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G 0000

Bldg. 00
This was a Federal recertification survey.
The survey was extended on 07/20/16.

Survey Dates: July 18 to July 22, 2016
Facility #: 0126076

Provider #: 157610

Medicaid #: 200942300

Current Census: 88

Cornerstone Home Healthcare is
precluded from providing its own
training and competency evaluation
program for a period of 2 years beginning
July 22, 2016 to July 22, 2018, for being
found out of compliance with the
Condition of Participation 484.18
Acceptance of Patients, Plan of Care and
Medical Supervision; 484.30 Skilled
Nursing Services; 484. 48 Clinical
Records.

G 0107 484.10(b)(5)

EXERCISE OF RIGHTS AND RESPECT
Bldg. 00 | FOR PROP

The HHA must investigate complaints made

G 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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by a patient or the patient's family or
guardian regarding treatment or care that is
(or fails to be) furnished, or regarding the
lack of respect for the patient's property by
anyone furnishing services on behalf of the
HHA, and must document both the
existence of the complaint and the resolution
of the complaint.
Based on record review and interview, G 0107 G01070n 08/19/2016 Director of 08/19/2016
the agency failed to ensure all complaints Cl|en.t pare Serwcgs aqd ,
i . Administrator provided in-service
and grievances made by patients and / or training to clinical staff and office
their families were documented and staff regarding Client
investigated with resolution in 1 of 1 Concerns/Grievances Policy
agency. 200.70. Reinforcing thg
procedure of documenting any
o ) client concerns, issues or
Findings include: problems in writing. Instructing
staff that any concern, issue, or
1. During the entrance conference on fhrobslemt”thit CTS tt:e resollveéj “Og
. . . e Spot” should be resolved an
07/18/16 at 10:15 AM, the Administrator documented in the visit note or
and Director of Clinical Services communication note in the record
indicated they had received complaints and forwarded to the Cornerstone
from patients and / or their families in Office. Staff were informed that
ds to tardi £ staff " any concern, issue,or problem
regar .s 0 tardiness ot stalt or no. that cannot be resolved, is to be
knowing when the staff was coming. forwarded verbally or in writing on
Both indicated that these were minor communication note or incident
issues. log to the Cornerstone Office to
follow up. Field staff voiced
) ) ] understanding of this procedure.
2. Review of the complaint / grievance On 08/19/2016 Office staff were
binder on 07/18/16 at 12:00 PM, the instructed to document all client
binder contained only 2 complaints from concerns in communication note
the Devta. (Devta is a health with documentation of “On the
e' ey 'a. (Deyta is a hea car'e. Spot” resolution when able.
satisfaction management and clinical Office staff were instructed that
quality improvement program services). when the issue or concern is not
The complaint binder failed to include all able to be resolved to forward all
laint d ori . lation t client concerns to administrative
complaints and grievances in relation to staff verbally or in writing on date
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tardiness and patients not knowing when of receipt. Office staff verbalized
the staff was coming to their home. understandm.g. Client .
Concerns/Grievances Policy
200.70 was amended to include
Office staff documenting the
concern/resolution in a
communication note. Client
concerns/grievances will be
trended and reported through the
performance improvement/risk
management function.
G 0143 484.14(g)
COORDINATION OF PATIENT SERVICES
Bldg. 00 All personnel furnishing services maintain
liaison to ensure that their efforts are
coordinated effectively and support the
objectives outlined in the plan of care.
Based on record review and interview, G 0143 In order to maintain liaison to 08/19/2016
the agency failed to ensure that their ensure coordinated care that ,
. . effectively supports the objective
efforts were coordinated effectively and as outlined on the plan of care,
support the objectives outlined in the Cornerstone Home Healthcare
plan of care in 1 of 1 records reviewed (# will utilize the 60-Day
9) of patient's who was receiving outside Summary/Case Conference form
. . . . Y. . at each Case Conference
services with a Dialysis facility and with meeting. Each discipline present
an Assisted LlVlIlg Facility / Community at conference and involved in
in a sample of 12 and failed to follow up patient care will give a summary
with medical social services in regards to of care being provided, current
. .. . . condition, future
discharge planning in 2 of 12 clinical recommendations and any other
record reviewed. (# 4 and 6) information pertinent to patient
care. Any staff member that is
Findings include: not able to be present at case
conference will be responsible for
communicating patient status at
1. Clinical record number 4, SOC (start time of or prior to case
of care) 03/26/16, included a plan of care conference. All notes from case
for the certification period of 05/25/16 to c|c>nferepce Wg', bel scanr:jed 'gto
07/23/16, with orders for skilled nursing. ; :r‘(’;rf:;; bt
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 3 of 252




PRINTED: 08/30/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
inpatient hard chart. This
A. Two skilled nursing visit notes process will begin at next case
/ conference on August 31, 2016.
dated 06/06, 06/13, and 06/20/16, On 08/03/2016 and 08/19/2016
indicated in the discharge planning Director of Client Care Services
section "Ongoing, Spoke to [spouse] and Administrator educated
regarding [name of Employee G, a cllnlcgl staff on |mpc.)rtarllce of
dical al K ho will hi effective care coordination and
medical social worker] who will see him communication between
/ her again to assist with community disciplines to ensure best
resources for future care." outcomes for patients and the
required documentation of this in
. . the clinical record. On
N B. Three subsequent skilled nursing 08/03/2016 and 08/19/2016
visit notes dated 06/27, 07/05, and Director of Client Care
07/11/16, indicated in the discharge Services/Administrator educated
planning section "Ongoing. MSW has cl!nlcal staff o.n.care coordination
h d K his / h H with the physician. Staff were
seen them and spo .e to his ér son. : e educated on reporting to the
/ She reports that his / her son is WOI'klng physician any changes, concerns,
on getting support for him / her when or discrepancies noted during
Home Care moves out." visits to the physician for
clarification of orders or to obtain
) new orders as indicated. The staff
C. An OASIS comprehensive verbalized understanding. In
recertification assessment dated 07/19/16, order to maintain liaison to ensure
indicated in the coordination of care coord|rr1tated cafr(e;.tr;atleﬁectnvely
C . support care of dialysis
section " ... Psycholo'glcal Sl%ppOI‘t and patients, Cornerstone Home
therapy, MSW [medical social worker] Healthcare will call or fax dialysis
visiting patient and his wife regarding centers and/or nephrologists for
future care options and community medications and specific
" parameters for each patient.
resources ... Cornerstone will make every
effort to receive this information,
D. Review of the electronic medical any calls/faxes of requests will be
record and hard chart record, the clinical fl_er:a'.“id in tt;e clinical redcorﬁ-b
. . . nformation r
record failed to evidence that a medical _he information récelved wit be
) o implemented into the patient’s
social worker had made a visit due to no plan of care upon receipt. On
record of the visit. The skilled nursing 08/03/2016 and 08/19/2016
visit notes were repetitive and failed to Director of Client Care Services
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evidenced if skilled nursing had followed educated clinical staff _
up with medical social services and the coord|nat.|on gnd qocumentatlon
i . of care with dialysis
progress on discharge planning. centers/nephrologist. Instructions
were made to clinical staff to
2. Clinical record number 6, SOC document all communication in
06/01/16, included a plan of care for the tr;arbzﬁd;al ;Z(:ac:'rsc:e.an-l(—jh:gSt?:
. . . Vi 1Z u INng.
certification period of 06/01/16 to order to maintain liaison to ensure
07/30/16, with orders for skilled nursing coordinated care that effectively
to do vital signs with each visit, assess support care of patients residing
patient / caregiver in glucose monitoring, in congregated facilities,
diti £ d abili £ Cornerstone Home Healthcare
assess condition of stoma and ability o will coordinate care with facility
patient to manage care - instruct on care nursing staff regarding services
and management of stoma, and assess JP provided to patients. Cornerstone
drain and instruct patient / caregiver in Home Healthcare will continue its
£IP drai 1t i practice of noting on the 485 “ALF
management o ) raln. until 1t is staff is responsible for” and note
removed. The patient diagnoses specific care the patient is
included, but not limited to, aftercare receiving from the
following surgery for neoplasm and type ALF. Cornerstone Home
7 diabet it Healthcare staff will communicate
labetes mellitus. and coordinate with ALF staff on,
but not limited to, blood sugars,
A. Review of the skilled nursing visit medication changes, labs and
note dated 06/03/16, the clinician failed PT/INR results. Coordination of
to d t th t of drai f care will be documented and filed
N ocume.n 'e amount ol draihage 'om in patient clinical record. On
the JP drain, failed to assess and provide 08/03/2016 and 08/19/2016
an amount of staples used to close the Director of Client Care Services
incision, failed to include a measurement educated staff on coordination
f the incision. and failed to obtain a and documentation of care with
ol the Incisio i .e 9 obtat patients residing in congregated
temperature with the vital sign facilities. The staff verbalized
assessment. The clinician also failed to understanding. On 08/03/2016
educate the patient in documenting and and 08/19/2016 the Director of
measuring the drainage from the JP Client Care Services and
] g & o Administrator instructed staff on
drains, so that the physician would know the“Best Practices” and on
when to remove the drains. documentation that is required to
meet “Best Practices”, for
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 5 of 252
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B. Review of the skilled nursing visit example documenting the
note dated 06/07/16, the clinician failed _nur,n,ber of stapleslln an
: . incision,documenting drainage
to failed to provide a measurement and from a JP drain that patient is
the number of staples that was used to tracking in the clinical record,
close the incision and failed to obtain a obtaining a temperature and
temperature with the vital sign obtaining blood sugar readings
from the ALF. In order to
assessment. capture patients that need
specific care coordination with
C. Review of the skilled nursing visit dialysis, ALF, or specialty groups,
note dated 06/09/16, the clinician failed Cornerstone will be review all new
failed d d admission weekly to ensure these
to failed to assess an pI‘OVl. € an amount patients are properly identified,
of staples used to close the incision, clinical staff informed, and
failed to include a measurement of the information has been requested.
incision, and failed to obtain a Administrator spoke with
th the vital si Community Liaison on
temperature with the vital sign 08/19/2016 and instructed her to
assessment. notate on intake forms, when
able, when a patient resides in a
D. Review of the skilled nursing visit Zgrllgrggat?)? l'V':gé orison
. . ialysis. Plan of Care
notes d?ted 06/13/16, the .chmclar% falle.:d Development and Review Policy
to obtain a temperature with the vital sign 801.90 has been revised to reflect
assessment. On 06/15/16, the patient was care coordination between
transferred to the hospital and admitted various sources. The Director of
f . tract infecti Client Care Services/QA personal
oraurinary tract infection. will monitor on an ongoing basis
through chart audits,compliance
E. Review of the resumption of care to the policy for care
assessment dated 06/22/16, the clinician coord(;natllcilnt.) 10%d9tf 3” Clmrltcall
. . . records will be audited quarterly
fglled .tO obtain a temperature with the for evidence of care coordination.
vital sign assessment. On 06/24/16, the The Director Client Care
patient's temperature was obtained and Services will be responsible for
the patient had a low grade temperature monitoring these corrective
actions to ensure that this
0f 99.1. - . .
deficiency is corrected and will
not occur.
F. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 6 of 252
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06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13,07/15, and 07/18/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse failed to
accurately assess and document the
patient diabetes at the time of the
assessment.

3. Clinical record number 9, SOC (start
of care) 05/21/16, included a plan of care
for the certification period of 05/21/16 to
07/19/16, with orders for skilled nursing,
physical, and occupational therapy. The
patient's primary diagnosis was cerebral
infarction (stroke) followed by secondary
diagnoses of general weakness, diabetes
type 2, end stage renal disease,
neuropathy, chronic obstructive
pulmonary disease, congestive heart
failure, hypertension, and rheumatoid
arthritis. The patient resides in an
Assisted Living Facility / Community
(ALF).

A. Review of the OASIS start of care

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2EDM11 Facility ID:

012076 If continuation sheet

Page 7 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

comprehensive assessment dated
05/21/16, the assessment indicated the
patient was receiving hemodialysis, had a
right port a cath [catheter used for
hemodialysis] in the left chest wall, and a
new av graft / fistula [accessible site in
the arm used for dialysis] in the left upper
arm. The clinical record failed to
evidence coordination with the dialysis
center, such as blood pressure
parameters, management of port a cath,
diet, fluid restrictions, and medications /
flushes used during dialysis.

B. Review of the skilled nursing visit
notes dated 05/27, 06/04, 06/07, 06/14,
06/20, 06/27, 07/08, and 07/11/16, the
diabetic care section under comments
indicated "Patient reports that ALF
personnel checks his / her blood sugar
and administers insulin as ordered - see
medication profile .... " The clinical
record failed to evidence coordination
with the ALF in regards to assessment of
the patient's blood sugars as well as the
services that the ALF were being
provided to the patient.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
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5. Anundated policy titled "Plan of Care
Development and Review" indicated
"Multidisciplinary care conferences are
held on clients as needed ... to promote
coordination and continuity of care. The
results are documented and a copy is
retained in the client's medical record ....
G 0144 484.14(g)
COORDINATION OF PATIENT SERVICES
Bldg. 00 | The clinical record or minutes of case
conferences establish that effective
interchange, reporting, and coordination of
patient care does occur.
Based on record review and interview, G 0144 In order to maintain liaison to 08/19/2016
the agency failed to ensure that their :?fzz:'e gloosrd;)n;ot‘ratdogigt'th:tas
. ively su jectiv
efforts were coordinated and documented outlined on the plan of care,
effectively and support the objectives Cornerstone Home Healthcare
outlined in the plan of care in 1 of 1 will utilize the 60-Day
records reviewed (# 9) of patient's who Stumm:ré// Casg C?nference form
. . . . at each Case Conference
was receiving outside services with a meeting. Each discipline present
Dialysis facility and with an Assisted at conference and involved in
Living Facility / Community in a sample patient care will give a summary
of 12 and failed to follow up with of care being provided, current
. . . . condition, future
medical social services in regards to recommendations and any other
discharge planning in 2 of 12 clinical information pertinent to patient
record reviewed. (# 4 and 6) care. Any staff member that is not
able to be present at case
Findi include: conference will be responsible for
Indings melude. communicating patient status at
time of or prior to case
1. Clinical record number 4, SOC (start conference. All notes from case
of care) 03/26/16, included a plan of care c?nftezrepce W:;', bel scanr:jed |3to
. . . electronic medical record an
for the certification period of 05/25/16 to hard copy will be retained in
07/23/16, with orders for skilled nursing. patient hard chart. This process
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 9 of 252
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A. Two skilled nursing visit notes
dated 06/06, 06/13, and 06/20/16,
indicated in the discharge planning
section "Ongoing, Spoke to [spouse]
regarding [name of Employee G, a
medical social worker] who will see him
/ her again to assist with community
resources for future care."

B. Three subsequent skilled nursing

on August 31, 2016. On
08/03/2016 and 08/19/2016

and Administrator educated

communication between
disciplines to ensure best

the clinical record. On
08/03/2016 and 08/19/2016
Director of Client Care

will begin at next case conference

Director of Client Care Services
clinical staff on importance of

effective care coordination and

outcomes for patients and the
required documentation of this in

Home Care moves out."

resources .... "

visit notes dated 06/27, 07/05, and
07/11/16, indicated in the discharge
planning section "Ongoing. MSW has
seen them and spoke to his / her son. He
/ She reports that his / her son is working
on getting support for him / her when

C. An OASIS comprehensive
recertification assessment dated 07/19/16,
indicated in the coordination of care
section " ... Psychological support and
therapy, MSW [medical social worker]
visiting patient and his wife regarding
future care options and community

Services/Administrator educated
clinical staff on care coordination
with the physician. Staff were
educated on reporting to the
physician any changes, concerns,
or discrepancies noted during
visits to the physician for
clarification of orders or to obtain
new orders as indicated. The staff
verbalized understanding. In
order to maintain liaison to ensure
coordinated care that effectively
support care of dialysis patients,
Cornerstone Home Healthcare
will call or fax dialysis centers
and/or nephrologists for
medications and specific
parameters for each patient.
Cornerstone will make every
effort to receive this information,
any calls/faxes of requests will be
retained in the clinical record. The

D. Review of the electronic medical
record and hard chart record, the clinical
record failed to evidence that a medical
social worker had made a visit due to no
record of the visit. The skilled nursing
visit notes were repetitive and failed to

information received will be

08/03/2016 and 08/19/2016

educated clinical staff

implemented into the patient’s
plan of care upon receipt. On

Director of Client Care Services
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evidenced if skilled nursing had followed coordination and documentation
up with medical social services and the of care with dlaly5|.s .
i . centers/nephrologist. Instructions
progress on discharge planning. were made to clinical staff to
document all communication in
2. Clinical record number 6, SOC the medical record. The staff
06/01/16, included a plan of care for the verbalized gndgrst.a.ndmg. In
Ficati iod of 06/01/ order to maintain liaison to ensure
certification period of 06/01/16 to coordinated care that effectively
07/30/16, with orders for skilled nursing support care of patients residing
to do vital signs with each visit, assess in congregated
patient / caregiver in glucose monitoring, facilities,Cornerstone Home
diti £ d abili £ Healthcare will coordinate care
assess condition of stoma and ability o with facility nursing staff regarding
patient to manage care - instruct on care services provided to
and management of stoma, and assess JP patients. Cornerstone Home
drain and instruct patient / caregiver in Healthcare will continue its
£IP drai 1t i practice of noting on the 485 “ALF
management o ) raln. until 1t is staff is responsible for” and note
removed. The patient diagnoses specific care the patient is
included, but not limited to, aftercare receiving from the ALF.
following surgery for neoplasm and type Cornerstone Home Healthcare
7 diabet it staff will communicate and
labetes mellitus. coordinate with ALF staff on, but
not limited to, blood sugars,
A. Review of the skilled nursing visit medication changes, labs and
note dated 06/03/16, the clinician failed PT/INR results. Coordination of
to d t th t of drai f care will be documented and filed
N ocume.n 'e amount ol draihage 'om in patient clinical record. On
the JP drain, failed to assess and provide 08/03/2016 and 08/19/2016
an amount of staples used to close the Director of Client Care Services
incision, failed to include a measurement educated staff on coordination
f the incision. and failed to obtain a and documentation of care with
ol the Incisio i .e 90 ! patients residing in congregated
temperature with the vital sign facilities. The staff verbalized
assessment. The clinician also failed to understanding. On 08/03/2016
educate the patient in documenting and and 08/19/2016 Director of Client
measurine the drainage from the JP Care Services and Administrator
] g & o instructed staff on the “Best
drains, so that the physician would know Practices” and on documentation
when to remove the drains. that is required to meet “Best
Practices”, for example
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 11 of 252
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B. Review of the skilled nursing visit documenting the number of
note dated 06/07/16, the clinician failed staples in anincision,
: . documenting drainage from a JP
to failed to provide a measurement and drain that patient is tracking in the
the number of staples that was used to clinical record, obtaining a
close the incision and failed to obtain a temperature and obtaining blood
temperature with the vital sign sugar readings from the ALF. I
order to capture patients that
assessment. need specific care coordination
with dialysis, ALF, or specialty
C. Review of the skilled nursing visit groups, Cornerstone will be
note dated 06/09/16, the clinician failed review all new admission weekly
failed d id to ensure these patients are
to failed to assess and provide an amount properly identified, clinical staff
of staples used to close the incision, informed, and information has
failed to include a measurement of the been requested. Administrator
incision, and failed to obtain a spoke with Community Liaison on
th the vital si 08/19/2016 and instructed her to
temperature with the vital sign notate on intake forms,when able,
assessment. when a patient resides in a
congregated living, or is on
D. Review of the skilled nursing visit (Ei)lalyslls. Platn oLCRare. Pol
. . evelopment and Review Policy
notes d?ted 06/13/16, the .chmclar% falle.:d 801.90 has been revised to reflect
to obtain a temperature with the vital sign care coordination between
assessment. On 06/15/16, the patient was various sources. The Director of
transferred to the hospital and admitted Client Care Services/QA personal
f . tract infecti will monitor on an ongoing basis
Or a urinary tract infection. through chart audits, compliance
to the policy for care
E. Review of the resumption of care coordination. 10% of all clinical
assessment dated 06/22/16, the clinician ;800“?'3 will befaudlted q‘f"ti‘fly
. . . or evidence of care coordination.
fglled .to obtain a temperature with the The Director Client Care
Vltal sign assessment. On 06/24/16, the Services will be responsib|e for
patient's temperature was obtained and monitoring these corrective
the patient had a low grade temperature actions to ensure that this
of 99 1 deficiency is corrected and will
o not occur.
F. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 12 of 252
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06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13,07/15, and 07/18/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse failed to
accurately assess and document the
patient diabetes at the time of the
assessment.

3. Clinical record number 9, SOC (start
of care) 05/21/16, included a plan of care
for the certification period of 05/21/16 to
07/19/16, with orders for skilled nursing,
physical, and occupational therapy. The
patient's primary diagnosis was cerebral
infarction (stroke) followed by secondary
diagnoses of general weakness, diabetes
type 2, end stage renal disease,
neuropathy, chronic obstructive
pulmonary disease, congestive heart
failure, hypertension, and rheumatoid
arthritis. The patient resides in an
Assisted Living Facility / Community
(ALF).

A. Review of the OASIS start of care
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comprehensive assessment dated
05/21/16, the assessment indicated the
patient was receiving hemodialysis, had a
right port a cath [catheter used for
hemodialysis] in the left chest wall, and a
new av graft / fistula [accessible site in
the arm used for dialysis] in the left upper
arm. The clinical record failed to
evidence coordination with the dialysis
center, such as blood pressure
parameters, management of port a cath,
diet, fluid restrictions, and medications /
flushes used during dialysis.

B. Review of the skilled nursing visit
notes dated 05/27, 06/04, 06/07, 06/14,
06/20, 06/27, 07/08, and 07/11/16, the
diabetic care section under comments
indicated "Patient reports that ALF
personnel checks his / her blood sugar
and administers insulin as ordered - see
medication profile .... " The clinical
record failed to evidence coordination
with the ALF in regards to assessment of
the patient's blood sugars as well as the
services that the ALF were being
provided to the patient.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
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5. Anundated policy titled "Plan of Care
Development and Review" indicated
"Multidisciplinary care conferences are
held on clients as needed ... to promote
coordination and continuity of care. The
results are documented and a copy is
retained in the client's medical record ....
G 0145 484.14(g)
COORDINATION OF PATIENT SERVICES
Bldg. 00 A written summary report for each patient is
sent to the attending physician at least every
60 days.
Surveyor: Ford, Shannon G 0145 In order to ensure a written 08/19/2016
Based on record review and interview, summary report for feach patlle.nt
. X is sent to the attending physician
the agency failed to ensure the primary at least every 60 days,
care physician received a written Cornerstone Home Healthcare
summary report on their patient at least will review upcoming
every 60 days / in a timely manner for 2 recertification’s weekly.at
£ d . d of pati h regularly scheduled office staff
of 7 recor S reV1'ewe of patients who meetings. 60 day summaries will
were recertified in a sample of 12. (#8 be assigned in patient clinical
and 10) record and appropriate clinical
team member notified for
Findi include: completion within the week. At
ndings melude: following weekly regularly
scheduled office staff meeting the
1. Clinical record number 8, SOC (start completed 60 day summaries will
of care) dated 01/13/16, included two be printed and faxed to the
1 ¢ for th Ficati ¢ physician for review to ensure
plans of care for the certifications o that they have been faxed to the
05/11/16 with orders for skilled nursing 08/19/2016 Director of Client
and home health aide services. Care Services and Administrator
educated staff on the content of
the 60 day summary and
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A. Review of a 60 day summary including summary of care
dated 03/10/16 for the certification prowded,. (?urrent status, and
goals. Clinical staff were
01/13/16 to 03/12/16, the sumrflary was instructed on providing the
stapled to a fax cover sheet which physician with a comprehensive
indicated the summary was faxed to the picture of the patient’s services
physician on 05/03/16. The summary over the IasF 60 days and
failed to b he phvsician i documentation as to the
_al ed to be sent to the physician n a reasoning the patient continues to
timely manner. require services. Staff verbalized
understanding. This will be
B. Review of a 60 day summary monitored during the weekly staff
) . . meetings for compliance of staff
dated 05/11/16 for the certification and those who are not compliant
03/13/16 to 05/11/16, the summary was will be counseled immediately
stapled to a fax cover sheet which and will request for the 60 day
indicated the summary was faxed to the summary to be completed
hvsici 06/29/16. Th immediately. The Director of
p .ys1c1an on : e. s.umr.nary Client Care Services/QA personal
failed to be sent to the physician in a will monitor on an ongoing basis
timely manner. through chart audits, compliance
to the policy for care
. . coordination. 10% of all clinical
2. Chmca.l record number 10, SOC records will be audited quarterly
05/07/16, included a plan of care for the for evidence of the 60 day
certification period of 05/07/16 to summary being sent to the
07/05/16, with orders for skilled nursing, physician by day 60. The
hysical. and tional th Director Client Care Services will
physical, and occupational therapy. be responsible for monitoring
these corrective actions to ensure
A. Review of the clinical record, the that this deficiency is corrected
patient was transferred to the hospital on and will not occur.
05/23/16. The patient resumed services
on 05/25/16. The OASIS comprehensive
resumption of care assessment narrative
note dated 05/25/16, indicated the patient
was hospitalized for exacerbation of
congestive heart failure. The note also
indicated the patient would be having a
pacemaker placed on 06/03/16. The 60
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G 0156

Bldg. 00

day summary was sent to the primary
care physician on 07/19/16. The 60 day
summary dated 07/05/16, failed to
include the patient's hospitalization,
pacemaker procedure, any changes in
interventions, and goals that have or have
not been met. The 60 day summary
failed to be sent to the physician within a
timely manner.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. An undated policy titled "Medical
Supervision of Client Care" indicated, "
... Upon completion of the
comprehensive assessment and
development of the plan of care, the plan
of care will be faxed and / or mailed to
the ordering physician for final approval
and signature. A written summary report
for each client shall be sent to the
ordering physician at least every 60 days

n

484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER

Based on observation, record review, and
interview, the agency failed to ensure the
home health aide failed to follow the plan

G 0156 G158
Care follows a written plan of

careestablished and
periodically reviewed by a

08/19/2016

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2EDM11 Facility ID: 012076 If continuation sheet

Page 17 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

157619

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

X3) DATE SURVEY

00 COMPLETED

07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

of care for 1 of 1 patient's observed with
bathing and hygiene, failed to ensure the
skilled nurse(s) assessed and instructed
the patient / caregiver on care and
management of diabetes in 1 of 5 records
reviewed of patients with diabetes in a
sample of 12, and failed to ensure orders
were obtained prior to providing services
in 2 of 12 records reviewed (See G 158);
failed to ensure that the plan of care was
updated and revised to include
parameters for oxygen saturations for 12
of 12 records reviewed, failed to update
and revise the medication profile in 2 of
12 records reviewed, failed to update and
revise interventions and goals from
previous plan of care to the current plan
of care in 1 of 7 records reviewed of
patient being recertified for an additional
60 days in a sample of 12, failed to
update and revise wound treatment orders
in 2 of 4 records reviewed of patient's
with wounds in a sample of 12, and failed
ensure the plan of care was updated and
revised to be reflective of the patient's
comprehensive assessment in 1 of 12
records reviewed in a sample of 12 (See
G 159); failed to ensure that the Physical
and Occupational Therapyorders included
specific procedures and modalities to be
used while providing therapy services in
7 of 10 records reviewed of patients
receiving therapy services in a sample of
12 (See G 161); failed to ensure

Doctor of medicine,
osteopathy, orpodiatric
medicine.

On 08/03/2016 and 08/19/2016
Eachdiscipline within the
Cornerstone staff were educated
by the Director of ClientCare
Services/Administrator in
reviewing plan of care every visit,
making sureall interventions are
addressed at some point
throughout the certificationperiod,
addressing those interventions
that are of priority each visit,
progresstowards goals, and
documenting education and

patient response to thateducation.

Home Health Aides present were
instructed to follow their Plan
ofCare. Home Health Aides were
instructed to report changes to
the Case Manageron the day of
the change.

Director of Client Care
Services/QA personnelwill be
auditing 10% of all clinical charts
quarterly to verify the policy
isbeing followed. Any staff
memberdeficient in following the
policy will be educated one on
one. Review of these findings will
be addressed atcase conference
and education provided.

TheDirector Client Care Services
will be responsible for monitoring
thesecorrective actions to ensure
that this deficiency is corrected
and will notoccur.
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clinicians obtained verbal orders prior to On 08/03/2016 Director of Client
performing treatments in 1 of 4 records CareServices/Administrator
. . . educated staff on processes of
reviewed of patient receiving wound receiving/documenting
treatments in a sample of 12 (See G 165); verbalorders prior to performing
and failed to ensure that clinicians who any care or treatments to the
obtain verbal orders put them in writing patient. Staff were also educated
. . . on content of verbalorders,
with date of receipt and signature for 8 of instructed staff the care and
12 records reviewed (See G 166) treatment performed must match
the verbalorder received from the
physician. On08/19/2016, after
The cumulative effect of these systemic g]:fiﬁgtr:i; :;Ztir;in;? E orrection
problems resulted in the home health wasreceived, staff were further
agency's inability to ensure the provision educated on verbal orders and
of quality health care in a safe chqnges in thefollowing policies:
. . Policy 500.80, 500.30, 801.40.
environment and therefore, being out of To ensure compliance with the
compliance with the Condition of receipt anddocumentation of
Participation 484.18 Acceptance of verbal orders, verbal orders will
Patients, Plan of Care & Medical be reviewed on an ongoingbasis,
.. and compared to the clinical
Supervision. documentation for the receipt of
the verbalorder and that it is
signed and dated by the receiving
staff member. Orderswill be
monitored on an ongoing basis by
authorized clinical staff. Staff
members are to report
discrepancies toDirector of Client
Care Services on an ongoing
basis and remediation trainingwill
be completed with staff members
that are not meeting the policy
and regulatoryguidelines.
Director of Client Care
Services/QApersonal will also be
monitoring 10% of clinical records
to ensure compliance.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 19 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

The Director Client Care Services
willbe responsible for monitoring
these corrective actions to ensure
that thisdeficiency is corrected
and will not occur.

484.18(a) Plan of Care

G 159

The plan of care developed in
consultationwith the agency
staff covers all pertinent
diagnoses, including mental
status, typesof services and
equipment required,
frequency of visits,
prognosis,rehabilitation
potential, functional
limitations,

activities permitted,
nutritionalrequirements,
medications and treatments,
any

safety measures to protect
against injury,instructions for
timely discharge or

referral, and any other
appropriate items.

On 08/03/2016 and 0819/2016
staff wereinstructed to
discontinue the routine use of
pulse oximetry on all
patients.Pulse oximetry will be
obtained based in the individual
needs of the patient.Pulse
oximetry will be obtained only as
needed for the following: patient
is onoxygen, exhibits shortness of
breath, diminished lungs sounds,
exhibits signsor symptoms of
respiratory distress, as baseline
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at SOC, or as physician
ordersindicate otherwise. Pulse
oximetry use and parameters will
be clearly noted ineach patient’s
plan of care. Director of Client
Care Services/QA personal willbe
auditing charts on an ongoing
basis and 10% of all clinical
charts quarterlywill be evaluated
for compliance of this.

On 08/03/2016 and 08/19/2016
eachdiscipline within the
Cornerstone staff were educated
by the Director of ClientCare
Services/Administrator to
individualize the plan of care
between patientsand certification
periods. Instructed staff that every
plan of care should reflectthe
changes in the patient’s status,
whether improved or declined and
interventionsand goals must be
reflective of the findings of the
comprehensive
assessment.Instruction was also
provided in reviewing plan of care
every visit, makingsure all
interventions are addressed at
some point throughout the
certificationperiod, addressing
those interventions that are of
priority each visit,progress
towards goals, and documenting
education and patient response to
thateducation. Home Health
Aides present were instructed to
follow their Plan ofCare. Home
Health Aides were instructed to
report changes to the Case
Manageron the day of the
change. Examples were given to
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the staff as follows: If apatient is
to be checking blood sugars 3
times a day and only complete 2
timesdaily, educate patient on the
ordered frequency and report to
the physician,patient is not taking
ordered medication, educate
patient on taking themedications
and if patient is not following the
ordered plan of care, report tothe
physician.

Director of Client Care
Services/QApersonnel will be
auditing 10% of all clinical charts
quarterly to verify planof care is
being followed. Any staffmember
deficient in following the plan of
care will be educated one onone.

The DirectorClient Care Services
will be responsible for monitoring
these correctiveactions to ensure
that this deficiency is corrected
and will not occur.

G161

Orders for therapy services
include thespecific procedures
and modalities to be

used and the amount,
frequency, andduration.

On 08/03/2016 Director of
ClientCare Services/Administrator
educated staff on processes
ofreceiving/documenting verbal
orders prior to performing any
care or treatmentsto the patient.
Staff were also educatedon
content of verbal orders,
instructed staff the care and
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treatment performedmust match
the verbal order received from the
physician. On 08/19/2016, after
the written Statement
ofDeficiency and Plan of
Correction was received, staff
were further educated onverbal
orders and changes in the
following policies: Policy 500.80,
500.30,801.40. To ensure
compliance with thereceipt and
documentation of verbal orders,
verbal orders will be reviewed
onan ongoing basis, and
compared to the clinical
documentation for the receipt
ofthe verbal order and that it is
signed and dated by the receiving
staff member.Orders will be
monitored on an ongoing basis by
authorized clinical staff. Staff
members are to report
discrepancies toDirector of Client
Care Services on an ongoing
basis and remediation trainingwill
be completed with staff members
that are not meeting the policy
and regulatoryguidelines. Director
of Client Care Services/QA
personal will also bemonitoring
10% of clinical records to ensure
compliance

On 08/19/2016 each Axxess form
wasreviewed with staff/discipline
as to the location of where the
verbal order isto be documented
and received.

