a specific
service being furnished, if the HHA believes that the
service may be non-covered care; or in advance of the
HHA reducing or terminating on-going care. The HHA must
also comply with the requirements of 42 CFR 405.1200
through 405.1204.

This ELEMENT is NOT MET as evidenced by:

Based on interview and record review, the agency failed
to give written notice in advance of the agency
terminating on-going services for 2 of 5 patients (P1,
P2) who were reviewed for discharges.

P1's start of care (SOC) was 3/4/24. P1's plan of care
(POC) for the certification period 7/2/24 to 8/30/24,
included diagnoses of chronic venous hypertension with
ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,

G0434

(0442

G0442 Written notice for non-covered care

On review, Patient #1 was not notified, in writing, of service
lchanges (HHCCN/NOMNC) prior to receiving physician
discharge order. The patient was not provided with options of
other support services or physician’s care prior (o being
discharge from agency.

To ensuré compliance this standard 1s met the Agministrator

ar designee will:

onveys to them and/or their caregivers of the patient’s rights
including active and informed participation in their care with
ischarge planning and discharge from services.
l(2) Ensure that patients and staff are informed of patient
rights, responsibilities, consent, and patient’s rights are
respected.
(3) Provide education to the Clinical Manager, Patient Care
Managers, Registered Nurses, LVNs, Therapists, Therapy

opics
° C 2.4 Availability of Services- Acceptance,
|' Admission, Ongoing and Discharge

o HH 2.0.1 “Patient Rights, Responsibilities and
Consent”

0 HH 2.1.7 entitled “Transfer and Discharge of
Patient-NOMNC"

0 HH 2.1.4 entitled "Care Planning and
Coordination”

o HH 2.1.5 entitled "Plan of Care”

e AC Best Practice “My Patient, My Responsibility”

0 HH Protocol- Safe Discharge

meediate Action: All Clinicians involved in care of Patient

1 will receive remedial education about provision of the

patient being informed and notified of pending discharge,

allowed participation in the discharge planning process and
assisting patient with obtaining post discharge care and/or

services when continued care or services are identified as

well as delivering written notice of agency’s change or

termination of services .

A dditional clinicians identified to be out of compliance with the
bove requirements will receive counseling and remedial
ducation by the Clinical Manager/PCM to ensure

understanding and compliance.

(1) Ensure patients are provided with information that l

Ifussistanta and Social Workers and will include the following |

112/12/24

12/3/24
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o _ T T T -l Corrective Action: The Administrator or designgwill Ei -
0442 Continued from page 7 G0442 1.  Provide education during mandatory clinical staff
rheumatoid arthritis, and hemiplegia. The POC further education training to include the following topics:
indicated P1 received skilled nurse visits (SNV} two Review of the organizations Home Health Policies:
| times weekly for two weeks, one time week for two o C 2.4 Availability of Services-
weeks, one visits every other week for four weeks, then Acceptance, Admission, Ongoing and
one time per week for one week for various assessments, ‘ Discharge
treatment and education. Occupational therapy and o HH 2.0.1 “Patient Rights, '
social worker were ordered for one visit. Responsibilities and Consent”
‘ o HH 2.1.7 “Transfer and Discharge of ‘
Record review of P1's care coordination and visit notes Patient-NOMNC”
| 7/2/24 through 8/27/24 identified the following: . HH 2.1.4 "Care Planning and
Coordination”
-On 7/23/24, a nurse visit was conducted by licensed e HH2.1.5 "Plan of Care”
practical nurse (LPN)-A with wound care performed. e AC Best Practice "My Patient, My |
Reduction of services and/or pending discharge was not Responsibility” : ‘
| documented in the visit note or care coordination note. ‘ 0 HH Protocol- Safe Discharge
2. The Administrator or designee will review required
No further nurse visits were documented after 7/23/24. information in detail including patient rights,
| responsibilities, discharge planning with Notice of
-on 7/31/24, clinical manager (CM)-A obtained order Medicare Non Coverage (NOMNC).
from nurse practitioner (NP)-B fo discharge P1 from 3 Clinical Manager/Patient Care Manager (PCM) or
home care services as she had not been seen in clinic designees using the Discharge Report to audit
for two months and unable to continue signing orders clinical and coordination notes, and timely
for her care. HHCCN/NOMNC added to the patient record to
‘ confimn compliance with organization policies.
-on 7/31/24, family member (FM)-C called the agency,
angry P1 was not receiving wound care and services as Audit Activity 12/12/24
| ordered. FM-C stated P1 just heeded on-going wound Each patient record will be audited fqr service ch_anges
l care. CM-A notified FM-C the provider would no longer ‘ {HHCEWN{.}MNG] and documelntattpn 0 cqordlnatlon of
sign orders for home care services due to P1 was Vit which mclu;ies ver_bal . wrltteq |n5tructlor_1 post . ‘
. : discharge care/ instructions with patient /caregiver until 100%
non-compliant and did not keep her scheduled obtained and continue for 60 days.
appointments with her provider. CM-A notified provider 1. 100% of discharged patients will be audited for no less
had given the orders for P1 1o be discharged from home han 60 days to ensure that the patient/caregiver, at the time
care Services. f discharge
| Fj . Received discharge planning with documentation
P1's medical record lacked documentation P1 or FM-C had of any necessary assistance in obtaining post
received written notice in advance of the agency discharge care and/or services
discharging P1 on 7/31/24. ‘ - Received HHCCN/NOMNC timely | |
2. This audit will be performed by the Clinical Manager or
‘ During telephone interview on 10/21/24, at 3:50 p.m. de*&ignee under ’_the direction of the agency Ad_ministrator. |
FM-C stated the home care agency just stopped coming _DESlgna'ged Reglstere_d Nurses and or Therapists may assist
| ith audits as determined by the agency Administrator.
out to see P1. FM-C called the agency on 7/31/24, and r; The benchmark or target goal for this audit is 100%
was notified P1 was discharged. She was P1's appointed : '
health care agent and neither she or P1 had received Individuals completing audits will notify the Clinical Manager
‘ any advance notice of the discharge. and Administrator of clinicians who demonstrate ongoing non-
compliance for a "corrective action plan” per the
During telephone interview on 10/22/24, at 3:00 p.m. ‘ organization’s policy.
LPN-A stated the agency did not complete service
agreements to document patients were notified of
pending decrease or termination of services. LPN-A was
| not aware the 7/23/24 visit would be P1's last visit. I I
She had not been notified P1 was going to be discharged
so she had not discussed a pending discharge with P1 or
| FM-C, nor had she given P1 a written notice of |
discharge. l
FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 6421C-H1 Facility ID: H02250 If continuation sheet Page 8 of 31
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When interviewed on 10/22/24, at 3:30 p.m. clinical
manger (CM)-A stated she had called P1's physician and
because P1 did not follow recommendations and skipped
her medical appointments it would be okay for the
agency to discharge her from home care services as the
agency did not have a provider to sign orders. P1 was
not given advance notice of the discharge as required.

P2's SOC was 1/22/21. P2's POC for the certification
period 11/18/21 to 1/16/21, included diagnoses of
pneumonitis due to inhalation of food or vomit,
malignant neoplasm (cancer) of tongue, dysphagia
(swallowing difficulty), malignant neoplasm of head,
face and neck, pain, diabetes, depression, encounter
for attention to tracheostomy (artificial tube in neck

to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC

further indicated P2 received SNV one time per week for
one week, one time every three weeks for three weeks,
then one visit every two weeks for two weeks for
various assessments, medication management, infection
control, management of diabetes and symptoms, and
education.

Review of P2's coordination and visit notes identified
the following:

-On 12/28/21, a skilled nurse visit (SNV) was
completed. Medications were setup and assessments
completed. No discharge plan was documented as patient

| was unable to manage medications.

-On 1/7/24, registered nurse (RN)-D documented a case
conference note for recertification due to the issue of
not able to manage complex or high-risk medications
regimen which required ongoing skilled nurse treatment.

-On 1/14/22, RN-E completed a desk discharge for P2,
without home visit. The discharge was documented as a

| RN discharge data collection only with no visit made.

P2's physician order dated 1/27/24, indicated payor
change with new start of care needed.

P2's medical record lacked evidence P2 had been
notified of pending discharge prior to being discharged
from the agency on 1/14/24.

During interview on 10/22/24, at 3:30 p.m. clinical
manager (CM)-A stated P2 had a recertification visit in
January 2022. P2 had a fee source change soon after, so
the agency did a desk discharge and then P2 should have
been admitted immediately again for services but was

1

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY-Git LEC IDENTIFYINGINFORMATION) TAG
(50442 Continued from page 3 (0442

Ongoing Monitoring:
Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
ssurance Performance Improvement (QAPI) Program with
n expected threshold of 100%. Audit results will be tracked,
rended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QAPI)
lcommittee on a quarterly basis. After the audit threshold iIs
achieved compliance will be monitored through the quarterly
QAPI Clinical Record review and reported to PAC for review
and recommendations.

Ongoing

12/12/24 and
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not. It had just gotten missed. She should have been
set up for another start of care and that was not done
so her services got unintentionally dropped. P2 was not
notified of pending discharge and did not receive
written notification of discharge.

The Minnesota Department of Health Combined Federal and
State Bill of Rights, last revised November 2019,

identified patients would receive at least ten calendar

days advance notice of the termination of a service by

a home care provider.

The agency's policy, Patients’ Rights, Responsibilities
and Consent, with review date 2/15/22, indicated the
patient's rights included patients had the right to be
notified verbally and in writing prior to the start of

care and as changes occurred. Patients had the right to
receive proper written notice consistent in advance of
a specific serv ice being furnished if the agency
believed that the service may be non-covered care or in
advance of the agency reducing or terminating ongoing
care.