Director of Client Care
Services/QApersonnel will be
auditing 10% of all clinical charts
quarterly to verify verbalorders
are being followed. Any
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staffmember deficient in following
the plan of care will be educated
one onone.

The Director Client Care
Serviceswill be responsible for
monitoring these corrective
actions to ensure that
thisdeficiency is corrected and will
not occur.

484 .18(c) Conformance with
Physician Orders

G 165

(Rev. 11, Issued: 08-12-05;
Effective/lmplementation:08-12
-05)

Drugs and treatments are
administered by agency staff
only asordered by the
physician

with the exception of influenza
and
pneumococcalpolysaccharide
vaccines, which may

be administered per agency
policy developed in
consultationwith a physician,
and after

an assessment of
considerations.

0On08/03/2016 Director of Client
Care Services/Administrator
educated staff onprocesses of
receiving/documenting verbal
orders prior to performing any
careor treatments to the patient.
Staff werealso educated on
content of verbal orders,
instructed staff the care
andtreatment preformed must
match the verbal order received
from the physician. On
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08/19/2016, once the written
Statement ofDeficiency and Plan
of Correction was received, staff
were further educated onverbal
orders and changes in the
following policies: Policy 500.80,
500.30,801.40. To ensure
compliance with thereceipt and
documentation of verbal orders,
verbal orders will be pulled on
anongoing basis, and compared
to the clinical documentation for
the receipt ofthe verbal order and
that it is signed and dated by the
receiving staff member.Orders
will be monitored on an ongoing
basis by authorized clinical staff.
Staff members are to report
discrepancies toDirector of Client
Care Services on an ongoing
basis and remediation trainingwill
be completed with staff members
that are not meeting the policy
andregulatory guidelines.

Director ofClient Care
Services/QA personal will also be
monitoring 10% of clinicalrecords
quarterly to ensure compliance.
The DirectorClient Care Services
will be responsible for monitoring
these correctiveactions to ensure
that this deficiency is corrected
and will not occur.

G166

(Rev. 11, Issued: 08-12-05;
Effective/lmplementation:08-12
-05)

Verbal orders are put in writing
and signed and dated withthe
date of receipt by the
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registered nurse or qualified
therapist (as defined in
§484.40f this chapter)
responsible

for furnishing or supervising
the ordered services.

On08/03/2016 Director of Client
Care Services/Administrator
educated staff onprocesses of
receiving/documenting verbal
orders prior to performing any
careor treatments to the patient.
Staff werealso educated on
content of verbal orders,
instructed staff the care
andtreatment preformed must
match the verbal order received
from thephysician. On
08/19/2016, once thewritten
Statement of Deficiency and Plan
of Correction was received, staff
werefurther educated on verbal
orders and changes in the
following policies: Policy500.80,
500.30, 801.40. To
ensurecompliance with the
receipt and documentation of
verbal orders, verbal orderswill be
pulled on an ongoing basis, and
compared to the clinical
documentationfor the receipt of
the verbal order and that it is
signed and dated by thereceiving
staff member. Orders will be
monitored on an ongoing basis
byauthorized clinical staff. Staff
membersare to report
discrepancies to Director of Client
Care Services on an
ongoingbasis and remediation
training will be completed with
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staff members that arenot
meeting the policy and regulatory
guidelines.

Effective 07/22/2016 Based on
exit interview the Start ofCare
order was amended to
demonstrate the frequency of
each ordered disciplineand that
each discipline received verbal
orders of their plan of care
includinginterventions/goals/reha
b potential/discharge plans, with a
notation that “**Formalized485 to
follow for MD signature for
obtained verbal orders**”. This
was implemented and being used
until thewritten Statement of
Deficiency and Plan of Correction
was received on08/18/2016.

On 08/19/2016 after receipt of the
written Statement ofDeficiency
and Plan of Correction
Cornerstone discontinued the use
of the SOCorder due to the
documented findings that the
Director of Client Care
Servicesshould not be signing the
formalized Plan of Care which
has
encompassedmultidisciplinary
orders. Also noted inthe
Statement of Deficiency and Plan
of Correction the SOC order
cannot besigned by one clinical
staff member with all received
verbal orders, that itmust be
separated and signed and dated
by each staff member who
received theverbal SOC order. As
of 08/19/2016 the 485 will only
contain the orders fromthe
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admitting clinician, including HHA
orders if indicated, as well as
anytherapy or medical social work
services for evaluation. Once the
staff havecompleted their
evaluations these will be sent to
the physician for signature.
08/19/2016, Staff members were
educated on the change
insending verbal orders to the
physician.
Director of Client Care
Services/QA personal will also
bemonitoring 10% of clinical
records quarterly to ensure
compliance.
The Director Client Care Services
will be responsible formonitoring
these corrective actions to ensure
that this deficiency is
correctedand will not occur.
G 0158 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on observation, record review, and G 0158 On 08/03/2016 and 08/19/2016 08/19/2016
interview, the agency failed to ensure the Each discipline within the
. R Cornerstone staff were educated
home health aide failed to follow the plan by the Director of Client Care
of care for 1 of 1 patient's observed with Services/Administrator in
bathing and hygiene (# 1), failed to reviewing plan of care every visit,
ensure the skilled nurse(s) assessed and making sure all interventions are
. . . addressed at some point
instructed the patient / caregiver on care throughout the certification
and management of diabetes in 1 of 5 period, addressing those
records reviewed of patients with interventions that are of priority
diabetes in a sample of 12 (# 6), and each visit, progress tgwards
. . goals, and documenting
failed to ensure orders were obtained
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prior to providing services in 2 of 12 education and patient response to
records reviewed. (# 2 and 7) that education. Hom.e Health
Aides present were instructed to
o . follow their Plan of Care. Home
Findings include: Health Aides were instructed to
report changes to the Case
1. Clinical record number 1, SOC (start Mhanager oB.thetdayfoghet c
. change. Director of Client Care
of care) 04/30/16, included plans of care Services/QA personnel will be
for the certification period of 04/30/16 to auditing 10% of all clinical charts
06/28/16 and 06/29/16 to 08/27/16, with quarterly to verify the policy is
orders for a home health aide to assist the be'T‘S follpwed. A_ny staff mgmbgr
. th 1 d activiti deficient in following the policy will
patient with personal care and activities be educated one on one. Review
of daily living two times a week. of these findings will be
addressed at case conference
A. During a home visit with and education provided. The
Emol i A ah health aid Director Client Care Services will
mployee A, a home health aide, on be responsible for monitoring
07/19/16 at 7:15 AM, the home health these corrective actions to ensure
aide was observed bathing the patient that this deficiency is corrected
entirely in the shower without the patient and will not occur. On 08/03/2016
bei dt d ist Director of Client Care
e.mg encouraged to provide ?SSIS a.nce Services/Administrator educated
with care. The home health aide failed to staff on processes of
follow the plan of care. receiving/documenting verbal
orders prior to performing any
.. care or treatments to the patient.
2. Chmca.l record number 2, SOC Staff were also educated on
05/16/16, included a plan of care for the content of verbal orders,
certification period of 07/15/16 to instructed staff the care and
09/13/16, with orders for occupational treatment performed must match
thera the verbal order received from the
crapy- physician. On 08/19/2016, after
the written Statement of
A. Review of the Occupational Deficiency and Plan of Correction
Therapy notes, the Occupational was received, staff were further
. . . educated on verbal orders and
Therapist provided services on 07/18/16. . . L
changes in the following policies:
Policy 500.80, 500.30, 801.40.
B. A signed physician order dated To ensure compliance with the
07/19/16, indicated " ... Occupational receipt and documentation of
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Therapy evaluation week of 07/12/16, verbal orders, verbal orders will
Effective 07/15/16, Ow1, 2w3 frequency be reviewed on an ongoing basis,
R . . and compared to the clinical
for goals and interventions as per initial documentation for the receipt of
evaluation .... " The physical therapist the verbal order and that it is
provided services absent of a written signed and dated by the receiving
physicians order. staff.member. Orders ywll be .
monitored on an ongoing basis by
authorized clinical staff. Staff
3. Clinical record number 6, SOC members are to report
06/01/16, included a plan of care for the discrepancies to Director of Client
certification period of 06/01/16 to t():arg Se;wces c;n a;n or:gc.nr'\g "
. . . asis and remediation training wi
07/30/16, with orders for skilled nursing be completed with staff members
to assess and instruct the patient / that are not meeting the policy
caregiver in glucose monitoring 3 times and regulatory guidelines.
per week, instruct patient / caregiver in Director of Client Care
diabeti has di Services/QA personal will also be
labetic care suc as: 1SCase process, monitoring 10% of clinical records
hypo / hyperglycemia, foot care, delayed to ensure compliance. The
wound healing and medications, instruct Director Client Care Services will
patient / caregiver to keep glucose log be responsible for monitoring
d to take loo to MD visit d instruct these corrective actions to ensure
an .to ake Og_ ° VISIES, a.n. ms_ rue that this deficiency is corrected
patient / caregiver to call physician if and will not occur.
blood sugar is greater than 170 or less
than 70.
A. Review of the skilled nursing visit
notes dated 06/01, 06/07, 06/10, 06/13,
06/22, 06/24, 06/27, 06/28, 06/29, 07/01,
07/04, 07/06, 07/08, 07/11, 07/13, 07/15,
07/18, and 07/20/16, the clinical record
failed to evidence that the skilled nurse(s)
had instructed the patient / caregiver in
diabetic care such as disease process,
hypo / hyperglycemia, foot care, delayed
wound healing and medications, instruct
patient / caregiver to keep glucose log
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and to take log to MD visits, instruct
patient / caregiver to call physician if
blood sugar is greater than 170 or less
than 70.

B. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13, 07/15, and 07/18/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse(s) failed to
accurately assess and document the
patient diabetes at the time of the
assessment. The skilled nurse(s) failed to
follow the plan of care.

3. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. Review of the plan of care, line
23 failed to evidence the name of the
clinician who had obtained the verbal
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start of care order as well as the date of
the verbal start of care.

B. A physician order dated 07/19/16,
was written by Employee I, a Registered
Nurse. The order indicated "Effective
07/14/16 Physical Therapy Start of Care
evaluation for home care 3w4 [three time
a week for four weeks], 2w5 [two times a
week for five weeks] frequency for goals

and interventions as per initial evaluation
"

1. Review of the physical and
therapy notes, physical therapy provided
services on 07/16 and 07/18/16. The
physical therapist provided services
absent of a written physicians order.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

5. An untitled policy titled "Plan of Care
Development and Review" indicated, " ...
The Registered Nurse and / or Licensed
Therapist ... initiate a plan of care within
24 hours of completion of the start of
care ...

6. A book titled "Handbook of Home
Health Standards, Quality,
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Documentation, and Reimbursement" 5th
Edition, pg 33 Box 1 - 4 indicated " ...
Documentation should include family /
caregiver education and their responses
to, and demonstration of, the specific
education and objective results of the
education. Document the patient's
response to care interventions and other
activities .... "
G 0159 484.18(a)
PLAN OF CARE
Bldg. 00 The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
Based on record review and interview, G 0159 On 08/03/2016 and 08/19/2016 08/19/2016
the agency failed to ensure that the plan st-aff were |nstructeq to
. discontinue the routine use of
of care was updated and revised to pulse oximetry on all
include parameters for oxygen saturations patients.Pulse oximetry will be
for 12 of 12 records reviewed (#1 - 12), obtained based in the individual
failed to update and revise the medication negds of the patlent.EuIse
filein2 of 12 4 . d(#1 oximetry will be obtained only as
profife m =0 records reviewed (#1), needed for the following: patient
failed to update and revise interventions is on oxygen, exhibits shortness
and goals from previous plan of care to of breath, diminished lungs
the current plan of care in 1 of 7 records soun(:s, eXh'fb'ts sygr:s ord. .
. . . . symptoms of respiratory distress,
reviewed (.#. 1) of patient ‘F)elng recertified as baseline at SOC, or as
for an additional 60 days in a sample of physician orders indicate
12, failed to update and revise wound otherwise. Pulse oximetry use
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treatment orders in 2 of 4 records
reviewed (#1 and 4) of patient's with
wounds in a sample of 12, and failed
ensure the plan of care was updated and
revised to be reflective of the patient's
comprehensive assessment in 1 of 12
records reviewed in a sample of 12. (# 1)

Findings include:

1. Clinical record number 1, SOC (start
of care) 04/30/16, included a written plan
of care for the certification period of
04/30/16 to 06/28/16 and 06/29/16 to
08/27/16.

A. Both plans of care indicated
skilled nursing to obtain pulse oximetry
as needed per skilled clinician's
discretion. Both plans of care failed to
include parameters to obtain pulse
oximetry.

B. The OASIS start of care
comprehensive assessment dated
04/30/16, indicated the patient had
intermittent oxygen at 1.5 liters per nasal
cannula.

1. The initial plan of care
(04/30/16 to 06/28/16)indicated the
patient was to receive 2 - 5 liters of
oxygen continuously per nasal cannula.
The initial plan of care failed to be

and parameters will be clearly
noted in each patient’s plan of
care. Director of Client Care
Services/QA personal will be
auditing charts on an ongoing
basis and 10% of all clinical
charts quarterly will be evaluated
for compliance of this. On
08/03/2016 and 08/19/2016 each
discipline within the Cornerstone
staff were educated by the
Director of Client Care
Services/Administrator to
individualize the plan of care
between patients and certification
periods. Instructed staff that every
plan of care should reflect the
changes in the patient’s status,
whether improved or declined and
interventions and goals must be
reflective of the findings of the
comprehensive
assessment.Instruction was also
provided in reviewing plan of care
every visit, making sure all
interventions are addressed at
some point throughout the
certification period, addressing
those interventions that are of
priority each visit,progress
towards goals, and documenting
education and patient response to
that education. Home Health
Aides present were instructed to
follow their Plan of Care. Home
Health Aides were instructed to
report changes to the Case
Manager on the day of the
change. Examples were given to
the staff as follows: If a patient is
to be checking blood sugars 3
times a day and only complete 2
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updated and revised to be reflective of times daily, educate patient on
the initial comprehensive assessment. the ordereq frequenpy a'nd report
to the physician,patient is not
taking ordered medication,
educate patient on taking the
C. The OASIS recertification medications and if patient is not
comprehensive assessment dated :Zléc;vrvtir;g tt:: ;)r:?/:ir:;ei:nplarllji?;gtzrf‘
06/24/16, indicated the patient had of Client Care Services/QA
intermittent oxygen at 1.5 liters per nasal personnel will be auditing 10% of
cannula. The assessment also indicated all clinical charts quarterly to
that treatment had been provided to a verify plan of care is being
C . followed. Any staff member
coccyx wound, which included cleansing deficient in following the plan of
the area with wound cleanser, pat dry, care will be educated one on
cover with soft absorbent foam dressing, one. The Director Client Care
and secure with cover roll. Services will be responsible for
monitoring these corrective
actions to ensure that this
1. Review of the medication deficiency is corrected and will
section of the plan of care (06/29/16 to not occur.
08/27/16), failed to evidence the oxygen,
liter flow, and route to be administered.
The plan of care failed to be updated and
revised.
2. A physician's order dated
06/24/16, indicated for skilled nursing to
provide treatment to the patient's coccyx
wound three times a week by cleansing
the wound with wound cleanser, pat dry,
and cover with hydrocolloid dressing or
soft absorbent foam dressing, secured
with cover roll. Desitin Lotion to be
applied if the dressing falls off. The
current plan of care (06/29/16 to
08/27/16) failed to be updated and
revised to include treatment orders for the
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coccyx wound.

D. The OASIS comprehensive
recertification assessment dated 06/24/16,
indicated the goals were stabilization of
cardiovascular pulmonary condition by
08/26/16; Demonstrates compliance with
medication by 08/26/16; Patient/caregiver
verbalizes an understanding safety,
pressure ulcer prevention instructions
provided by 08/26/16; Patient / caregiver
verbalizes call orders and dehydration,
weakness, infection signs / symptoms to
report to the nurse and / or physician by
08/26/16; and wound healing without
complications by 08/26/16.

2. The plans of care for the
certification period 04/30/16 to 06/28/16
and 06/29/16 to 08/27/16, both indicated:
Goals indicated stabilization of
cardiovascular pulmonary condition by
06/28/16; Demonstrates compliance with
medication by 06/28/16; Patient/caregiver
verbalizes an understanding safety,
pressure ulcer prevention instructions
provided by 06/28/16; Patient / caregiver
verbalizes call orders and dehydration,
weakness, infection signs / symptoms to
report to the nurse and / or physician by
06/28/16; and wound healing without
complications by 06/28/16. The goals in
the plan of care (06/29/16 to 08/27/16)
failed to be revised and updated to reflect
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the patient's current status at the time of
the reassessment.

2. Clinical record number 2, SOC
05/16/16, included a plan of care for the
certification period of 05/16/16 to
07/14/16.

A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

3. Clinical record number 3, SOC
06/03/16, included a plan of care for the
certification period of 06/03/16 to
08/01/16.

A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

4. Clinical record number 4, SOC
03/26/16, included a plan of care for the
certification period of 05/25/16 to
07/23/16. The primary diagnosis on the
plan of care indicated Furuncle of buttock
(boil), followed by type 2 diabetes
mellitus.

A. The plan of care indicated skilled
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nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

B. A skilled nursing visit note dated
05/17/16 and 05/31/16, indicated the
patient was receiving treatment to a
wound on the right buttock. The
treatment that was being performed
included to cleanse the area with normal
saline, pat dry, place a small tip of gauze
inside wound bed and dry gauze on top
for drainage, and secure with tape.
Skilled nursing to perform treatment at
every visit weekly and spouse to do the
treatment on all other days. The plan of
care failed to revised and updated to
include the treatment orders for the right
buttock wound.

The Director of Clinical Services was
interviewed on 07/21/16 at 1:00 PM.

The Director of Clinical Services was not
able to provide an explanation of why the
wound treatment was not added to the
plan of care.

5. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16.

A. Both plans of care indicated
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skilled nursing to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

6. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16.

A. The plans of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

7. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16.

A. The plan of care indicated for the
skilled clinician to a obtain pulse
oximetry as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

8. Clinical record number 8, SOC
01/13/16, included a plans of care for the
certification periods of 01/13/16 to
03/12/16, 03/13/16 to 05/11/16, 05/12/16
to 07/10/16, and 07/11/16 to 09/08/16.
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A. The plans of care indicated for the
skilled clinician to obtain a pulse
oximetry as needed per skilled clinician's
discretion. The plans of care failed to
include parameters to obtain pulse
oximetry.

9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

11. Clinical record number 11, SOC
06/13/16, included two plans of care for
the certification period of 06/13/16 to
08/11/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16.
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A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

13. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
findings by the exit conference on
07/22/16 at 2:15 PM.

14. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... The Case Manager /
Director of Client Care Services is
responsible for overseeing the care
planning process to ensure that the plan is
appropriate .... "

15. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 Box 1 - 4 indicated, " ...
the POC [plan of care] are the most
important components of the home care
clinical record - they must be complete,
accurate, and the content should clearly
describe the patient. All other
information flow from the services and
needs identified and ordered on the plan
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of care ... page 143 ... Present other
objective, measurable information that
assists in supporting skilled care and the
need for intervention [oximetry results,
etc] .... "
G 0161 484.18(a)
PLAN OF CARE
Bldg. 00 Orders for therapy services include the
specific procedures and modalities to be
used and the amount, frequency, and
duration.
Based on record review and interview, G 0161 On 08/03/2016 Director of Client 08/19/2016
the agency failed to ensure that the Care Services/Administrator
- . educated staff on processes of
Physical and Occupational Therapy receiving/documenting verbal
orders included specific procedures and orders prior to performing any
modalities to be used while providing care or treatments to the patient.
therapy services in 7 of 10 records Staff were also educated on
. d of pati . . h content of verbal orders,
rev1e;we .o patients receiving therapy instructed staff the care and
services in a sample of 12. (#1, 2, 6, 7, treatment performed must match
9,10, 11) the verbal order received from the
physician. On 08/19/2016, after
Findi include: the written Statement of
Indings include: Deficiency and Plan of Correction
was received, staff were further
1. Clinical record number 1, SOC (start educated on verbal orders and
of care) 04/30/16, included a plan of care (;h?nge;sog égegggo?‘:‘gngoﬁ’ol'g'e_sr:
. . . olicy 500.80, .30,801.40. To
for the cert1ff10at10n period o.f 06/29/ 1§ to ensure compliance with the
08/27/16, with orders for skilled nursing receipt and documentation of
and home health aide services only. verbal orders, verbal orders will
be reviewed on an ongoing basis,
. . and compared to the clinical
A. A Ph¥s1c1ans order dated documentation for the receipt of
06/29/16, indicated "PhySIC.al Therapy the verbal order and that it is
evaluation week of 06/22/16, Effective signed and dated by the receiving
06/29/16, 2w6 [two times a week for six staff member.Orders will be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 42 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ o (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
weeks], 1w3, frequency for goals and monitored on an ongoing basis by
interventions as per initial evaluation." authorized clinical staff. Staff
L . . members are to report
The physician's order failed to include discrepancies to Director of Client
specific procedures and modalities to be Care Services on an ongoing
used. basis and remediation training will
be completed with staff members
. that are not meeting the policy
2. Clinical record number 2, SOC and regulatory guidelines.
05/16/16, included a plan of care for the Director of Client Care
certification period of 07/15/16 to Services/QA personal will also be
. . i i 0, ini
09/13/16, with orders for occupational monitoring 10% of clinical records
h to ensure compliance On
therapy. 08/19/2016 each Axxess form
was reviewed with staff/discipline
A. A signed physician order dated as to the location of where the
07/19/16, indicated " ... Occupational veLbaI orfjerdls th betdom:rgtlalnt?d
. and received. Director of Clien
TheraPy evaluation week of 07/12/16, Care Services/QA personnel will
Effective 07/15/16, Ow1, 2w3 frequency be auditing 10% of all clinical
for goals and interventions as per initial charts quarterly to verify verbal
evaluation .... " The physician order orders are being followed. Any
failed to includ £ d d staff member deficient in
arle to Inctude spectlic procedures an following the plan of care will be
modalities to be used. educated one on one. The
Director Client Care Services will
3. Clinical record number 6, SOC be responsible for monitoring
. these corrective actions to ensure
06/91/ 16? 1nclud'ed a plan of care for the that this deficiency is corrected
certification period of 06/01/16 to and will not oceur.
07/30/16, with orders for physical
therapy.
A. A physician's order dated
06/08/16, written by Employee H, a
Registered Inure, indicated " ... Therapy
evaluation week of 05/29/2016, Effective
06/02/2016, 1w1, 2w5 frequency for
goals and interventions as per initial
evaluation .... " The physician's order
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failed to include specific procedures and
modalities to be used.

4. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. Review of the plan of care, line
23 was left blank. The plan of care failed
to indicate the clinician who had
obtained the verbal start of care order, as
well as the date of the verbal start of care.

1. A physician order dated
07/19/16, was written by Employee I, a
Registered Nurse. The order indicated
"Effective 07/14/16 Physical Therapy
Start of Care evaluation for home care
3w4, 2wS5 frequency. Occupational
Therapy evaluation week of 07/14/16,
Effective 07/16/16, 1w1, 2w2, 1w2
frequency for goals and interventions as
per initial evaluation .... " The
physician's order failed to include
specific procedures and modalities to be
used.

5. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16,
with orders for physical and occupational
therapy.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2EDM11 Facility ID:

012076 If continuation sheet

Page 44 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

A. A physician order dated 05/26/16,
written by Employee H, indicated " ...
Physical Therapy evaluation week of
05/22/2016, Effective 05/23/16, 1wl,
2w7 frequency for goals and
interventions as per initial evaluation.
Occupational Therapy evaluation week of
05/22/2016, Effective 05/25/2016, 2w3
frequency for goals and interventions as
per initial evaluation." The physician's
order failed to include specific
procedures and modalities to be used.

B. A physician order dated 07/07/16,
written by Employee H, indicated " ...
Physical Therapy evaluation week of
07/03/16, Effective 07/06/16, 2w2
frequency for goals and interventions as
per initial evaluation .... " The
physician's order failed to include
specific procedures and modalities to be
used.

6. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for physical, and
occupational therapy.

A. Review of the OASIS
comprehensive resumption of care
assessment dated 05/27/16, the
Administrator, a Physical Therapist,
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indicated she had conference with the
physician in the resumption of services.

1. A physician order dated
06/02/16, written by Employee H,
indicated "Effective 05/27/16 Physical
Therapy Resumption of Care Evaluation
for home care 1wl, 2wl, 3w2, 2w2, 1wl
frequency .... " The order failed to
include if there were any changes with
procedures and modalities for physical
therapy.

7. Clinical record number 11, SOC
06/13/16, included a plan of care for the
certification period 06/13/16 to 08/11/16,
with orders for skilled nursing, physical
therapy, occupational therapy, home
health aide, and medical social services.

A. A physician order dated 06/21/16,
written by Employee H, indicated " ...
Physical Therapy evaluation week of
06/19/2016, Effective 06/20/16, 2wo6,
1w2 frequency for goals and
interventions as per initial evaluation.
Occupational Therapy evaluation week of
06/122016, Effective 06/16/2016, 1w4
frequency for goals and interventions as
per initial evaluation .... " The order
failed to include if there were any
changes with procedures and modalities
for physical and occupational therapy.
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8. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
G 0165 484.18(c)
CONFORMANCE WITH PHYSICIAN
Bidg. 00 | ORDERS
Drugs and treatments are administered by
agency staff only as ordered by the
physician.
Based on record review and interview, G 0165 On 08/03/2016 Director of Client 08/19/2016
the agency failed to ensure clinicians Care Services/Administrator
. . educated staff on processes of
obtained verbal orders prior to receiving/documenting verbal
performing treatments in 1 of 4 records orders prior to performing any
reviewed of patient receiving wound care or treatments to the patient.
treatments in a sample of 12. Staff were also educated on
content of verbal orders,
o ] instructed staff the care and
Findings include: treatment preformed must match
the verbal order received from the
1. Clinical record number 6, SOC (start fhhys'(’,[[?n' gtntos/ 19/t 2%16' once
. e written Statement o
of care) 06{01/1?, mclu.ded a plan of care Deficiency and Plan of Correction
for the certification period of 06/01/16 to was received, staff were further
07/30/16. educated on verbal orders and
changes in the following policies:
. . . . . Policy 500.80, 500.30,801.40. To
A. Review of a skilled nurémg visit ensure compliance with the
note dated 06/13/16, the fOHOWll’lg was receipt and documentation of
documented: verbal orders, verbal orders will
be pulled on an ongoing basis,
1. The ski t fi and compared to the clinical
o ) e. skin as.sessmen narra. ve documentation for the receipt of
indicated "Advised patient to wash with the verbal order and that it is
soap and water and shower as he / she signed and dated by the receiving
normally would. The note failed to staff{nen;ber.Orders will bbe b
. . . monitored on an ongoing basis by
include documentation that the clinician authorized clinical staff. Staff
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spoke to the physician about treatment members are to report .
orders. dlscrepangles to Director qf Client
Care Services on an ongoing
basis and remediation training will
2. The clinician documented in be completed with staff members
the "Treatment Provided" section that he that are not meeting the policy
/ she cleansed an area of JP drain removal apd regulatory guidelines.
h d . ) h Director of Client Care
with soap an wate.r, using clean was Services/QA personal will also be
cloth, patted dry using clean wash cloth, monitoring 10% of clinical records
covered with non adhesive dressing quarterly to ensure compliance.
followed by gauze, and secured with The Director Cl,'ent Care Sgrw.ces
Th indi dth will be responsible for monitoring
pépc?r.tape. ¢ note 1n 1c§te t 'e these corrective actions to ensure
clinician would be performing this that this deficiency is corrected
treatment 3 times a week. The visit note and will not occur.
failed to include documentation that the
skilled nurse had spoken to the physician
about treatment orders.
a. A physician's order date
06/14/16, but signed by the clinician on
06/13/16, indicated "effective 06/13/16,
skilled nursing to complete wound care
.... " The physician order "Order read
back and verified" was not checked off.
The clinician provided wound treatment
to the patient prior to obtaining orders.
2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
G 0166 | 484.18(c)
CONFORMANCE WITH PHYSICIAN
Bldg. 00 | ORDERS
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Verbal orders are put in writing and signed
and dated with the date of receipt by the
registered nurse or qualified therapist (as
defined in section 484.4 of this chapter)
responsible for furnishing or supervising the
ordered services.
Based on record review and interview, G 0166 On 08/03/2016 Director of Client 08/19/2016
the agency failed to ensure that clinicians Care Services/Administrator
: . educated staff on processes of
who obtain verbal orders put them in receiving/documenting verbal
writing with date of receipt and signature orders prior to performing any
for 8 of 12 records reviewed. (#1,2, 6 - care or treatments to the patient.
1) Staff were also educated on
content of verbal orders,
instructed staff the care and
Findings include: treatment preformed must match
the verbal order received from the
1. Clinical record number 1, SOC physician. SOn 08/19/2216’ once
. the written Statement o
04/30/16, included plans of care for the Deficiency and Plan of Correction
certification period of 04/30/16 to was received, staff were further
06/28/16 and 06/29/16 to 08/27/16. educated on verbal orders and
changes in the following policies:
. Policy 500.80, 500.30, 801.40.
A. Review of the OASIS To ensure compliance with the
comprehensive recertification receipt and documentation of
reassessment dated 04/30/16, the verbal orders, verbal orders will
assessment indicated Employee C, a be pulled on an ongoing basis,
. . . and compared to the clinical
Registered Nurse, coordinated services documentation for the receipt of
with the primary care physician and the verbal order and that it is
obtained orders for continued services. signed and dated by the receiving
staff member. Orders will be
. . monitored on an ongoing basis by
1. Review of the initial plan of authorized clinical staff. Staff
care dated 04/30/16 to 06/28/16, line 23 members are to report
indicated the Director of Clinical services discrepancies to Director of Client
had obtained verbal start of care orders. Care Services on an ongoing
The agency fai.led to egsure the Verbfll Ezsézagfe:z;nsv?tls t::;ﬁtr;lgﬁgevl\'/;ll
order was put into writing upon receipt, that are not meeting the policy
signed, and dated by the receiving and regulatory guidelines.
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clinician who obtained the order. Effective 07/22/2016 Based on
exit interview the Start of Care
. . order was amended to
B. A signed physician order dated demonstrate the frequency of
06/28/16, indicated "Effective each ordered discipline and that
06/29/2016, Skilled Nursing each discipline received verbal
Recertification Evaluation for home care prderg of their plan of care
. including
2wl [two times a week for one week], interventions/goals/rehab
3w8 frequency. Physical Therapy potential/discharge plans, with a
evaluation week of 06/22/2016, Effective notation that “**Formalized 485 to
06/29/2016, 2w6, 1w3 frequency for follow for MD signature for
. . L obtained verbal orders**”. This
goals and interventions as per initial was implemented and being used
evaluation. Home Health Aide Services until the written Statement of
Effective week of 06/29/2016, 1wl1, 2w8 Deficiency and Plan of Correction
frequency for goals and interventions as was received on 08/18/2016. On
. s S 08/19/2016 after receipt of the
per skilled clinician's evaluation." The written Statement of Deficiency
physician order was electronically signed and Plan of Correction
by Employee H. Cornerstone discontinued the use
of the SOC order due to the
. . documented findings that the
1. Review of the physical therapy Director of Client Care Services
reassessment dated 06/22/16, the should not be signing the
assessment indicated Employee F, a formalized Plan of Care which
Physical Therapist, coordinated services has encompassed
. .. .. multidisciplinary orders. Also
with the physician and the physician noted in the Statement of
agreed with the plan of care, frequency, Deficiency and Plan of Correction
and duration. the SOC order cannot be signed
by one clinical staff member with
. all received verbal orders, that it
2. Rev1ew of the QASIS must be separated and signed
comprehensive recertification assessment and dated by each staff member
dated 06/24/16, the assessment indicated who received the verbal SOC
Employee C, a Registered Nurse, or.der. As of O§/19/2016 the 485
coordinated services with the primary \tl\r’]'” only'cc')ntalr? t.h © orc.lers frgm
T e admitting clinician, including
care physician in regards to HHA orders if indicated, as well
recertification orders. The agency failed as any therapy or medical social
to ensure the verbal orders was put into work services for evaluation.
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writing upon receipt, signed, and dated Once the staff have completed
by the receiving clinicians who obtained their evaluationg these will be
sent to the physician for
the order. signature. 08/19/2016, Staff
members were educated on the
2. Review of clinical record number 2, change in sending verbal orders
SOC 05/16/16, included a plan of care for té’”:‘:t Fg;{zi‘gae:\-licezifgzt‘;feional
the certification period of 07/15/16 to will also be monitoring 10% of
09/13/16, with orders for skilled nursing, clinical records quarterly to
home health aide services, and ensure compliance. The Director
occupational therapy. Client Cgre Service§ wi.II be
responsible for monitoring these
corrective actions to ensure that
A. Review of the OASIS this deficiency is corrected and
comprehensive recertification assessment will not occur.
dated 07/14/16, the assessment indicated
Employee I coordinated services with the
primary care physician in regards to
recertification orders.
1. A signed physician order dated
07/19/16, indicated "Effective
07/15/2016, Skilled Nursing
Recertification Evaluation for home care
Owl1, 1w8 frequency ... Home Health
Aide Services Effective week of
07/15/2016, Ow1, 2w8 frequency for
goals and interventions as per skilled
clinician's evaluation." The physician
order was electronically signed by
Employee H. The agency failed to ensure
the verbal order was put into writing
upon receipt, signed, and dated by the
receiving clinician who obtained the
order.
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3. Clinical record number 6, SOC (start
of care) 06/01/16, included a plan of care
for the certification period of 06/01/16 to
07/30/16, with orders for skilled nursing
and physical therapy.

A. Review of a skilled nursing visit
note dated 06/13/16, written by
Employee C, a Registered Nurse, the
narrative note indicated the patient was
taking Miralax and Keflex. Employee C
had notified the physician and had
spoken to the physician's assistant, who
indicated there wasn't a record of the
patient taking Keflex. The note
continued to indicate the physician had
provided the patient with samples and the
clinician observed only 2 pills left.

1. Review of a physical therapy
note dated 06/13/16, the narrative note
indicated the patient was put on Keflex,
the doctor had given the patient six pills
to take once a day, and the pills were in
an envelope with "Keflex" handwritten
on it. The envelope had no other
information on it.

a. A physician's order dated
06/13/16, indicated the effective
06/10/16, the patient was to take Keflex
500 milligrams oral capsule daily by
mouth for 7 days, Miralax oral powder
for reconstitution 17 grams in 8 ounces of
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water or juice daily by mouth as needed
for constipation. The order was
electronically signed by the Director of
Clinical Services. A check box with
"read back and verified" was not checked
off. The Director of Clinical Services
failed to accurately transcribe the order
based on the clinicians visit notes. The
Director of Clinical Services failed to
include / identify that she had obtained
the order from the physician's office. The
agency failed to ensure that the verbal
order was put into writing, signed, and
dated with the receipt of the clinician
who clarified and obtained the order.

B. A communication note dated
06/28/16, written by Employee C, a
Registered Nurse, indicated that a
physician office contacted him / her and
gave a verbal order for a Fleet's enema,
increase water intake, and for the patient
to start taking over the counter stool
softener 1 or 2 caps daily as needed.

1. A physician's order dated
06/28/16, written by the Director of
Clinical Services, indicated for the
skilled nurse to "administer a fleet's
enema and for the patient to start taking
over the counter Docusate Sodium 100
milligrams 1 or 2 caps daily as needed -
the following day and increase water
intake." The agency failed to ensure that
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the verbal order was put into writing,
signed, and dated with the receipt of the
clinician who obtained the order.

C. Review of the OASIS start of care
comprehensive assessment dated
06/01/16, Employee C indicated he / she
had coordinated with the physician for
ongoing services.

1. Review of the physical therapy
initial assessment / plan of treatment
dated 06/02/16, Employee F, a Physical
Therapist, indicated he / she coordinated
with the physician at the time of the
assessment and that the physician was in
agreement with the plan of care,
frequency, and duration.

2. Review of the occupational
therapy initial assessment dated 06/03/16,
Employee D, an Occupational Therapist,
indicated he / she coordinated with the
physician at the time of the assessment.

a. A physician's order dated
06/08/16, written by Employee H, a
Registered Nurse, indicated "Effective
06/01/2016, Skilled Nursing Start of Care
Evaluation for home care 2w7, 1w7
frequency. Physical Therapy evaluation
week of 05/29/2016, Effective
06/02/2016, 1w1, 2wS5 frequency for
goals and interventions as per initial
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evaluation. Occupational Therapy
evaluation week of 05/029/2016,
Effective 06/03/2016 - evaluation only -
OT not recommend at this time. Speech
Therapy - patient declines at this time.
Home Health Aide services - patient
declines at this time. The agency failed
to ensure that the verbal order was put
into writing, signed, and dated with the
receipt of the clinicians who obtained his
/ her order.

4. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification dated of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. Review of the OASIS start of care
comprehensive assessment dated
07/14/16, Employee F, a Physical
therapist, indicated that he / she had
coordinated start of care services with the
physician. The coordination also
indicated that there was a concern of the
patient taking Aspirin along with Xarelto
[both used as blood thinners], and the
therapist had received an order for the
patient to stop taking aspirin while on
Xarelto.

1. A communication note dated
07/14/16, was written by Employee F.
The note indicated the physician's office

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 55 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

returned Employee F's phone call in
regards to stopping the Aspirin while
talking Xarelto.

2. A physician order dated
07/14/16, was written by the
Administrator and also a physical
therapist. The order indicated "Effective
07/14/16, Discontinue Aspirin 81 mg
[milligram] tablet and remain on
Xarelto." The agency failed to ensure
that the verbal order was put into writing,
signed, and dated by the receiving
clinician who obtained the order.

B. The occupational therapy initial
assessment and plan of treatment dated
07/16/16, was reviewed. Employee D, an
occupational therapist, indicated that he /
she had spoken with the physician and
that the physician was in agreement with
the plan of care.

1. A physician order dated
07/19/16, was written by Employee I, a
Registered Nurse. The order indicated
"Effective 07/14/16 Physical Therapy
Start of Care evaluation for home care
3w4 [three times a week for four weeks],
2wS5 frequency. Occupational Therapy
evaluation week of 07/14/16, Effective
07/16/16, 1w1, 2w2, 1w2 frequency for
goals and interventions as per initial
evaluation .... " The agency failed to
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ensure that the verbal orders was put into
writing upon receipt, signed and dated by
the receiving clinician who obtained the
verbal order.

5. Clinical record number 8, SOC
01/13/16, included plans of care for the
certification period of 05/12/16 to
07/10/16 and 07/11/16 to 09/08/16.

A. Review of the OASIS
comprehensive recertification
reassessment dated 05/07/16, the
assessment indicated Employee I, a
Registered Nurse, coordinated services
with the primary care physician.

1. A physicians order dated
05/17/16, signed by Employee H,
indicated "Effective 05/12/2016 Skilled
Nursing Recertification Evaluation for
home care Ow1, 1w8, Ow1 frequency.
Home Health Aide services Effective
week of 05/12/2016, 1w1, 2w8, Owl
frequency for goals and interventions as
assigned by skilled clinician's evaluation.
The agency failed to ensure that the
verbal order was put into writing upon
receipt, signed and dated by the receiving
clinician who obtained the verbal order.
The order also failed to include
interventions that were to be provided by
the skilled nurse and home health aide.
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B. The plan of care for the
certification period of 07/11/16 to
09/08/16, included orders for skilled
nursing, home health aide, and medical
social worker services. The plan of care
indicated "Effective 07/15/16 through
09/08/16 comprehensive assessment and
recommendations 1 - 3 visits during
current certification period; Community
Resource Planning Outreach." The plan
of care was not signed by a physician.

1. Review of the plan of care (3
pages), line 23 was left blank. The plan
of care failed to indicate the clinician
who had obtained the verbal orders as
well as the date of the verbal order for
continuing services.

C. Review of the OASIS
comprehensive recertification assessment
dated 07/07/16, the Community Agencies
/ Social Service Screening narrative note
indicated the patient would need rides to
appointments and groceries, needed
someone to cook for him / her or have
meals delivered to his / her home. The
patient had refused assistance in the past
but was currently requesting assistance.
The note also indicated the patient
needed housekeeping services due to the
patient's handicaps. The note indicated
the skilled nurse would notify the agency
and the medical social worker.
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1. The Care Coordination section
of the comprehensive recertification
assessment indicated Employee |
coordinated with the physician and the
medical social worker in regards to
ongoing services.

2. A signed physician order dated
07/11/16, indicated "Effective 07/11/16,
skilled nursing ... Home Health Aide
Services .... " The physician order was
electronically signed by Employee H.
The agency failed to ensure the verbal
order was put into writing upon receipt,
signed, and dated by the receiving
clinician who obtained the order. The
physician order also failed to include an
order for medical social services.

5. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16,
with orders for skilled nursing and
physical therapy.

A. Review of the OASIS
comprehensive start of care assessment
dated 05/21/16, Employee J, a Registered
Nurse, indicated he / she had coordinated
with the physician for ongoing services.

1. A physician order dated
05/26/16, written by Employee H,
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indicated "Effective 05/21/2016 Skilled
Nursing Start of Care Evaluation for
home care 1w9, Ow1 frequency .... " The
agency failed to ensure the verbal order
was put into writing, signed, and dated by
the receiving clinician who obtained the
order.

B. Review of the OASIS
comprehensive resumption of care
assessment dated 07/05/16, Employee C,
indicated he / she had coordinated with
the physician for ongoing services.

1. Review of physical therapy
reassessment and plan of treatment dated
07/06/16, Employee F indicated he / she
had conferenced with the physician for
the resumption of services.

a. A physician order dated
07/06/16, written by the Director of
Clinical Services, indicated the physical
therapy frequency, interventions and
goals. A box next to "order read back
and verified" was not checked off. The
agency failed to ensure the verbal order
was put into writing, signed, and dated by
the receiving clinician who obtained the
order.

b. A physician order dated
07/07/16, written by Employee H,
indicated "Effective 07/05/16 Skilled
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Nursing Resumption of Care Evaluation
for home care 2w2 frequency. Physical
Therapy evaluation week of 07/03/16,
Effective 07/06/16, 2w?2 frequency for
goals and interventions as per initial
evaluation. Home Health Aide Services -
patient declines at this time. A box next
to "order read back and verified" was not
checked off. The agency failed to ensure
the verbal orders were put into writing,
signed, and dated by the receiving
clinician who obtained the order.

6. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for skilled nursing,
physical, and occupational therapy.

A. A physician's order dated
06/16/16, indicated for the skilled nurse
to obtain a urinalysis with a culture and
sensitivity. The order failed to include
how the specimen was to be obtained.

B. Review of the OASIS
comprehensive resumption of care
assessment dated 05/27/16, the
Administrator, a Physical Therapist,
indicated he / she had conferenced with
the physician for the resumption of
services.

1. A physician order dated
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06/02/16, written by Employee H,
indicated "Effective 05/27/16 Physical
Therapy Resumption of Care Evaluation
for home care 1wl, 2wl, 3w2, 2w2, 1wl
frequency. Skilled nursing evaluation
week of 05/30/16, Effective 05/31/16,
2wl, 1w4 frequency for goals and
interventions as per initial evaluation.
The agency failed to ensure the verbal
order was put into writing, signed, and
dated by the receiving clinician who
obtained the order.

7. Clinical record number 11, SOC
06/13/16, included a plan of care for the
certification period 06/13/16 to 08/11/16,
with orders for skilled nursing, physical
therapy, occupational therapy, home
health aide, and medical social services.

A. Review of the OASIS
comprehensive start of care assessment
dated 06/13/16, Employee J, indicated
she had conference with the physician for
continuing start of care orders.

1. A physician order dated
06/21/16, written by Employee H,
indicated "Effective 06/13/2016, Skilled
Nursing Start of Care Evaluation for
home care 1w9 frequency. Physical
Therapy evaluation week of 06/19/2016,
Effective 06/20/16, 2w6, 1w2 frequency
for goals and interventions as per initial
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evaluation. Occupational Therapy
evaluation week of 06/122016, Effective
06/16/2016, 1w4 frequency for goals and
interventions as per initial evaluation.
Home Health Aide services Effective
week of 06/13/2016, 2w8, 1wl frequency
for goals and interventions as assigned by
skilled clinician's evaluation. The agency
failed to ensure the verbal order was put
into writing, signed, and dated by the
receiving clinician who obtained the
order. The order failed to include nursing
and home health aide interventions.

8. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

9. An undated policy titled
"Confirmation of Physician Telephone /
Verbal Orders" indicated, " ... The staff
member who accepts the order: reduces
the order to writing, ensures the
appropriateness, accuracy and
completeness of the order, signs and
dates the order .... "

10. An undated policy titled "Verbal /
Telephone Orders Read - Back"
indicated, " ... Each verbal / telephone
order is read - back by the licensed
Cornerstone Home Healthcare staff
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member receiving the order. The order
must be signed and dated with the date of
receipt .... "

11. An undated policy titled "Medication
Orders and Administration" indicated "
.... All medication orders must be verified
with the ordering physician and must
contain the phrase 'Orders read back and
verified with ', the date of
verification and the signature of the nurse

verifying the orders .... "

12. A website at
http://www.nursingcenter.com/journalarti
cle?

Article 1D=800621&Journal 1D=522928
&... Titled article "Charting Checkup:
Documenting telephone orders, indicated
" ... You should always get telephone
orders directly; they should never go
through a third party ... Record the order
word - for - word on the health care
provider's order sheet or enter it into a
computer. First, note the date and time.
On the next line, write "telephone order"
... Then write the health care provider's
name, and sign your name. Read back
the order and get confirmation from the
person who gave the order ... If you're
having trouble understanding the health
care provider, ask another nurse to listen
in as you take the order. Then have her
read it back and sign the order too .... "
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13. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... Any physician approved
changes to the plan of care are dated and
signed by the appropriate discipline .... "
G 0168 484.30
SKILLED NURSING SERVICES
Bldg. 00
Based on observation, record review, and G 0168 G 168 (G170, G173, G176) 08/19/2016
interview, the Registered Nurse failed to §484_'?f° C_°"d't'°_" of .
d and instructed th tient / Participation: Skilled Nursing
assess.e and instructed the patien Services G 170 The HHA
ce.lreglver. on care and managément of furnishes skilled nursing
diabetes in 1 of 5 records reviewed of services (G 169. . . by or under
patients with diabetes in a sample of 12 the supervision of a registered
(See G 170); failed to ensure that the plan nurse;) and in accordance with
of care was updated and revised to the plan of care. On
. P _ 08/03/2016 and 08/19/2016 each
include parameters for oxygen saturations discipline within the Cornerstone
for 12 of 12 records reviewed, failed to staff were educated by the
update and revise the medication profile Director of Client Care
. . . Services/Administrator to
in 2 of 12 records reviewed, failed to S
o ) individualize the plan of care
update and revise interventions and goals between patients and certification
from previous plan of care to the current periods. Instructed staff that every
plan of care in 1 of 7 records reviewed of plan of care should ref]eCt the
patient being recertified for an additional changes'ln the patient's s.tatus,
. . whether improved or declined and
60 days in a sample of 12, failed to interventions and goals must be
update and revise wound treatment orders reflective of the findings of the
in 2 of 4 records reviewed of patient's comprehensive assessment. -
with wounds in a sample of 12, and failed Instruction was also provided in
reviewing plan of care every visit,
ensure the plan of care was updated and making sure all interventions are
revised to be reflective of the patient's addressed at some point
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comprehensive assessment in 1 of 12
records reviewed in a sample of 12 (See
G 173); failed to ensure that their efforts
were coordinated effectively and support
the objectives outlined in the plan of care
in 1 of 1 records reviewed of patient's
who was receiving outside services with
a Dialysis facility and with an Assisted
Living Facility / Community in a sample
of 12 and failed to follow up with
medical social services in regards to
discharge planning in 2 of 12 clinical
record reviewed (See G 176); and the
Licensed Practical Nurse (LPN) failed to
accurately educate the patient in 1 of 2
records reviewed of patients being seen
by Licensed Practical Nurses in a sample
of 12 (See G 183).

The cumulative effect of these systemic
problems resulted in the home health
agency's inability to ensure the provision
of quality health care in a safe
environment and therefore, being out of
compliance with the Condition of
Participation 48.30 Skilled Nursing
Services.

throughout the certification
period, addressing those
interventions that are of priority
each visit, progress towards
goals, and documenting
education and patient response to
that education. Home Health
Aides present were instructed to
follow their Plan of Care. Home
Health Aides were instructed to
report changes to the Case
Manager on the day of the
change. Director of Client Care
Services/QA personnel will be
auditing 10% of all clinical charts
quarterly to verify plan of care is
being followed. Any staff member
deficient in following the plan of
care will be educated one on
one. The Director Client Care
Services will be responsible for
monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not occur. 484.30(a) Duties of
Registered Nurse G 173 initiates
the plan of care and necessary
revisions, On 08/03/2016 and
08/19/2016 each discipline within
the Cornerstone staff were
educated by the Director of Client
Care Services/Administrator to
individualize the plan of care
(medications,diagnoses,
interventions, and goals) between
patients and certification periods.
Instructed staff that every plan of
care should reflect the changes in
the patient’s status, whether
improved or declined and
interventions and goals must be
reflective of the findings of the
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comprehensive assessment.
Instruction was also provided in
reviewing plan of care every visit,
making sure all interventions are
addressed at some point
throughout the certification
period,addressing those
interventions that are of priority
each visit, progress towards
goals, and documenting
education and patient response to
that education. Instructed staff on
evaluating the patient’s response
to the plan of care and making
necessary revisions with
coordination of physician. Home
Health Aides present were
instructed to follow their Plan of
Care. Home Health Aides were
instructed to report changes to
the Case Manager on the day of
the change.Examples were given
to the staff as follows: If a patient
is to be checking blood sugars 3
times a day and only complete 2
times daily, educate patient on
the ordered frequency and report
to the physician, patient is not
taking ordered medication,
educate patient on taking the
medications and if patient is not
following the ordered plan of care,
report to the physician. Director of
Client Care Services/QA
personnel will be auditing 10% of
all clinical charts quarterly to
verify plan of care is being
followed. Any staff member
deficient in following the plan of
care will be educated one on
one. The Director Client Care
Services will be responsible for
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monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not occur. On 08/03/2016 and
0819/2016 staff were instructed to
discontinue the routine use of
pulse oximetry on all patients.
Pulse oximetry will be obtained
based in the individual needs of
thepatient. Pulse oximetry will be
obtained only as needed for the
following:patient is on oxygen,
exhibits shortness of breath,
diminished lungs sounds,exhibits
signs or symptoms of respiratory
distress, as baseline at SOC, or
as physician orders indicate
otherwise. Pulse oximetry use
and parameters will be clearly
noted in each patient’s plan of
care. Director of Client Care
Services/QA personal will be
auditing charts on an ongoing
basis and 10% of all charts will be
evaluated for compliance of this.
On 08/03/2016 and 08/19/2016
Director of Client Care
Services/Administrator educated
clinical staff on making sure all
visit notes are individualized for
the day of service. On
08/03/2016 Director of Client
Care Services/Administrator
educated staff on processes of
receiving/documenting verbal
orders prior to performing any
care or treatments to the patient.
Staff were also educated on
content of verbal orders,
instructed staff the care and
treatment performed must match
the verbal order received from the
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physician. On 08/19/2016, after
the written Statement of
Deficiency and Plan of Correction
was received, staff were further
educated on verbal orders and
changes in the following policies:
Policy 500.80, 500.30, 801.40.
To ensure compliance with the
receipt and documentation of
verbal orders, verbal orders will
be reviewed on an ongoing basis,
and compared to the clinical
documentation for the receipt of
the verbal order and that it is
signed and dated by the receiving
staff member. Orders will be
monitored on an ongoing basis by
authorized clinical staff. Staff
members are to report
discrepancies to Director of Client
Care Services on an ongoing
basis and remediation training will
be completed with staff members
that are not meeting the policy
and regulatory guidelines.
Director of Client Care
Services/QA personal will also be
monitoring 10% of clinical records
to ensure compliance On
08/19/216 Skilled nursing staff
were educated in policy Plan of
Care Development and Review
Policy 801.90 and 802.40. The
Director Client Care Services will
be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not occur. G 176
prepares clinical and progress
notes, coordinates services,
informs the physician and

other personnel of changes in
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the patient’s condition and
needs, In order to maintain
liaison to ensure coordinated care
that effectively support objective
as outlined on the plan of care,
Cornerstone Home Healthcare
will utilize the 60-Day
Summary/Case Conference form
at each Case Conference
meeting. Each discipline present
at conference and involved in
patient care will give a summary
of care being provided, current
condition, future
recommendations and any other
information pertinent to patient
care. Any staff member that is
not able to be present at case
conference will be responsible for
communicating patient status at
time of or prior to case
conference. All notes from case
conference will be scanned into
electronic medical record and
hard copy will be retained
inpatient hard chart. This
process will begin at next case
conference on August 31, 2016.
On 08/03/2016 and 08/19/2016
Director of Client Care
Services/Administrator educated
clinical staff on importance of
effective care coordination and
communication between
disciplines to ensure best
outcomes for patients and the
required documentation of this in
the clinical record. In order to
maintain liaison to ensure
coordinated care that effectively
support care of dialysis
patients,Cornerstone Home
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Healthcare will call or fax dialysis
centers and/or nephrologists for
medications and specific
parameters for each patient.
Cornerstone will make every
effort to receive this information,
any calls/faxes of requests will be
retained in the clinical record.
The information received will be
implemented into the patient’s
plan of care upon receipt. On
08/03/2016 and 08/19/2016
Director of Client Care Services
educated clinical staff
coordination and documentation
of care with dialysis
centers/nephrologist. Instruction
was made to clinical staff to
document all communication in
the medical record. The staff
verbalized understanding. In
order to maintain liaison to ensure
coordinated care that effectively
support care of patients residing
in congregated facilities,
Cornerstone Home Healthcare
will coordinate care with facility
nursing staff regarding services
provided to patients. Cornerstone
Home Healthcare will continue its
practice of noting on the 485 “ALF
staff is responsible for” and note
specific care the patient is
receiving from the

ALF. Cornerstone Home
Healthcare staff will communicate
and coordinate with ALF staff on,
but not limited to, blood sugars,
medication changes, labs and
PT/INR results. Coordination of
care will be documented and filed
in patient clinical record. On
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08/03/2016 and 08/19/2016
Director of Client Care Services
educated staff on coordination
and documentation of care with
patients residing in congregated
facilities. The staff verbalized
understanding. On 08/03/2016
and 08/19/2016 Director of Client
Care Services/Administrator
educated clinical staff on care
coordination with the

physician. Education with the
Cornerstone staff on reporting
discrepancies in the plan of care
to what the patient is doing in the
home and obtain either verbal
orders to make changes to the
plan of care or reinforce the
education patient requires. On
08/03/2016 and 08/19/2016
Director of Client Care
Services/Administrator educated
clinical staff on making sure all
visit notes are individualized for
the day of service, reflecting the
patient’s current clinical status.
Staff were educated at the
08/03/2016 and 08/19/2016
regarding the need to have
complete documentation and
reporting changes to the
physician. Instructed staff on the
“Best Practices” and on
documentation that is required to
meet “Best Practices”, for
example documenting the
number of staples in an incision,
documenting drainage from a JP
drain that patient is monitoring in
the clinical record, obtaining a
temperature and obtaining blood
sugar readings from the ALF.
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Visits notes will be reviewed on
an ongoing basis by office clinical
staff for complete picture of the
patient’s status. On 08/03/2016
and 08/19/2016 each discipline
within the Cornerstone staff were
educated by the Director of Client
Care Services/Administrator to
individualize the plan of care
(medications,diagnoses,
interventions, and goals) between
patients and certification periods.
Instructed staff that every plan of
care should reflect the changes in
the patient’s status, whether
improved or declined and
interventions and goals must be
reflective of the findings of the
comprehensive assessment.
Instruction was also provided in
reviewing plan of care every visit,
making sure all interventions are
addressed at some point
throughout the certification
period,addressing those
interventions that are of priority
each visit, progress towards
goals, and documenting
education and patient response to
that education. Instructed staff on
evaluating the patient’s response
to the plan of care and making
necessary revisions with
coordination of physician. Home
Health Aides present were
instructed to follow their Plan of
Care. Home Health Aides were
instructed to report changes to
the Case Manager on the day of
the change.Examples were given
to the staff as follows: If a patient
is to be checking blood sugars 3
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times a day and only complete 2
times daily, educate patient on
the ordered frequency and report
to the physician, patient is not
taking ordered medication,
educate patient on taking the
medications and if patient is not
following the ordered plan of care,
report to the physician. Director
of Client Care Services/QA
personnel will be auditing 10% of
all clinical charts quarterly to
verify plan of care is being
followed. Any staff member
deficient in following the plan of
care will be educated one on
one. The Director Client Care
Services will be responsible for
monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not occur.
G 0170 484.30
SKILLED NURSING SERVICES
Bldg. 00 The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on observation, record review, and G 0170 On 08/03/2016 and 08/19/2016
interview, the Registered Nurse failed to 08/19/2016 each
assessed and instructed the patient / discipline within the
caregiver on care and management of Cornerstone staff were
dla?etes 1n. 1 of 5 records reviewed of educated by the Director
patients with diabetes in a sample of 12. .
#6) of Client Care
Services/Administrator to
Findings include: individualize the plan of
care between patients
1. Clinical record number 6, SOC and certification periods.
06/01/16, included a plan of care for the Instructed staff that every
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certification period of 06/01/16 to plan of care should
07/30/16, with orders for skilled nursing reflect the changes in the
to assess and instruct the patient / patient’s status, whether
caregiver in glucose monitoring 3 times improved or declined
per week, instruct patient / caregiver in and interventions and
diabetic care such as disease process, .
hvoo / h | 2. foot delaved goals must be reflective
0 erglycemia, foot care, delaye .
PO/ AYPEIEY DOt Bare, Ty of the findings of the
wound healing and medications, instruct 8
. . comprehensive
patient / caregiver to keep glucose log .
and to take log to MD visits, and instruct assessment. I.nstru.ctlon
patient / caregiver to call physician if was also provided in
blood sugar is greater than 170 or less reviewing plan of care
than 70. every visit, making sure
all interventions are
A. Review of the skilled nursing visit addressed at some point
notes dated 06/01, 06/07, 06/10, 06/13, throughout the
07/04, 07/06, 07/08, 07/11, 07/13, 07/15, addressing those
07./18, and 97/20/16, the c11n¥cal record interventions that are of
failed to evidence that the skilled nurse(s) L ..
. . .. priority each visit,
had instructed the patient / caregiver in
S . progress towards goals,
diabetic care such as disease process, .
. and documenting
hypo / hyperglycemia, foot care, delayed ) .
wound healing and medications, instruct education and patient
patient / caregiver to keep glucose log response to that
and to take log to MD visits, instruct education. Home Health
patient / caregiver to call physician if Aides present were
blood sugar is greater than 170 or less instructed to follow their
than 70. Plan of Care. Home
Health Aides were
B. Review of the skilled nursing visit instructed to report
notes in the diabetic section dated 06/03, changes to the Case
06/07, 06/13, 06/24, 06/27, 06/28, 06/2.9, Manager on the day of
07/01, 07/04, and 07/06/16, the narrative
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note indicated "Patient reports that he / the change. Director of
she checks his / her blood sugar 3 times Client Care Services/QA
per week and it is on average 119." personnel will be
Bewew'of th.e sklll'ed nursing visit notes auditing 10% of all
in the diabetic section dated 07/08, 07'/1 1, clinical charts quarterly
07/13, 07/15, and 07/18/16, the narrative . .
o : to verify plan of care is
note indicated "Patient reports that he / being followed. Anv staff
she checks his / her blood sugar 3 times 9 L y
. member deficient in
per week and it is on average 119. i
Checked today at time of visit it was fo_llowmg the plan of care
159." The skilled nurse(s) failed to will be educated one on
accurately assess and document the one. The Director Client
patient diabetes at the time of the Care Services will be
assessment. The skilled nurse(s) failed to responsible for
follow the plan of care. monitoring these
corrective actions to
2. The Administrator and the Director of ensure that this
Clinical Services were l.mabl.e to prov.lde deficiency is corrected
?my further documentation / 1r.1format10n and will not oceur.
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
3. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 33 Box 1 - 4 indicated " ...
Documentation should include family /
caregiver education and their responses
to, and demonstration of, the specific
education and objective results of the
education. Document the patient's
response to care interventions and other
activities .... "
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GO0173 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
Bldg. 00 The registered nurse initiates the plan of
care and necessary revisions.
Based on record review and interview, G 0173 On 08/03/2016 and 08/19/2016
the Registered Nurse failed to ensure that 08/19/2016 each
the plan of care was updated and revised discipline within the
to include parameters for oxygen Cornerstone staff were
saturations fjor 12 of 12 records re'Vlewed educated by the Director
(#1 - 12), failed to update and revise the .
. . of Client Care
medication profile in 2 of 12 records . .
. . . Services/Administrator to
reviewed (#1), failed to update and revise R .
. . . individualize the plan of
interventions and goals from previous
plan of care to the current plan of care in care o .
1 of 7 records reviewed (# 1) of patient (medications,diagnoses,
being recertified for an additional 60 days interventions, and goals)
in a sample of 12, failed to update and between patients and
revise wound treatment orders in 2 of 4 certification periods.
records reviewed (#1 and 4) of patient's Instructed staff that every
with wounds in a sample of 12, and failed plan of care should
ensure the plan of care was updated and reflect the changes in the
revised to be? reflective of th.e patient's patient’s status, whether
comprehenélve as§essment in1of12 improved or declined
records reviewed in a sample of 12. (# 1) . .
and interventions and
o Is m reflectiv
Findings include: goals i USIt be reflective
of the findings of the
1. Clinical record number 1, SOC (start comprehensive .
of care) 04/30/16, included a written plan assessment. Instruction
of care for the certification period of was also provided in
04/30/16 to 06/28/16 and 06/29/16 to reviewing plan of care
08/27/16. every visit, making sure
all interventions are
A. Both plans of care indicated addressed at some point
skilled nursing to obtain pulse oximetry
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as needed per skilled clinician's throughout the
discretion. Both plans of care failed to certification
include parameters to obtain pulse period,addressing those
oximetry. interventions that are of
priority each visit,
B. The OASIS start of care
. progress towards goals,
comprehensive assessment dated and documentin
04/30/16, indicated the patient had ) 9 .
. . . education and patient
intermittent oxygen at 1.5 liters per nasal
cannula. respon_se to that
education. Instructed
1. The initial plan of care staff on evaluating the
(04/30/16 to 06/28/16)indicated the patient’s response to the
patient was to receive 2 - 5 liters of plan of care and making
oxygen continuously per nasal cannula. necessary revisions with
The initial plan of care failed to be coordination of
updated and revised to be reflective of physician. Home Health
the initial comprehensive assessment. Aides present were
o instructed to follow their
C. The OASIS recertification
. Plan of Care. Home
comprehensive assessment dated Health Aides were
06/24/16, indicated the patient had .
. . . instructed to report
intermittent oxygen at 1.5 liters per nasal
cannula. The assessment also indicated changes to the Case
that treatment had been provided to a Manager on the day of
coccyx wound, which included cleansing the change.Examples
the area with wound cleanser, pat dry, were given to the staff as
cover with soft absorbent foam dressing, follows: If a patient is to
and secure with cover roll. be checking blood
sugars 3 times a day and
1. Review of the medication only complete 2 times
section of the plan of care (06/29/16 to daily, educate patient on
98/27/ 16), failed to evidence tl.le.oxygen, the ordered frequency
liter flow, and route to be administered.
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The plan of care failed to be updated and and report to the
revised. physician, patient is not
taking ordered
2. A physician's order dated medication. educate
06/24'1/ 16, indicated for sk111§d nursing to patient on taking the
provide treatment to the patient's coccyx medications and if
wound three times a week by cleansing . . .
. patient is not following
the wound with wound cleanser, pat dry,
. . . the ordered plan of care,
and cover with hydrocolloid dressing or
soft absorbent foam dressing, secured repor.'t .tO the_
with cover roll. Desitin Lotion to be physician.Director of
applied if the dressing falls off. The Client Care Services/QA
current plan of care (06/29/16 to personnel will be
08/27/16) failed to be updated and auditing 10% of all
revised to include treatment orders for the clinical charts quarterly
coccyx wound. to verify plan of care is
being followed. Any staff
D. The OASIS comprehensive member deficient in
?ece.:rtlﬁcatlon assessment da‘fe-d O§/24/ 16, following the plan of care
indicated the goals were stabilization of .
_ N will be educated one on
cardiovascular pulmonary condition by . .
. . one. The Director Client
08/26/16; Demonstrates compliance with c Servi i b
medication by 08/26/16; Patient/caregiver are e.rV|ces will be
verbalizes an understanding safety, reSp_onsflble for
pressure ulcer prevention instructions monitoring these
provided by 08/26/16; Patient / caregiver corrective actions to
verbalizes call orders and dehydration, ensure that this
weakness, infection signs / symptoms to deficiency is corrected
report to the nurse and / or physician by and will not occur.On
08/26/16; and wound healing without 08/03/2016 and
complications by 08/26/16. 0819/2016 staff were
instructed to discontinue
. 2 The Plans of care for the the routine use of pulse
certification period 04/30/16 to 06/28/16
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and 06/29/16 to 08/27/16, both indicated: oximetry on all patients.
Goals indicated stabilization of Pulse oximetry will be
cardiovascular pulmonary condition by obtained based in the
06/28/16; Demonstrates compliance with individual needs of
medlca.ltlon by 06/28/16; .Patlent/careglver thepatient. Pulse
verbalizes an understanding safety, . . .
o . oximetry will be obtained
pressure ulcer prevention instructions
provided by 06/28/16; Patient / caregiver only a.s need_ed f_or the
verbalizes call orders and dehydration, foIIowmg:patlle'nt IS on
weakness, infection signs / symptoms to oxygen, exhibits
report to the nurse and / or physician by shortness of breath,
06/28/16; and wound healing without diminished lungs
complications by 06/28/16. The goals in sounds,exhibits signs or
the plan of care (06/29/16 to 08/27/16) symptoms of respiratory
failed to be revised and updated to reflect distress, as baseline at
the patient's current status at the time of SOC, or as physician
the reassessment. orders indicate
o otherwise. Pulse
2. Chmca.l record number 2, SOC oximetry use and
05/16/16, included a plan of care for the .
o _ parameters will be
certification period of 05/16/16 to .
07/14/16. clegrly noted in each
patient’s plan of
A. The plan of care indicated skilled care. Director of Client
nursing to obtain pulse oximetry as Care Services/QA
needed per skilled clinician's discretion. personal will be auditing
The plan of care failed to include charts on an ongoing
parameters to obtain pulse oximetry. basis and 10% of all
charts will be evaluated
3. Clinical record number 3, SOC for compliance of
06/03/16, included a plan of care for the this. On 08/03/2016 and
certification period of 06/03/16 to 08/19/2016 Director of
08/01/16. Client Care
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A. The plan of care indicated skilled Services/Administrator
nursing to obtain pulse oximetry as educated clinical staff on
needed per skilled clinician's discretion. making sure all visit
The plan of care failed to include notes are individualized
parameters to obtain pulse oximetry. for the day of service. On
4. Clinical record number 4, SOC 08./03/201 6 Director of
03/26/16, included a plan of care for the C“en_t Care L.
certification period of 05/25/16 to Services/Administrator
07/23/16. The primary diagnosis on the educated staff on
plan of care indicated Furuncle of buttock processes of
(boil), followed by type 2 diabetes receiving/documenting
mellitus. verbal orders prior to
performing any care or
A. The plan of care indicated skilled treatments to the
nursing to obtain pulse oximetry as patient. Staff were also
needed per skilled clinician's discretion. educated on content of
The plan of care failed to include verbal orders, instructed
parameters to obtain pulse oximetry. staff the care and
B. A skilled nursing visit note dated :;ia;[tmrsgscﬁet:zr\ligal
05/17/16 and 05/31/16, indicated the .
patient was receiving treatment to a order. r_ecelved from the
wound on the right buttock. The physician. On
treatment that was being performed 08/19/2016, after the
included to cleanse the area with normal written Statement of
saline, pat dry, place a small tip of gauze Deficiency and Plan of
inside wound bed and dry gauze on top Correction was received,
for drainage, and secure with tape. staff were further
Skilled nursing to perform treatment at educated on verbal
every visit weekly and spouse to do the orders and changes in
treatment on all other days. The plan of the following policies:
care failed to revised and updated to Policy 500.80, 500.30,
include the treatment orders for the right
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buttock wound. 801.40. To ensure
compliance with the
The Director of Clinical Services was receipt and
1nterV1f3wed on 07/.21'/16 at 1:90 PM. documentation of verbal
The Dlrector of Clinical Se.rV1ces was not orders, verbal orders will
able to provide an explanation of why the .
be reviewed on an
wound treatment was not added to the . .
ongoing basis, and
plan of care. .
compared to the clinical
5. Clinical record number 5, SOC docqmentatlon for the
06/10/16, included two plans of care for receipt of the verbal
the same certification period of 06/10/16 order and that it is
to 08/08/16. signed and dated by the
receiving staff member.
A. Both plans of care indicated Orders will be monitored
skilled nursing to obtain pulse oximetry on an ongoing basis by
as needed per skilled clinician's authorized clinical staff.
discretion. The plan of care failed to Staff members are to
1nc-1ude parameters to obtain pulse report discrepancies to
oximetry. . .
y Director of Client Care
. Services on an ongoin
6. Clinical record number 6, SOC basi q di ? 9
06/01/16, included a plan of care for the a_SI§ an _reme lation
certification period of 06/01/16 to training will be
07/30/16. completed with staff
members that are not
A. The plans of care indicated skilled meeting the policy and
nursing to obtain pulse oximetry as regulatory guidelines.
needed per skilled clinician's discretion. Director of Client Care
The plan of care failed to include Services/QA personal
parameters to obtain pulse oximetry. will also be monitoring
o 10% of clinical records to
7. Chnlca} record number 7, SOC ensure compliance On
07/14/16, included a plan of care for the
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certification period of 07/14/16 to 08/19/216 Skilled
09/11/16. nursing staff were
educated in policy Plan
A. The plan of care indicated for the of Care Development
ski'lled clinician to a Obtail'l pulse' N and Review Policy
o?umet.ry as needed per skllled.clm1c1an's 801.90 and 802.40. The
discretion. The plan of care failed to . .
. . Director Client Care
include parameters to obtain pulse . )
oximetry. Services will be
responsible for
8. Clinical record number 8, SOC monitoring these
01/13/16, included a plans of care for the corrective actions to
certification periods of 01/13/16 to ensure that this
03/12/16, 03/13/16 to 05/11/16, 05/12/16 deficiency is corrected
to 07/10/16, and 07/11/16 to 09/08/16. and will not occur.
A. The plans of care indicated for the
skilled clinician to obtain a pulse
oximetry as needed per skilled clinician's
discretion. The plans of care failed to
include parameters to obtain pulse
oximetry.
9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16.
A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.
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11. Clinical record number 11, SOC
06/13/16, included two plans of care for
the certification period of 06/13/16 to
08/11/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

13. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
findings by the exit conference on
07/22/16 at 2:15 PM.

14. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... The Case Manager /
Director of Client Care Services is
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G 0176

Bldg. 00

responsible for overseeing the care
planning process to ensure that the plan is
appropriate .... "

15. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 Box 1 - 4 indicated, " ...
the POC [plan of care] are the most
important components of the home care
clinical record - they must be complete,
accurate, and the content should clearly
describe the patient. All other
information flow from the services and
needs identified and ordered on the plan
of care ... "

16. An undated policy titled "Skilled
Services / Care Offered By Licensed
Staff" indicated, " .... The Registered
Nurse evaluates the client's response to
the plan of care in a timely manner and
initiates necessary revisions as required
... The Registered Nurse furnishes those
services requiring substantial and
specialized nursing skill such as, but not
limited to: wound therapy ...

484.30(a)

DUTIES OF THE REGISTERED NURSE
The registered nurse prepares clinical and
progress notes, coordinates services,
informs the physician and other personnel of
changes in the patient's condition and
needs.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2EDM11 Facility ID: 012076 If continuation sheet

Page 85 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Based on record review and interview, G 0176 In order to maintain liaison to 08/19/2016
the Registered Nurse failed to ensure that ensure coordinated care .that
. . . effectively support objective as
their efforts were coordinated effectively outlined on the plan of care,
and support the objectives outlined in the Cornerstone Home Healthcare
plan of care in 1 of 1 records reviewed (# will utilize the 60-Day
9) of patient's who was receiving outside Summary/Case Conference form
. ith a Dialvsis facili d with at each Case Conference
services with a Dialysis facility and wit meeting. Each discipline present
an Assisted Living Facility / Community at conference and involved in
in a sample of 12 and failed to follow up patient care will give a summary
with medical social services in regards to of care being provided, current
disch | o in 2 of 12 clinical condition, future
1€ argep anning m 2 o clinica recommendations and any other
record reviewed. (# 4 and 6) information pertinent to patient
care. Any staff member that is
Findings include: not able to be present at case
conference will be responsible for
o communicating patient status at
1. Clinical record number 4, SOC (start time of or prior to case
of care) 03/26/16, included a plan of care conference. All notes from case
for the certification period of 05/25/16 to c?nfterer.\ce chlil' bel scanr;ed |cr;to
. . . electronic medical record an
07/23/16, with orders for skilled nursing. hard copy will be retained
inpatient hard chart. This
A. Two skilled nursing visit notes process will begin at next case
dated 06/06, 06/13, and 06/20/16, conference on August 31, 2016.
indicated in the disch lann On 08/03/2016 and 08/19/2016
mn l?a e” n _e 1scharge planning Director of Client Care
section "Ongoing, Spoke to [spouse] Services/Administrator educated
regarding [name of Employee G, a clinical staff on importance of
medical social worker] who will see him effective .ca:.e cobortchnatlon and
. . . . communication between
/ her again to assist with f,:ommunlty disciplines to ensure best
resources for future care. outcomes for patients and the
required documentation of this in
B. Three subsequent skilled nursing the.ciin.icail recortd. In order to
visit notes dated 06/27, 07/05, and maintain iaison fo ensure
o : ] coordinated care that effectively
07/11/16, indicated in the discharge support care of dialysis
planning section "Ongoing. MSW has patients,Cornerstone Home
seen them and spoke to his / her son. He Healthcare will call or fax dialysis
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 86 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A.BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

/ She reports that his / her son is working
on getting support for him / her when
Home Care moves out."

C. An OASIS comprehensive
recertification assessment dated 07/19/16,
indicated in the coordination of care
section " ... Psychological support and
therapy, MSW [medical social worker]
visiting patient and his wife regarding
future care options and community
resources .... "

D. Review of the electronic medical
record and hard chart record, the clinical
record failed to evidence that a medical
social worker had made a visit due to no
record of the visit. The skilled nursing
visit notes were repetitive and failed to
evidenced if skilled nursing had followed
up with medical social services and the
progress on discharge planning.

2. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16, with orders for skilled nursing
to do vital signs with each visit, assess
patient / caregiver in glucose monitoring,
assess condition of stoma and ability of
patient to manage care - instruct on care
and management of stoma, and assess JP
drain and instruct patient / caregiver in
management of JP drain until it is

centers and/or nephrologists for
medications and specific
parameters for each patient.
Cornerstone will make every
effort to receive this information,
any calls/faxes of requests will be
retained in the clinical record.
The information received will be
implemented into the patient’'s
plan of care upon receipt. On
08/03/2016 and 08/19/2016
Director of Client Care Services
educated clinical staff
coordination and documentation
of care with dialysis
centers/nephrologist. Instruction
was made to clinical staff to
document all communication in
the medical record. The staff
verbalized understanding. In
order to maintain liaison to ensure
coordinated care that effectively
support care of patients residing
in congregated facilities,
Cornerstone Home Healthcare
will coordinate care with facility
nursing staff regarding services
provided to patients. Cornerstone
Home Healthcare will continue its
practice of noting on the 485 “ALF
staff is responsible for” and note
specific care the patient is
receiving from the

ALF. Cornerstone Home
Healthcare staff will communicate
and coordinate with ALF staff on,
but not limited to, blood sugars,
medication changes, labs and
PT/INR results. Coordination of
care will be documented and filed
in patient clinical record. On
08/03/2016 and 08/19/2016
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removed. The patient diagnoses Director of Client Care Services
included, but not limited to, aftercare educated staff on coordmatnqn
. and documentation of care with
foll.owmg surge?,ry for neoplasm and type patients residing in congregated
2 diabetes mellitus. facilities. The staff verbalized
understanding. On 08/03/2016
A. Review of the skilled nursing visit ?:r;c:eog/;r?/{ ig;/ig;:?;g:ac;g?"em
e . | ni
note dated 06/03/16, the clinician failed educated clinical staff on care
to document the amount of drainage from coordination with the
the JP drain, failed to assess and provide physician. Education with the
an amount of staples used to close the C'ornerston.e St.aff on reporting
L. failed to includ discrepancies in the plan of care
ncision, tailed to include a measurement to what the patient is doing in the
of the incision, and failed to obtain a home and obtain either verbal
temperature with the vital sign orders to make changes to the
assessment. The clinician also failed to plan of care or reinforce the
ducate th tient in d t d education patient requires. On
cducate the patient n documenting an 08/03/2016 and 08/19/2016
measuring the drainage from the JP Director of Client Care
drains, so that the physician would know Services/Administrator educated
when to remove the drains. clinical staff on making sure all
visit notes are individualized for
] ] ) o the day of service, reflecting the
B. Review of the skilled nursing visit patient’s current clinical status.
note dated 06/07/16, the clinician failed Staff were educated at the
to failed to provide a measurement and 08/ 03é ?01(tihand 0‘3/ : 9/hZO16
regarding the need to have
the numb.er o.f 'staples thf:.lt was used.to complete documentation and
close the incision and failed to obtain a reporting changes to the
temperature with the vital sign physician. Instructed staff on the
assessment. “Best Practices” and on
documentation that is required to
) ) ) o meet “Best Practices”, for
note dated 06/09/16, the clinician failed number of staples in an incision,
to failed to assess and provide an amount documenting drainage from a JP
L. drain that patient is monitoring in
of staples used to close the incision, - -
) ] the clinical record, obtaining a
failed to include a measurement of the temperature and obtaining blood
incision, and failed to obtain a sugar readings from the ALF.
temperature with the vital sign Visits notes will be reviewed on
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assessment. an ongoing basis by office clinical
staff for complete picture of the
. . . . patient’s status. On 08/03/2016
D. Review of the skilled nursing visit and 08/19/2016 each discipline
notes dated 06/13/16, the clinician failed within the Cornerstone staff were
to obtain a temperature with the vital sign educated by the Director of Client
assessment. On 06/15/16, the patient was _CaTG, SerY'CeS/ Administrator to
. . individualize the plan of care
transfer.red to the hospltgl and admitted (medications, diagnoses,
for a urinary tract infection. interventions, and goals) between
patients and certification periods.
E. Review of the resumption of care Instruchtedljtaf;the:ttsverz plan O,f
o care should reflect the changes in
assessment dated 06/22/16, the clinician the patient's status, whether
failed to obtain a temperature with the improved or declined and
vital sign assessment. On 06/24/16, the interventions and goals must be
patient's temperature was obtained and reflective of the findings of the
h ient had a | 4 comprehensive assessment.
the patient had a low grade temperature Instruction was also provided in
of 99.1. reviewing plan of care every visit,
making sure all interventions are
F. Review of the skilled nursing visit tahddl'eshsedt 3: som:[z.fpm:t
. . . . roughout the certification
notes in the diabetic section dated 06/03, period,addressing those
06/07, 06/13, 06/24, 06/27, 06/28, 06/29, interventions that are of priority
07/01, 07/04, and 07/06/16, the narrative each visit, progress towards
note indicated "Patient reports that he / ggals,:nd dc:jcunwtgntltng .
. . education and patient response to
she checks hls_/ _her blood sugar 3 't'lmes that education. Instructed staff on
per week and it is on average 119. evaluating the patient’s response
Review of the skilled nursing visit notes to the plan of care and making
in the diabetic section dated 07/08, 07/11, nece;sa? rewfsm;ns with ’
. coordination of physician. Home
07/13., 07/15, and 07/18/16, the narrative Health Aides present were
note indicated "Patient reports that he / instructed to follow their Plan of
she checks his / her blood sugar 3 times Care. Home Health Aides were
per week and it is on average 119. mstr(L:Jctedl\tAo report cha;;gzs to .
Checked today at time of visit it was ©Jase Wanager on the day o
. - ) the change.Examples were given
159." The skilled nurse failed to to the staff as follows: If a patient
accurately assess and document the is to be checking blood sugars 3
patient diabetes at the time of the times a day and only complete 2
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assessment. times daily, educate patient on
the ordered frequency and report
.. to the physician, patient is not
3. Clinical record number 9, SOC (start taking ordered medication,
of care) 05/21/16, included a plan of care educate patient on taking the
for the certification period of 05/21/16 to medications and if patient is not
07/19/16, with orders for skilled nursing, following the ordergd plan. of care,
hvsical. and onal th h report to the physician. Director
p ¥51ca > ar.l OCCUI.)atIOI’IE.l therapy. The of Client Care Services/QA
patient's primary diagnosis was cerebral personnel will be auditing 10% of
infarction (stroke) followed by secondary all clinical charts quarterly to
diagnoses of general weakness, diabetes verify plan of care is being
2 end 1di followed. Any staff member
type 2, end stage renal disease, deficient in following the plan of
neuropathy, chronic obstructive care will be educated one on
pulmonary disease, congestive heart one. The Director Client Care
failure, hypertension, and rheumatoid Services will be responsible for
hritis. Th . ides i monitoring these corrective
art .mls‘ ] ? patlenj[ .re51 CS 1 an ) actions to ensure that this
Assisted Living Facility / Community deficiency is corrected and will
(ALF). not occur.
A. Review of the OASIS start of care
comprehensive assessment dated
05/21/16, the assessment indicated the
patient was receiving hemodialysis, had a
right port a cath [catheter used for
hemodialysis] in the left chest wall, and a
new av graft / fistula [accessible site in
the arm used for dialysis] in the left upper
arm. The clinical record failed to
evidence coordination with the dialysis
center, such as blood pressure
parameters, management of port a cath,
diet, fluid restrictions, and medications /
flushes used during dialysis.
B. Review of the skilled nursing visit
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G 0183

Bldg. 00

notes dated 05/27, 06/04, 06/07, 06/14,
06/20, 06/27, 07/08, and 07/11/16, the
diabetic care section under comments
indicated "Patient reports that ALF
personnel checks his / her blood sugar
and administers insulin as ordered - see
medication profile .... " The clinical
record failed to evidence coordination
with the ALF in regards to assessment of
the patient's blood sugars as well as the
services that the ALF were being
provided to the patient.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

5. Anundated policy titled "Plan of Care
Development and Review" indicated
"Multidisciplinary care conferences are
held on clients as needed ... to promote
coordination and continuity of care. The
results are documented and a copy is
retained in the client's medical record ....

484.30(b)

DUTIES OF THE LICENSED PRACTICAL
NURSE

The licensed practical nurse assists the
patient in learning appropriate self-care
techniques.
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Based on record review and interview, G 0183 On 08/19/2016 Director of Client 08/19/2016
the Licensed Practical Nurse (LPN) failed Care Services educated c!|n|cal
. . staff on all staff on educating
to accurately educate the patient in 1 of 2 patients on new medications the
records reviewed of patients being seen day the clinical staff are aware
by Licensed Practical Nurses in a sample patient is taking the medications,
of 12. (#5) and adding medication to the
) medication profile. Resources
o . that are available for staff on the
Findings include: office issued tablets were
reviewed and staff verbalized
1. Clinical record number 5, SOC unc?erstznfdmg.dChartde|:: bed
. reviewed for orders and all orders
06/10/16, 1nc¥uded' two pl.ans of care for will be reviewed before sending.
the same certification period of 06/10/16 Orders will be evaluated in 10%of
to 08/08/16. audits for compliance by Director
of Client Care Services.The
. . .. Director Client Care Services will
A A sk111§d nursing visit note dated be responsible for monitoring
07/19/16, but signed on 07/18/16, these corrective actions to ensure
indicated CellCept was the only change that this deficiency is corrected
in medications. The patient verbalized and will not occur.
questions regarding the medication (its
use and why ordered). The visit note
indicated that the LPN educated the
patient by informing him on "MG
[myasthenia gravis] crisis, how the
disease can but not always effects
breathing causing use of temp
[temporary] or permanent use of vent
[ventilator], information packet left with
patient, patient reads and looks for any
info to help him / her better understand.
Instructed pt [patient] that even a slight
change in breathing to notify CHH
[Cornerstone Home Health] / Neurologist
even if he / she thinks it is a minor thing
"
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B. Review of the Nursing 2016 Drug
Handbook, CellCept is an
immunosuppressant that prevents organ
rejection in patients receiving allogeneic
renal transplants, cardiac transplant,
hepatic transplants, to treat lupus
nephritis, and idiopathic
thrombocytopenic purpura. Drug alert
indicated "drug is considered a potential
mutagen [causes genetic mutation] and
teratogen [causes malformation of an
embryo]. Follow safe-handling
procedures when preparing,
administering, or dispensing. Don't crush
tablets; don't open or crush capsules.
Avoid inhaling powder in capsule or
having it contact skin or mucous
membranes ... Adverse reactions in bold
that indicated life threatening: Central
Nervous Systems [progressive multifocal
leukoencephalopathy]; Cardiovascular
[hemorrhage]; Gastrointestinal
[hemorrhage]; Genitourinary [renal
tubular necrosis, acute renal failure];
Hematologic [leukopenia and
thrombocytopenia]; Metabolic
[hyperkalemia]; Other [Sepsis]. Other
interactions indicated to take the
medication on an empty stomach 1 to 2
hours before meals to prevent delay of
absorption. Black box warning for
nursing considerations indicated
"Increased risk of infection and
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G 0186

lymphoma may result from
immunosuppression .... " The LPN failed
to properly address and educate the
patient on the use and possible life
threatening adverse reactions of the
medication CellCept.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. Anundated policy titled "Medication
Orders and Administration" indicated "
.... The nurse instructs the client / family /
caregiver in an understandable format
and language about any clinically
significant adverse reaction, potential
unanticipated outcomes or any other
concerns about the medication to be
administered, along with actions to be
taken should any reaction or
unanticipated outcomes occurs .... "

4. An undated policy titled "Skilled
Services / Care Offered By Licensed
Staff" indicated, " .... The LPN / LVN
assess the client in learning appropriate
self - care techniques .... "

484.32
THERAPY SERVICES
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Bldg. 00 | The qualified therapist assists the physician
in evaluating the patient's level of function,
and helps develop the plan of care (revising
it as necessary.)
Based on observation, record review, and G 0186 On 08/03/2016 Director of Client 08/19/2016
interview, the Occupational and Physical Care Services/Administrator
. . educated staff on processes of
Therapist failed to ensure orders were receiving/documenting verbal
obtained prior to providing services in 2 orders prior to performing any
of 10 records reviewed of patients with care or treatments to the
therapy services in a sample of 12. (# 2 patient. Staff were also educated
d on content of verbal orders,
and 7) instructed staff the care and
treatment performed must match
Findings include: the verbal order received from the
physician. On 08/19/2016, after
.. the written Statement of
1. Clinical record number 2, SOC Deficiency and Plan of Correction
05/16/1 6, included a plan of care for the was received, staff were further
certification period of 07/15/16 to educated on verbal orders and
09/13/16, with orders for occupational changes in the following policies:
th Policy 500.80, 500.30, 801.40.
crapy. To ensure compliance with the
receipt and documentation of
A. Review of the Occupational verbal orders, verbal orders will
Therapy notes, the Occupational bedrewewed Z”tart‘honglf)'f‘g IbaS|s,
. . . and compared to the clinica
Therapist provided services on 07/18/16. documentation for the receipt of
the verbal order and that it is
B. A signed physician order dated signed and dated by the receiving
07/19/16, indicated " ... Occupational staff.:nen;ber. Orders will Ee b
. monitored on an ongoing basis by
TheraPy evaluation week of 07/12/16, authorized clinical staff. Staff
Effective 07/1 5/16, Oowl , 2w3 frequency members are to report
for goals and interventions as per initial discrepancies to Director of Client
evaluation .... " The physical therapist Carg Services on anongoing
rovided services absent of a written basis and remediation training will
p o be completed with staff members
physicians order. that are not meeting the policy
and regulatory guidelines.
2. Clinical record number 7, SOC giregtor ;’ég”e“t Car<|a i also b
07/14/16, included a plan of care for the CrvicesiLiA personal witl also be
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Bldg. 00

certification period of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. A physician order dated 07/19/16,
was written by Employee I, a Registered
Nurse. The order indicated "Effective
07/14/16 Physical Therapy Start of Care
evaluation for home care 3w4 [three time
a week for four weeks], 2w5 [two times a
week for five weeks] frequency for goals
and interventions as per initial evaluation

n

1. Review of the physical and
therapy notes, physical therapy provided
services on 07/16 and 07/18/16. The
physical therapist provided services
absent of a written physicians order.

3. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

484.36(c)(2)

ASSIGNMENT & DUTIES OF HOME
HEALTH AIDE

The home health aide provides services that
are ordered by the physician in the plan of
care and that the aide is permitted to
perform under state law.

Based on observation, record review, and

interview, the home health aide failed to

G 0225

monitoring 10% of clinical records
quarterly to ensure compliance
The Director Client Care Services
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not occur.

On 08/03/2016 and 08/19/2016
each discipline within the
Cornerstone staff were educated

08/19/2016
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follow the plan of care for 1 of 1 patient's
observed with bathing and hygiene (# 1).

Findings include:

1. Clinical record number 1, SOC (start
of care) 04/30/16, included plans of care
for the certification period of 04/30/16 to
06/28/16 and 06/29/16 to 08/27/16, with
orders for a home health aide to assist the
patient with personal care and activities
of daily living two times a week.

A. During a home visit with
Employee A, a home health aide, on
07/19/16 at 7:15 AM, the home health
aide was observed bathing the patient
entirely in the shower without the patient
being encouraged to provide assistance
with care. The home health aide failed to
follow the plan of care.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

by the Director of Client Care
Services/Administrator to
individualize the plan of care
(medications,diagnoses,
interventions, and goals) between
patients and certification periods.
Instructed staff that every plan of
care should reflect the changes in
the patient’s status, whether
improved or declined and
interventions and goals must be
reflective of the findings of the
comprehensive assessment.
Instruction was also provided in
reviewing plan of care every visit,
making sure all interventions are
addressed at some point
throughout the certification
period,addressing those
interventions that are of priority
each visit, progress towards
goals, and documenting
education and patient response to
that education. Instructed staff on
evaluating the patient’s response
to the plan of care and making
necessary revisions with
coordination of physician. Home
Health Aides present were
instructed to follow their Plan of
Care. Home Health Aides were
instructed to report changes to
the Case Manager on the day of
the change. Director of Client
Care Services/QA personnel will
be auditing 10% of all charts
quarterly to verify the policy is
being followed. Any staff member
deficient in following the policy will
be educated one on one. The
Director Client Care Services will
be responsible for monitoring
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these corrective actions to ensure
that this deficiency is corrected
and will not occur.
G 0235 484 .48
CLINICAL RECORDS
Bldg. 00
Based on record review and interview, G 0235 During course of survey the 08/19/2016
the agency failed to ensure the plan of timeliness of sending and
. retrieval of orders by Cornerstone
care and all subsequent physician orders Home Healthcare was discussed.
were written and completed at the time of With the Administrator and
the order, sent to the physician, returned Director of Client Care Services
and incorporated into the patients clinical reporting that with recent loss of
d withi imel for 11 of QA nurse, and the recent loss,
record within a timely manner for 4 new hire and training of 2 key
12 records reviewed, failed to ensure office positions and an increase in
missed visit notes were faxed to the agency census from
physician within a timely manner in 1 of approx!mately S0 patients to
12 d . d. failed 60 approximately 100, the focus and
records re.Vlewe , Tailed to ensure efforts have been on hiring and
day summaries were faxed to the training new clinical staff and
physician in a timely manner in 1 of 7 maintaining the provision of
patients who had been recertified for an quality care. The sending and
dditi 160d . leof 12 retrieval of orders has been less
a ] itiona ays 1r% a s.amp ¢o - timely then we prefer during these
failed to ensure medication reconciliation transitions. Even though
was faxed to the physician within a Cornerstone’s current practice
timely manner in 2 of 12 records does reflect the CMS standard as
. d. failed t h health stated in the Medicare Integrity
feviewed, farled 10 ensure a nome hea Program Manual and our internal
aide sSupervisory visit was accurate in 1 of policy, that all physician orders
5 records reviewed of patients with home are signed and dated by
health aide services, and failed to ensure physician prior to billing final
h skilled . isit not claim,we now understand that
cach skitied nursing visi 'no es were there is an expectation of a more
updated to I'eﬂeCt the patlent's current t|me|y orders process. Therefore’
status and education provided at the time on 08/18/2016, upon receipt and
of the nursing visit in 2 of 12 records review of Statement of
. d Deficiencies and Plan of
reviewed. Correction report and a citation
regarding timeliness of orders,
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The cumulative effect of these systemic
problems resulted in the home health
agency's inability to ensure the provision
of quality health care in a safe
environment and therefore, being out of
compliance with the Condition of
Participation 484.48: Clinical Records.