The agency's Transfer and Discharge policy with last
revision date 6/13/24, directed agency staff to notify
the patient, the patient's representative,

attending physician, podiatrist, or allowed
practitioner of the patient's condition and reason

for discharge. In addition, the patient wouid be
provided with verbal and/or written instructions
regarding, as appropriate:

. Community services available to the patient;

ii. Medication use and/or a copy of the final
medication profile;

iii. Home exercise plan;

iv. Any procedures and/or treatments to be performed;
and/or

v. Follow-up visits for physician care
HHA can no longer meet the patient's needs
CFR(s). 484.50(d)(1)

The transfer or discharge is necessary for the

patient's welfare because the HHA and the physician or
allowed practitioner, who Is responsible for the home
health plan of care agree that the HHA can no longer
meet the patient's needs, based on the patient's

.

Event ID: 6421C-H1

(50442

0454

G0454 HHA can no longer meet the patient's needs

On review, Patient #1 was not notified, in writing, of service

changes (NOMNC) prior to receiving physician discharge

order. The patient was not provided with options of other

support services or physician's care prior to being discharge

|frrurn agency.

[To ensure compliance this standard is met the Administrator

or designee will:

(1) Ensure patients are provided with information that

conveys to them and/or their caregivers of the patient’s rights

including active and informed participation in their care with
ischarge planning and discharge from services.
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transfer to other care entities when the needs of the
patient exceed the HHA's capabilities;

This ELEMENT is NOT MET as evidenced by:

Based on interview and document review, the agency
failed to notify the patient, her representative and
other physicians involved with the patient's care the
agency was considering a discharge for 1 of 5 patients
(P1) who was discharged from the agency.

P1's start of care (SOC) was 3/4/24. P1's plan of care
(POC) for the cerification period 7/2/24 to 8/30/24,
inclided diagnoses of chronic venous hypertension with
ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,
rheumatoid arthritis, and hemiplegia. The POC further
indicated P1 received skilled nurse visits (SNV) two
times weekly for two weeks, one time week for two
weeks, one visits every other week for four weeks, then

| one time per week for one week for various assessments,

wound care evaluation and treatment and education.
Occupational therapy and social worker were ordered for
one visit.

Review of P1's medical record identified the following:

Care Coordination note 7/30/24, P1 contacted an agency
nurse regarding concems related to the reduction in
frequency of nursing visits from two times per week to
one time every other week. P1 requested to talk with
her case manager registered nurse (RN)-B. It was noted
RN-B would be notified to contact P1, however no retum
call had been documented.

Care Coordination note 7/31/24, clinical manager (CM)-A
obtained order from nurse practitioner (NP)-B to
discharge P1 from home care services as she had not
been seen in clinic for two months and NP-B unable to
continue signing orders for her care.

Care Coordination note 7/31/24, FM-C called the agency,
angry that P1 was not receiving wound care and services
as ordered. FM-C stated P1 needed on-going wound care.
CM-A notified FM-C the provider would no longer sign
orders for home care services due to P1 was
non-compliant and did not keep her scheduled
appointments with her provider. CM-A notified FM-C the
agency had obtained an order for P1 to be discharged
from home care services.

During interview on 10/21/24, at 3:50 p.m. FM-C stated
P1 had nurse visits two times per week to evaluate and
change dressing to an ulcer on P1's leg that would not

FORM CMS-2567 (02/99) Previous Versions QObsolete
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(2) Ensure that patients and staff are informed of patient
G0454 |rights, responsibilities, consent, and patient’s rights are
| respected.

(3) Provide education to the Clinical Manager, Patient Care
Managers, Registered Nurses, LVNs, Therapists, Therapy
Assistants, and Social Workers and will include the following
F:n;:rit:ﬁ

2 C 2.4 Availability of Services- Acceptance,
Admission, Ongoing and Discharge |
0 HH 2.0.1 “Patient Rights, Responsibilities and
Consent”
o HH 2.1.7 “Transfer and Discharge of Patient-
NOMNC”
o HH 2.1.4 "Care Planning and Coordination”
o HH 2.1.5 "Plan of Care”
| s« AC Best Practice "My Patient, My Responsibility” I
| E HH Protocol- Safe Discharge

Immediate Action: All Clinicians involved in care of Patient
#1 will receive remedial education about provision of the
patient being informed and notified of pending discharge,
allowed participation in the discharge planning process and  |12/3/24
assisting patient with obtaining post discharge care and/or
services when continued care or services are identified as
well as delivering written notice of agency’s change or |
ermination of services .

Fddiﬂnnal clinicians identified to be out of compliance with the|
above requirements will receive counseling and remedial
leducation by the Clinical Manager/PCM to ensure

understanding and compliance.

Corrective Action: The Administrator or designee will

1.  Provide education during mandatory clinical staff  |12/12/24
I education training to include the following topics: I
Review of the organizations Home Health Policies:
| o C 2.4 Availability of Services-
Acceptance, Admission, Ongoing and
Discharge
o HH 2.0.1 “Patient Rights,
Responsibilities and Consent”
o HH 2.1.7 “Transfer and Discharge of |
Patient-NOMNC"
| « HH2.1.4 "Care Planning and
Coordination”
‘ 0 HH 2.1.5 "Plan of Care”
o AC Best Practice "My Patient, My
Responsibility”
o HH Protocol- Safe Discharge
|
N — — s
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heal. The home care agency just stopped coming out to
see P1. The agency had not called to notify anyone they
were no longer going to come out, they just stopped
nurse visits to P1 without any warning. FM-C had gotten
involved about a week after the agency had stopped

their visits and called the agency when P1 had told her
they were only going to come every two weeks and not
the two times per week they were doing. The first time
she heard they were no longer going to see P1 was when
FM-C had called the agency on 7/31/24 and she was P1's
appointed health care agent.

During telephone interview on 10/22/24, at 10:50 a.m.
social worker for the Department of Human Services
(SW)-D stated she had visited P1 and FM-C on 8/8/24, to
investigate a self-neglect report from the agency. The
agency was concemed P1 or FM-C were caring for P1's
wounds properly and about P1's dity home environment.
P1 had been seen by the wound care clinic that week and
her home environment was clean during SW-D's visit.
SW-D felt there was poor communication between the home
care agency and the patient. P1 relied heavily on
assistance from FM-C to coordinate appointments and

lots of other things. The vulnerable adult report had
indicated P1 had received skilled nurse visits and

social work visits and due to missed appointments the
physician had dropped services. SW-D stated that was

not true, P1 had a doctor appointment prior to when

SW-D had seen her on 8/8/24 and had another appointment
scheduled the following week.

During telephone interview on 10/22/24, at 3:00 p.m.
LPN-A stated she had completed visits for P1 on

7/18/24, and 7/23/24. On P1's last visit from the

agency on 7/23/24, LPN-A had not been aware that P1 was
going to have decrease nurse visit frequency, or a

pending discharge so had not discussed that with P1 or
P1's primary care giver FM-C.

When interviewed on 10/22/24, at 3:30 p.m. CM-A stated
she had called P1's physician and P1 had not followed
recommendations to promote wound healing and had
skipped scheduled medical appointments. The physician
had given the agency permission to discharge as the
primary physician would no longer follow the patient.
She was not aware P1 had a veteran's agency (VA)
physician involved who had given orders for wound care,
and the agency had not notified that physician P1 was
discharged for cause.

The agency policy Physician Plan of Care with revision
date 3/1/19, identified any revision to the plan of

care due to a change in patient health status must be
communicated to the patient, representative, caregiver

0454

Clinical Manager/Patient Care Manager (PCM) or designees
using the Discharge Reporl to audit clinical and coordination
notes. and timely NOMMNC added to the patient record to
confirm compliance with organization policies. The
Administrator or designee will instruct the Clinical Manager/
PCM this is part of their supervision, oversight, and audit
responsibilities, to ensure compliance.

Audit Activity

Each patient record will be audited for evidence of NOMNC
included in the record for termination of services until 100%
obtained and continue for 60 days.

han 60 days to ensure that the patient/caregiver, at the time
lof discharge

ldesignee under the direction of the agency Administrator,
Designated Registered Nurses and or Therapists may assist
with audits as determined by the agency Administrator. 'u

Individuals completing audits will notify the Clinical Manager
and Administrator of clinicians who demonstrate ongoing non-
compliance for a “corrective action plan” per the
organization’s policy.

Ongoing Monitoring:
Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
l&ssurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
rended. shared with agency leadership, and reported to the
lQuality Assurance Performance Improvement (QAP)
committee on a quarterly basis. After the audit threshold is
achieved compliance will be monitored through the quarterly
QAPI Clinical Record review and reported to PAC for review

ard recommendations.

2, The Administrator or desi_gnee will review required
information in detail including patient rights,
responsibilities, discharge planning with Notice of
Medicare Non Coverage (NOMNC)

3. Review documentation necessary to provide

evidence of patient, caregiver, physician

coordination of care attempts to resolve issues.