the Director of Client Care
Services and Administrator
conferenced to outline a plan for
more timely submission and
retrieval of physician orders. The
following action plan will be put in
place at scheduled bi-weekly
office staff meetings to ensure a
timelier processing of orders.
Cornerstone Home Healthcare
will utilize AXXESS Orders
Management reports on an
ongoing basis to track pending
and outstanding orders. Office
staff will be trained and educated
on how to generate an Orders
Pending Signature Report,
Orders To Be Cosigned Report
and Orders To Be Sent Report
and be instructed to provide the
report at regularly scheduled
bi-weekly office staff meeting for
review and proper action. During
these meetings the orders will be
reviewed and addressed for
timeliness and proper action on
all aging order swill be initiated.
Office staff will be instructed to
inform Director of Client Care
Services of any issues of
receiving orders and Director of
Client Care Services will make
determination on an individualized
basis on handling the retrieval of
orders by either calling, faxing,
mailing, going by the Physician’s
office to pick up the orders. On
08/03/2016 Director of Client
Care Services/Administrator
educated staff on processes of
receiving/documenting verbal
orders prior to performing any
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care or treatments to the patient.
Staff were also educated on
content of verbal orders,
instructed staff the care and
treatment performed must match
the verbal order received from the
physician. On 08/19/2016, after
the written Statement of
Deficiency and Plan of Correction
was received, staff were further
educated on verbal orders and
changes in the following policies:
Policy 500.80, 500.30, 801.40.
To ensure compliance with the
receipt and documentation of
verbal orders, verbal orders will
be reviewed on an ongoing basis,
and compared to the clinical
documentation for the receipt of
the verbal order and that it is
signed and dated by the receiving
staff member. Orders will be
monitored on an ongoing basis by
authorized clinical staff. Staff
members are to report
discrepancies to Director of Client
Care Services on an ongoing
basis and remediation training will
be completed with staff members
that are not meeting the policy
and regulatory guidelines.
Director of Client Care
Services/QA personal will also be
monitoring 10% of clinical records
quarterly to ensure compliance
The Director Client Care Services
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not occur. In order to
maintain liaison to ensure
coordinated care that effectively
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support objective as outlined on
the plan of care, Cornerstone
Home Healthcare will utilize the
60-Day Summary/Case
Conference form at each Case
Conference meeting. Each
discipline present at conference
and involved in patient care will
give a summary of care being
provided, current condition, future
recommendations and any other
information pertinent to patient
care. Any staff member that is not
able to be present at case
conference will be responsible for
communicating patient status at
time of or prior to case
conference. All notes from case
conference will be scanned into
electronic medical record and
hard copy will be retained in
patient hard chart. This process
will begin at next case conference
on August 31, 2016. Missed
visits will be sent to physician
bi-weekly. QA will be used to
monitor all missed visits and
documentation of completion of
missed visit being sent to the
physician. Office staff were
educated on this on 08/19/2016
On 08/19/2016 Office staff were
educated on completeness and
attention to details related to data
entry on intake, verifying referral
information. Director of Client
Care Services/QA personal will
also be monitoring 10% of clinical
records quarterly to ensure
compliance The Director Client
Care Services will be responsible
for monitoring these corrective
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actions to ensure that this
deficiency is corrected and will
not occur.
G 0236 484 .48
CLINICAL RECORDS
Bldg. 00 | A clinical record containing pertinent past
and current findings in accordance with
accepted professional standards is
maintained for every patient receiving home
health services. In addition to the plan of
care, the record contains appropriate
identifying information; name of physician;
drug, dietary, treatment, and activity orders;
signed and dated clinical and progress
notes; copies of summary reports sent to the
attending physician; and a discharge
summary.
Based on record review and interview, G 0236 During course of survey 08/19/2016
the agency failed to ensure the plan of the timeliness of sending
care and all subsequent physician orders and retrieval of orders by
were written and completed at the time of Cornerstone Home
thez1 (?rder, sent t((; ‘Fhe pl;lys1c1§n, re‘urn.ed1 Healthcare was
and incorporated into the patients clinica . .
rporatec P discussed. With the
record within a timely manner for 11 of .
. Administrator and
12 records reviewed (#1 - 6, 8 - 12), ) .
. . . Director of Client Care
failed to ensure missed visit notes were ’ )
faxed to the physician within a timely S.erwces reporting that
manner in 1 of 12 records reviewed (# 4), with recent loss of QA
failed to ensure 60 day summaries were nurse, and the recent
faxed to the physician in a timely manner loss, new hire and
in 1 of 7 (# 8) patients who had been training of 2 key office
recertified for an additional 60 days in a positions and an
sample of 12, failed to ensure medication increase in agency
reconciliation was faxed to the physician census from
within a timely manner in 2 of 12 records approximately 50
reviewed (# 10 and 11), failed to ensure a patients to approximately
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home health aide supervisory visit was 100, the focus and
accurate in 1 of 5 records reviewed (#11) efforts have been on
of patients with home health aide hiring and training new
serV1.ces, 'flr%d failed to ensure each skilled clinical staff and
nursmg visit notes were updated to reﬂect maintaining the provision
the patient's current status and education .
. . . of quality care. The
provided at the time of the nursing visit sending and retrieval of
in 2 of 12 records reviewed. (# 7 and 8) 9
orders has been less
Findings include: tlmgly then we pre_f(.ar
during these transitions.
1. Review of clinical record number 1, Even though
SOC (start of care) 04/30/16, included a Cornerstone’s current
plan of care for the certification period of practice does reflect the
04/30/16 to 06/28/16, with orders for CMS standard as stated
skilled nursing, physical, and in the Medicare Integrity
occupational therapy. Program Manual and our
A The initial plan of internal policy, that all
. The initial plan of care wa-s physician orders are
observed to be four pages. The Director .
.. . signed and dated by
of Clinical Services documented on page hvsician orior to billin
1, line 23, that she had obtained verbal ]E) ysici ) pri iing
start of care orders on 04/30/16. The inal claim,we now )
subsequent pages (2 - 4) labeled understand that there is
"Addendum to Plan of Treatment" was an expectation of a more
signed by the Director of Clinical timely orders process.
Services 05/20/16. The physician Therefore, on
signature line to the plan of care and the 08/18/2016, upon
addendums, were blank. The initial plan receipt and review of
of care addendums failed to be completed Statement of
and signed by the Director of Clinical Deficiencies and Plan of
S.erV1ces an(.l ;.ent tg thei physician for Correction report and a
signature within a timely manner. citation regarding
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B. A physician's order dated 05/26, timeliness of orders, the
06/07, 06/08 (x2 orders), 06/11, 06/15, Director of Client Care
06/18/16, had not been signed by the Services and
physician. The physician orders failed to Administrator
be signed by the physician in a timely conferenced to outline a
fnannet. plan for more timely
C. A physician's order dated SmeIS_SI_On and refrieval
06/10/16, indicated the Director of of ph¥5|C|an prders. The
Clinical Services electronically following action plan will
completed and signed the order on be put in place at
06/15/16. The order had not been signed scheduled bi-weekly
by the physician. A second physician's office staff meetings to
order dated 06/10/16, had not been ensure a timelier
signed by the physician. The st processing of orders.
physician's order failed to be written Cornerstone Home
upon receipt of obtaining the order. Both Healthcare will utilize
physician orders failed to be signed by AXXESS Orders
the physician in a timely manner. Management reports on
D. The updated plan of care for the an or?gomg basis to tr?Ck
certification period of 06/29/16 to pending an_d OUtStanqmg
08/27/16, included orders for skilled order§. Office staff will
nursing and physical therapy. be trained and educated
on how to generate an
1. The plan of care was noted to Orders Pending
be three pages. The Director of Clinical Signature Report, Orders
Services indicated on page 1, line 23, that To Be Cosigned Report
she had obtained physician orders on and Orders To Be Sent
06/29/16. The subsequent pages (2 - 3) Report and be instructed
labeled at the "Addendum to Plan of to provide the report at
Treatment" indicated the Director of regularly scheduled
Clinical Services 51gn§d th.e orders on bi-weekly office staff
07/10/16. The physician signature line to
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the plan of care and the addendums, were meeting for review and
blank. The initial plan of care proper action. During
addendums failed to be completed and these meetings the
signed by the Director of Clinical orders will be reviewed
S'erV1ces ansl Sfant tc? the physician for and addressed for
signature within a timely manner. : :
timeliness and proper
: . . action on all aging order
The Director of Clinical Services was il be initiat gd % i
interviewed on 07/20/16 at 3:30 PM. swil be intiated. Ltice
The Director of Clinical Services was not ?taﬁ will .be mStrUCte_d to
able to indicate what was acceptable for inform Director of Client
"timely manner." The Director of Care Services of any
Clinical Services indicated the plan of issues of receiving
cares probably was not finished or orders and Director of
completed as for the reason for the late Client Care Services will
signatures by the physician. make determination on
an individualized basis
2. Review of'cllmcal record number 2, on handling the retrieval
SOC 05./16/1.6, 1nch.1ded a plan of care for of orders by either
the certification period of 05/16/16 to . ; -
. : . calling, faxing, mailing,
07/14/16, with orders for skilled nursing, oina bv the Phvsician’s
home health aide services, physical, and 9 . g by . y
. office to pick up the
occupational therapy.
orders. On 08/03/2016
A. The initial plan of care was Director of Client Care
observed to be four pages. Employee I, a Services/Administrator
Registered Nurse, documented on page 1, educated staff on
line 23, that she had obtained verbal start processes of
of care orders on 05/16/16. The receiving/documenting
subsequent pages (2 - 4) labeled verbal orders prior to
"Addendum to Plan of Treatment" was performlng any care or
signed by Employee I on 07/02/16. The treatments to the
physician signature line to the plan of patient. Staff were also
care and the addendums, were blank.
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The initial plan of care addendums failed educated on content of
to be completed and signed by the verbal orders, instructed
Director of Clinical Services and sent to staff the care and
the physician for signature within a treatment performed
timely manner. must match the verbal
. - order received from the
3. Review of clinical record number 3, .
SOC 06/03/16, included a plan of care for physician. On
the certification period of 06/03/16 to 08./1 9/2016, after the
08/01/16, with orders for physical and written Statement of
occupational therapy. Deficiency and Plan of
Correction was received,
A. The initial plan of care was staff were further
observed to be three pages. The educated on verbal
Administrator documented on page 1, orders and changes in
line 23, that she had obtained verbal start the following policies:
of care orders on 06/03/16. The Policy 500.80, 500.30,
subsequent pages (2 - 3) labeled 801.40. To ensure
"Addendum to Plan of Treatment" was compliance with the
signed by the Administrator on 07/15/16. :
S . receipt and
The physician signature line to the plan .
of care and the addendums, were blank. documentation of Verba_l
The initial plan of care addendums failed orders., verbal orders will
to be completed and signed by the be reviewed on an
Administrator and sent to the physician ongoing basis, and
for signature within a timely manner. compared to the clinical
documentation for the
4. Clinical record number 4, SOC receipt of the verbal
03/26/16, included a plan of care for the order and that it is
certification period of 03/26/16 to signed and dated by the
05/24/16, with orders for skilled nursing, receiving staff member.
home health aide services, medical social Orders will be monitored
services, physical, and occupational on an ongoing basis by
therapy.
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authorized clinical staff.
A. The initial plan of care was Staff members are to
observed to be four pages. The Director report discrepancies to
of Clinical Services documented on page Director of Client Care
1, line 23, that she had obtained verbal Services on an ongoing
start of care orders on 03/26/16. The . L
basis and remediation
subsequent pages (2 - 4) labeled . .
"Addendum to Plan of Treatment" was training wil b,e
signed by the Director of Clinical completed with staff
Services on 07/18/16. The physician members that are not
signed the plan of care and the meeting the policy and
addendums on 07/19/16. The initial plan regulatory
of care was observed stapled to a fax guidelines. Director of
cover sheet dated 07/19/16. The initial Client Care Services/QA
plan of care and addendums failed to be personal will also be
completed and signed by the monitoring 10% of
Administrator and sent to the physician clinical records quarterly
for signature within a timely manner. to ensure
_ o complianceThe Director
B. A signed physician order dated Client Care Services will
04/11/16, indicated "Effective .
03/26/2016, Skilled Nursing be responsible for
Recertification Evaluation for home care momtormg thgse
Iwl, 2wl, 1w7 frequency. Physical corrective actions to
Therapy evaluation week of 03/27/2016, ensure that this
Effective 03/28/16, 2w8 frequency for deficiency is corrected
goals and interventions as per initial and will not occur.In
evaluation. Occupational Therapy order to maintain liaison
evaluation week of 03/27/2016, Effective to ensure coordinated
03/31/2016, 1w1, 2w3 frequency for care that effective]y
goals and interventions as per initial support objective as
evaluation. MSW [Medical Social outlined on the plan of
Worker]| evaluation week of 04/30/16, care, Cornerstone Home
Effective 04/05/2016, 2 - 4 visits
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throughout current certification period Healthcare will utilize the
frequency for goals and interventions as 60-Day Summary/Case
per initial evaluation. Home Health Aide Conference form at each
Services Effective week of 03/26/2016, Case Conference
le, 2w$, Iwl frequeflcy for. g.oa.115 and meeting. Each discipline
interventions as per skilled clinician's
: . present at conference
evaluation." The physician order was and involved in patient
electronically signed by the Director of e P
Clinical Services. The physician order care wi g!ve a Summary
indicated the physician signed the order of care belng PrOWded’
on 07/19/16. The physician order failed current condition, future
to be completed and signed by the recommendations and
Director of Clinical Services and sent to any other information
the physician for signature within a pertinent to patient
timely manner care. Any staff member
that is not able to be
C. A physician's order dated 03/28, present at case
04/01, 04/21, 04/25, 05/01, 0.5/0.6, 05/10, conference will be
05/17, .05/2.0, and 05/25/16, indicated the responsible for
physician signed all the orders on L .
.. ) communicating patient
07/19/16. The physician orders failed to . .
: e status at time of or prior
be signed by the physician in a timely
to case conference. All
manner.
notes from case
D. An updated plan of care for the conference will be
certification period of 05/25/16 to scanned into electronic
07/23/16, with orders for skilled nursing medical record and hard
and home health aide services. copy will be retained in
patient hard chart. This
1. The updated plan of care was process will begin at next
observed to be three pages. The Director case conference on
of qinical Services docume.nted on page August 31, 2016.Missed
1, line 23, that she had obtained verbal visits will be sent to
orders on 05/25/16. The subsequent
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pages (2 - 3) labeled "Addendum to Plan physician bi-weekly. QA
of Treatment" was signed by the Director will be used to monitor
of Clinical Services on 06/10/16. The all missed visits and
physician signed the plan of ca.re. e.md the documentation of
addendums on 07/19/16. The initial plan completion of missed
of care was observed stapled to a fax . .
e visit being sent to the
cover sheet dated 07/19/16. The initial hvsician. Office staff
plan of care and addendums failed to be phy d ) ted thi
completed and signed by the Director of were educated on this on
Clinical Services and sent to the 08/19/20160n ]
physician for signature within a timely 08/19/2016 Office staff
manner. were educated on
completeness and
E. A physician's order dated attention to details
06/13/16, indicated "Effective 06/09/16, related to data entry on
Ciprofloxacin 600 mg [milligram oral intake, verifying referral
tablet] 2 times per day for 10 days By information.Director of
mogth (po) N§w (UTI?. Effect 06/20/16 Client Care Services/QA
Patient prescrlbéd Vahgm and - personal will also be
Trazodone. Patient / wife have decided o o
. . o monitoring 10% of
not to give patient medication." The clinical records quarter|
order was signed by the Director of { q y
Clinical Services on 06/20/16. The order ° enS}J re ]
indicated the physician had signed the co_mpllanceThe IlDlrecto.r
order on 07/19/16. The Director of Client Care Services will
Clinical Services failed to write the be responsible for
orders on the date of receipt and have monitoring these
those orders sent to the physician for corrective actions to
signature within a timely manner. ensure that this
deficiency is corrected
F. A missed visit form dated 05/03, and will not occur.
05/13, and 05/20/16, was observed to be
stapled to fax cover sheets dated
07/19/16. The agency failed to ensure
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the faxed missed visits forms was sent to
the physician in a timely manner.

G. Review of the physician orders
page on the electronic medical record, as
of 07/21/16, the following orders
indicated the following:

1. An entry for the 05/25/26 to
07/23/16 plan of care, indicated the plan
of care was sent to the physician for
signature on 07/20/16.

2. One of two physician orders
dated 05/23/16, had been sent to the
physician for signature on 07/20/16. The
other order failed to indicate that the
order had been sent for signature.

3. Two physician orders dated
05/25/16, indicated they had been sent to
the physician for signatures on 07/20/16.

4. A physician's order dated
06/06/16, indicated the order was waiting
for a co-signature, therefore, failed to
indicate that it had been sent to the
physician for signature.

5. A physician's order dated
06/13/16 and 07/05/16, indicated the
orders had been sent to the physician for
signature on 07/20/16.
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H. Two skilled nursing visit notes
dated 06/13/16 and 06/20/16, indicated in
the discharge planning section "Ongoing,
Spoke to [spouse] regarding [name of
Employee G, a medical social worker]
who will see him / her again to assist
with community resources for future
care." The clinical record failed to
evidence a physician order for the
medical social services.

I. Three skilled nursing visit notes
dated 06/27, 07/05, and 07/11/16,
indicated in the discharge planning
section "Ongoing. MSW has seen them
and spoke to his / her son. He / She
reports that his / her son is working on
getting support for him / her when Home
Care moves out." The clinical record
failed to evidence a medical social
worker visit note.

The Director of Clinical Services was
interviewed on 07/21/16 at 1:00 PM.

The Director of Clinical Services
indicated the 05/25/16 to 07/23/16 plan
of care had not been sent to the physician
and was unable to provide a reason why
the plan of care had not been sent to the
physician when a new certification period
was starting soon. The Director of
Clinical Services was unable to provide
an explanation for the missed visit forms
not being sent to the physician sooner
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than 07/19/16. The Director of Clinical
Services indicated she was not aware of
the medical social worker need.

5. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16, with orders for skilled
nursing, physical, occupation, and speech
therapy.

A. The plan of care that was
provided for home visits indicated a
skilled nursing frequency of one time a
week for eight weeks, then zero times a
week for one week. The plan of care was
four pages. The Director of Clinical
Services documented on line 23 that she
had obtained the verbal start of care
orders on 06/10/16. The subsequent
pages of the plan of care (addendums)
was signed by the Director of Clinical
Services with a date of 07/10/16.

B. The plan of care that was copied
from the patient's hard chart indicated a
skilled nursing frequency of one time a
week for nine weeks. The plan of care
was also four pages. The Director of
Clinical Services documented on line 23
that she had obtained the verbal start of
care orders on 06/10/16. The subsequent
pages (2 - 4) labeled "Addendum to Plan
of Treatment" was signed by the Director
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of Clinical Services on 07/18/16. The
initial plan of care was observed stapled
to a fax cover sheet dated 07/19/16. The
initial plan of care and the addendums
failed to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner.

C. Review of the skilled nursing visit
notes, a skilled nursing visit note was
observed to have a visit date 07/19/16,
but was electronically signed on
07/18/16, by the clinician. The visit note
failed to be accurate and reflect the
correct date of the assessment / signature.

The Director of Clinical Services was
interviewed on 07/21/16 at 12:30 PM.
The Director of Clinical Services
indicated she had to make some minor
changes to the plan of care as to why
there were changes in dates on the
addendum pages.

6. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16, with orders for skilled nursing.

A. The plan of care observed to be
four pages. The Director of Clinical
Services documented on page 1, line 23,
that she had obtained the verbal start of
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care orders on 06/01/16. The subsequent
pages (2 - 4) labeled "Addendum to Plan
of Treatment" was signed by the Director
of Clinical Services on 06/20/16. The
physician signature line was blank. The
agency failed to have the plan of care and
its subsequent addendums completed and
signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

B. The narrative note in the skilled
nursing and interventions section of the
OASIS start of care comprehensive
assessment dated 06/01/16 and the
OASIS resumption of care assessment
dated 06/22/16, both indicated "Skilled
nursing intervention and teaching noted
in assessment. Instructed patient on
calling Cornerstone Home Healthcare as
needed for changes in condition, also that
Cornerstone is available 24/7 and phone
number on SOC packet left at patient's
apartment. Instructed on medications,
reviewed all medications with patient and
family and instructed on filling a
medication planner. Writer observed all
medication in patient's presence.
Instructed to call RN with any questions
and concerns. Patient verbalized
understanding. Informed patient that PT
[physical therapy] would be calling for
visits within the next week - and he / she
is to call office if he / she does not hear
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from staff by beginning of next week.
Instructed on date of SN return.
Verbalized understanding. The narrative
note failed to be updated to the patient's
current status at the time of the
assessment.

C. The coordination note on the
OASIS start of care comprehensive
assessment dated 06/01/16 and the
OASIS resumption of care assessment
dated 06/22/16, both indicated "Writer
called PCP [primary care physician]
[Name of physician] with SOC [start of
care] orders, PT [physical therapy] and
OT [occupational therapy] services. SN
[skilled nursing] to see patient 2w2, 1w7
[two times a week for two weeks then
one time a week for seven weeks].
Informed of POC [plan of care] to follow.
Informed of major interactions with
medications and to call if any concerns,
otherwise will keep medications as
ordered and informed SN would be
faxing information to office." The
coordination note failed to be updated to
the patient's current plan at the time of
the assessment

D. A home visit was conducted with
physical therapy on 07/20/16 at 10:00
AM, at his / her home. The patient was
observed to have lived in a ranch home in
the country. Review of the address on
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the plan of care upon admission and
recertification, the patient had always
resided in his / her home. The plan of
care indicated the patient resided in a
major city when the patient actually
resided in another town outside of the
major city. The narrative note in the
06/01/16 start of care and the 06/22/16
resumption of care, indicated the "phone
number on SOC packet left at patient's
apartment." The plan of care failed to
have the correct city of residence, the
resumption of care note failed to be
updated and both start of care and
resumption of care failed to properly
identify the patient's place of residence.

G. Review of the physician orders
page on the electronic medical record, as
of 07/21/16, the plan of care dated
06/01/16, among other orders dated
06/10, 06/13, 06/15, 06/22, 06/27, and
06/28/16, indicated "To be sent to
physician." The order dated 06/14/16
indicated "Submitted pending
co-signature."

1. Review of the patient hard
chart, physician orders dated 06/13, 06/14
06/22, 06/27 and 06/28/16, failed to
evidenced that the physician had signed
the orders. The agency failed to ensure
the physician signed the orders within a
timely manner.
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H. Review of the skilled nursing visit
notes on 06/03, 06/07, 06/10, 06/13,
06/24, 06/27, 06/28, 06/29, 07/01, 07/04,
07/06, 07/08, 07/11, 07/13, 07/15, 07/18,
and 07/20/16, indicated in the
interventions section that patient /
caregiver teaching was provided on
"relation to kinds of food and urine ph,
subcutaneous injection" and instructed on
safety precautions such as "keeping
pathway clear."

1. On 06/22/16, the patient
returned from the hospital with orders to
discontinue the Lovenox injections. The
skilled nursing visit notes failed to be
updated and reflect the patient status and
education provided at the time of each
nursing visit / assessment.

7. Clinical record number 8, SOC
01/13/16, included the following:

A. Review of the plan of care dated
01/13/16 to 03/12/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 01/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
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Clinical Services signed the orders on
02/02/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 05/03/16. The
physician signed all 4 pages of the plan
of care on 05/05/16. The plan of care and
the addendums to the plan of care failed
to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner.

B. Review of the physician orders
dated 01/20, 01/22, 02/23, 03/04/15, all
orders were stapled to a fax cover sheet
which indicated the orders were faxed to
the physician on 05/03/16. The orders
were signed by the physician on
05/05/16. The physician orders failed to
be sent to the physician for signature in a
timely manner.

C. Review of a 60 day summary
dated 03/10/16 for the certification
01/13/16 to 03/12/16, the summary was
stapled to a fax cover sheet which
indicated the summary was faxed to the
physician on 05/03/16. The summary
failed to be sent to the physician in a
timely manner.
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D. Review of the plan of care dated
03/13/16 to 05/11/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 03/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
04/01/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 06/30/16. The
physician signed all 4 pages of the plan
of care on 07/06/16. The plan of care and
the addendums to the plan of care failed
to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner.

E. Review of the physician orders
dated 03/13/16 and 04/22/16, both orders
were stapled to a fax cover sheet which
indicated the orders were faxed to the
physician on 05/30/16. The orders were
signed by the physician on 07/06/16. The
physician orders failed to be sent to the
physician for signature in a timely
manner.
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F. Review of a 60 day summary
dated 05/11/16 for the certification
03/13/16 to 05/11/16, the summary was
stapled to a fax cover sheet which
indicated the summary was faxed to the
physician on 06/29/16. The summary
failed to be sent to the physician in a
timely manner.

G. Review of Missed Visit forms
indicated the following:

1. A missed visit form dated
04/12/16, was attached to a fax cover
sheet which indicated the form was faxed
to the physician on 06/30/16.

2. A missed visit form dated
05/13 05/17,05/31, and 06/10/16, were
attached to a fax cover sheet which
indicated the forms were faxed to the
physician on 07/20/16.

H. Review of the plan of care dated
05/12/16 to 07/10/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 05/12/16.

1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
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Clinical Services signed the orders on
06/20/16.

2. A fax cover sheet that was
stapled to all 3 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 06/30/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
to the physician for signature within a
timely manner.

I. Review of the plan of care dated
07/11/16 to 09/08/16, line 23 and the
subsequent 3 pages failed to indicate who
obtained the verbal order as well as the
date of the verbal order for continuing
odors. The plan of care and the
addendums to the plan of care failed to be
completed and signed by the clinician
who obtained the orders and failed to be
sent to the physician for signature within
a timely manner.

J. Review of the physician orders
dated 06/02, 06/12 (x2 orders), and
07/11/16, failed to have a physician
signature. Review of an electronic
physician order page, the entries
indicated "to be sent." The physician
orders failed to be sent to the physician
for signature in a timely manner.
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K. Review of the skilled nursing visit
notes dated 05/18/16, indicated in the
Respiratory comment section "Pt
[patient] is a current smoker; discussed
smoking cessation with pt, is not
interested. The Dietary comment section
indicated "Reinforced diet with pt.
Encouraged pt to eat fruits and vegetable,
low fat meats, whole grains, low or sugar
free items; voiced understanding. pt is
noncompliant with diet."

1. Review of the skilled nursing
visit notes dated 05/26/16, indicated in
the Respiratory comment section "Pt
[patient] is a current smoker; discussed
smoking cessation with pt, is not
interested." The Dietary comment
section indicated "Reinforced diet with
pt. Encouraged pt to eat fruits and
vegetable, low fat meats, whole grains,
low or sugar free items; voiced
understanding. pt is noncompliant with
diet."

2. Review of the skilled nursing
visit note dated 06/02/16, indicated in the
The Dietary comment section indicated
"Reinforced diet with pt. Encouraged pt
to eat fruits and vegetable, low fat meats,
whole grains, low or sugar free items;
voiced understanding. pt continues to
noncompliant with diet. Pt has been
drinking a lot of Gatorade; encouraged
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him to drink water instead or diet drinks
due to high sugar content; stated he
would try." The LPN also indicated that
the patient's wound had healed, the
patient had very dry skin, assisted the
patient with applying lotion, as well as
encouraging the patient to do it daily.
The visit note failed to evidence if the
physician had been notified.

a. Review of a physician's
order dated 06/02/16, written by the
Director of Clinical Services, the order
indicated "Effective 06/02/16, wound
resolved. Patient has very dry skin,
skilled nursing to assist pt [patient] with
applying lotion, encourage patient to
apply daily. Skilled nursing to continue
to monitor areas for changes." The box
next to "order read back and verified"
was not marked to indicate that the order
had been verbally obtained by the
Director of Clinical Services.

3. Review of the skilled nursing
visit notes dated 06/09/16, indicated in
the The Dietary comment section
indicated "Reinforced diet with pt.
Encouraged pt to eat fruits and vegetable,
low fat meats, whole grains, low or sugar
free items; voiced understanding. pt
continues to noncompliant with diet. Pt
has been drinking a lot of Gatorade;
encouraged him to drink water instead or

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2EDM11 Facility ID:

012076 If continuation sheet

Page 123 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

diet drinks due to high sugar content;
stated he would try."

4. Review of the skilled nursing
visit notes dated 06/16/16, indicated in
the The Dietary comment section
indicated "Reinforced diet choices again
with pt, should avoid sugary drinks, fried
foods, fast foods; try to eat fruits and
vegetables, whole grains, low fat foods;
encouraged pt to try some of the healthy
choice or weight watchers meals."

5. Review of the skilled nursing
visit notes dated 06/24/16, indicated in
the The Dietary comment section
indicated "Encouraged pt to eat fruits and
vegetable, low fat meats, whole grains,
low or sugar free items; voiced
understanding. pt continues to be
noncompliant with diet. Pt has been
drinking a lot of Gatorade; encouraged
him to drink water instead or diet drinks
due to high sugar content; stated he
would try."

The skilled nursing visit notes dietary
section were repetitive and failed to be
updated and reflect the patient status and
education provided at the time of each
nursing visit / assessment.

9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
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certification period of 05/21/16 to
07/19/16, with orders for skilled nursing,
physical and occupational therapy.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 05/21/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
07/15/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 07/19/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
to the physician for signature within a
timely manner.

B. Review of physician orders dated
05/26, 07/06, 07/07, physical therapy
plan of treatment dated 07/06/16, were
stapled to a fax sheet which indicated the
fax was sent to the primary care
physician on 07/19/16. The orders failed
to be sent to the physician for signature in
a timely manner.
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10. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for skilled nursing,
physical and occupational therapy.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 05/07/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
06/20/16. The plan of care was not
signed by the attending physician. The
plan of care and the addendums to the
plan of care failed to be completed and
signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

B. A urinalysis lab result that was
obtained on 06/16/16, was faxed to the
agency on 06/29/16. The lab result was
stapled to a fax cover sheet and indicated
it was faxed to the physician on 06/29/16.
The agency failed to follow up with the
patient's urinalysis at the laboratory and
notify the physician of the result in a
timely manner.
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C. Review of the physician orders
dated 05/31, 06/09, 06/16/16, failed to
have a physician signature. Review of an
electronic physician order page, the
entries indicated the orders were sent on
07/20/16. Review of the patient's hard
chart, the orders were observed to be
stapled to a fax sheet which indicated the
fax was sent to the primary care
physician on 07/20/16. The orders failed
to be sent to the physician for signature in
a timely manner.

D. Review of the plan of care dated
07/05/16 to 09/03/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal orders on
07/06/16.

1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
07/19/16.

2. A fax cover sheet that was
stapled to all 3 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 07/20/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
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to the physician for signature within a
timely manner.

E. Review of a communication note
dated 06/17/16, the Director of Clinical
Services indicated "Resumption of Care
Medication Reconciliation / New Major
Medication Interactions" and attached
was a current list of medications the
patient was taking and there were major
drug interactions identified.

1. Review of the OASIS
comprehensive resumption of care
reassessment dated 05/27/16, the
Administrator indicated the she had
identified one major drug interaction and
this was to be sent to the physician.

2. Review of the attached fax
cover sheet that was stapled with the
communication note, medication profile,
and the Drug to Drug interactions sheet,
the fax cover sheet indicated the fax was
sent to the physician on 06/17/16. The
Administrator and the Director of
Clinical Services failed to notify of the
major drug interactions upon
identification / timely manner.

11. Clinical record number 11, SOC
06/13/16, included a plan of care for the
certification period of 06/13/16 to
08/11/16, with orders for skilled nursing,
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physical therapy, occupational therapy,
home health aide services, and medical
social worker services.

A. Review of the plan of care
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care
orders on 06/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
07/01/16. The plan of care was not
signed by the primary care physician.
The plan of care and the addendums to
the plan of care failed to be completed
and signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

B. Review of physician orders dated
06/16/16, failed to be signed by the
ordering physician. The orders failed to
be sent to the physician for signature in a
timely manner.

C. A communication note dated
06/13/16, was completed and signed by
the Director of Clinical Services dated
06/17/16, indicated attachments of major
Drug to Drug interactions that was
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identified during the admission. The
Director of Clinical Services failed to
notify the physician of major Drug to
Drug interactions in a timely manner.

D. A home health aide supervisory
visit was conducted on 06/27/16. Review
of the clinical record, home health
services was placed on hold on 06/25/16.
The agency failed to ensure the clinical
record contained accurate information.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16,
with orders for physical therapy and
home health aide services.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 02/21/16.

1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
03/01/16. A fax cover sheet that was
attached to the plan of care indicated the
orders was sent to the physician on
03/22/16. The plan of care was signed by
the attending physician on 03/25/16. The
plan of care and the addendums to the
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plan of care failed to be completed and
signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

13. The Director of Clinical Services was
interviewed again on 07/22/16 at 10:53
AM. The Director of Clinical Services
indicated staff would obtain orders and
document the orders in the record, then
the office staff would pull the information
from the notes, write the orders
appropriately, then the Director of
Clinical of Services would sign off on the
orders, then fax the orders to the
physician for signature.

14. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
findings by the exit conference on
07/22/16 at 2:15 PM.

15. An undated policy titled
"Confirmation of Physician Telephone /
Verbal Orders" indicated, " ...Physician
verbal / telephone orders are accepted by
qualified staff and submitted to the
physician for his / her signature in a
timely manner. Original and / or new /
updated orders are transcribed onto an
appropriate physician order form or a
plan of treatment form, and mailed or
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faxed to the physician for signature
within a timely manner of receipt of the
order by Agency personnel. Verbal /
telephone orders are to be signed by the
physician in a timely manner upon receipt
from Cornerstone Home Healthcare
personnel ... The Agency monitors
outstanding unsigned, physician orders
and the orders are refaxed as deemed
necessary. The Director of Client Care
Services is notified of any issue
associated with inability of obtaining
signature for outstanding orders. Agency
personnel may be assigned to visit
physician offices to obtain the signed
orders .... "

16. An undated policy titled
"Comprehensive Assessment" indicated "
... The registered nurse or skilled
therapist completes the comprehensive
initial assessment of the client's needs for
care, treatment and / or services within
five [5] days from start of care ... The
Comprehensive Assessment ... Includes
the following information ... A
comprehensive review and history of
prescribed, over the counter medications
and herbal supplements, including
Potential / actual drug interactions ...
Duplicative drug therapy, potential and
past adverse effects, significant sides
effects and adverse effects .... "
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17. An undated policy titled "Medical
Supervision of Client Care" indicated, "
... Upon completion of the comprehensive
assessment and development of the plan
of care, the plan of care will be faxed and
/ or mailed to the ordering physician for
final approval and signature. A written
summary report for each client shall be
sent to the ordering physician at least
every 60 days .... "
G 0323 | 484.20(c)(1)
TRANSMITTAL OF OASIS DATA
Bldg. 00 The HHA must electronically transmit
accurate, completed, encoded and locked
OASIS data for each patient to the State
agency or CMS OASIS contractor at least
monthly.
Based on the Casper report, record G 0323 On 08/03/2016 and 08/19/2016 08/19/2016
review and interview, the agency failed to the erector of Clle.nt. Care
. Services and Administrator met to
ensure that OASIS data for each patient discuss action plan to ensure
was transmitted by the end of the more timely submissions of
following month between September OASIS data. The following steps
2105 to June 30. 2016 will be taken to monitor
’ ’ outstanding OASIS and promote
o ) timely submissions: On an
Findings include: ongoing basis, the administrator
will utilize reports obtained from
1. Review of the CASPER report from AXXEStSI sys;lemt WT,'CP W'”f '
. accurately reflect a listing of a
01/01/16 to 06/30/16, the agency failed to outstanding
ensure that the OASIS data was OASIS(SOC/ROC/Transfer/Disch
transmitted at least monthly for the arge). OASIS close to 30
following patients: submission timeline will be
reviewed and submitted. The
) ) ) Administrator will track
A. Approximately eighty nine (89) submissions and associated
patient entries with an effective date / errors on a monthly basis utilizing
date of assessments from 09/11/15 to CASPER feportlng system ?"d
report findings to QA committee.
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12/31/15, were submitted on 03/11/16.

B. Approximately twenty one (21)
patient entries with an effective date /
date of assessments from 01/05/16 to
01/30/16, were submitted on 03/11/16.

C. Approximately twenty three (23)
patient entries with an effective date /
date of assessments from 01/11/16 to
02/27/16, were submitted on 05/11/16.

D. Approximately twenty eight (28)
patient entries were submitted between
50 - 120 days.

2. Clinical record number 2, SOC (start
of care) 05/16/16. The CASPER report
failed to evidence that the start of care
OASIS data had been submitted by June
30.

3. Clinical record number 5, SOC
06/10/16. The CASPER report failed to
evidence that the start of care OASIS data
had been submitted by June 30.

4. Clinical record number 9, SOC
05/21/16. The CASPER report failed to
evidence that the start of care OASIS data
had been submitted by June 30.

5. Clinical record number 10, SOC
05/07/16. The CASPER report failed to

Any employees not completing
OASIS data collection and
submitting for submission in a
timely manner will receive one on
one training by the administrator.
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G 0334

Bldg. 00

evidence that the start of care OASIS
data, the transfer OASIS data dated
05/23/16, and the resumption of care
OASIS data had been submitted by June
30.

6. Clinical record number 11, SOC
06/13/16. The CASPER report failed to
evidence that the start of care OASIS, the
transfer / discharge OASIS data had been
submitted by June 30.

7. The Administrator was interviewed on
07/18/16 at 12:00 PM. The
Administrator indicated the tardiness of
the OASIS submissions was her fault due
to staff changes and maternity leave of
the Director of Clinical Services.

8. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

484.55(b)(1)

COMPLETION OF THE COMPREHENSIVE
ASSESSMENT

The comprehensive assessment must be
completed in a timely manner, consistent
with the patient's immediate needs, but no
later than 5 calendar days after the start of
care.

Based on record review and interview,

G 0334 On 08/19/2016 Director of Client

08/19/2016
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the agency failed to ensure that the Care Services educated staff on
admitting clinician completed the skin / comprehenswe as;essments.
ssion f Making sure all points on the
wound assessment upon admission for 1 oasis were addressed and best
of 4 record reviewed of a patients with practices were reviewed. Staff
wounds in a sample of 12. (#6) were educated on detailed
assessments on wounds, drains,
Findi include: diabetes, and all aspects of the
Indings mclude: patients care needs. Staff were
instructed on CMS guidelines of
1. Clinical record number 6, SOC making sure a comprehensive
06/01/16, included a plan of care for the Zssessrgent ;S cofméJl!etet 'g 5
. . . ays. Director of Client Care
certlﬁcatlon.perlod of 06/ 01_/ 16 to ] Services/QA personal will also be
07/30/16, with orders for skilled nursing monitoring 10% of clinical records
to do vital signs with each visit, assess quarterly to ensure compliance
patient / caregiver in glucose monitoring, The Director Client Care Services
diti £ d ability of will be responsible for monitoring
ass.ess condition o stoma:l and ability o these corrective actions to ensure
patlent to manage care - instruct on care that this deficiency is corrected
and management of stoma, and assess JP and will not occur.
drain and instruct patient / caregiver in
management of JP drain until it is
removed. The patient diagnoses
included, but not limited to, aftercare
following surgery for neoplasm and type
2 diabetes mellitus.
A. Review of the OASIS start of care
comprehensive assessment dated
06/01/16, indicated the following:
1. Question M1340 and M1342
indicated the patient had a surgical
wound that was not healing. The
narrative note indicated the patient had
staples. The assessment failed to include
the appearance of the surgical wound,
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measurement of the incision, and the
number of staples that was used to close
the incision site.

2. Question M1350 asked if the
patient had a skin lesion or open wound
that was receiving treatment by the
agency. The answer was "yes". The note
indicated the patient had two JP (jackson
pratt) drains with staples. The
assessment failed to include if the JP
drain had any drainage, the amount of
drainage, and color of drainage in the
bulb.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. Anundated policy titled
"Comprehensive Assessments" indicated,
" ... Data obtained during assessments /
evaluation visits is used to determine the
client's needs for care, treatment and / or
services and to develop a plan of care ....

4. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 and 32 Box 1 - 4
indicated, " ... The comprehensive
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assessment, including OASIS items ... are
the most important components of the
home care clinical record, they must be
complete, accurate, and the content
should clearly describe the patient .... Use
the OASIS items to effectively 'paint the
picture' of the patient congruent with all
other documentation .... "
G 0337 484.55(c)
DRUG REGIMEN REVIEW
Bldg. 00 | The comprehensive assessment must
include a review of all medications the
patient is currently using in order to identify
any potential adverse effects and drug
reactions, including ineffective drug therapy,
significant side effects, significant drug
interactions, duplicate drug therapy, and
noncompliance with drug therapy.
Based on record review and interview, G 0337 On 08/19/2016 Director of Client 08/19/2016
the agency failed to ensure the Care Serwceg instructed staff on
dicati £l dated and comprehensive assessment.
medication profile was updated an Making sure all points on the
accurate at the time of the assessment in oasis were addressed and best
2 of 12 records reviewed. practices were reviewed.
Instructed staff that part of the
Findi include: comprehensive assessment
Indings mnclude: includes complete and up to date
medication profiles,and education
1. Clinical record number 1, SOC (start on drug regimen. Staff were
of care) 04/30/16, included a written plan |nstrgct9d on reviewing all
£ for th Ficati iod of medications while in the home to
ot care for the certi 1cat1.on period o be sure that a comprehensive
04/30/16 to 06/28/16, with orders for medication list is compiled and
oxygen 2 - 5 liters, continuously, per submitted on the plan of care.
nasal cannula Director of Client Care
Services/QA personal will also be
) monitoring 10% of clinical records
A. Review of the OASIS quarterly to ensure compliance
comprehensive start of care assessment The Director Client Care Services
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dated 04/30/16 and the comprehensive
recertification reassessment dated
06/24/16, both assessments indicated the
patient was receiving 1.5 liters of oxygen
intermittently via nasal cannula.

B. Review of the medication profile
dated 05/01/16 and 06/25/16, the
medication profile indicated the patient
was receiving 2 liters of oxygen
continuously via nasal cannula. The
medication profile failed to accurately
reflect the patient's liter flow of oxygen at
the time of the reassessment.

2. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16.

A. A skilled nursing visit note dated
07/19/16, but signed on 07/18/16,
indicated " ... CellCept is only change in
medications .... " The medication profile
was reviewed and the medication profile
failed to evidence that the patient was
ever taking CellCept. The medication
profile failed to updated and accurately
reflect the patient's current medications at
the time of the assessment.

3. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information

will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not occur.

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

Event ID:

2EDM11

Facility ID:

If continuation sheet

012076

Page 139 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

157619

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

X3) DATE SURVEY

00 COMPLETED

07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

G 0339

Bldg. 00

in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

4. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 and 32 Box 1 - 4
indicated, " ... The comprehensive
assessment, including OASIS items ... are
the most important components of the
home care clinical record, they must be
complete, accurate, and the content
should clearly describe the patient ... "

484.55(d)(1)

UPDATE OF THE COMPREHENSIVE
ASSESSMENT

The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) the last 5 days
of every 60 days beginning with the start of
care date, unless there is a beneficiary
elected transfer; or significant change in
condition resulting in a new case mix
assessment; or discharge and return to the
same HHA during the 60 day episode.
Based on record review and interview,
the agency failed to ensure the physical
therapist reassessed the patient during the
last 5 days of the 60 day certification
period in 1 of 5 records reviewed of
patients with physical therapy in a sample

of 12. (#1)

Findings include:

G 0339

On 08/19/2016 all disciplines
were educated by Director of
Client Care Services that if
continuing into the new
certification, even though they are
not the primary case manager
they must be complete their
reevaluation within the 5 day
window prior to the new
certification. Director of Client
Care Services/QA personal will
also be monitoring 10% of clinical

08/19/2016
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G 0340

Bldg. 00

1. Clinical record number 1, SOC (start
of care) 04/30/16, included a plan of care
for the certification period of 04/30/16 to
06/28/16, with orders for physical
therapy.

A. Review of a physical therapy plan
of care visit note dated 06/22/16,
indicated the patient would receive
therapy services two times a week for six
weeks then one time a week to three
weeks, effective 06/29/16. The physical
therapist failed to reassess the patient in
the last five days of the certification
period (06/24/16 to 06/28/16).

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. An undated policy titled
"Comprehensive Assessment" indicated "
... The comprehensive assessment is
updated and revised by the appropriate
skilled professional ... no less frequently
than the last five [5] days [day 56 - 60]
for every sixty [60] days beginning with
the start of care date .... "

484.55(d)(2)

UPDATE OF THE COMPREHENSIVE
ASSESSMENT

The comprehensive assessment must be

records quarterly to ensure
complianceThe Director Client
Care Services will be responsible
for monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not occur.
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updated and revised (including the
administration of the OASIS) within 48 hours
of the patient's return to the home from a
hospital admission of 24 hours or more for
any reason other than diagnostic tests.
Based on record review and interview, G 0340 On 08/03/2016 and 08/19/2016 08/19/2016
the agency failed to ensure that the each discipline within the
L ent's ol ¢ Cornerstone staff were educated
clinician updated the patient's place o by the Director of Client Care
residence, obtained a temperature during Services/Administrator to
the vital sign assessment, included an individualize the plan of care
assessment of the area being treated by .(n:edlca:!ons,dlagnosels,) bet
L interventions, and goals) between
the ag.ency, and update tht.: COOI‘dlIlé?thIl patients and certification periods.
narrative as well as the skilled nursing Instructed staff that every plan of
interventions narrative upon return to care should reflect the changes in
home from a hospitalization in 1 of 1 Fhe patlednt sgtatlgs,(\j/vhe;her
. . improved or declined an
recor.d rs:wewed'of a patient that was interventions and goals must be
hospitalized during the 60 day reflective of the findings of the
certification period in a sample of 12. comprehensive assessment.
(#6) Instruction was also provided in
reviewing plan of care every visit,
o ) making sure all interventions are
Findings include: addressed at some point
throughout the certification
1. Clinical record number 6, SOC p?rlod,atc.idrestsr,]lntg thos&fe ot
. interventions that are of priority
06/(?1/16? 1nclud.ed a plan of care for the each visit, progress towards
certification period of 06/01/16 to goals, and documenting
07/30/16, with orders for skilled nursing education and patient response to
to do vital signs with each visit, assess that education. Instructed staff on
tient / . i ol tori evaluating the patient’s response
patien car.eglver in glucose mom- oring, to the plan of care and making
assess COIldlthIl Of stoma and ablhty Of necessary revisions with
patient to manage care - instruct on care coordination of physician. Home
and management of stoma, and assess JP He?IthtA;dfsfplr;aser:rt] vyelr:’? .
. . . .. instructed to follow their Plan o
drain and instruct patlef'nt / c:flrc.eg.lver in Care. Home Health Aides were
management of JP drain until it is instructed to report changes to
removed. The patient diagnoses the Case Manager on the day of
included, but not limited to, aftercare the change. Director of Client
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following surgery for neoplasm and type Care Services/QA personnel will
2 diabetes mellitus be auditing 10% of all charts
’ quarterly to verify the policy is
being followed. Any staff member
A. An OASIS resumption of care deficient in following the policy will
comprehensive assessment dated be educated one on one. The
06/22/16, indicated the following: Director Client Care Services will
’ ' be responsible for monitoring
) these corrective actions to ensure
1. The patient had been that this deficiency is corrected
hospitalized for a urinary tract infection and will not occur. Staff were
and sepsis due to pseudomonas. Review educated at.the 08/03/2016 and
£ the vital si he clinician failed 08/19/2016 instructed staff on the
of the vital signs, the clinician faile tc.) “Best Practices” and on
ensure that a temperature was taken with documentation that is required to
the assessment. meet “Best Practices”, for
example documenting the
. number of staples in an incision,
2' QASIS questl.on M1340 and documenting drainage from a JP
M1342, indicated the patient had a drain that patient is tracking in the
surgical wound and that the wound was clinical record, obtaining a
not healing. Question M1350, indicated temperature and obtaining blood
th tient had a skin lesi sugar readings from the ALF.
¢ patient had a skin fesion or open Director of Client Care
wound that was receiving interventions Services/QA personnel will be
from the agency. The assessment failed auditing 10% of all charts to verify
to evidence an assessment of the area trtleﬁpohcy : bszg TOH?Y"ed' Any
. staff member deficient in
being treated t?y the agency and what that following the policy will be
treatment entails. educated one on one.
3. The narrative note on the
OASIS start of care comprehensive
assessment dated 06/01/16, indicated
"Skilled nursing intervention and
teaching noted in assessment. Instructed
patient on calling Cornerstone Home
Healthcare as needed for changes in
condition, also that Cornerstone is
available 24/7 and phone number on
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SOC packet left at patient's apartment.
Instructed on medications, reviewed all
medications with patient and family and
instructed on filling a medication planner.
Writer observed all medication in
patient's presence. Instructed to call RN
with any questions and concerns. Patient
verbalized understanding. Informed
patient that PT would be calling for visits
within the next week - and he is to call
office if he does not hear from staff by
beginning of next week. Instructed on
date of SN return. Verbalized
understanding. Review of the OASIS
comprehensive resumption of care
narrative note indicated the same
verbiage as the start of care. The
narrative note failed to be updated to the
patient's current status at the time of the
assessment.

4. The coordination note on the
OASIS start of care comprehensive
assessment dated 06/01/16, indicated that
the admitting clinician conference with
the physician, physical and occupational
therapy. The narrative portion indicated
"writer called PCP [primary care
physician] [Name of physician] with
SOC [start of care] orders, PT [physical
therapy] and OT [occupational therapy]
services. SN [skilled nursing] to see
patient 2w2, 1w7 [two times a week for
two weeks then one time a week for
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seven weeks]. Informed of POC [plan of
care] to follow. Informed of major
interactions with medications and to call
if any concerns, otherwise will keep
medications as ordered and informed SN
would be faxing information to office."
Review of the OASIS comprehensive
resumption of care narrative note
indicated the same verbiage as the start of
care. The narrative note in the
coordination of care failed to be updated
to the patient's current status at the time
of the assessment.

5. A home visit was conducted
with physical therapy on 07/20/16 at
10:00 AM, at his / her home. The patient
was observed to have lived in a ranch
home in the country. Review of the
address on the plan of care upon
admission and recertification, the patient
had always resided in his / her home.
The narrative note failed to provide
accurate information when the clinician
indicated the "phone number on SOC
packet left at patient's apartment."”

2. The Administrator and the Director of
Clinical Services were interviewed
during the exit conference on 07/22/16 at
2:15 PM. Both the Administrator and
Director of Clinical Services indicated
that obtaining a temperature was part of a
vital sign assessment. No further
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N 0000

Bldg. 00

documentation / information in reference
to the above findings were provided at
the end of the exit conference.

3. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 and 32 Box 1 - 4
indicated, " ... The comprehensive
assessment, including OASIS items ... are
the most important components of the
home care clinical record, they must be
complete, accurate, and the content
should clearly describe the patient .... Use
the OASIS items to effectively 'paint the
picture' of the patient congruent with all
other documentation .... "

This was a State relicensure survey.

Survey dates: June 16, 17, 20, 21, and
22,2016

Facility ID#: 004282
Provider #: 157560

Census: 135

N 0000
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N 0486 410 IAC 17-12-2(h)
Q A and performance improvement
Bldg. 00 Rule 12 Sec. 2(h) The home health agency
shall coordinate its services with other health
or social service providers serving the
patient.
Based on record review and interview, N 0486 In order to maintain liaison to 08/19/2019
the agency failed to ensure that their ensure coordinated care that
. effectively supports the objective
efforts were coordinated and documented as outlined on the plan of care,
effectively and support the objectives Cornerstone Home Healthcare
outlined in the plan of care in 1 of 1 will utilize the 60-Day
records reviewed (# 9) of patient's who Summary/Case Conference form
. . d . ith at each Case Conference
was receiving outside services with a meeting. Each discipline present
Dialysis facility and with an Assisted at conference and involved in
Living Facility / Community in a sample patient care will give a summary
of 12 and failed to follow up with of care being provided, current
dical al . . d condition, future
nge lcal socia s.erv1.ces n regar.s.to recommendations and any other
discharge planning in 2 of 12 clinical information pertinent to patient
record reviewed. (# 4 and 6) care. Any staff member that is
not able to be present at case
Findi include: conference will be responsible for
Indimgs metude: communicating patient status at
time of or prior to case
1. Clinical record number 4, SOC (start conference. All notes from case
of care) 03/26/16, included a plan of care c?nfterer.\ce W'cljll bel scanr;ed 'gto
. . . electronic medical record an
for the cenlﬁcatlon period o-f 05/25/1§ to hard copy will be retained
07/23/16, with orders for skilled nursing. inpatient hard chart. This
process will begin at next case
A. Two skilled nursing visit notes gongesr;)%j;oc:nsAu%u;tsﬁé/gg:g'
n an
fiatéd 06/0_6’ 06/1.3’ and 06/20/1.6’ Director of Client Care Services
indicated in the discharge planning and Administrator educated
section "Ongoing, Spoke to [spouse] clinical staff on importance of
regarding [name of Employee G, a effective care coordination and
medical ial ker] wh 1 him communication between
edic §oc W9r ¢ ) whowi s.ee ! disciplines to ensure best
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resources for future care." required documentation of this in
the clinical record. On
. . 08/03/2016 and 08/19/2016
B. Three subsequent skilled nursing Director of Client Care
visit notes dated 06/27, 07/05, and Services/Administrator educated
07/11/16, indicated in the discharge clinical staff on care coordination
planning section "Ongoing. MSW has with the physician. .Staff were
h d K his / h H educated on reporting to the
seen them and spoke to his / her son. He physician any changes, concerns,
/ She reports that his / her son is working or discrepancies noted during
on getting support for him / her when visits to the physician for
Home Care moves out." clarification of orders or to obtain
' new orders as indicated. The staff
) verbalized understanding. In
C. An OASIS comprehensive order to maintain liaison to ensure
recertification assessment dated 07/19/16, coordinated care that effectively
indicated in the coordination of care support care of dialysis
tion " . Psvchological ctand patients,Cornerstone Home
section ... Sycho o.glca sqppo an Healthcare will call or fax dialysis
therapy, MSW [medical social worker] centers and/or nephrologists for
visiting patient and his wife regarding medications and specific
future care options and community parameters for each patient.
" Cornerstone will make every
resources ... effort to receive this information,
any calls/faxes of requests will be
D. Review of the electronic medical retained in the clinical record.
record and hard chart record, the clinical Thel |nforrrtla(§|9nt retcr:]elvec:.wntl, be
. . . implemented into the patient's
rec?rd failed to evidence thzllt'a medical plan of care upon receipt. On
social worker had made a visit due to no 08/03/2016 and 08/19/2016
record of the visit. The skilled nursing Director of Client Care Services
visit notes were repetitive and failed to educc;a.tec:.cllmca(ljl Ztaﬁ o
. i . coordination and documentation
ev1d§nced if .skllled .nursmg. had followed of care with dialysis
up with medical social services and the centers/nephrologist. Instructions
progress on discharge planning. were made to clinical staff to
document all communication in
.. th ical . The staff
2. Clinical record number 6, SOC © mgdlca record e sta
] verbalized understanding. In
certification period of 06/01/16 to coordinated care that effectively
07/30/16, with orders for skilled nursing support care of patients residing
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to do vital signs with each visit, assess in congregated facilities,
patient / caregiver in glucose monitoring, Cprnerstqne Home Hgalthc:.a.re
o . will coordinate care with facility
ass§ss condition of stoma.l and ability of nursing staff regarding services
patient to manage care - mstruct on care provided to patients. Cornerstone
and management of stoma, and assess JP Home Healthcare will continue its
drain and instruct patient / caregiver in prathce of not|r.ng on the 485 "ALF
£ 1P drai it staff is responsible for” and note
management o Tain until 1t 13 specific care the patient is
removed. The patient diagnoses receiving from the
included, but not limited to, aftercare ALF. Cornerstone Home
following surgery for neoplasm and type Healthcar(.a staff VYI|| communicate
5 diab i and coordinate with ALF staff on,
1abetes mellitus. but not limited to, blood sugars,
medication changes, labs and
A. Review of the skilled nursing visit PT/INR results. Coordination of
note dated 06/03/16, the clinician failed care ;’,V'” tbelld.omfmenttzd agd filed
. in patient clinical record. On
to docume?nt th? amount of drainage f.rom 08/03/2016 and 08/19/2016
the JP drain, failed to assess and provide Director of Client Care Services
an amount of staples used to close the educated staff on coordination
incision, failed to include a measurement an? d(:cume'g'tatpn of care W;thd
L . . patients residing in congregate
of the 1n0151on,. and fallled t(? obtain a facilities. The staff verbalized
temperature with the vital sign understanding. On 08/03/2016
assessment. The clinician also failed to and 08/19/2016 the Director of
educate the patient in documenting and Client Care Services and
ine the drai from the JP Administrator instructed staff on
merflsurlng c ralnage. .om ¢ the“Best Practices” and on
drains, so that the physician would know documentation that is required to
when to remove the drains. meet “Best Practices”, for
example documenting the
. . . .. number of staples in an
B. Review of the sklllfzq n.ursmg visit incision,documenting drainage
to failed to provide a measurement and tracking in the clinical record,
the number of staples that was used to ogia!n!ng zltergperature a(r;.d
o . . nin r readin
close the incision and failed to obtain a obtaining blood sugar readings
) ] ] from the ALF. In order to
temperature with the vital sign capture patients that need
assessment. specific care coordination with
dialysis, ALF, or specialty groups,
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C. Review of the skilled nursing visit Cornerstone will be review all new
note dated 06/09/16, the clinician failed adrmssuon weekly to ensure these
. . patients are properly identified,
to failed to assess and provide an amount clinical staff informed, and
of staples used to close the incision, information has been requested.
failed to include a measurement of the Administrator spoke with
incision, and failed to obtain a Community LIaIS.OI’l on
ith the vital i 08/19/2016 and instructed her to
temperature with the vital sign notate on intake forms, when
assessment. able, when a patient resides in a
congregated living, or is on
D. Review of the skilled nursing visit (Ei)lalyslls. Platn oLCRare. Bl
o . evelopment and Review Policy
notes d?ted 06/13/16, the 'chn1c1ar% falléd 801.90 has been revised to reflect
to obtain a temperature with the vital sign care coordination between
assessment. On 06/15/16, the patient was various sources. The Director of
transferred to the hospital and admitted Client Care Services/QA personal
f . fecti will monitor on an ongoing basis
or a urinary tract intection. through chart audits,compliance
to the policy for care
E. Review of the resumption of care coordination. 10% of all clinical
assessment dated 06/22/16, the clinician records will be audited quarterly
failed biain a t ¢ th th for evidence of care coordination.
aled to obtain a temperature with the The Director Client Care
vital si1gn assessment. On 06/24/16, the Services will be responsible for
patient's temperature was obtained and monitoring these corrective
the patient had a low grade temperature actions to ensure that this
£99 1 deficiency is corrected and will
0 o not occur.
F. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13,07/15, and 07/18/16, the narrative
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accurately assess

assessment.

patient's primary

type 2, end stage

(ALF).

hemodialysis] in

note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse failed to

and document the

patient diabetes at the time of the

3. Clinical record number 9, SOC (start
of care) 05/21/16, included a plan of care
for the certification period of 05/21/16 to
07/19/16, with orders for skilled nursing,
physical, and occupational therapy. The

diagnosis was cerebral

infarction (stroke) followed by secondary
diagnoses of general weakness, diabetes

renal disease,

neuropathy, chronic obstructive
pulmonary disease, congestive heart
failure, hypertension, and rheumatoid
arthritis. The patient resides in an
Assisted Living Facility / Community

A. Review of the OASIS start of care
comprehensive assessment dated
05/21/16, the assessment indicated the
patient was receiving hemodialysis, had a
right port a cath [catheter used for

the left chest wall, and a

new av graft / fistula [accessible site in
the arm used for dialysis] in the left upper
arm. The clinical record failed to
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evidence coordination with the dialysis
center, such as blood pressure
parameters, management of port a cath,
diet, fluid restrictions, and medications /
flushes used during dialysis.

B. Review of the skilled nursing visit
notes dated 05/27, 06/04, 06/07, 06/14,
06/20, 06/27, 07/08, and 07/11/16, the
diabetic care section under comments
indicated "Patient reports that ALF
personnel checks his / her blood sugar
and administers insulin as ordered - see
medication profile .... " The clinical
record failed to evidence coordination
with the ALF in regards to assessment of
the patient's blood sugars as well as the
services that the ALF were being
provided to the patient.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

5. Anundated policy titled "Plan of Care
Development and Review" indicated
"Multidisciplinary care conferences are
held on clients as needed ... to promote
coordination and continuity of care. The
results are documented and a copy is
retained in the client's medical record ....
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N 0514 410 1AC 17-12-3(c)
Patient Rights
Bldg. 00 | Rule 12 Sec. 3(c)
(c) The home health agency shall do the
following:
(1) Investigate complaints made by a
patient or the patient's family or legal
representative regarding either of the
following:
(A) Treatment or care that is (or fails to be)
furnished.
(B) The lack of respect for the patient's
property by anyone furnishing services on
behalf of the home health agency.
(2) Document both the existence of the
complaint and the resolution of the
complaint.
Based on record review and interview, N 0514 On 08/19/2016 Director 08/19/2016
the agency failed to ensure all complaints of Client Care Services
and grievances made by patients and / or and Administrator
their families were documented and provided in-service
investigated with resolution in 1 of 1 training to clinical staff
agency. . .
geney and office staff regarding
o Client
Findings include: .
Concerns/Grievances
1. During the entrance conference on POlllcy 290'70'
07/18/16 at 10:15 AM, the Administrator Reinforcing the
and Director of Clinical Services procedure of
indicated they had received complaints documenting any client
from patients and / or their families in concerns, issues or
regards to tardiness of staff or not problems in
knowing when the staff was coming. writing. Instructing staff
Both indicated that these were minor that any concern, |Ssue’
1SSUes. or problem that can be
) , _ resolved “On the Spot”
2. Review of the complaint / grievance
State Form Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 153 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX Cég;%‘:‘;g;ggégg’%’}cg;{’ﬁ;:ggég;:mm COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
binder on 07/18/16 at 12:00 PM, the should be resolved and
binder contained only 2 complaints from documented in the visit
the Deyta. (Deyta is a healthcare note or communication
satisfaction management and clinical note in the record and
quality improvement program services). forwarded to the
The complaint binder failed to include all .
complaints and grievances in relation to ComerSton.e Office.
tardiness and patients not knowing when Staff were Inf(,)rmed that
the staff was coming to their home. any concern, 1Ssue,or
problem that cannot be
resolved, is to be
forwarded verbally or in
writing on
communication note or
incident log to the
Cornerstone Office to
follow up. Field staff
voiced understanding of
this procedure. On
08/19/2016 Office staff
were instructed to
document all client
concerns in
communication note with
documentation of “On
the Spot” resolution
when able. Office staff
were instructed that
when the issue or
concern is not able to be
resolved to forward all
client concerns to
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administrative staff
verbally or in writing on
date of receipt. Office
staff verbalized
understanding. Client
Concerns/Grievances
Policy 200.70 was
amended to include
Office staff documenting
the concern/resolution in
a communication note.
Client
concerns/grievances will
be trended and reported
through the performance
improvement/risk
management function.
N 0522 410 IAC 17-13-1(a)
Patient Care
Bldg. 00 Rule 13 Sec. 1(a) Medical care shall follow
a written medical plan of care established
and periodically reviewed by the physician,
dentist, chiropractor, optometrist or
podiatrist, as follows:
Based on observation, record review, and N 0522 On 08/03/2016 and 08/19/2016 08/19/2016
interview, the agency failed to ensure the Each discipline within the
. k Cornerstone staff were educated
home health aide failed to follow the plan by the Director of Client Care
of care for 1 of 1 patient's observed with Services/Administrator in
bathing and hygiene (# 1), failed to reviewing plan of care every visit,
ensure the skilled nurse(s) assessed and making sure all |nterve'nt|ons are
. h . . addressed at some point
instructed the patient / caregiver on care throughout the certification
and management of diabetes in 1 of 5 period, addressing those
records reviewed of patients with interventions that are of priority
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diabetes in a sample of 12 (# 6), and each visit, progress tQWGFdS
failed to ensure orders were obtained goals, ?nd documgntmg
K . . . education and patient response to
prior to pro.Vldlng services in 2 of 12 that education. Home Health
records reviewed. (# 2 and 7) Aides present were instructed to
follow their Plan of Care. Home
Findings include: Health Aides were instructed to
) report changes to the Case
Manager on the day of the
1. Clinical record number 1, SOC (start change. Director of Client Care
of care) 04/30/16, included plans of care Services/QA personnel will be
for the certification period of 04/30/16 to a“d'rf['”? 1t0% Offa'hf“”'cﬁ' charts
. quarterly to verify the policy is
06/28/16 and 06/29/16 to 08/27/16, with being followed. Any staff member
orders for a home health aide to assist the deficient in following the policy will
patient with personal care and activities be educated one on one. Review
of daily living two times a week. of these findings will be
addressed at case conference
) o and education provided. The
A. During a home visit with Director Client Care Services will
Employee A, a home health aide, on be responsible for monitoring
07/19/16 at 7:15 AM. the home health these corrective actions to ensure
d b db ,th' th tient that this deficiency is corrected
aide was observed bathing the patient and will not occur. On 08/03/2016
entirely in the shower without the patient Director of Client Care
being encouraged to provide assistance Services/Administrator educated
with care. The home health aide failed to staff on processes of
follow the bl £ receiving/documenting verbal
ofiow the plan ot care. orders prior to performing any
care or treatments to the patient.
2. Clinical record number 2, SOC Staff were also educated on
05/16/16, included a plan of care for the f:or;tentt ‘:jf vterft;?:lorders, g
. . . instructed staff the care an
certlﬁcatlon.perlod of 07/15/16 tq treatment performed must match
therapy. physician. On 08/19/2016, after
the written Statement of
. . Defici Pl f ti
A. Review of the Occupational eticiency and Plan of Correction
) was received, staff were further
Therapy notes, the Occupational educated on verbal orders and
Therapist provided services on 07/18/16. changes in the following policies:
Policy 500.80, 500.30, 801.40.
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B. A signed physician order dated To ensure compliance with the
07/19/16, indicated " ... Occupational receipt and documentation of )
X verbal orders, verbal orders will
Therapy evaluation week of 07/12/16, be reviewed on an ongoing basis,
Effective 07/15/16, Ow1, 2w3 frequency and compared to the clinical
for goals and interventions as per initial documentation for the receipt of
evaluation .... " The physical therapist the verbal order and that it s
ded . b ¢ . signed and dated by the receiving
pr0V1. .e services absent of a written staff member. Orders will be
physicians order. monitored on an ongoing basis by
authorized clinical staff. Staff
3. Clinical record number 6, SOC (rjr?embers are tto rl:e)portt ¢ Cliont
. iscrepancies to Director of Clien
06/(?1/16? 1nclud.ed a plan of care for the Care Services on an ongoing
certification period of 06/01/16 to basis and remediation training will
07/30/16, with orders for skilled nursing be completed with staff members
to assess and instruct the patient / that are not meeting the policy
. i ol torine 3 ti and regulatory guidelines.
caregiver 1.n glucose monltorlng : tlm.es Director of Client Care
per week, instruct patient / caregiver in Services/QA personal will also be
diabetic care such as disease process, monitoring 10% of clinical records
hypo / hyperglycemia, foot care, delayed to ensure compliance. The
d heali d medicati . Director Client Care Services will
w01.m ea 1ng and medications, instruct be responsible for monitoring
patient / caregiver to keep glucose log these corrective actions to ensure
and to take log to MD visits, and instruct that this deficiency is corrected
patient / caregiver to call physician if and will not occur.
blood sugar is greater than 170 or less
than 70.
A. Review of the skilled nursing visit
notes dated 06/01, 06/07, 06/10, 06/13,
06/22, 06/24, 06/27, 06/28, 06/29, 07/01,
07/04, 07/06, 07/08, 07/11, 07/13, 07/15,
07/18, and 07/20/16, the clinical record
failed to evidence that the skilled nurse(s)
had instructed the patient / caregiver in
diabetic care such as disease process,
hypo / hyperglycemia, foot care, delayed
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wound healing and medications, instruct
patient / caregiver to keep glucose log
and to take log to MD visits, instruct
patient / caregiver to call physician if
blood sugar is greater than 170 or less
than 70.

B. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13, 07/15, and 07/18/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse(s) failed to
accurately assess and document the
patient diabetes at the time of the
assessment. The skilled nurse(s) failed to
follow the plan of care.

3. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. Review of the plan of care, line
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23 failed to evidence the name of the
clinician who had obtained the verbal
start of care order as well as the date of
the verbal start of care.

B. A physician order dated 07/19/16,
was written by Employee I, a Registered
Nurse. The order indicated "Effective
07/14/16 Physical Therapy Start of Care
evaluation for home care 3w4 [three time
a week for four weeks], 2w5 [two times a
week for five weeks] frequency for goals
and interventions as per initial evaluation

n

1. Review of the physical and
therapy notes, physical therapy provided
services on 07/16 and 07/18/16. The
physical therapist provided services
absent of a written physicians order.

4. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

5. An untitled policy titled "Plan of Care
Development and Review" indicated, " ...
The Registered Nurse and / or Licensed
Therapist ... initiate a plan of care within
24 hours of completion of the start of
care ...
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plan of care shall:

(A) Be developed in consultation with the
home health agency staff.

(B) Include all services to be provided if a
skilled service is being provided.

(B) Cover all pertinent diagnoses.

(C) Include the following:

(i)  Mental status.

(i)  Types of services and equipment
required.

(iii) Frequency and duration of visits.
(iv) Prognosis.

(v) Rehabilitation potential.

(vi) Functional limitations.

(vii) Activities permitted.

(viii) Nutritional requirements.

(ix) Medications and treatments.

(x)  Any safety measures to protect
against injury.

(xi) Instructions for timely discharge or
referral.

(xii) Therapy modalities specifying length of
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6. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 33 Box 1 - 4 indicated " ...
Documentation should include family /
caregiver education and their responses
to, and demonstration of, the specific
education and objective results of the
education. Document the patient's
response to care interventions and other
activities .... "
N 0524 410 IAC 17-13-1(a)(1)
Patient Care
Bldg. 00 Rule 13 Sec. 1(a)(1) As follows, the medical

State Form

Event ID:

2EDM11 Facility ID:

012076 If continuation sheet

Page 160 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
treatment.
(xiii) Any other appropriate items.
Based on record review and interview, N 0524 On 08/03/2016 and 08/19/2016 08/19/2016
the agency failed to ensure that the plan sTaff were mstructeq to
¢ . discontinue the routine use of
of care was updated and revised to pulse oximetry on all
include parameters for oxygen saturations patients.Pulse oximetry will be
for 12 of 12 records reviewed (#1 - 12), obtained based in the individual
failed to update and revise the medication negds of th,e patlent.F’uIse
file in 2 of 12 d . 4 (41 oximetry will be obtained only as
profife m =0 records reviewed (#1), needed for the following: patient
failed to update and revise interventions is on oxygen, exhibits shortness
and goals from previous plan of care to of breath, diminished lungs
the current plan of care in 1 of 7 records sounctls, eXhlfbltS sllgr:s ord. t
. . . . symptoms of respiratory distress,
reviewed (.#. 1) of patient l?elng recertified as baseline at SOC, or as
for an additional 60 days in a sample of physician orders indicate
12, failed to update and revise wound otherwise. Pulse oximetry use
treatment orders in 2 of 4 records an:i zqramet:rs ‘f_"" ?e c:earlyf
. C noted in each patient’s plan o
reV1ewec.1 (#1 and 4) of patlegt s with care. Director of Client Care
wounds in a sample of 12, failed ensure Services/QA personal will be
the plan of care was updated and revised auditing charts on an ongoing
to be reflective of the patierlt's basis and 10% of all clinical
hensi tinlof12 charts quarterly will be evaluated
compre enélve as§essmen mio for compliance of this. On
records reviewed in a sample of 12 (# 1), 08/03/2016 and 08/19/2016 each
and failed to ensure that the Physical and discipline within the Cornerstone
Occupational Therapy orders included staff were educated by the
5 d d modalities to b Director of Client Care
spectlic Proce u're.s and modall 1e§ 0 .e Services/Administrator to
used while providing therapy services in individualize the plan of care
7 of 10 records reviewed of patients between patients and certification
receiving therapy services in a sample of plerlod]:s. I”St”:fte% Sti';f trﬁ‘; every
plan of care should reflect the
12. (#1,2,6,7, 9,10, 11) changes in the patient’s status,
whether improved or declined and
Findings include: interventions and goals must be
reflective of the findings of the
.. hensi
1. Clinical record number 1, SOC (start comprenensive .
) ] assessment.Instruction was also
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of care for the certification period of
04/30/16 to 06/28/16 and 06/29/16 to
08/27/16.

A. Both plans of care indicated
skilled nursing to obtain pulse oximetry
as needed per skilled clinician's
discretion. Both plans of care failed to
include parameters to obtain pulse
oximetry.

B. The OASIS start of care
comprehensive assessment dated
04/30/16, indicated the patient had
intermittent oxygen at 1.5 liters per nasal
cannula.

1. The initial plan of care
(04/30/16 to 06/28/16)indicated the
patient was to receive 2 - 5 liters of
oxygen continuously per nasal cannula.
The initial plan of care failed to be
updated and revised to be reflective of
the initial comprehensive assessment.