1. 100% of discharged patients will be audited for no less

- Received discharge planning with

documentation of any necessary assistance in |

obtaining post discharge care and/or services
e Documentation to support coordination of care

0 Received NOMNC timely

2. This audit will be performed by the Clinical Manager or

3. The benchmark or target goal for this audit is 100%.

1 2/12/24

| 2/12/24

I;l ]
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(0454 Continued from page 12 G0454
and all physicians issuing orders for the home health
agency plan of care.
The agency policy Transfer and Discharge of Patients | ‘
with revision date 6/13/24, identified a patient may be ‘ |
discharged for reasons including safety concerns, or
‘ the patient's (or ottlwer persons in the patient's ‘home) G458 Outcomes/ goals have been achieved
benhavior is dlSl‘Upt‘IUe, abusive, of uncooperatwe - On review, Patient #2 was discharged without documentation [12/12/24
the extent that delivery of care to the patient or the of completing treatment goals or outcomes having been met I
ability of the Agency to operate effectively is and failed to notify the physician on the discharge plan.
seriously impaired. The patient/patient representative ‘ o ensure compliance this standard is met the Administrator
and physician, podiatrist or allowed practitioner would Fr designee will:
‘ be advised of the plan to discharge/transfer. The 1. Ensure the outcomes and patient goals have or
clinical manager or designee would make efforts to have not been achieved and documented prior
resolve problems prior to discharge/transfer. The discharge from service.
agency would have documentation of their efforts made 2. Ensure the physician is informed and agrees that ‘
to resolve issues. the patient no longer requires home health agency
services.
G0458 Outcomes/goals have been achieved G0458 |
‘ 3. Ensure that patients and staff are informed of patient
CFR(s): 484.50(d)(3) rights, responsibilities, consent, and patient’s nghts are
respected.
The transfer or discharge is appropriate because the 4.. Provide educatio‘n to the Clinical Manager, Pat@ent |
physician or allowed practitioner, who is responsible Care Managers, Registered Nurses, LVNs, Therapists,
for the home health plan of care and the HHA agree that ;Lhee][;?gw?sslféf]?;:‘ and Social Workers and will include
the measurable outcomes and goals set forth in the plan . HH 2.1.7 "Transfer and Discharge of Patient- |
of care in accordance with §484.60(a)(2)(xiv) have been NOM-NC“
‘ achieved, and the HHA and the physician or allowed ‘ . HH21.4 "Care Planning and Coordination”
practitioner, who is responsible for the home heaith | . AC Best Practice "My Patient, My Responsibility” ‘
plan of care agree that the patient no longer needs the B X Dischargel
FIRA'S services, 5. Coordination of care is effective and
This ELEMENT is NOT MET as evidenced by: appropriate to patient status with
documented physician notification.
Based on interview and document review, the agency
| failed to ensure patient's physician agreed discharge h‘,nrmguye Action: ‘
was appropriate with goals met and patient no longer | {The Administrator or designee will:
required home health care services for 1 of 5 patients 1. Provide education during mandatory clinical staff
| (P2) reviewed for discharge from agency. education training to include the following policies: |l12/12/24
o HH 2.1.7 "Transfer and Discharge of
P2's SOC was 1/22/21. P2's POC for the certification Patient-NOMNC”
period 11/18/21 to 1/16/21, included diagnoses of 0 HH 2.1.4 "Care Planning and ‘
pneumonitis due to inhalation of food or vomit, Coordination”
malignant neoplasm (cancer) of tongue, dysphagia | o AC Best Practice “My Patient, My
(swallowing difficulty), malignant neoplasm of head, ‘ Responsibility”
face and neck, pain, diabetes, depression, encounter « HH Protocol- Safe Discharge
‘ for attention to tracheostomy (artificial tube in neck |
‘ to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC
further indicated P2 received skilled nurse visits |
(SNV) one time per week for one week, one time every |
three weeks for three weeks, then one visit every two
weeks for two weeks for various assessments, medication
management, infection control, management of diabetes I
FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 6421C-H1 Facility ID: H02250 If continuation sheet Page 13 of 31



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

PRINTED: 11/13/2024
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
247166

NAME OF PROVIDER OR SUPPLIER
ACCENTCARE FAIRVIEW HOME HEALTH - EAST LLC

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 10/24/2024
| B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE
3507 Highpoint Drive N, S140 , Oakdale, Minnesota, 55128

| (X4) ID
PREFIX
NG

(0458

(0468

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

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION I
RECULATORY OR LSS ICENTIFYINGANFORMATION] 1 TAG 0 CROBS-REFERENCED-TG THE - DATES - f

APPROPRIATE DEFICIENCY)
_ T - 2. The Administrator or?esignee will review pending_ B
Continued from page 13 0458 discharges for coordination of care and
and symptoms, and education. documentation to ensure physician has been I
notified of status of outcomes, goals and pending
Review of P2's medical record identified the following: discharge.
Coordination care note dated 12/28/21, identified a SNV Clinical Manager/Patient Care Manager (PCM) or designees
was completed. Medications were setup and assessments using the Recert Report to audit clinical and coordination
Comp|eted_ A discharge p|an was not documented as P2 notes to ensure appmpriate care coordination with phy’si{:ian
was unable to manage her medications. of patient's outcome and goal status pending discharge. The |
Administrator or designee will instruct the Clinical Manager/
-On 1/7/22, registered nurse (RN)-D documented a case PCM th|§ 'S 'part of their Supervision, oversight, and audit
conference note for recertification due to the issue of responsibilities, o ensure compliance.
not able to manage complex or high-risk medications Audit Activity
regimen which required ongoing skilled nurse treatment. 1. Each discharged patient record will be audited for 12/12/24
physician notification of outcomes and goals status prior to
-On 1/14/22, RN-E completed a desk discharge for P2, discharge until 100% obtained and continue for no less than
without home visit. The discharge was documented as a |60 days. |
RN discharge data collection only with no visit made. 2.. This audit will be performed by the Clinical Manager or
esignee under the direction of the agency Administrator.
P2's physician order dated 1/27/22, indicated payor Designated Registered Nurses and or Therapists may assist
change with new start of care needed. with audits as determined by the agency Admmlstrator.
3. The benchmark or target goal for this audit is 100%.
Po's medical record lacked evidence of physician Individua!s_completing‘ayc_iits will notify the Clinical Manager
. . . and Administrator of clinicians who demonstrate ongoing non-
notification or order to discharge from home health compliance for a “corrective action plan” per the
care services. There was no evidence P2's primary organization’s policy. I
physician had been consulted regarding a potential |
discharge of services. Ongoing Monitoring:
ollowing the above stated audit, this indicator will become a
During interview on 10/23/24, clinical manager (CM)-A eqular part of the quarterly audit process for the Quality 12/12/24 and
stated P2's services had gotten dropped prematurely and ssurance Performance Improvement (QAPI) Program with Ongoing
she had been discharged in error. P2's discharge was an expected threshold of 100%. Audit results will be tracked,
completed due to a change with P2's fee source and a trent{ed, shared with agency leadership, and reported to the
new start of care was needed following the paper desk Quality Assurance Performance Improvement (QAPI)
discharge. The physician was not notified of the committee on a.quarterl_y basis. Aﬁer the audit threshold is |
| discharge due to services were omitted in error. ar:hle‘ue;l (_:ompllance w1|l_be monitored through the quartfaﬂy
QAPI Clinical Record review and reported to PAC for review
. . _ and recommendations.
The agency's policy Transfer and Discharge of Patients,
last revised 6/13/24 identified when the physician,
podiatrist, or allowed practitioner responsible for the
home health plan of care and the agency agree that the
measurable outcomes and goals outlined in the plan of | |
care have been achieved, and the patient no longer ;'
needs the services. The RN/qualified therapist would
ensure that the treatment goals and patient
outcomes have been met or are no longer applicable. The
Agency staff would notify the patient, the patient's
representative, attending |
physician, podiatrist, or allowed practitioner of the
patient's condition and reason for discharge. |
Provide contact info other services 0468
CFR(s): 484.50(d)(5)(iii)
L _ : | : e et .
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providers who may be able to provide care; and
This ELEMENT is NOT MET as evidenced by:

Based on interview and document review, the agency
failed to provide 2 of 5 patients (P1, P2) reviewed for
discharge, with information required related to other
available home care providers at the time of a
facility-initiated discharge.

P1's start of care (SOC) was 3/4/24. P1's plan of care
(POC) for the certification period 7/2/24 to 8/30/24,
included diagnoses of chronic venous hypertension with
ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,
rheumatoid arthritis, and hemiplegia. The POC further
indicated P1 received skilled nurse visits (SNV) two
times weekly for two weeks, one time week for two
weeks, one visits every other week for four weeks, then
one time per week for one week for various assessments,
wound care evaluation and treatment and education.
Occupational therapy and social worker were ordered for
one visit.

P1's ordered home care services were stopped on
7/31/24, due to non-compliance and failing to keep
scheduled medical appointments.

P1's care coordination note dated 7/31/24, identified

P1 was discharged by the agency as she no longer had a
physician following her. Nurse practitioner {NP)-B was
unwilling to sign orders related to P1 because she
frequently missed her scheduled medical appointments.
P1 did have an appointment to establish care at the
veteran's clinic on 8/5/24. Per documentation, P1 had
wounds that were not healing and new pressure ulcer on
her elbow due to resting it on the bed. P1 had a recent
nurse visit and was able to verbalize what was needed
to help her wounds heal but P1 has chosen not to follow
the plan of care. Family has been taught how to do
wound care and had provided wound care between nurse
visits in the past and were felt to be capable to

provide care until P1 could find a provider to follow

her for home health. An order was received to discharge
P1 from home care services.

P1's medical record lacked evidence P1 had received
information related to other available home care
providers in the area.

During interview on 10/21/24, at 3:55 p.m. family
member (FM)-C stated the agency just stopped coming to

Ttopics

procedures and treatments to be performed and follow up
physician visit.

To ensure compliance this standard is met the Administrator
ar designee will:

(1) Ensure patients are provided with information regarding
Etscharge planning to include appropriate community

ervices, copy of final medication profile, home exercise plan, |
rocedures and treatments to be performed and follow up
physician visit.
(2) Provide education to the Clinical Manager, Patient Care
Managers, Registered Nurses, LVNs, Therapists, Therapy
Assistants, and Social Workers and will include the following

o HH 2.1.7 entitled “Transfer and Discharge of I
Patient-NOMNC"
‘ 0 HH 2.1.4 entitled "Care Planning and
Coordination”
o AC Best Practice “My Patient, My Responsibility”
0 HH Protocol- Safe Discharge

Immediate Action: All Clinicians involved in care of Patients
%1 and 2 will receive remedial education about provision of |
he patient being informed and notified of pending discharge,
ppropriate community services, copy of final medication
rofile, home exercise plan, procedures and treatments to be
performed and follow up physician visit. Patients are allowed
|participation in the discharge planning process and assisting
patient with obtaining post discharge care and/or services
when continued care or services are identified as well as

sernvices.
dditional clinicians identified to be out of compliance with the
bove requirements will receive counseling and remedial
ducation by the Clinical Manager/PCM to ensure
lunderstanding and compliance.
Corrective Action: The Administrator or designee will
(1) Provide education during mandatory clinical staif
education training to include the following topics:
Review of the organizations Home Health Policies:

° HH 2.1.7 "Transfer and Discharge of
Patient-NOMNC”

HH 2.1.4 "Care Planning and
Coordination”

Responsibility”
0 HH Protocol- Safe Discharge

dellvering written notice of agency’s change or termination of |

o AC Best Practice "My Patient, My |

12/3/24

I
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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G0468 Provide contact info other services 12/12/24 \
(0463 Continued from page 14 G0468 |On review, Patients #1 and 2 were not provided verbal or
(iii) Provide the patient and representative (if any), ritten instructions regarding appropriate community
with contact information for other agencies or lservices, copy of final medication profile, home exercise plan, |

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

Event ID; 6421C-H1

Facility ID: H02250

If continuation sheet Page 15 of 31



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/13/2024
FORM APPROVED
OMB NQO. 0938-03%1

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
| 247166

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B.WING

10/24/2024

NAME OF PROVIDER OR SUPPLIER
ACCENTCARE FAIRVIEW HOME HEALTH -EAST LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
3507 Highpoint Drive N, S140 , Oakdale, Minnesota, 55128

(X3) DATE SURVEY COMPLETED

(X4) ID
PREFIX

oA )

s FATGY

0468

| During interview on 10/23/24, at 3:30 p.m. CM-A stated

SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
(EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
RESULATONY SFESC I DERTIFYING INFORMATICN) L TAG =y« CRESG-REFERENCER-TE THE: e BDATE

I APPROPRIATE DEFICIENCY)
Clinical Manager/Patient Care Manager (PCM) or designees
Continued from page 15 G0468 |using the Discharge Report to audit clinical and coordination
see P1 without any notice. The agency did not provide notes associated with patient discharge planning to confirm
P1 with a list of alternative health care agencies in compliance with organization policies. The Administrator or
the area that may provide care and services. designee will instruct the Clinical Manager/ PCM this is part
of their supervision, oversight, and audit responsibilities, o ‘
During telephone interview on 10/22/24 at 10:50 a.m. ensure compliance.
social worker for the Department of Human Services Audit Activity | | | N
(SW)-A stated she had visited P1 and FM-C on 8/8/24. Fach dIEFhEFge(_j patient record will be_aur_ilted for appropriate|12/12/24
They asked her if there were other agencies in the area anmumty services, copy of final medication profile, home
: , xercise plan, procedures and treatments to be performed
that could provide P1's care as they had not been and follow up physician visit until 100% obtained and
provided with a list of alternative health care continue for 60 days. ‘
agencies, 1. 100% of discharged patients will be audited for no
less than 60 days to ensure that the patient/caregiver, at the
When interviewed on 10/22/24, at 3:00 p.m. licensed time of discharge
practical nurse (LPN)-A stated she had not provided P + Received discharge planning with documentation
or FM-C with a list of other providers in the area when appropriate community services, copy of final
she completed her last visit on 7/23/24, because she medication profile, home exercise plan, procedures
had not been aware of the pending discharge. ‘ and treatments to be performed and follow up
physician visit. ' ‘
When interviewed on 10/22/24, at 3:30 p.m. clinical 2 This audit wil b? pe!'formed Dy the ClinicaI‘Manager
manager (CM)-A stated the agency had not provided P1 a or d§5|gnee undgr the direction of the agency'Admlmstratqr,
, , _ Designated Registered Nurses and or Therapists may assist
list of other home care providers in the area at the with audits as determined by the agency Administrator.
time of the facility-initiated discharge. 3. The benchmark or target goal for this audit is 100%.
4. Individuals completing audits will notify the Clinical
P2's SOC was 1/22/21. P2's POC for the certification Manager and Administrator of clinicians who demonstrate
period 11/18/21 to 1/16/21, included diagnoses of ongoing non-compliance for a “corrective action plan” per the
pneumonitis due to inhalation of food or vomit, organization’s policy.
malignant neoplasm (cancer) of tongue, dysphagia | E
(swallowing difficulty), malignant neoplasm of head, ngoing Monitoring: o | |
face and neck, pain, diabetes, depression, encounter Following the above stated audlft, this indicator will begome a [12/12/24 and
reqular part of the quarterly audit process for the Quality (ngoing

for attention to tracheostomy (artificial tube in neck

to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC

further indicated P2 received skilled nurse visits

(SNV) one time per week for one week, one time every
three weeks for three weeks, then one visit every two
weeks for two weeks for various assessments, medication
management, infection control, management of diabetes
and symptoms, and education.

On 1/14/22, RN-E completed a desk discharge for P2,
without home visit. The discharge was documented as a
RN discharge data collection only with no visit made.

Physician order dated 1/27/22, indicated P2 had a payor |
change with new start of care needed. ‘

P2's medical record lacked evidence P2 had received
information related to other available home care
providers in the area prior to being discharged from
the agency on 1/14/22.

a desk discharge had been completed due to a change in |
her payor source. A new start of care should have been |

Assurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
trended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QARI)
committee on a quarterly basis, After the audit threshold Is
chieved compliance will be monitored through the quarterly
API Clinical Record review and reported to PAC for review
nd recommendations.
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I ~ |G0536 A review of all current medications 12/12/24
0468 Continued from page 16 G0468 [To demonstrate the commitment to compliance and provide
initiated but it was missed. P2 had not been given Emmediate correction, the Agency
information or listing regarding alternative home care Administrator/designee will ensure Clinical Staff are compliant
providers in the area that could provide care prior to with documentation/review of medication profile to include
the facility-initiated discharge as required. ‘ complete medication reconciliation, drug interactions,
duplicative therapy, and appropriate physician notification
| The agency's Transfer and Discharge of Patients policy.,, _in::l_lfdinlg potential adverse effects and drug reac:qoni, 1
b ‘ revised el 15724, icentiied the patieti wodabd™ ™" | ineffective drug therapy, significant side effects, sigrificart |
orovided with verbal and/or written instructions drug interactions, and noncompliance with drug therapy.
reg:—.:arding, as apprqpriate for. community services Ilmmediate Actions: 19/34
available to the patient, medication use and/or a copy The Administrator/designee will review 100% patient's
| of the final medication profile, home exercise plan, records will have medication reconciliation completed by a
any procedures and treatments to be performed and qualifying clinician with notification of physician if there are
follow up visits for physician care. inconsistencies and then prepare an updated medication list
by 12/12/24.
G0536 A review of all current medications (0536 |
Corrective Action:
CFR(s): 484.55(c)(5) tflle Agency Administrator/designee will conduct education
lwith clinical and supervisory staff regarding policies and 12/12/24
| A review of all medications the patient is currently fequire signed atestation ofedycation by 12/.3/24.': I
Ok . . . 0 HH 2.1.4 Care Planning and Coordination
using in order to identify any potential adverse I HH 2 2 6 Medicat . .
. . (Y . 0 .2.6 Medication Profile Review and Reporting
effects and drug reactions, including ineffective drug of Findings
f(herapyl, signiﬁcapt side effects, significant drug | . VNAA 16.04 Assessment and Comprehensive
. |nltleract|ons, duplicate drug therapy, and honcompliance | Medication Review 5
with drug therapy. | e  VNAA 16.05 Medication Reconciliation
‘ | _ e VNAA 16.06 Medication Orders and |
This ELEMENT is NOT MET as evidenced by: Documentation
e AC Best Practice "My Patient, My Responsibility”
Based on observation, interview and document review,
the agency failed to ensure all medications, including ‘ Schedule visit to the patient’s home will be completed to
dose, route, frequency and time of administration, was ensure that the agency's medication profile includes patient's
Comprehensiuely assessed and documented for 3 of 7 current medications. Physician will be notified of all
patients (P7, P9, P12) whose medications were reviewed medication changes/discrepancies and non-compliance. The
during home visits. Elinical Supervisor/Clinical Manager will ensure that timely
ontact with the physician is documented in the clinical record
P7’s plan of care (POC) for certification period oy 12/12/24.
10/17/24 1o 12/15/24, indic.ated P?s start of care Systemic change:
(SOC) was 8/18/24, and diagnosis included acute The Clinical Manager/Patient Care Manager (PCM) will
cystitis (a bladder infection), hypertensive heart ‘ ensure the medication profile was compared to the Plan of k2/12/24
disease with heart failure (high blood pressure), Carel 485; ensuring all medications are accurately and
anxiety, major depressive disorder (depression), and completely documented on the medication profile. All
migraine. POC included a comprehensive medication list. hysician notifications of these medication issues will be
| Eflidated during Plan of Care review and ongoing orders
During skilled nurse visit on 10/21/24 at 1:33 p.m., anagement process via PCM workflow and record.
patient inquired about a medication not on her Medica’gmn changes anq Plan of Care_changes will be printed
medication list, divalproex 1 tab daily for migraines. and delivered to the patients home dailyand
| P7 asked registered nurse (RN)-A what the medication rewewedr‘educat_lon with patient/caregiver by visiting clinician
was used for. RN-A explained use of the medication and ‘ to ensure compliance and accuracy.
inquired how long P7 had been taking it. P7 stated she
had been taking since she was discharged from the
hospital. P7 indicated she took it PRN, not as |
prescribed as once daily. P7 stated she was unaware she
‘ was supposed to be taking it daily. Medication label
| indicated a fill date of 9/10/24. Divalproex was not
| listed on P7’s medication list on POC. I_
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visit, multiple medication discrepancies were found. In
addition to the divalproex, P7 stated she has stopped
taking clonidine hcl 0.1 mg about a month ago.
Clonidine was listed as an active medication on POC. P7
stated she thought she was still taking duloxetine 60

mg daily. Duloxetine was not found in P7’s home. P7
stated she had been feeling increased anxiety lately

and had an appointment scheduled with her primary care
provider (PCP) in a few days to address anxiety. P7 had
a bottle of calcium 600 mg with D3 with an expiration
date on the bottle of November 2023. Calcium with D3
was not included on P7's POC and she stated she was not
aware the medication was expired. P7 stated she had
been taking pregabalin 150 mg once daily. Pregabalin
was listed on POC as taking twice daily. P7 stated she
had not been taking vitamin C or zinc gluconate daily

as listed on the POC. P7 stated she did nothavéa =
current medication list in her home.