C. The OASIS recertification
comprehensive assessment dated
06/24/16, indicated the patient had
intermittent oxygen at 1.5 liters per nasal
cannula. The assessment also indicated
that treatment had been provided to a
coccyx wound, which included cleansing
the area with wound cleanser, pat dry,

every visit, making sure all
interventions are addressed at
some point throughout the
certification period, addressing
those interventions that are of
priority each visit,progress
towards goals, and documenting
education and patient response to
that education. Home Health
Aides present were instructed to
follow their Plan of Care. Home
Health Aides were instructed to
report changes to the Case
Manager on the day of the
change. Examples were given to
the staff as follows: If a patient is
to be checking blood sugars 3
times a day and only complete 2
times daily, educate patient on
the ordered frequency and report
to the physician,patient is not
taking ordered medication,
educate patient on taking the
medications and if patient is not
following the ordered plan of care,
report to the physician. Director
of Client Care Services/QA
personnel will be auditing 10% of
all clinical charts quarterly to
verify plan of care is being
followed. Any staff member
deficient in following the plan of
care will be educated one on
one. The Director Client Care
Services will be responsible for
monitoring these corrective
actions to ensure that this
deficiency is corrected and will

not occur.On 08/03/2016
Director of Client Care
Services/Administrator
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cover with soft absorbent foam dressing, educated staff on
and secure with cover roll. processes of
receiving/documenting
. 1. Review of the medication verbal orders prior to
section ofthe' plan of c'are (06/29/16 to performing any care or
08/27/16), failed to evidence the oxygen,
: . treatments to the
liter flow, and route to be administered. atient. Staff were also
The plan of care failed to be updated and P )
. educated on content of
revised. .
verbal orders, instructed
2. A physician's order dated staff the care and
06/24/16, indicated for skilled nursing to treatment performed
provide treatment to the patient's coccyx must match the verbal
wound three times a week by cleansing order received from the
the wound with wound cleanser, pat dry, physician. On
and cover with hydrocolloid dressing or 08/19/2016, after the
soft absorbent foam dressing, secured written Statement of
w1th.coYer roll. De.smn Lotion to be Deficiency and Plan of
applied if the dressing falls off. The Correction was received,
current plan of care (06/29/16 to
, staff were further
08/27/16) failed to be updated and educated on verbal
revised to include treatment orders for the .
orders and changes in
coccyx wound. ) "
the following policies:
D. The OASIS comprehensive Policy 500.80,
recertification assessment dated 06/24/16, 500.30,801.40. To
indicated the goals were stabilization of ensure compliance with
cardiovascular pulmonary condition by the receipt and
08/26/16; Demonstrates compliance with documentation of verbal
medication by 08/26/16; Patient/caregiver orders, verbal orders will
verbalizes an understanding safety, be reviewed on an
pressure ulcer prevention instructions ongoing basis, and
prov1d§d by 08/26/16; Patient / carf:glver compared to the clinical
verbalizes call orders and dehydration,
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weakness, infection signs / symptoms to documentation for the
report to the nurse and / or physician by receipt of the verbal
08/26/16; and wound healing without order and that it is
complications by 08/26/16. signed and dated by the
receiving staff
2. The plans of care for the ill be
certification period 04/30/16 to 06/28/16 member.Orders w .
and 06/29/16 to 08/27/16, both indicated: monitored on an ongoing
Goals indicated stabilization of basis by authorized
cardiovascular pulmonary condition by clinical staff. Staff
06/28/16; Demonstrates compliance with members are to report
medication by 06/28/16; Patient/caregiver discrepancies to Director
verbalizes an understanding safety, of Client Care Services
pressure ulcer prevention instructions on an ongoing basis and
provided by 06/28/16; Patient / caregiver remediation training will
verbalizes call orders and dehydration, be completed with staff
weakness, infection signs / symptoms to members that are not
report to the nurse and / or physician by meeting the policy and
06/28/.16; .and wound healing without . regulatory guidelines.
complications by 06/28/16. The goals in . .
Director of Client Care
the plan of care (06/29/16 to 08/27/16) .
failed to be revised and updated to reflect Sgrwces/QA perlsor.1al
the patient's current status at the time of will also b_e_ monitoring
the reassessment. 10% of clinical records to
ensure compliance On
E. A physicians order dated 08/19/2016 each Axxess
06/29/16, indicated "Physical Therapy form was reviewed with
evaluation week of 06/22/16, Effective staff/discipline as to the
06/29/16, 2w6 [two times a week for six location of where the
weeks], 1w3, frequency for goals and verbal order is to be
interventions as per initial evaluation." documented and
The physician's order failed to include received. Director of
specific procedures and modalities to be Client Care Services/QA
used.
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personnel will be
2. Clinical record number 2, SOC auditing 10% of all
05/16/16, included a plan of care for the clinical charts quarterly
certification period of 05/16/16 to to verify verbal orders
07/14/16. are being followed. Any
A. The plan of care indicated skilled staff member deficient in
. . . following the plan of care
nursing to obtain pulse oximetry as )
needed per skilled clinician's discretion. will be educ?ted one _on
The plan of care failed to include one. The Director Client
parameters to obtain pulse oximetry. Care Services will be
responsible for
B. A signed physician order dated monitoring these
07/19/16, indicated " ... Occupational corrective actions to
Therapy evaluation week of 07/12/16, ensure that this
Effective 07/15/16, Ow1, 2w3 frequency deficiency is corrected
for goals and interventions as per initial and will not occur.
evaluation .... " The physician order
failed to include specific procedures and
modalities to be used.
3. Clinical record number 3, SOC
06/03/16, included a plan of care for the
certification period of 06/03/16 to
08/01/16.
A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.
4. Clinical record number 4, SOC
03/26/16, included a plan of care for the
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certification period of 05/25/16 to
07/23/16. The primary diagnosis on the
plan of care indicated Furuncle of buttock
(boil), followed by type 2 diabetes
mellitus.

A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

B. A skilled nursing visit note dated
05/17/16 and 05/31/16, indicated the
patient was receiving treatment to a
wound on the right buttock. The
treatment that was being performed
included to cleanse the area with normal
saline, pat dry, place a small tip of gauze
inside wound bed and dry gauze on top
for drainage, and secure with tape.
Skilled nursing to perform treatment at
every visit weekly and spouse to do the
treatment on all other days. The plan of
care failed to revised and updated to
include the treatment orders for the right
buttock wound.

The Director of Clinical Services was
interviewed on 07/21/16 at 1:00 PM.

The Director of Clinical Services was not
able to provide an explanation of why the
wound treatment was not added to the
plan of care.
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5. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16.

A. Both plans of care indicated
skilled nursing to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

6. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16.

A. The plans of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

B. A physician's order dated
06/08/16, written by Employee H, a
Registered Inure, indicated " ... Therapy
evaluation week of 05/29/2016, Effective
06/02/2016, 1w1, 2wS5 frequency for
goals and interventions as per initial
evaluation .... " The physician's order
failed to include specific procedures and
modalities to be used.
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7. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16.

A. The plan of care indicated for the
skilled clinician to a obtain pulse
oximetry as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

B. A physician order dated 07/19/16,
was written by Employee I, a Registered
Nurse. The order indicated "Effective
07/14/16 Physical Therapy Start of Care
evaluation for home care 3w4, 2w5
frequency. Occupational Therapy
evaluation week of 07/14/16, Effective
07/16/16, 1w1, 2w2, 1w2 frequency for
goals and interventions as per initial
evaluation .... " The physician's order
failed to include specific procedures and
modalities to be used.

8. Clinical record number 8, SOC
01/13/16, included a plans of care for the
certification periods of 01/13/16 to
03/12/16, 03/13/16 to 05/11/16, 05/12/16
to 07/10/16, and 07/11/16 to 09/08/16.

A. The plans of care indicated for the
skilled clinician to obtain a pulse
oximetry as needed per skilled clinician's
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discretion. The plans of care failed to
include parameters to obtain pulse
oximetry.

9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

B. A physician order dated 05/26/16,
written by Employee H, indicated " ...
Physical Therapy evaluation week of
05/22/2016, Effective 05/23/16, 1wl,
2w7 frequency for goals and
interventions as per initial evaluation.
Occupational Therapy evaluation week of
05/22/2016, Effective 05/25/2016, 2w3
frequency for goals and interventions as
per initial evaluation." The physician's
order failed to include specific
procedures and modalities to be used.

C. A physician order dated
07/07/16, written by Employee H,
indicated " ... Physical Therapy
evaluation week of 07/03/16, Effective
07/06/16, 2w2 frequency for goals and
interventions as per initial evaluation .... "
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The physician's order failed to include
specific procedures and modalities to be
used.

10. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for physical, and
occupational therapy.

A. Review of the OASIS
comprehensive resumption of care
assessment dated 05/27/16, the
Administrator, a Physical Therapist,
indicated she had conference with the
physician in the resumption of services.

1. A physician order dated
06/02/16, written by Employee H,
indicated "Effective 05/27/16 Physical
Therapy Resumption of Care Evaluation
for home care 1wl, 2wl, 3w2, 2w2, 1wl
frequency .... " The order failed to
include if there were any changes with
procedures and modalities for physical
therapy.

11. Clinical record number 11, SOC
06/13/16, included two plans of care for
the certification period of 06/13/16 to
08/11/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
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as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

B. A physician order dated 06/21/16,
written by Employee H, indicated " ...
Physical Therapy evaluation week of
06/19/2016, Effective 06/20/16, 2wo6,
1w2 frequency for goals and
interventions as per initial evaluation.
Occupational Therapy evaluation week of
06/122016, Effective 06/16/2016, 1w4
frequency for goals and interventions as
per initial evaluation .... " The order
failed to include if there were any
changes with procedures and modalities
for physical and occupational therapy.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

13. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
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N 0529

Bldg. 00

findings by the exit conference on
07/22/16 at 2:15 PM.

14. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... The Case Manager /
Director of Client Care Services is
responsible for overseeing the care
planning process to ensure that the plan is
appropriate ... "

15. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 Box 1 - 4 indicated, " ...
the POC [plan of care] are the most
important components of the home care
clinical record - they must be complete,
accurate, and the content should clearly
describe the patient. All other
information flow from the services and
needs identified and ordered on the plan
of care ... page 143 ... Present other
objective, measurable information that
assists in supporting skilled care and the
need for intervention [oximetry results,
etc] .... "

410 IAC 17-13-1(a)(2)

Patient Care

Rule 13 Sec. 1(a)(2) A written summary
report for each patient shall be sent to the:
(A) physician;

(B) dentist;

(C) chiropractor;
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(D) optometrist or
(E) podiatrist;
at least every two (2) months.
Based on record review and interview, N 0529 In order to ensure a written . 08/19/2016
the agency failed to ensure the primary summary report for each patient
hvsici ved " is sent to the attending physician
care physician received a written at least every 60 days,
summary report on their patient at least Cornerstone Home Healthcare
every 60 days / in a timely manner for 2 will review upcoming
of 7 records reviewed of patients who recell'tlfllcatlohn Zv‘l’egkl]{’rat o
i ) regularly scheduled office sta
were recertified in a sample of 12. (#8 meetings. 60 day summaries wil
and 10) be assigned in patient clinical
record and appropriate clinical
Findings include: team member notified for
' completion within the week. At
) following weekly regularly
1. Clinical record number 8, SOC (start scheduled office staff meeting the
of care) dated 01/13/16, included two completed 60 day summaries will
plans of care for the certifications of bﬁ pr'm.tedfand fgxedtto the
physician for review to ensure
01/13/16 to 03/12/16 and 03/13/16 to that they have been faxed to the
05/11/16 with orders for skilled nursing physician by day 60. On
and home health aide services. 08/19/2016 Director of Client
Care Services and Administrator
. educated staff on the content of
A. Review of a 60 da}./ sum.mary the 60 day summary and
dated 03/10/16 for the certification including summary of care
01/13/16 to 03/12/16, the summary was provided, current status, and
stapled to a fax cover sheet which _90?3' ?'('j”'cal staffdyverizh
. instructed on providing the
1nd10.at.ed the summary was faxed to the physician with a comprehensive
physician on 05/03/16. The summary picture of the patient’s services
failed to be sent to the physician in a over the last 60 days and
timely manner. documentation as to the
reasoning the patient continues to
) require services. Staff verbalized
B. Review of a 60 day summary understanding. This will be
dated 05/11/16 for the certification monitored during the weekly staff
03/13/16 to 05/11/16, the summary was medetlt:gs forhcompllance of S|t'aﬁ
stapled to a fax cover sheet which and those who are not compliant
will be counseled immediately
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indicated the summary was faxed to the and will request for the 60 day
physician on 06/29/16. The summary summary to be comgleted
. L immediately. The Director of
f?.lled to be sent to the physician in a Client Care Services/QA personal
timely manner. will monitor on an ongoing basis
through chart audits, compliance
2. Clinical record number 10, SOC to thzlpo:!cy fo:(;:;ref i clinical
. coordination. 6 of all clinica
05/07/16, included a plan of care for the records will be audited quarterly
certification period of 05/07/16 to for evidence of the 60 day
07/05/16, with orders for skilled nursing, summary being sent to the
physical, and occupational therapy. physnman py day 60. Thg )
Director Client Care Services will
) o be responsible for monitoring
A. Review of the clinical record, the these corrective actions to ensure
patient was transferred to the hospital on that this deficiency is corrected
05/23/16. The patient resumed services and will not occur.
on 05/25/16. The OASIS comprehensive
resumption of care assessment narrative
note dated 05/25/16, indicated the patient
was hospitalized for exacerbation of
congestive heart failure. The note also
indicated the patient would be having a
pacemaker placed on 06/03/16. The 60
day summary was sent to the primary
care physician on 07/19/16. The 60 day
summary dated 07/05/16, failed to
include the patient's hospitalization,
pacemaker procedure, any changes in
interventions, and goals that have or have
not been met. The 60 day summary
failed to be sent to the physician within a
timely manner.
2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
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in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.
3. Anundated policy titled "Medical
Supervision of Client Care" indicated, "
... Upon completion of the
comprehensive assessment and
development of the plan of care, the plan
of care will be faxed and / or mailed to
the ordering physician for final approval
and signature. A written summary report
for each client shall be sent to the
ordering physician at least every 60 days
N 0537 410 IAC 17-14-1(a)
Scope of Services
Bldg. 00 | Rule 1 Sec. 1(a) The home health agency
shall provide nursing services by a
registered nurse or a licensed practical
nurse in accordance with the medical plan of
care as follows:
Based on record review and interview, N 0537 On 08/03/2016 Director of Client 08/19/2016
the agency failed to ensure clinicians Care Services/Administrator
. . educated staff on processes of
obtained verbal orders prior to receiving/documenting verbal
performing treatments in 1 of 4 records orders prior to performing any
reviewed of patient receiving wound care or treatments to the patient.
treatments in a sample of 12 and failed to Staff were also educated on
dandi dth ent / content of verbal orders,
assess.e and instructed the patient instructed staff the care and
caregiver on care and management of treatment preformed must match
diabetes in 1 of 5 records reviewed of the verbal order received from the
patients with diabetes in a sample of 12. physician. On 08/19/2016, once
46 the written Statement of
(# 6) Deficiency and Plan of Correction
was received, staff were further
Findings include: educated on verbal orders and
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changes in the following policies:
1. Clinical record number 6, SOC (start Policy 500‘80,’ 500'30,’801 40. To
K ensure compliance with the
of care) 06/01/16, included a plan of care receipt and documentation of
for the certification period of 06/01/16 to verbal orders, verbal orders will
07/30/16, with orders for skilled nursing be pulled on an ongoing basis,
to assess and instruct the patient / and compar.ed to the c"n'c"’,‘l
. i ol .. . documentation for the receipt of
caregiver 1.n glucose momtormg 3 tlm-es the verbal order and that it is
per week, instruct patient / caregiver in signed and dated by the receiving
diabetic care such as disease process, staff member.Orders will be
hypo / hyperglycemia, foot care, delayed momtqred on an ongoing basis by
d heali d medicati . authorized clinical staff. Staff
W01'.1n ea 1ng and medications, instruct members are to report
patient / caregiver to keep glucose log discrepancies to Director of Client
and to take log to MD visits, and instruct Care Services on an ongoing
patient / caregiver to call physician if basis and remediation training wil
blood . ter than 170 or 1 be completed with staff members
0od sugar 1s greater than or less that are not meeting the policy
than 70. and regulatory guidelines.
Director of Client Care
A. Review of a skilled nursing visit Servlltce.s/ Q?\Oa/ers?nlz'al _W'I: also Ze
. monitoring 10% of clinical records
note dated 06/13/16, the following was quarterly to ensure compliance.
documented: The Director Client Care Services
will be responsible for monitoring
1. The skin assessment narrative these corrective actions to ensure
. . . . that this deficiency is corrected
n
indicated "Advised patient to wash with and will not occur.
soap and water and shower as he / she
normally would. The note failed to
include documentation that the clinician
spoke to the physician about treatment
orders.
2. The clinician documented in
the "Treatment Provided" section that he
/ she cleansed an area of JP drain removal
with soap and water, using clean wash
cloth, patted dry using clean wash cloth,
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covered with non adhesive dressing
followed by gauze, and secured with
paper tape. The note indicated the
clinician would be performing this
treatment 3 times a week. The visit note
failed to include documentation that the
skilled nurse had spoken to the physician
about treatment orders.

a. A physician's order date
06/14/16, but signed by the clinician on
06/13/16, indicated "effective 06/13/16,
skilled nursing to complete wound care
... " The physician order "Order read
back and verified" was not checked off.
The clinician provided wound treatment
to the patient prior to obtaining orders.

B. Review of the skilled nursing visit
notes dated 06/01, 06/07, 06/10, 06/13,
06/22, 06/24, 06/27, 06/28, 06/29, 07/01,
07/04, 07/06, 07/08, 07/11, 07/13, 07/15,
07/18, and 07/20/16, the clinical record
failed to evidence that the skilled nurse(s)
had instructed the patient / caregiver in
diabetic care such as disease process,
hypo / hyperglycemia, foot care, delayed
wound healing and medications, instruct
patient / caregiver to keep glucose log
and to take log to MD visits, instruct
patient / caregiver to call physician if
blood sugar is greater than 170 or less
than 70.
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C. Review of the skilled nursing visit
notes in the diabetic section dated 06/03,
06/07, 06/13, 06/24, 06/27, 06/28, 06/29,
07/01, 07/04, and 07/06/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119."
Review of the skilled nursing visit notes
in the diabetic section dated 07/08, 07/11,
07/13,07/15, and 07/18/16, the narrative
note indicated "Patient reports that he /
she checks his / her blood sugar 3 times
per week and it is on average 119.
Checked today at time of visit it was
159." The skilled nurse(s) failed to
accurately assess and document the
patient diabetes at the time of the
assessment. The skilled nurse(s) failed to
follow the plan of care.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 33 Box 1 - 4 indicated " ...
Documentation should include family /
caregiver education and their responses
to, and demonstration of, the specific
education and objective results of the
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education. Document the patient's
response to care interventions and other
activities .... "
N 0541 410 IAC 17-14-1(a)(1)(B)
Scope of Services
Bldg. 00 | Rule 14 Sec. 1(a) (1)(B) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(B) Regularly reevaluate the patient's
nursing needs.
Based on record review and interview, N 0541 On 08/03/2016 and 08/19/2016 08/19/2016
the agency failed to ensure that the each discipline within the
o ent's bl ¢ Cornerstone staff were educated
clinician updated the patient's place o by the Director of Client Care
residence, obtained a temperature during Services/Administrator to
the vital sign assessment, included an individualize the plan of care
assessment of the area being treated by '(n:edlca?ons,dlagnosels,) bet
. interventions, and goals) between
the agency, and update the coordination patients and certification periods.
narrative as well as the skilled nursing Instructed staff that every plan of
interventions narrative upon return to care should reflect the changes in
home from a hospitalization in 1 of 1 .the patlednt s;tatlgs,(\j/vhe;her
. . improved or declined an
recor.d I‘.eVICWCd.Of a patient that was interventions and goals must be
hospitalized during the 60 day reflective of the findings of the
certification period in a sample of 12. comprehensive assessment.
(#6) Instruction was also provided in
reviewing plan of care every visit,
o ) making sure all interventions are
Findings include: addressed at some point
throughout the certification
1. Clinical record number 6, SOC p?rlod,a?drest?ntg thos? ot
. interventions that are of priority
06/91/16f 1nc1ud'ed a plan of care for the each visit, progress towards
certification perlOd of 06/01/16 to goals, and documenting
07/30/16, with orders for skilled nursing education and patient response to
to do vital signs with each visit, assess that education. Instructed staff on
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patient / caregiver in glucose monitoring, evaluating the patient's response
assess condition of stoma and ability of to the plan of care and' making
) ) necessary revisions with
patient to manage care - instruct on care coordination of physician. Home
and management of stoma, and assess JP Health Aides present were
drain and instruct patient / caregiver in instructed to follow their Plan of
management of JP drain until it is Qare. Home Health Aides were
4 Th ent di instructed to report changes to
removed. ¢ patient diagnoses the Case Manager on the day of
included, but not limited to, aftercare the change. Director of Client
following surgery for neoplasm and type Care Services/QA personnel will
2 diabetes mellitus be auditing 10% of all charts
' quarterly to verify the policy is
) being followed. Any staff member
A. An OASIS resumption of care deficient in following the policy will
comprehensive assessment dated be educated one on one. The
06/22/16, indicated the following; Director Client Care Services will
’ be responsible for monitoring
) these corrective actions to ensure
1. The patient had been that this deficiency is corrected
hospitalized for a urinary tract infection and will not occur. Staff were
and sepsis due to pseudomonas. Review educated at the 08/03/2016 and
£ the vital si the clinician failed t 08/19/2016 instructed staff on the
of the vital signs, the clinician faile 9 “Best Practices” and on
ensure that a temperature was taken with documentation that is required to
the assessment. meet “Best Practices”, for
example documenting the
. number of staples in an incision,
_2' QASIS questl.on M1340 and documenting drainage from a JP
M1342, indicated the patient had a drain that patient is tracking in the
surgical wound and that the wound was clinical record, obtaining a
not healing. Question M 1350, indicated temperature and obtaining blood
th tient had a skin lesi sugar readings from the ALF.
¢ patient had a skin fesion or open Director of Client Care
from the agency. The assessment failed auditing 10% of all charts to verify
to evidence an assessment of the area trtleﬁpollcy : bszg foll?yved. Any
. staff member deficient in
being treated b.y the agency and what that following the policy will be
treatment entails. educated one on one.
3. The narrative note on the
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OASIS start of care comprehensive
assessment dated 06/01/16, indicated
"Skilled nursing intervention and
teaching noted in assessment. Instructed
patient on calling Cornerstone Home
Healthcare as needed for changes in
condition, also that Cornerstone is
available 24/7 and phone number on
SOC packet left at patient's apartment.
Instructed on medications, reviewed all
medications with patient and family and
instructed on filling a medication planner.
Writer observed all medication in
patient's presence. Instructed to call RN
with any questions and concerns. Patient
verbalized understanding. Informed
patient that PT would be calling for visits
within the next week - and he is to call
office if he does not hear from staff by
beginning of next week. Instructed on
date of SN return. Verbalized
understanding. Review of the OASIS
comprehensive resumption of care
narrative note indicated the same
verbiage as the start of care. The
narrative note failed to be updated to the
patient's current status at the time of the
assessment.

4. The coordination note on the
OASIS start of care comprehensive
assessment dated 06/01/16, indicated that
the admitting clinician conference with
the physician, physical and occupational
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therapy. The narrative portion indicated
"writer called PCP [primary care
physician] [Name of physician] with
SOC [start of care] orders, PT [physical
therapy] and OT [occupational therapy]
services. SN [skilled nursing] to see
patient 2w2, 1w7 [two times a week for
two weeks then one time a week for
seven weeks]. Informed of POC [plan of
care] to follow. Informed of major
interactions with medications and to call
if any concerns, otherwise will keep
medications as ordered and informed SN
would be faxing information to office."
Review of the OASIS comprehensive
resumption of care narrative note
indicated the same verbiage as the start of
care. The narrative note in the
coordination of care failed to be updated
to the patient's current status at the time
of the assessment.

5. A home visit was conducted
with physical therapy on 07/20/16 at
10:00 AM, at his / her home. The patient
was observed to have lived in a ranch
home in the country. Review of the
address on the plan of care upon
admission and recertification, the patient
had always resided in his / her home.
The narrative note failed to provide
accurate information when the clinician
indicated the "phone number on SOC
packet left at patient's apartment."”
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N 0542

Bldg. 00

2. The Administrator and the Director of
Clinical Services were interviewed
during the exit conference on 07/22/16 at
2:15 PM. Both the Administrator and
Director of Clinical Services indicated
that obtaining a temperature was part of a
vital sign assessment. No further
documentation / information in reference
to the above findings were provided at
the end of the exit conference.

3. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 and 32 Box 1 - 4
indicated, " ... The comprehensive
assessment, including OASIS items ... are
the most important components of the
home care clinical record, they must be
complete, accurate, and the content
should clearly describe the patient .... Use
the OASIS items to effectively 'paint the
picture' of the patient congruent with all
other documentation .... "

410 IAC 17-14-1(a)(1)(C)

Scope of Services

Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:

(C) Initiate the plan of care and necessary
revisions.

Based on record review and interview,

N 0542 On 08/03/2016 and 08/19/2016

08/19/2016
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the Registered Nurse failed to ensure that each discipline within the
the plan of care was updated and revised Cornerst.one staff were educated
. by the Director of Client Care
to include parameters for oxygen Services/Administrator to
saturations for 12 of 12 records reviewed individualize the plan of care
(#1 - 12), failed to update and revise the (medications,diagnoses,
medication profile in 2 of 12 records |ntgwentlons, a”F’,QO?'S) betyveen
. d(#1). failed d d revi patients and certification periods.
?GVIGWG .( ), failed to update an. revise Instructed staff that every plan of
interventions and goals from previous care should reflect the changes in
plan of care to the current plan of care in the patient’s status, whether
1 of 7 records reviewed (# 1) of patient !mtprovetq or deccljlned ?nd .
. . .. interventions and goals must be
being recertified for an additional 60 days reflective of the findings of the
ina sample of 12, failed to update and comprehensive assessment.
revise wound treatment orders in 2 of 4 Instruction was also provided in
records reviewed (#1 and 4) of patient's rev:ﬁwmg plan”qf tcare e;{ery visit,
. . . making sure all interventions are
with wounds in a sample of 12, and failed addressed at some point
ensure the plan of care was updated and throughout the certification
revised to be reflective of the patient's period,addressing those
comprehensive assessment in 1 of 12 mtelr']ve.nt'ltons that a"f of pzonty
. . each visit, progress towards
records reviewed in a sample of 12. (# 1) goals, and documenting
education and patient response to
Findings include: that education. Instructed staff on
evaluating the patient’s response
.. to the plan of care and making
1. Clinical record pumber 1, SQC (start necessary revisions with
of Care) 04/30/16, included a written plarl coordination of physician. Home
of care for the certification period of Health Aides present were
04/30/16 to 06/28/16 and 06/29/16 to 'gstm':ed to fHO"Ol‘;VhtR?J Plan of
are. Home Health Aides were
08/27/16. instructed to report changes to
the Case Manager on the day of
A. Both plans of care indicated the change.Examples were given
skilled nursing to obtain pulse oximetry to the staff as follows: If a patient
. C is to be checking blood sugars 3
as needed per skilled clinician's .
) ) ) times a day and only complete 2
discretion. Both plans of care failed to times daily, educate patient on
include parameters to obtain pulse the ordered frequency and report
oximetry. to the physician, patient is not
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B. The OASIS start of care
comprehensive assessment dated
04/30/16, indicated the patient had
intermittent oxygen at 1.5 liters per nasal
cannula.

1. The initial plan of care
(04/30/16 to 06/28/16)indicated the
patient was to receive 2 - 5 liters of
oxygen continuously per nasal cannula.
The initial plan of care failed to be
updated and revised to be reflective of
the initial comprehensive assessment.

C. The OASIS recertification
comprehensive assessment dated
06/24/16, indicated the patient had
intermittent oxygen at 1.5 liters per nasal
cannula. The assessment also indicated
that treatment had been provided to a
coccyx wound, which included cleansing
the area with wound cleanser, pat dry,
cover with soft absorbent foam dressing,
and secure with cover roll.

1. Review of the medication
section of the plan of care (06/29/16 to
08/27/16), failed to evidence the oxygen,
liter flow, and route to be administered.
The plan of care failed to be updated and
revised.

2. A physician's order dated

taking ordered medication,
educate patient on taking the
medications and if patient is not
following the ordered plan of care,
report to the physician. Director
of Client Care Services/QA
personnel will be auditing 10% of
all clinical charts quarterly to
verify plan of care is being
followed. Any staff member
deficient in following the plan of
care will be educated one on
one. The Director Client Care
Services will be responsible for
monitoring these corrective
actions to ensure that this
deficiency is corrected and will
not occur. On 08/03/2016 and
0819/2016 staff were instructed to
discontinue the routine use of
pulse oximetry on all patients.
Pulse oximetry will be obtained
based in the individual needs of
thepatient. Pulse oximetry will be
obtained only as needed for the
following:patient is on oxygen,
exhibits shortness of breath,
diminished lungs sounds,exhibits
signs or symptoms of respiratory
distress, as baseline at SOC, or
as physician orders indicate
otherwise. Pulse oximetry use
and parameters will be clearly
noted in each patient’s plan of
care. Director of Client Care
Services/QA personal will be
auditing charts on an ongoing
basis and 10% of all charts will be
evaluated for compliance of this.
On 08/03/2016 and 08/19/2016
Director of Client Care
Services/Administrator educated
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06/24/16, indicated for skilled nursing to clinical staff on making sure all
provide treatment to the patient's coccyx visit notes are |.nd|V|duaI|zed for
. . the day of service. On
wound three times a week by cleansing 08/03/2016 Director of Client
the wound with wound cleanser, pat dry, Care Services/Administrator
and cover with hydrocolloid dressing or educated staff on processes of
soft absorbent foam dressing, secured recewmg{ documentlng. verbal
ith 1 .. ) b orders prior to performing any
with cover roll. Desitin Lotion to be care or treatments to the patient.
applied if the dressing falls off. The Staff were also educated on
current plan of care (06/29/16 to content of verbal orders,
08/27/16) failed to be updated and instructed staff the care and
ised to includ ders for th treatment performed must match
revised to include treatment orders tfor the the verbal order received from the
coccyx wound. physician. On 08/19/2016, after
the written Statement of
D. The OASIS comprehensive Deficiency and Plan of Correction
Ficati dated 06/24/16 was received, staff were further
.reCjcrtl 1cation assessment a‘fe. ) > educated on verbal orders and
indicated the goals were stabilization of changes in the following policies:
cardiovascular pulmonary condition by Policy 500.80, 500.30, 801.40.
08/26/16; Demonstrates compliance with To ep?uredcgmpllancte ‘t’Y'th t:e
o s . receipt and documentation o
medlce.mon by 08/26/16; .Patlent/careglver verbal orders, verbal orders wil
verbalizes an understandlng Safety, be reviewed on an ongoing basis,
pressure ulcer prevention instructions and compared to the clinical
provided by 08/26/16; Patient / caregiver documentation for the receipt of
bali 1 ord d dehvdrati the verbal order and that it is
verbalizes (':a OIT ers'an chydration, signed and dated by the receiving
weakness, infection signs / symptoms to staff member. Orders will be
report to the nurse and / or physician by monitored on an ongoing basis by
08/26/16; and wound healing without authobrlzed C"”t'cal Sta:' Staff
. members are to repo
complications by 08/26/16. discrepancies to Director of Client
Care Services on an ongoing
2. The plans of care for the basis and remediation training will
certification period 04/30/16 to 06/28/16 bhe fomp'etted Witth Sta: me[nbefs
T tl ing t i
and 06/29/16 to 08/27/16, both indicated: a' are not meesing e policy
o 7 and regulatory guidelines.
Goals indicated stabilization of Director of Client Care
cardiovascular pulmonary condition by Services/QA personal will also be
06/28/16; Demonstrates compliance with monitoring 10% of clinical records
State Form Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 186 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

medication by 06/28/16; Patient/caregiver
verbalizes an understanding safety,
pressure ulcer prevention instructions
provided by 06/28/16; Patient / caregiver
verbalizes call orders and dehydration,
weakness, infection signs / symptoms to
report to the nurse and / or physician by
06/28/16; and wound healing without
complications by 06/28/16. The goals in
the plan of care (06/29/16 to 08/27/16)
failed to be revised and updated to reflect
the patient's current status at the time of
the reassessment.

2. Clinical record number 2, SOC
05/16/16, included a plan of care for the
certification period of 05/16/16 to
07/14/16.

A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

3. Clinical record number 3, SOC
06/03/16, included a plan of care for the
certification period of 06/03/16 to
08/01/16.

A. The plan of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include

to ensure compliance On
08/19/216 Skilled nursing staff
were educated in policy Plan of
Care Development and Review
Policy 801.90 and 802.40. The
Director Client Care Services will
be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected
and will not occur.
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mellitus.

A. The plan
nursing to obtain

B. A skilled

buttock wound.

parameters to obtain pulse oximetry.