During interview on 10/21/24 at 2:26 p.m., RN-A stated
a medication reconciliation should be competed at start
of care and changes updated with every visit. The PCP
should be contacted with any discrepancies for
clarification and orders. RN-A confirmed medication
discrepancies and stated she would be updating the
provider. RN-A stated it was conceming P7 did not have
her duloxetine in her home and was experiencing
increased anxiety.

P9’s POC for certification period 9/1/24 to 10/30/24,
indicated P9’s SOC was 9/1/24, and diagnosis included
zoster without complications (shingles), malignant
neoplasm of left breast (breast cancer), hypertensive
heart disease (high blood pressure), type 2 diabetes,

and chronic obstructive pulmonary disease (a lung
disease caused by damage to the airway). POC included a
comprehensive medication list.

During a home visit on 10/22/24 at 1:31 p.m., P9
indicated her daughter assisted with managing her
medications. Multiple discrepancies were found during a
comprehensive review of medications. P9 was taking
armodafinil 200 mg daily. POC listed armadafinil at 150
mg daily. P9 was taking gabapentin 100 mg three times a
day. POC included gabapentin 100 mg for five days. POC
did not include a start and stop date. P9 was taking
omeprazole 20 mg twice a day; POC included omeprazole
once per day. P9 was taking prednisone 5 mg daily as a
long term medication. POC included prednisone as a
taped medication. POC did not indicate start and stop
dates for prednisone. P9 repaorted taking the following
medications not listed on the POC: krill oil 500 mg

lare tracked daily by a member of the clinical operating team.

Medication reconciliation process will be repeated continually
until accuracy meets 100% threshold.
1.  100% of census will have a HH-Survey Recovery
Coordination Note documented for medication
| 2

reconciliation
The PCM/designee will review daily to ensure
100% compliance will be met by 12/12/24.
Ongoing Monitoring:
Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
Assurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
trended, shared with agency leadership, and reported (o the
Quality Assurance Perfarmance Improvement (QAPI)
committee on a quarterly basis. After the audit threshold is
chieved compliance will ke menitored through the quatterly
API Clinical Record review and reported to PAC for review
land recommendations
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| - I onitoring: The Clinical Manager/designee will audit 100% 12204
G0536 Continued from page 17 G0536 [medication reconciliation review of active census with
Irequired documentation of any discrepancies.and.
During comptehensive mmedication review Gunng'ine {communi€atiofr to ‘pnysician-of identified ntedication issues 2

{1271 224 and
[Ongoing
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daily, and cranberry 15000 mg twice a day. P9 stated
she did not have a current medication list in her home.
P9 was also observed to be on oxygen, which was not on
the medication list.

During interview on 10/23/24 at 3:00 p.m., clinical
manger (CM) stated the medication review could have
been better and confirmed every patient should have an
up to date medication list in their home.

During interview on 10/23/24 at 3 p.m., clinical

manager (CM) stated medications should be reviewed at
start of care by comparing the botles in the home with
a current medication list. All discrepancies should be
addressed with the provider and documented. CM stated
all patients should have a current medication list in

their home. CM stated medication changes should be

| reviewed at every home visit and education on proper

disposal should happen if a medication was
discontinued. CM stated medication reconciliation was
important to ensure there are not interaction and so
providers are aware of what was being taken.

P12's plan of care (POC) 10/9/24 through 12/7/24,
identified a start of care date 10/9/24. Diagnoses
included presence of left artificial hip joint

aftercare following joint replacement. heart disease
with heart failure, atrial fibrillation (irregular
heartbeat), diabetes and a history of falls. Skilled
nurse visits (SNV) were ordered 1 visit every week for
three weeks then every two weeks for six weeks for

| various assessments, evaluation, perform and teach

wound care and education regarding medications and
co-morbid conditions. Physical therapy (PT) was ordered
one visit per week for one week then two visits per
week for one week then one visit per week for five
weeks evaluate rehab potential, home environment and
safety and to increase functional independence.
Medications included Tylenol 650 milligrams (mg) as
needed (PRN), cetirizine 10 mg daily, Eliquis (a blood
thinner) 5 mg two times per day (BID), fish oil 1000 mg
daily, furosemide 20 mg PRN for edema (swelling),
metformin (to treat diabetes) 500 mg daily, metoprolol
(for blood pressure) 50 mg BID, mometasone nasal spray
(to treat allergy symptoms) PRN, multivitamin 50 plus
daily, rosuvastatin (for cholesterol) 10 mg daily, and
vitamin D3 1000 units daily,

During a home visit on 10/22/24, at 10:00 a.m. P12
stated she was not taking fish oil, a multivitamin, or
vitamin D3 as she suspected they may be contributing to
some nausea she was experiencing. P12 brought out her
bottle of Eliquis, which was labeled 2.5 mg tablets and

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I ID | PROVIDER'S PLAN OF CORRECTION (X5)
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daily, niacin 500 mg daily, iron slow release 45 mg
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G0536 Continued from page 18 G0536
reported she took one tablet from the bottle every
morning and night. P12 stated she had been taking the I
same Eliquis dose since her heart disease diagnoses two
years ago and did not remember having any changes with
the medication. Review of P12's hospital discharge
summary in her home identified order for Eliquis 5 mg ‘
BID, P12 was not aware her hospital discharge orders
‘ instructed her to take Eliquis 5 mg tablets BID. On ‘

review of medication bottles sent home with her from
her hospital discharge identified a bottle of Eliquis 5 |
mg with instructions to take one tablet every day. P12
stated she had not noticed the changed dosage on the
new bottle as she had been using up her old bottle
first. Comparison of ooth bottles of Eliquis in the ‘
home identified Eliquis 5 mg BID was filled on 5/8/24,

‘ and Eliquis 2.5 mg BID was filled 10/3/24. ‘

When interviewed on 10/22/24, at 10:30 a.m. registered
nurse (RN)-B stated she had physically looked at all
the bottles P12 had on her counter, including the ones
she had picked up after her hospitalization. The

Eliquis bottle on the counter was the correct dose of | ‘
5mg BID. She had reviewed all P12's medications at |
| start of care and recorded what P12 had reported to her

that she was cumrently taking. RN-B was not aware P12
had another bottle of Eliquis in her possession. She

did not know why the 2 bottles had different dosages |
and it would need to be clarified with P12's physician

and the pharmacy as soon as possible. |

During interview on 10/22/24, at 3:30 p.m. the clinical ‘
| manager (CM)-A stated a patient's medication list
| should reflect what the patient was actually taking.

During interview on 10/23/24, at 8:30 a.m. RN-B stated |
she had clarified P12's Eliquis order with her | ‘
physician. P12 was supposed to take Eliquis 5 mg BID. |

The physician was notified P12 had been taking an

incorrect dose of the medication since her hospital
return and would now correctly take the prescribed dose
of 5 mg BID.

‘ The agency's policy Medications: Medication I
Reconciliation with revision date 5/1/23, identified a |
complete medication reconciliation should be performed
at time of admission. Staff were to compare the
medications the patient had in their home with the list
of current medications from the discharging agency or
provider. The staff were instructed to have the patient |
| collect all medications, including prescribed and |
over-the-counter medications, and review and record
name, dose, route indication and frequency. Staff were
to note any differences between the labels, orders and
patient use document and resolve the differences by

| = . - | . . : . : .
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G0536 Continued from page 20 G0536 |G0562 Discharge Planning _[
| | either patient education or clarify orders from the
provider. En review, Patients #1 and 2 were not notified, in discharge
lanning and in writing, of service changes (NOMNC). The
G0562 Discharge Planning ‘(30552 lpatient was not provided with options of other support
services or physician's care prior to being discharged from
CFR(s): 484.58(a) the agency. I
12/12/24
Standard: Discharge planning. To ensure compliance this standard is met the Administrator |
or designee will:
An HHA must develop and implement an effective SRS phatients jre prrjcngided Wi.th info;mhation t_hat1 ah
discharge planning process. For patients who are conveys to t'em an _/ort eir caregivers o t e pa:ments rig ts
_ ncluding active and informed participation in their care with I
transferred to another HHA or who are discharged to a ‘ ldischarge planning and receive information about support
| SNF, IRF or LTCH, the HHA must assist patients and services and/or continued physician care.
' their caregivers In selecting a post-acute care (2) Ensure that patients and staff are informed of patient
provider by using and sharing data that includes, but rights, responsibilities, consent, and patient’s rights are
is not limited to HHA, SNF, IRF, or LTCH data on respected and a safe discharge is documented.
quality measures and data on resource use measures. The (3) Provide education to the Clinical Manager, Patient Care
HHA must ensure that the post-acute care data on anagers, Registered Nurses, LVNs, Therapists, Therapy ‘
quality measures and data on resource use measures is Fss_istants, and Social Workers and will include the following
relevant and applicable to the patient's goals of care e o |
and treatment preferences. | o C 2.{« Ayaﬂablllty ‘of Sewtcgs- Acceptance, .
Admission, Ongoing and Discharge
I | This STANDARD is NOT MET as evidenced by: * HH 2.0.1 “Patient Rights, Responsibilities and
Consent”
Based on interview and document review, the agency e HH2.1.7 "Transfer and Discharge of Patient-
failed to discharge 2 of 5 patients for appropriate NOMNC ) _ L
cause and failed to develop and implement an effective " Ea Care Planning and Coordination
discharge planning process to effectively transition » HH2.1.5 "Plan of Care” o
patients from home health services to post home health | e  AC Best Practice "My Patient, My Responsibility”
services care for 2 of 5 patients (P1, P2} reviewed for | = HH Protocol- Safe Discharge
diSEHamge Immediate Action: All Clinicians involved in care of Patients [12/3/24 I
1 and 2 will receive remedial education about provision of

P1's start of care (SOC) was 3/4/24. P1's plan of care
(POC) for the certification period 7/2/24 to 8/30/24,
included diagnoses of chronic venous hypertension with

the patient being informed and notified of pending discharge,
allowed participation in the discharge planning process and
assisting patient with obtaining post discharge care and/or

ulcer of left lower extremity, non-pressure chronic

ulcer other than left lower leg, manic episode,
rheumatoid arthritis, and hemiplegia. The POC further
indicated P1 received skilled nurse visits (SNV) two
times weekly for two weeks, one time week for two
weeks, one visits every other week for four weeks, then
one time per week for one week for various assessments,
wound care evaluation and treatment and education.
Occupational therapy and social worker visits were
ordered for one visit.

Review of P1's medical record identified the following:

-on 7/23/24, licensed practical nurse (LPN)-A conducted
3 visit for wound care and assessment. Interventions
for wound and skin care was discussed as well as
planned care coordination with P1's Veteran's Agency
(VA) physician. No change of frequency or duration of
services were identified.

u

ervices when continued care or services are identified as
ell as delivering written notice of agency's change or

termination of services.
additional clinicians identified to be out of compliance with the

above requirements will receive counseling and remedial
education by the Clinical Manager/PCM to ensure
understanding and compliance.
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- — — T | Cnr;ctive Action: The Administrator or deﬁnee will _ 12/12/24
0562 Continued from page 21 G0562 | 1. Provide education during mandatory clinical staff
‘ education training to include the following topics: ‘
-on 7/31/24, clinical manager (CM)-A obtained order | Review of the organizations Home Health Policies:
from P1's primary physician to discharge P1 from home - C 2.4 Availability of Services-
care services as she had not been seen in clinic for Acceptance, Admission, Ongoing and
two months and the nurse practitioner would be unable Discharge
to continue signing orders for her care. The agency did e HH2.0.1 “Patient Rights, I
have a plan of care that remained active until 8/30/24 Responsibilities and Consent”
‘ and P1 had an pending appointment to establish care « HH 2.1.7 “Transfer and Discharge of I
with a primary physician on 8/5/24. ‘ Patient-NOMNC”
‘ « HH2.1.4 "Care Planning and
-on 7/31/24, FM-C called the agency, angry P1 was not Coordination”
receiving wound care and services as ordered. FM-C e HH?2.1.5 "Plan of Care”
stated P1 needed on-going wound care. CM-A notified « AC Best Practice "My Patient, My |
FiM-C the provider would no longer sign orders for home Responsibility" '
care services due to P1 was non-compliant and did not o HH Protocol- Safe Discharge
keep her scheduled appointments with her provider. CM-A 2. The Administrator or designee will review 100% of
notified FM-C the agency had obtained an order for P1 discharged patients to ensure required
to be discharged from home care services. | ‘ documentation including patient rights,
responsibilities, safe discharge planning with Notice
During interview on 10/22/24, at 3:00 p.m. LPN-A stated of Medicare Non Coverage (NOMNC) and post |
she had not been aware of P1's pending discharge during discharge support has been provided to
her visit on 7/23/24, so had not discussed discharge patient/caregiver.
and post discharge care with P1 or her caregiver FM-C.
Clinical Managet/Patient Care Manager (PCM) or designees
When interviewed on 10/22/24, at 3:30 p.m. clinical  using the Dilscharge Report to audit clinical _and coordination
manager (CM)-A stated on 7/31/24, she had called the notes, and timely NOMNC added to the patient record to
nurse practitioner (NP)-A, who followed P1 for wound |‘:“’“ﬁ."”_" compliance ‘?"”th org_sarjfzallﬂn pﬂthe_s._The
. , . . . ‘ Administrator ar designee will instruct the Clinical Manager/
Cale, regardln_g P1s nonpompllancg il foll.owmg PCM this is part of their supervision, oversight, and audit
recommendations and missed medical appointments and responsibilities, to ensure compliance.
| received an order to discharge P1. P1's caregiver was
| notified of the discharge during a telephone Audit Activity
| | conversation and no further agency visits were The Administrator/ Clinical Manager or designee will: 12/12/24
conducted. 1. Audit 100% of discharged patients for no less than 60
ays to ensure that the patient/caregiver, at the time of
P1's medical record lacked documentation of discharge Fiﬂﬂhﬂfﬂﬂ
planning, assistance with post-discharge care and ‘ - Received and participated in discharge planning
obtaining services and medical appointments for after with documentation of any necessary assistance in
care. P1 and her representative were not aware of obtaining post discharge care and/or services
. . . : - Received NOMNC timely
pending discharge and were unaple folpaticipatcNRItIE 2. The benchmark or target goal for this audit is 100%
discnarge plannln_g process despite a continued need for Individuals completing audits will notify the Clinical Manager
I home health iat e and wound care assessment and and Administrator of clinicians who demonstrate ongoing non-
| evaluation. P1's chosen VA provider had not been chmpliance for a “corrective action plan” per the
notified of details and response to her home health organization’s policy.
services or her pending discharge. ‘
P2's SOC was 1/22/21. P2's POC for the certification
period 11/18/21 to 1/16/21, included diagnoses of
pneumonitis due to inhalation of food or vomit, |
malignant neoplasm (cancer) of tongue, dysphagia
(swallowing difficulty), malignant neoplasm of head, |
face and neck, pain, diabetes, depression, encounter I
for attention to tracheostomy (artificial tube in neck
to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC
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further indicated P2 received SNV one time per week for
one week, one time every three weeks for three weeks,
then one visit every two weeks for two weeks for
various assessments, medication management, infection
control, management of diabetes and symptoms, and
education. |

Review of P2's coordination and visit notes identified
the following:

-On 12/28/21, a skilled nurse visit (SNV) was

completed. Medications were setup and assessments
completed. No discharge plan was documented as patient
was unable to manage medications. |

-On 1/7/24, registered nurse (RN)-D documented a case
conference note for recertification due to the issue of
not able to manage complex or high-risk medications
regimen which required ongoing skilled nurse treatment.

-On 1/14/22, RN-E completed a desk discharge for P2,
without home visit. The discharge was documented as a
RN discharge data collection only with no visit made.

A physician order dated 1/27/24, indicated a payor

| change had occurred with a new start of care needed.

During interview on 10/22/24, at 3:30 p.m. CM-A stated
the agency had completed a desk discharge for P2 due to
a fee source change and P2 should have had a new start
of care visit completed immediately for continued
services. That was not done and so P2's services had
gotten dropped prematurely. P2 had not been notified of
pending discharge and did not receive discharge
planning prior to the actual discharge.

P2's medical record lacked documentation of discharge
planning, assistance with post-discharge care and
obtaining services and medical appointments for after
care. P2 was not made aware of pending discharge and
was unable to participate in the discharge planning
process despite a continued need for home health
services, need for assessment and evaluation and
medication management. P2's chosen provider had not
been notified of details and response to her home
health services or her pending discharge.

| Discharge or Transfer Summary Content

CFR(s): 484.58(b)(1)
Standard: Discharge or transfer summary content.

The HHA must send all necessary medical information

0562

G0564

Ongoing Monitoring:

Following the above stated audit, this indicator will become a
regular part of the quarterly audit process for the Quality
Assurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
trended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QAPI)
committee on a quarterly basis. After the audit threshoid is
Iachleued compliance will be monitored through the quarterly
IQAPI Clinical Record review and reported to PAC for review
land recommendations.

1271224 and

Ongoing

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

Event ID: 6421C-H1

Facility 1D: H02250

If continuation sheet Page 24 of 31

JJ!I-'._'I |yl



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

247166

T - ———Irl—.l - i ey w — i 0 O Rl —— e

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

PRINTED: 11/13/2024
FORM APPROVED

OM

B NO. 0938-0391

- — — — — — — e p— ——

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

10/24/2024

= piiriee—al - Y

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
ACCENTCARE FAIRVIEW HOME HEALTH -EAST LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
3507 Highpoint Drive N, S140 , Oakdale, Minnesota, 55128

(X4) ID
PREFIX

LS TR

: "i F iy

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

RESULATSIY S v DERTIFHINIFNFCRMATICN

D PROVIDER'S PLAN OF CORRECTION
PREFIX| (EACH CORRECTIVE ACTION SHOULD BE
TAC Qi BTRESSREFERINGED TH T HI )

| 0564

Continued from page 23

pertaining to the patient's current course of iliness
and treatment, post-discharge goals of care, and
treatment preferences, to the receiving facility or
health care practitioner to ensure the safe and
effective transition of care.

This STANDARD is NOT MET as evidenced by:

Based on interview and document review, the aéency
failed to complete and send all necessary medical
information pertaining to the patient's health care to

| involved practitioners to ensure the safe and effective

transition of care for 1 of 5 anents (P2) rewewed
for discharge.

P2's SOC was 1/22/21. P2's POC for the certification
period 11/18/21 to 1/16/21, included diagnoses of
pneumonitis due to inhalation of food or vomit,
malignant neoplasm (cancer) of tongue, dysphagia
(swallowing difficulty), malignant neoplasm of head,
face and neck, pain, diabetes, depression, encounter

for attention to tracheostomy (artificial tube in neck

to breathe), and encounter for attention to gastrostomy
(artificial tube in stomach for nutrition). The POC

further indicated P2 received skilled nurse visits

(SNV) one time per week for one week, one time every
three weeks for three weeks, then one visit every two
weeks for two weeks for various assessments, medication
management, infection control, management of diabetes
and symptoms, and education.

Care Coordination note dated 1/14/22, indicated RN-E
completed a desk discharge for P2, without home visit.
The discharge was documented as a RN discharge data
collection only with no visit made.

P2's physician order dated 1/27/22, indicated payor
change with new start of care needed.

P2's medical record lacked further nurse visits after
the desk discharge dated 1/14/22.

P2's medical record lacked evidence a discharge summary
had been completed and/or P2's physician had been
notified P2 had been discharged from home care services
on 1/14/22.

During interview on 10/24/24, at 11:30 a.m. clinical
manager stated a desk discharge had been completed with
the intention to restart services under a different fee
source immediately following discharge. Because the

start of care had been missed, P2 had her services
dropped prematurely and no discharge summary had been
done.

'. i |
Wl I\.Jl'u‘,:' e L
—

G0564 |

L
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|G0564 Discharge or Transfer Summary Content
Commitment to Compliance
To demonstrate the commitment to compliance and provide
immediate correction, the Agency
dministrator will ensure Clinical Staff are compliant with
ompletion of discharge summary, to include but not limited
o, post discharge goals and patient's plan of care.
stient #2 was reviewed and the agency confirmed that a
ischarge summary was not completed and failed to include
documentation of post-discharge goals of care, and treatment
plan, and was not sent to the receiving facility or health care
practitioner to ensure the safe and effective transition of care

Immediate Correction: The Agency Administrator met with
Clinical Manager and Clinical Staff regarding required
Fts-.:harge summary documentation which includes all

ertinent information to sately transition the patient 1o a
eceiving facility and/or health care provider/physician.

Corrective Action:
1. The Agency Administrator/designee will conduct

education with all clinical and supervisory staff
regarding policies and require signed attestation of

education:
0 HH 2.1.7 Transfer and Discharge of
‘ Patient
0 AC Best Practice “My Patient, My
Responsibility”

e AC Best Practice "Safe Discharge’

2. The Agency Administrator/designee will review the

s

to ensure discharge summaries are completed

The Agency Administrator/designee will validate
discipline specific Discharge Summaries are
completed daily via the fax console report during

stand up.

Audit Activity:
s part of ongoing monitoring to ensure Agency
ransfer/Discharge policy and regulations related to required |
ischarge Summary documentation are followed, the
Administrator or designee will review 100% of discharged
patient for compliance with appropriate Discharge Summary
documentation and submission to facility and/or physician
timely for no less than 60 days with 100% compliance.

Agent Summary Report and Discharge Report daily|

12/12/24

12/3/24

12/12/24

] 2/12/24
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The agency's Transfer and Discharge policy with last
revision date 6/13/24, identified at the completion of

all Agency services, the last RN, or qualified

therapist providing skilled care, would complete the

| 'qisc!'l_argg_ assessment for planned dis::r_'nla_rges‘ggq prepare
“rdiscliaige suniinaly of care, including services by lie'
home health aide, if applicable, and would coordinate
care by notifying the patient's physician, podiatrist,

or allowed practitioner and clinical manager. A

G0572

completed discharge summary would be sent to the
physician, podiatrist, allowed practitioner

or other health care professional responsible for
providing care and services to the patient

Plan of care
CFR(s): 484.60(a)(1)

Each patient must receive the home health services that
are written in an individualized plan of care that

| identifies patient-specific measurable outcomes and

goals, and which is estanlished, periodically reviewed,
and signed by a doctor of medicine, osteopathy, or
podiatry acting within the scope of his or her state
license, certification, or registration. If a physician

or allowed practitioner refers a patient under a plan

of care that cannot be completed until after an
evaluation visit, the physician or allowed practitioner

is consulted to approve additions or modifications to
the original plan.

This STANDARD is NOT MET as evidenced by:

Based on interview and document review the agency
failed to provide services as ordered in the Plan of
Care (POC) and failed to inform the physician of
services that were not provided . In addition, the
agency failed to document the clinical impact and
educate the client of the clinical impact of the missed
visit. for 4 of 17 patients (P3, P7, P14, P15) reviewed
for receiving services as indicated per the POC.

Findings include:

P3's plan of care (POC) 6/30/24 to 8/28/24, identified
a start of care date 5/1/24. Diagnoses included

multi-system degeneration of the autonomic nervous
system, diabetes, kidney disease, chronic obstructive

| pulmonary disease, and malignant neoplasm of right

kidney. Skilled nurse visits (SNV) were ordered one
time per week for eight weeks for various assessments,
wound care, treatments, education and evaluation.
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G0564 [Following the above stated audit, this indicator will become a

ngoing Mon_itoring:

reqular part of the quarterly audit process for the Quality
Assurance Performance Improvement (QAPI) Program with
an expected threshold of 100%. Audit results will be tracked,
trended, shared with agency leadership, and reported to the
Quality Assurance Performance Improvement (QAPI)
Icummittee on a quarterly basis. After the audit threshold is
Jachisved corapiiance wili he monitored thret:gn the quarterty
laAPI Clinical Record review and reported to PAC for review

land recommendations. I

1271 ZE and

Ongoing

_IGIJE?E Plan of care I
co572 |To demonstrate the commitment to compliance and provide

immediate correction, the Agency

Administrator or designee will ensure Clinical Staff are
compliant with Care Planning, Coordination and Quality of
Care.

12/12/24

Patients #3, 7, 14 and 15 were reviewed and the agency
Fﬂnﬁrmed that the agency failed to provide ordered services,

ailed to provide visits as ordered and did not notify physician
lof services not provided.
[The Agency Administrator or designee will ensure that
agency will ensure clinicians furnishing services will ensure
their efforts are coordinated effectively and support the
objectives outlined/ ordered in the Plan of Care. To
accomplish this, the Administrator/Alt. Administrator/Designee

orrective Action
1. The Administrator/designee will ensure that the plan of
care will be followed and that missed visits will be reported to
{the physician.
2. The Administrator or designee will provide education to all

staff and will include the following topics
. Policy HH 2.1.5 “Physician Plan of Care”

+  Policy HH 2.1.4 “Care Planning and
Coordination Process”
0 AC Best Practice "My Patient, My

Responsibility”

3. The Administrator or designee will instruct expectation that
the plan of care will be followed and all missed visits will be
documented, reported to the supervising RN/PT and to the

physician.

lwill take the following actions: |

12/12/24
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completed with P3 regarding the clinical impact of the
missed visit.

During interview on 10/24/24, at 3:45 p.m. the clinical
manager stated she was unable to find documentation of
the rnissing visits for P3 and was unable to find the
reason the visits were omitted.

P7's plan of care (POC) for the certification period
8/18/24 to 10/16/24, indicated P7’s start of care (SOC)
was 8/18/24, and diagnosis included acute cystitis (a
bladder infection), hypertensive heart disease with
heart failure (high blood pressure), anxiety, major
depressive disorder (depressicn), and migraine, POC
further indicated P7 received skilled nurse visits
(SNV) once per week for 7 weeks, then once every 2

| weeks for 2 weeks.

Review of P7's clinical record lacked evidence of a SNV
completed the weeks of 9/15/24 to 9/21/24. There was no
indication in P7's medical record the provider was
notified when the SNV was not completed per POC.

During interview on 10/23/24 at 3:00 p.m., clinical
manager (CM) confirmed P7 had not received all of the
visits per the POC, the physician had not been notified
of the missed visits. CM stated her expectation is the
physician would be notified of all missed visits and

the medical record contained evidence of the
notification.

P14's plan of care (POC) for the certification period
7/5/124 to 9/2/24. indicated P14's start of care (50C)
was 5/6/24, and diagnoses included pressure ulcer of
right upper back, Multiple Sclerosis, and Trigeminal
Neuralgia (a chronic pain disorder that causes severe
facial pain). P14 received skilled nurse visits (SNV)
once a week for one week then twice per week for eight
weeks for various assessments , which included vital
signs (blood pressure, temperature, pulse) and wound
care to upper right back.

and physician notification by:
o Review of Missed Visit report daily with follow-up

by PCMs/Clinical Support Staff (CSS) |
o Review of Fax status report daily
« The Administrator or designee will review physician
timely notification of missed visits for no less than
60 days with 100% compliance.

Ongoeing Monitoring
As part of ongoing monitoring to ensure clinical supervision |s|

executed/performed according to Agency policies listed
thue and regulations related to required Plan of Care

omponents, including being patient specific, have
neasurable goals and outcomes, and was reviewed by a
physician. The Administrator or designee will review 5% or a
minimal of 20 clinical records each quarter for compliance
lwith missed visit and notification to physician documentation.
Clinical record review results will be tabulated quarterly, and |
compliance threshold reported to and monitored by the
Administrator or designee, QAPI committee and the
Professional Advisory Committee (PAC).

12/12/24 and
Ungoing
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Id. The Administrator or designee will inform all Registered
G0572 Continued from page 25 |GU572 Murses, Physical Therapists, Occupational Therapists and
Physical therapy was ordered ane time per week for two ISpeech Therapists about the responsibility for superwsmn of | :
Cweeks, lrien one visit every two weeks or ive weexs {0’ jpalient careio mclude mariagement of interventions, goais | '
improve physical functioning, safety, ambulation and and specifically missed visits. ‘
gait training and improving strength and endurance.
5. The Administrator or designee will review Missed Visit
Review of P3's medical record lacked documentation of Report daily with the PCMs: o
any skilled nurse visits for the weeks 7/14/24 and »  To ensure missed visits are documented and
‘ 8/18/24 and physical therapy visits for the weeks of i physu:lan “F“e'y
7/7/24. 8/4/24, and 8/18/24. There was no indication ‘ : Orde_rg will be obtained, as needed, from the |
P3's physician had been notified when the SNV and PT physician for changes to the POC tp ensure ‘
S _ measurable outcomes and goals will be
visits were not conducted according to P3's POC. achieved.
Further, there was no documentation of the clinical Audit:
impact of the missed visits or that education was The Administrator will ensure compliance with missed visits ,f
12/12/24
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Review of P14's clinical record indicated a SNV was
completed on 7/1/24, for recertification and a
comprehensive assessment was completed. An order was
obtained on 7/1/24, for SNV for once per week for 1
week then twice a week for eight weeks. Review of P14's
clinical record for recertification period 7/5/24 to

9/2/24 revealed P14 received a SNV on 7/5/24, 7/8/24,
7/11/24. 7/18/24, 7/25/24, 8/5/24, 8/8/24, 8/12/24,
8/15/24, 8/19/24, 8/22/24, and 8/26/24. The record
indicated a missed visit for 7/29/24 related to P14
refusal. There was no indication in P14's medical

record the provider was notified when the SNV were not
conducted according to the POC. Further, there was no
documentation of the clinical impact of the missed

visit or that education was completed with P14
regarding the clinical impact of the missed visit.

During an interview on 10/23/24 at 10:04 a.m.,

| registered nurse (RN)-A verified P14 had not received

all the visits per the POC and the physician had not
been notified of the missed visit. RN-A stated the
physician should have been notified of the missed visit
however, RN-A was unaware that the clinical impact of
the missed visit should have been documented or that
education of the clinical impact of the missed visit

| should have been done with P14.

During an interview on 10/23/24 at 10:42 a.m., clinical
manager (CM) verified P14 had not received all the
visits per the POC, the physician had not been notified
of the missed visit, no documentation was completed on
the clinical impact of the missed visit and no

education was provided to P14 regarding the clinical

| impact of the missed visit. CM stated the expectation

was that the physician was notified of any missed

visits. CM stated the agency needed a better process to
ensure the physician is notified of missing visit. CM
further stated she was unaware that the clinical impact
of the missed visit should have been documented or that
education of the clinical impact of the missed visit
should have been done with P14.

P15’s POC for certification period 8/31/24 to 10/29/24,
indicated P15’s SOC was 8/31/24, and included diagnosis
of atrial fibrillation, urinary tract infection,

syncope and collapse (passing out), and hypertension.
POC further indicated P15 would receive SNV once per
week for 1 week, then once every 2 weeks for 2 weeks,
then once per week for 1 week, then once every 2 weeks
for 6 weeks. Physical therapy and a social worker were
also included in the POC.

Review of P15’s clinical record indicated a SNV was
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G0572 Continued from page 27 G0572
completed on 9/5/24 and 9/13/24. Verbal order
documented 9/20/24 provided orders to move SNV to the ‘
following week for the week of 8/15/24 to 9/21/24.
Clinical record failed to show completion of SNV from |
9/21/24 through 10/23/24, a time span of 4 weeks.
Clinical record failed to show evidence of updates to
the provider.
- . , G0N580 Only as ordered by a physician

During interview on 10/23/24 at 2:57 p.m., CM confirmed To demons¥rate the commi)t,meﬁt fo compliance, and provide
the provider had not been updated on the missed visit immediate correction, the Agency Administrator will ensure
for the week of 8/22/24 to 9/28/24. CM stated there was hat the comprehensive assessment accurately reflects the  112/12/24
a note on 9/28/24 resident wanted to hold off on atient's current health status and includes individualized |
services, however the provider had not been updated on | atient specific measurable outcomes, goals on the pian of

| the patient’s request. CiM stated the staff nad not " lcare and conforms to the physician’s orders. 1
followed the process for updating the provider with | Patients #12 was reviewed, and the agency confirmed that
missed visits. the agency failed to provide ordered services at patient

request and did not notify physician of services not provided.

The agency Home Care Staffing Guidelines policy revi
oy il whah & pat?egnt < missed F:;El);ingwsm The Agency Administrator or designee will ensure that
. L . o assessing clinicians will review the plan of care with patients
in fewer visits than the physician/practitioner and if patient/caregiver declines services assessing clinician I

ordered, the clinician shall document the missed visit
along with a description of any unmet needs and how the
patient needs were met in the clinical record, and the ll;.‘:urrer:tiUE Actions

agency will promptly notify the physician/ allowed o provide immediate correction, the Agency Administrator

lwill notify the physician and revise the plan of care.

practitioner of the missed visit. | met with all clinical staff regarding following the physician 12/12/24

ordered plan of care including scheduling of ordered services
G0580 Only as ordered by a physician G0580 |and if declined at patient/caregiver request must be

documented and physician notified. Appropriate revisions of |

CFR(s): 484.60(b)(1) the plan of care will be made by the assessing clinician.
Continued non-compliance with policies regarding following

Drugs, services, and treatments are administered only physician’s orders and notification of change in plan will be

as ordered by a physician or allowed practitioner. reported to the Administrator.

This ELEMENT is NOT MET as evidenced by: the Administrator or designee will provide education with a

igned attestation on performance of physician orders, and
accurate documentation of services agreed upon with patient/|

caregiver.

Based on interview and document review, the agency |
failed to provide home health aide services as ordered |

on referral or notify physician when HHA was not needed
| for 1 of 17 patients (P12) reviewed for referrals.

P12's plan of care (POC) 10/9/24 through 12/7/24,
identified a start of care date 10/9/24. Diagnoses
included presence of left artificial hip joint

aftercare following joint replacement. heart disease

with heart failure, atrial fibrillation (irregular
heartbeat), diabetes and a history of falls. Skilled
nurse visits (SNV) were ordered 1 visit every week for

three weeks then every two weeks for six weeks for ‘
- various assessments, evaluation, perform and teach
wound care and education regarding medications and
co-morbid conditions. Physical therapy (PT) was ordered
one visit per week for one week then two visits per
week for one week then one visit per week for five
weeks evaluate rehab potential, home environment and
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I | 1. The Agency Administrator/designee will conduct
G0580 Continued from page 28 G0530 education with all clinical and supervisory staff

safety and to increase functional independence.

P12'sDocumentation of Face to Face and Certification
for Home Health Services dated 10/3/24, identified the
referral was initiated by P12's physician to start SNV
and PT services for complex medication teaching and
monitoring, gait training, home safety assessment,
range of motion and therapeutic exercises. Additional
services needed listed a need for home health aide
(HHA) services.

P12's SOC visit note dated 10/9/24, identified the plan
of treatment, frequency and disciplines was discussed
with the patient/caregiver and a referral was made to
PT. However, the visit note lacked evidence HHA
services had been offered as ordered or discussed.

During interview during a home visit on 10/22/24, at
10:00 a.m. P12 stated she had been offered HHA services
but had refused as she did not feel she needed that

type of assistance.

P12's medical record lacked evidence P12's physician

had been notified of her refusal of the ordered HHA
services as required.

When interviewed on 10/22/24, at 3:30 p.m. the clinical
manager (CM)-A stated it was the agency's practice to
call for start of care orders for services needed and
notify the physician at that time if some services were
not needed or refused. An order to discontinue the HHA
due to services not needed should have been included in

| P12's SOC order to notify the physician the service was

not needed or wanted.

| The agency's policy Admission of Patients last revised

9/17/24, identified after completing the initial
assessment, the nurse would contact the provider for
approval of the plan of care, report the patient's
status and obtain additional information and/or orders.

regarding policies and require signed attestation of

education:

I e  HH 2.1.5 Physician Plan of Care

o HH 2.1.3 Admission of Patients
« AC Best Practice “My Patient, My
Responsibility”

2.  The Agency Administrator/designee will review the
referral to the Plan of Care (POC) and if services
are not provided or declined by patient/ caregiver:

Z Ensure evidence of notification to
I physician of change in POC due to
services not provided is documented and
sent to physician .

3. The Agency Administrator/designee will valiaate
during a driveway coordination call, review the
POC with the referral and cursory review of the
POC

o ensure that all patients have current and accurate orders
nd are being followed the Administrator/designee
(1) Will conduct 100% review of patient referral and
physician's Plan of Care for assessment completed as
ordered and to ensure accuracy with any discrepancies
communicated to the physician for reconciliation.
{2) Findings reported will be reported to the
A dministrator/designee for corrective action if needed.
(3) Following the above stated audit, this indicator will
ecome a regular part of the quarterly audit process for the
Quality Assurance Performance Improvement (QAPI)
Program. The audit results will be tracked, trended, shared
ith agency leadership, and reported to the QAPI committee
on a quarterly basis. After the audit threshold is achieved
compliance will be monitored through the quarterly QAPI
linical Record review and reported to PAC for review and
gcommendations.

11/21/24 Received
11/22/24 reviewed/accepted

Fesnluﬁun and Monitoring
a

12/12/24 and
(Ongoing

—

11/25/24 spoke with Morgan Rosche

earliest completion date will be 12/1
or 12/11/24.

Digitally signed
by Nicole Harvey
Date: 2024.12.03
09:14:27 -06'00°

Nicole
' Harvey
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accentCare,

Accentcare Fairview Home Health-East LLC
3507 Highpoint Dive N, #140
Oakdale, MN 55128
Office: 651-232-2800
Fax: 651-232-5501

Date: November 21, 2024

To Whom [t May Concern:

Please find enclosed the returned CMS-2567 form in response to the State
survey conducted October 24,2024.

The enclosed Plan of Correction outlines the methods by which the agency has
brought / will bring these deficiencies into compliance. This remittance includes
the immediate resolutions and the monitoring plan for all deficiencies cited during

this survey.

AccentCare has a significant history of significant compliance to all Conditions of
Participation and rules. We strive to conform to all standards and rules and feel
we have executed a plan of correction and collected credible evidence that will
demonstrate our commitment to resolving all of the cited deficiencies now and
preventing them from recurrence in the future. Much effort has been taken to

address the areas of concern.

Please accept this Plan of Correction as an attestation that the issues cited
herein have been (or will be resolved) as indicated on their respective

completion dates.

Thank you for this educational opportunity. If you have any questions or

concerns please feel free to contact me using the information given below.

Sincerely,

;_/ l/ [_,--(_,'- ;,r?}‘ff;@i /U Weid%d ;}éffﬁ-'

Morgan '-'Féﬂschen, MSN, RN, Administrator
3507 Highpoint Dive N, #140

Oakdale, MN 55128

Office: 651-232-2800

Fax: 651-232-5501
morganroschen(@accentcare.com