4. Clinical record number 4, SOC
03/26/16, included a plan of care for the
certification period of 05/25/16 to
07/23/16. The primary diagnosis on the
plan of care indicated Furuncle of buttock
(boil), followed by type 2 diabetes

of care indicated skilled
pulse oximetry as

needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

nursing visit note dated

05/17/16 and 05/31/16, indicated the
patient was receiving treatment to a
wound on the right buttock. The
treatment that was being performed
included to cleanse the area with normal
saline, pat dry, place a small tip of gauze
inside wound bed and dry gauze on top
for drainage, and secure with tape.
Skilled nursing to perform treatment at
every visit weekly and spouse to do the
treatment on all other days. The plan of
care failed to revised and updated to
include the treatment orders for the right

The Director of Clinical Services was
interviewed on 07/21/16 at 1:00 PM.
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The Director of Clinical Services was not
able to provide an explanation of why the
wound treatment was not added to the
plan of care.

5. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16.

A. Both plans of care indicated
skilled nursing to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

6. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16.

A. The plans of care indicated skilled
nursing to obtain pulse oximetry as
needed per skilled clinician's discretion.
The plan of care failed to include
parameters to obtain pulse oximetry.

7. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification period of 07/14/16 to
09/11/16.

A. The plan of care indicated for the
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skilled clinician to a obtain pulse
oximetry as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

8. Clinical record number 8, SOC
01/13/16, included a plans of care for the
certification periods of 01/13/16 to
03/12/16, 03/13/16 to 05/11/16, 05/12/16
to 07/10/16, and 07/11/16 to 09/08/16.

A. The plans of care indicated for the
skilled clinician to obtain a pulse
oximetry as needed per skilled clinician's
discretion. The plans of care failed to
include parameters to obtain pulse
oximetry.

9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

11. Clinical record number 11, SOC
06/13/16, included two plans of care for
the certification period of 06/13/16 to
08/11/16.
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A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16.

A. The plan of care indicated for the
skilled clinician to obtain pulse oximetry
as needed per skilled clinician's
discretion. The plan of care failed to
include parameters to obtain pulse
oximetry.

13. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
findings by the exit conference on
07/22/16 at 2:15 PM.

14. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... The Case Manager /
Director of Client Care Services is
responsible for overseeing the care
planning process to ensure that the plan is
appropriate .... "
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N 0545

Bldg. 00

15. A book titled "Handbook of Home
Health Standards, Quality,
Documentation, and Reimbursement" 5th
Edition, pg 31 Box 1 - 4 indicated, " ...
the POC [plan of care] are the most
important components of the home care
clinical record - they must be complete,
accurate, and the content should clearly
describe the patient. All other
information flow from the services and
needs identified and ordered on the plan
of care ... "

16. An undated policy titled "Skilled
Services / Care Offered By Licensed
Staff" indicated, " .... The Registered
Nurse evaluates the client's response to
the plan of care in a timely manner and
initiates necessary revisions as required
... The Registered Nurse furnishes those
services requiring substantial and
specialized nursing skill such as, but not
limited to: wound therapy ... "

410 IAC 17-14-1(a)(1)(F)

Scope of Services

Rule 14 Sec. 1(a) (1)(F) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:

(F) Coordinate services.

Based on record review and interview,
the agency failed to ensure that their
efforts were coordinated and documented

effectively and support the objectives

N 0545 In order to maintain
liaison to ensure

coordinated care that

08/19/2016
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outlined in the plan of care in 1 of 1 effectively supports the
records reviewed (# 9) of patient's who objective as outlined on
was receiving outside services with a the plan of care,
Dialysis facility and with an Assisted Cornerstone Home
L;V;;g ngllfltyd/ C‘l’:‘ﬁnumty m 1sample Healthcare will utilize the
o and failed to follow up wit
. . orowp 60-Day Summary/Case
medical social services in regards to
. o . Conference form at each
discharge planning in 2 of 12 clinical
. Case Conference
record reviewed. (# 4 and 6) i S
meeting. Each discipline
Findings include: present at conference
and involved in patient
1. Clinical record number 4, SOC (start care will give a summary
of care) 03/26/16, included a plan of care of care being provided,
for the certification period of 05/25/16 to current condition, future
07/23/16, with orders for skilled nursing. recommendations and
any other information
A. Two skilled nursing visit notes pertinent to patient care
indicated in the discharge planning
- . not able to be present at
section "Ongoing, Spoke to [spouse] .
. case conference will be
regarding [name of Employee G, a ible
medical social worker] who will see him responS|. © .OI’ )
/ her again to assist with community Communlc?atlng patlerllt
resources for future care." status at time of or prior
to case conference. All
B. Three subsequent skilled nursing notes from case
visit notes dated 06/27, 07/05, and conference will be
07/11/16, indicated in the discharge scanned into electronic
planning section "Ongoing. MSW has medical record and hard
seen them and spoke to his / her son. He copy will be retained
/ She reports that his / her son is working inpatient hard chart
on getting support for him / her when This process will begin at
Home Care moves out."
State Form Event ID: 2EDM11 Facility ID: 012076 If continuation sheet Page 193 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157619 B. WING 07/22/2016
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
CORNERSTONE HOME HEALTHCARE MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
next case conference on
C. An OASIS comprehensive August 31, 2016. On
recertification assessment dated 07/19/16, 08/03/2016 and
indicated in the coordination of care 08/19/2016 Director of
section " ... Psycholo'gical Sl%ppOI‘t and Client Care Services and
th,e.r?py’ M_SW [medl_cal S,OCIal Wor_ker] Administrator educated
visiting patient and his wife regarding .
future care options and community _C“mcal Staiff on )
resources " importance of effective
care coordination and
D. Review of the electronic medical communication between
record and hard chart record, the clinical disciplines to ensure
record failed to evidence that a medical best outcomes for
social worker had made a visit due to no patients and the required
record of the visit. The skilled nursing documentation of this in
visit notes were repetitive and failed to the clinical record. On
evidenced if skilled nursing had followed 08/03/2016 and
up with medical social services and the 08/19/2016 Director of
progress on discharge planning. Client Care
. Services/Administrator
2. Clinical record number 6, SOC .
06/01/16, included a plan of care for the educated C:“mc_:al Ste_]ff on
certification period of 06/01/16 to care coo.rdllnatlon with
07/30/16, with orders for skilled nursing the physician. Staff were
to do vital signs with each visit, assess educated on reporting to
patient / caregiver in glucose monitoring, the physician any
assess condition of stoma and ability of changes, concerns, or
patient to manage care - instruct on care discrepancies noted
and management of stoma, and assess JP during visits to the
drain and instruct patient / caregiver in physician for clarification
management of JP drain until it is of orders or to obtain
removed. The patient diagnoses new orders as indicated.
included, but not limited to, aftercare The staff verbalized
following surgery for neoplasm and type
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2 diabetes mellitus. understanding.In order to
maintain liaison to
A. Review of the skilled l'lllI'SiIlg visit ensure Coordlnated care
note dated 06/03/16, the cl1n1c1.an failed that effectively support
to docume.nt th'e amount of drainage ﬁom care of dialysis
the JP drain, failed to assess and provide .
patients,Cornerstone
an amount of staples used to close the .
o ) . Home Healthcare will call
incision, failed to include a measurement fax dialvsi i
of the incision, and failed to obtain a or fax dialysis Cer_‘ ers
temperature with the vital sign and/ Pr erhrologlsts for
assessment. The clinician also failed to medications and specific
educate the patient in documenting and parameters for each
measuring the drainage from the JP patient. Cornerstone will
drains, so that the physician would know make every effort to
when to remove the drains. receive this information,
any calls/faxes of
B. Review of the skilled nursing visit requests will be retained
note .dated 06/07/16, the clinician failed in the clinical record.
to failed to provide a measurement and The information received
the number of staples that was used to . . .
o . . will be implemented into
close the incision and failed to obtain a "
. oo the patient’s plan of care
temperature with the vital sign .
upon receipt. On
assessment.
08/03/2016 and
C. Review of the skilled nursing visit 08/19/2016 Director of
note dated 06/09/16, the clinician failed Client Care Services
to failed to assess and provide an amount educated clinical staff
of staples used to close the incision, coordination and
failed to include a measurement of the documentation of care
incision, and failed to obtain a with dialysis
temperature with the vital sign centers/nephrologist.
assessment. Instructions were made
) ) o to clinical staff to
D. Review of the skilled nursing visit
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notes dated 06/13/16, the clinician failed document all
to obtain a temperature with the vital sign communication in the
assessment. On 06/15/16, the patient was medical record. The
transferred to the hospital and admitted staff verbalized
for a urinary tract infection. understanding. In order
) _ to maintain liaison to
E. Review of the resumption of care .
assessment dated 06/22/16, the clinician ensure CO,Ordlnated care
failed to obtain a temperature with the that eﬁeCtIYely SUPPO_rt
vital sign assessment. On 06/24/16, the care of patients residing
patient's temperature was obtained and in congregated facilities,
the patient had a low grade temperature Cornerstone Home
0f 99.1. Healthcare will
coordinate care with
F. Review of the skilled nursing visit facility nursing staff
notes in the diabetic section dated 06/03, regarding services
06/07, 06/13, 06/24, 06/27, 06/28, 06/29, provided to patients.
07/01, 07/04, and 07/06/16, the narrative Cornerstone Home
note indicated "Patient reports that he / Healthcare will continue
she checks his / her blood sugar 3 times . . .
. " its practice of noting on
per weck and it is on average 119. the 485 “ALF staff is
Review of the skilled nursing visit notes ) Y
in the diabetic section dated 07/08, 07/11, resp(.)r.13|ble for and_nOte
07/13, 07/15, and 07/18/16, the narrative specific care the patient
note indicated "Patient reports that he / is receiving from the
she checks his / her blood sugar 3 times ALF. Cornerstone Home
per week and it is on average 119. Healthcare staff will
Checked today at time of visit it was communicate and
159." The skilled nurse failed to coordinate with ALF staff
accurately assess and document the on, but not limited to,
patient diabetes at the time of the blood sugars, medication
assessment. changes, labs and
PT/INR results.
3. Clinical record number 9, SOC (start
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of care) 05/21/16, included a plan of care Coordination of care will
for the certification period of 05/21/16 to be documented and filed
07/19/16, with orders for skilled nursing, in patient clinical record.
physical, and occupational therapy. The On 08/03/2016 and
patient's primary diagnosis was cerebral 08/19/2016 Director of
infarction (stroke) followed by secondar . .
) (stroke) followed by se Y Client Care Services
diagnoses of general weakness, diabetes
. educated staff on
type 2, end stage renal disease, L.
. . coordination and
neuropathy, chronic obstructive )
pulmonary disease, congestive heart d(_)cume_ntatlon O_f Far?
failure, hypertension, and rheumatoid with patients residing in
arthritis. The patient resides in an congregated
Assisted Living Facility / Community facilities. The staff
(ALF). verbalized
understanding. On
A. Review of the OASIS start of care 08/03/2016 and
comprehensive assessment dated 08/19/2016 the Director
05/21/16, the as§e§sment md?catefi the of Client Care Services
pat}llent was rec;wmg}gl hemodlglzsm, had a and Administrator
right port a cath [catheter used for .
ght port a cat [ o instructed staff on
hemodialysis] in the left chest wall, and a N . "
B the“Best Practices” and
new av graft / fistula [accessible site in ) .
loaiel on documentation that is
the arm used for dialysis] in the left upper ) .
arm. The clinical record failed to requ"?ed to meet "Best
evidence coordination with the dialysis Practices”, for example
center, such as blood pressure documenting the number
parameters, management of port a cath, of staples in an
diet, fluid restrictions, and medications / incision,documenting
flushes used during dialysis. drainage from a JP drain
that patient is tracking in
B. Review of the skilled nursing visit the clinical record
notes dated 05/27, 06/04, 06/07, 06/14, obtaining a temperature
0.6/20,. 06/27, 07/98, and 07/11/16, the and obtaining blood
diabetic care section under comments
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indicated "Patient reports that ALF sugar readings from the
personnel checks his / her blood sugar ALF. In order to capture
and administers insulin as ordered - see patients that need
L " . -
medlcatlc?n proﬁle'.... The ch.mca'll specific care
re.c;)lr(il fai?j: t9 ev1de1:1ce coordination ] coordination with
1th the 1n regards to assessment o : :
v . 8 dialysis, ALF, or
the patient's blood sugars as well as the specialty aroups
services that the ALF were being P 9 p ’
) . Cornerstone will be
provided to the patient. ) L
review all new admission
4. The Administrator and the Director of weekly to ensure these
Clinical Services were unable to provide patients are properly
any further documentation / information identified, clinical staff
in reference to the above findings by the informed, and
exit conference on 07/22/16 at 2:15 PM. information has been
requested. Administrator
5. An undated policy titled "Plan of Care spoke with Community
e e
Develf)p.mént. and Review" indicated Liaison on 08/19/2016
Multldlsc.lphnary care conferences are and instructed her to
held on clients as needed ... to promote .
o . notate on intake forms,
coordination and continuity of care. The
. when able, when a
results are documented and a copy is tient des i
retained in the client's medical record .... patient res| e§ !n a )
" congregated living, or is
on dialysis. Plan of Care
Development and
Review Policy 801.90
has been revised to
reflect care coordination
between various
sources.The Director of
Client Care Services/QA
personal will monitor on
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the agency failed to ensure that clinicians
who obtain verbal orders put them in
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for 8 of 12 records reviewed. (#1,2, 6 -
11)

of Client Care
Services/Administrator
educated staff on
processes of
receiving/documenting
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an ongoing basis
through chart
audits,compliance to the
policy for care
coordination. 10% of all
clinical records will be
audited quarterly for
evidence of care
coordination. The
Director Client Care
Services will be
responsible for
monitoring these
corrective actions to
ensure that this
deficiency is corrected
and will not occur.
N 0547 410 IAC 17-14-1(a)(1)(H)
Scope of Services
Bldg. 00 | Rule 14 Sec. 1(a) (1)(H) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(H) Accept and carry out physician,
chiropractor, podiatrist, dentist and
optometrist orders (oral and written).
Based on record review and interview, N 0547 On 08/03/2016 Director 08/19/2016
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Findings include: verbal orders prior to
performing any care or
1. Clinical record number 1, SOC treatments to the
04/3'0/ 16? 1nclud.ed plans of care for the patient. Staff were also
certification period of 04/30/16 to educated on content of
06/28/16 and 06/29/16 to 08/27/16. .
verbal orders, instructed
. staff the care and
A. Review of the OASIS
. . treatment preformed
comprehensive recertification
reassessment dated 04/30/16, the must matc_h the verbal
assessment indicated Employee C, a order received from the
Registered Nurse, coordinated services physician. On
with the primary care physician and 08/19/2016, once the
obtained orders for continued services. written Statement of
Deficiency and Plan of
1. Review of the initial plan of Correction was received,
care dated 04/30/16 to 06/28/16, line 23 staff were further
indicated the Director of Clinical services educated on verbal
had obtained V-erbal start of care orders. orders and changes in
The agency failed to ensure the verbal . .
q ¢ into writ - the following policies:
order was put into writing upon receipt, .
. P & upon recelp Policy 500.80, 500.30,
signed, and dated by the receiving 80140, T
clinician who obtained the order. T 0 ensure
compliance with the
B. A signed physician order dated receipt and
06/28/16, indicated "Effective documentation of verbal
06/29/2016, Skilled Nursing orders, verbal orders will
Recertification Evaluation for home care be pulled on an ongoing
2w1 [two times a week for one week], basis, and compared to
3w8 frequency. Physical Therapy the clinical
evaluation week of 06/22/2016, Effective documentation for the
06/29/2016, 2w6, 1w3 frequen.cy for receipt of the verbal
goals and interventions as per initial order and that it is
evaluation. Home Health Aide Services
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Effective week of 06/29/2016, 1w1, 2w8 signed and dated by the
frequency for goals and interventions as receiving staff member.
per skilled clinician's evaluation." The Orders will be monitored
physician order was electronically signed on an ongoing basis by
by Employee H. authorized clinical staff.
. : Staff members are to
1. Review of the physical therapy report discrepancies to
reassessment dated 06/22/16, the _p p
o Director of Client Care
assessment indicated Employee F, a ; )
Physical Therapist, coordinated services Sen_nces on an O_ng_omg
with the physician and the physician basis and remediation
agreed with the plan of care, frequency, training will be
and duration. completed with staff
members that are not
2. Review of the OASIS meeting the policy and
comprehensive recertification assessment regulatory
dated 06/24/16, the assessment indicated guidelines. Effective
Employee C, a Registered Nurse, 07/22/2016 Based on
coordlllllat.ed. SeI'.VICGS W(llth the primary exit interview the Start of
care physician in regards to
paysie e . Care order was
recertification orders. The agency failed
. amended to demonstrate
to ensure the verbal orders was put into
. o the frequency of each
writing upon receipt, signed, and dated A
by the receiving clinicians who obtained ordered dIS.CIp.lln.e and
the order. that each discipline
received verbal orders of
2. Review of clinical record number 2, their plan of care
SOC 05/16/16, included a plan of care for including
the certification period of 07/15/16 to interventions/goals/rehab
09/13/16, with orders for skilled nursing, potentianischarge
home health aide services, and plans, with a notation
occupational therapy. that “**Formalized 485 to
, follow for MD signature
A. Review of the OASIS
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comprehensive recertification assessment for obtained verbal
dated 07/14/16, the assessment indicated orders**”. This was
Employee I coordinated services with the implemented and being
primary care physician in regards to used until the written
recertification orders. Statement of Deficiency
1. A signed physician order dated and Plan .Of Correction
07/19/16, indicated "Effective was received on
07/15/2016, Skilled Nursing 08/18/2016. On .
Recertification Evaluation for home care 08/19/2016 after receipt
Owl1, 1w8 frequency ... Home Health of the written Statement
Aide Services Effective week of of Deficiency and Plan of
07/15/2016, Ow1, 2w8 frequency for Correction Cornerstone
goals and interventions as per skilled discontinued the use of
clinician's evaluation." The physician the SOC order due to the
order was electronically signed by documented findings that
Employee H. The agency failed to ensure the Director of Client
the verbal order was put into writing Care Services should not
upon receipt, signed, and dated by the be signing the formalized
receiving clinician who obtained the .
order. Plan of Care which has
encompassed
3. Clinical record number 6, SOC (start mU|t|dISCIp|I_nary orders.
of care) 06/01/16, included a plan of care Also noted in the
for the certification period of 06/01/16 to Statement of Deficiency
07/30/16, with orders for skilled nursing and Plan of Correction
and physical therapy. the SOC order cannot be
signed by one clinical
A. Review of a skilled nursing visit staff member with all
note dated 06/13/16, written by received verbal orders,
Employee C, a Registered Nurse, the that it must be separated
nar.rative .note indicated the patient was and signed and dated by
taking Miralax and Keflex. Employee C each staff member who
had notified the physician and had
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spoken to the physician's assistant, who received the verbal SOC
indicated there wasn't a record of the order. As of 08/19/2016
patient taking Keflex. The note the 485 will only contain
contl.nued to 1nd%cate tl'le physician had the orders from the
pll'.()\'ll(.ied tl;e patl(eint v;ntl; sa??lnplle;t and the admitting clinician,
clinician observed on ills left. . . .
v y<p including HHA orders if
. . indicated, as well as an
1. Review of a physical therapy th ’ dical 'yl
note dated 06/13/16, the narrative note erapy o'_F medical socia
indicated the patient was put on Keflex, work se_rwces for
the doctor had given the patient six pills evaluation. Once the
to take once a day, and the pills were in staff have completed
an envelope with "Keflex" handwritten their evaluations these
on it. The envelope had no other will be sent to the
information on it. physician for
signature. 08/19/2016,
a. A physician's order dated Staff members were
06/13/16, 1ndlcat§d the effective educated on the change
06/10/.1 6., the patient was to tak.e Keflex in sending verbal orders
500 milligrams oral capsule daily by to the
mouth for 7 days, Miralax oral powder . .
o . physician. Director of
for reconstitution 17 grams in 8 ounces of . .
. . Client Care Services/QA
water or juice daily by mouth as needed i
for constipation. The order was personal will also be
. . . itori 0
electronically signed by the Director of monitoring 10% of
Clinical Services. A check box with clinical records quarterly
"read back and verified" was not checked to ensure
off. The Director of Clinical Services compliance.The Director
failed to accurately transcribe the order Client Care Services will
based on the clinicians visit notes. The be responsible for
Director of Clinical Services failed to monitoring these
include / identify that s}.le.had obtained corrective actions to
the order from the physician's office. The ensure that this
agency failed to ensure that the verbal
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skilled nurse to "

comprehensive a

ongoing services

order was put into writing, signed, and
dated with the receipt of the clinician
who clarified and obtained the order.

B. A communication note dated
06/28/16, written by Employee C, a
Registered Nurse, indicated that a
physician office contacted him / her and
gave a verbal order for a Fleet's enema,
increase water intake, and for the patient
to start taking over the counter stool
softener 1 or 2 caps daily as needed.

1. A physician's order dated
06/28/16, written by the Director of
Clinical Services, indicated for the

administer a fleet's

enema and for the patient to start taking
over the counter Docusate Sodium 100
milligrams 1 or 2 caps daily as needed -
the following day and increase water
intake." The agency failed to ensure that
the verbal order was put into writing,
signed, and dated with the receipt of the
clinician who obtained the order.

C. Review of the OASIS start of care

ssessment dated

06/01/16, Employee C indicated he / she
had coordinated with the physician for

1. Review of the physical therapy
initial assessment / plan of treatment

deficiency is corrected
and will not occur.
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dated 06/02/16, Employee F, a Physical
Therapist, indicated he / she coordinated
with the physician at the time of the
assessment and that the physician was in
agreement with the plan of care,
frequency, and duration.

2. Review of the occupational
therapy initial assessment dated 06/03/16,
Employee D, an Occupational Therapist,
indicated he / she coordinated with the
physician at the time of the assessment.

a. A physician's order dated
06/08/16, written by Employee H, a
Registered Nurse, indicated "Effective
06/01/2016, Skilled Nursing Start of Care
Evaluation for home care 2w7, 1w7
frequency. Physical Therapy evaluation
week of 05/29/2016, Effective
06/02/2016, 1w1, 2w5 frequency for
goals and interventions as per initial
evaluation. Occupational Therapy
evaluation week of 05/029/2016,
Effective 06/03/2016 - evaluation only -
OT not recommend at this time. Speech
Therapy - patient declines at this time.
Home Health Aide services - patient
declines at this time. The agency failed
to ensure that the verbal order was put
into writing, signed, and dated with the
receipt of the clinicians who obtained his
/ her order.
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4. Clinical record number 7, SOC
07/14/16, included a plan of care for the
certification dated of 07/14/16 to
09/11/16, with orders for physical and
occupational therapy.

A. Review of the OASIS start of care
comprehensive assessment dated
07/14/16, Employee F, a Physical
therapist, indicated that he / she had
coordinated start of care services with the
physician. The coordination also
indicated that there was a concern of the
patient taking Aspirin along with Xarelto
[both used as blood thinners], and the
therapist had received an order for the
patient to stop taking aspirin while on
Xarelto.

1. A communication note dated
07/14/16, was written by Employee F.
The note indicated the physician's office
returned Employee F's phone call in
regards to stopping the Aspirin while
talking Xarelto.

2. A physician order dated
07/14/16, was written by the
Administrator and also a physical
therapist. The order indicated "Effective
07/14/16, Discontinue Aspirin 81 mg
[milligram] tablet and remain on
Xarelto." The agency failed to ensure
that the verbal order was put into writing,
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signed, and dated by the receiving
clinician who obtained the order.

B. The occupational therapy initial
assessment and plan of treatment dated
07/16/16, was reviewed. Employee D, an
occupational therapist, indicated that he /
she had spoken with the physician and
that the physician was in agreement with
the plan of care.

1. A physician order dated
07/19/16, was written by Employee I, a
Registered Nurse. The order indicated
"Effective 07/14/16 Physical Therapy
Start of Care evaluation for home care
3w4 [three times a week for four weeks],
2wS5 frequency. Occupational Therapy
evaluation week of 07/14/16, Effective
07/16/16, 1w1, 2w2, 1w2 frequency for
goals and interventions as per initial
evaluation .... " The agency failed to
ensure that the verbal orders was put into
writing upon receipt, signed and dated by
the receiving clinician who obtained the
verbal order.

5. Clinical record number 8, SOC
01/13/16, included plans of care for the
certification period of 05/12/16 to
07/10/16 and 07/11/16 to 09/08/16.

A. Review of the OASIS
comprehensive recertification
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reassessment dated 05/07/16, the
assessment indicated Employee I, a
Registered Nurse, coordinated services
with the primary care physician.

1. A physicians order dated
05/17/16, signed by Employee H,
indicated "Effective 05/12/2016 Skilled
Nursing Recertification Evaluation for
home care Ow1, 1w8, Ow1 frequency.
Home Health Aide services Effective
week of 05/12/2016, 1w1, 2w8, Owl
frequency for goals and interventions as
assigned by skilled clinician's evaluation.
The agency failed to ensure that the
verbal order was put into writing upon
receipt, signed and dated by the receiving
clinician who obtained the verbal order.
The order also failed to include
interventions that were to be provided by
the skilled nurse and home health aide.

B. The plan of care for the
certification period of 07/11/16 to
09/08/16, included orders for skilled
nursing, home health aide, and medical
social worker services. The plan of care
indicated "Effective 07/15/16 through
09/08/16 comprehensive assessment and
recommendations 1 - 3 visits during
current certification period; Community
Resource Planning Outreach." The plan
of care was not signed by a physician.

State Form

Event ID:

2EDM11 Facility ID: 012076 If continuation sheet

Page 208 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

1. Review of the plan of care (3
pages), line 23 was left blank. The plan
of care failed to indicate the clinician
who had obtained the verbal orders as
well as the date of the verbal order for
continuing services.

C. Review of the OASIS
comprehensive recertification assessment
dated 07/07/16, the Community Agencies
/ Social Service Screening narrative note
indicated the patient would need rides to
appointments and groceries, needed
someone to cook for him / her or have
meals delivered to his / her home. The
patient had refused assistance in the past
but was currently requesting assistance.
The note also indicated the patient
needed housekeeping services due to the
patient's handicaps. The note indicated
the skilled nurse would notify the agency
and the medical social worker.

1. The Care Coordination section
of the comprehensive recertification
assessment indicated Employee I
coordinated with the physician and the
medical social worker in regards to
ongoing services.

2. A signed physician order dated
07/11/16, indicated "Effective 07/11/16,
skilled nursing ... Home Health Aide
Services .... " The physician order was
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electronically signed by Employee H.
The agency failed to ensure the verbal
order was put into writing upon receipt,
signed, and dated by the receiving
clinician who obtained the order. The
physician order also failed to include an
order for medical social services.

5. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification of 05/21/16 to 07/19/16,
with orders for skilled nursing and
physical therapy.

A. Review of the OASIS
comprehensive start of care assessment
dated 05/21/16, Employee J, a Registered
Nurse, indicated he / she had coordinated
with the physician for ongoing services.

1. A physician order dated
05/26/16, written by Employee H,
indicated "Effective 05/21/2016 Skilled
Nursing Start of Care Evaluation for
home care 1w9, Owl frequency .... " The
agency failed to ensure the verbal order
was put into writing, signed, and dated by
the receiving clinician who obtained the
order.

B. Review of the OASIS
comprehensive resumption of care
assessment dated 07/05/16, Employee C,
indicated he / she had coordinated with
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the physician for ongoing services.

1. Review of physical therapy
reassessment and plan of treatment dated
07/06/16, Employee F indicated he / she
had conferenced with the physician for
the resumption of services.

a. A physician order dated
07/06/16, written by the Director of
Clinical Services, indicated the physical
therapy frequency, interventions and
goals. A box next to "order read back
and verified" was not checked off. The
agency failed to ensure the verbal order
was put into writing, signed, and dated by
the receiving clinician who obtained the
order.

b. A physician order dated
07/07/16, written by Employee H,
indicated "Effective 07/05/16 Skilled
Nursing Resumption of Care Evaluation
for home care 2w?2 frequency. Physical
Therapy evaluation week of 07/03/16,
Effective 07/06/16, 2w2 frequency for
goals and interventions as per initial
evaluation. Home Health Aide Services -
patient declines at this time. A box next
to "order read back and verified" was not
checked off. The agency failed to ensure
the verbal orders were put into writing,
signed, and dated by the receiving
clinician who obtained the order.
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6. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for skilled nursing,
physical, and occupational therapy.

A. A physician's order dated
06/16/16, indicated for the skilled nurse
to obtain a urinalysis with a culture and
sensitivity. The order failed to include
how the specimen was to be obtained.

B. Review of the OASIS
comprehensive resumption of care
assessment dated 05/27/16, the
Administrator, a Physical Therapist,
indicated he / she had conferenced with
the physician for the resumption of
services.

1. A physician order dated
06/02/16, written by Employee H,
indicated "Effective 05/27/16 Physical
Therapy Resumption of Care Evaluation
for home care 1wl, 2wl, 3w2, 2w2, 1wl
frequency. Skilled nursing evaluation
week of 05/30/16, Effective 05/31/16,
2w1, 1w4 frequency for goals and
interventions as per initial evaluation.
The agency failed to ensure the verbal
order was put into writing, signed, and
dated by the receiving clinician who
obtained the order.
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7. Clinical record number 11, SOC
06/13/16, included a plan of care for the
certification period 06/13/16 to 08/11/16,
with orders for skilled nursing, physical
therapy, occupational therapy, home
health aide, and medical social services.

A. Review of the OASIS
comprehensive start of care assessment
dated 06/13/16, Employee J, indicated
she had conference with the physician for
continuing start of care orders.

1. A physician order dated
06/21/16, written by Employee H,
indicated "Effective 06/13/2016, Skilled
Nursing Start of Care Evaluation for
home care 1w9 frequency. Physical
Therapy evaluation week of 06/19/2016,
Effective 06/20/16, 2w6, 1w2 frequency
for goals and interventions as per initial
evaluation. Occupational Therapy
evaluation week of 06/122016, Effective
06/16/2016, 1w4 frequency for goals and
interventions as per initial evaluation.
Home Health Aide services Effective
week of 06/13/2016, 2w8, 1wl frequency
for goals and interventions as assigned by
skilled clinician's evaluation. The agency
failed to ensure the verbal order was put
into writing, signed, and dated by the
receiving clinician who obtained the
order. The order failed to include nursing
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and home health aide interventions.

8. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

9. An undated policy titled
"Confirmation of Physician Telephone /
Verbal Orders" indicated, " ... The staff
member who accepts the order: reduces
the order to writing, ensures the
appropriateness, accuracy and
completeness of the order, signs and
dates the order .... "

10. An undated policy titled "Verbal /
Telephone Orders Read - Back"
indicated, " ... Each verbal / telephone
order is read - back by the licensed
Cornerstone Home Healthcare staff
member receiving the order. The order
must be signed and dated with the date of
receipt .... "

11. An undated policy titled "Medication
Orders and Administration" indicated "
.... All medication orders must be verified
with the ordering physician and must
contain the phrase 'Orders read back and
verified with ', the date of
verification and the signature of the nurse
verifying the orders .... "
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N 0557

Bldg. 00

12. A website at
http://www.nursingcenter.com/journalarti
cle?

Article 1D=800621&Journal 1D=522928
&... Titled article "Charting Checkup:
Documenting telephone orders, indicated
" ... You should always get telephone
orders directly; they should never go
through a third party ... Record the order
word - for - word on the health care
provider's order sheet or enter it into a
computer. First, note the date and time.
On the next line, write "telephone order"
... Then write the health care provider's
name, and sign your name. Read back
the order and get confirmation from the
person who gave the order ... If you're
having trouble understanding the health
care provider, ask another nurse to listen
in as you take the order. Then have her
read it back and sign the order too .... "

13. An untitled policy titled "Plan of
Care Development and Review"
indicated, " ... Any physician approved
changes to the plan of care are dated and
signed by the appropriate discipline .... "

410 IAC 17-14-1(a)(2)(E)

Scope of Services

Rule 14 Sec. 1(a) (2)(E) For purposes of
practice in the home health setting, the
licensed practical nurse shall do the
following:
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(E) Assist the patient in learning appropriate
self-care techniques.
Based on record review and interview, N 0557 On 08/19/2016 Director 08/19/2016
the Licensed Practical Nurse (LPN) failed of Client Care Services
to accurately educate the patient in 1 of 2 educated clinical staff on
records reviewed of patients being seen all staff on educating
by Licensed Practical Nurses in a sample patients on new
of 12. (#5 o
(#3) medications the day the
o clinical staff are aware
Findings include: . ) ]
patient is taking the
1. Clinical record number 5, SOC med!cat!ons, and adding
06/10/16, included two plans of care for medication to the
the same certification period of 06/10/16 medication profile.
to 08/08/16. Resources that are
available for staff on the
A. A skilled nursing visit note dated office issued tablets
07/19/16, but signed on 07/18/16, were reviewed and staff
indicated CellCept was the only change verbalized
in medications. The patient verbalized understanding. Charts
questions regarding the medu.:a-tlon (its will be reviewed for
use and why ordered). The visit note .
o orders and all orders will
indicated that the LPN educated the .
: . N .\ be reviewed before
patient by informing him on "MG , .
. o sending. Orders will be
[myasthenia gravis] crisis, how the i o
disease can but not always effects eva!uated in 10 éOf
breathing causing use of temp audits for compliance by
[temporary] or permanent use of vent Director of Client Care
[ventilator], information packet left with Services.The Director
patient, patient reads and looks for any Client Care Services will
info to help him / her better understand. be responsible for
Instructed pt [patient] that even a slight monitoring these
change in breathing to notify CHH corrective actions to
[Cornerstone Home Health] / Neurologist ensure that this
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n

mutagen [causes

having it contact

tubular necrosis,

even if he / she thinks it is a minor thing

B. Review of the Nursing 2016 Drug
Handbook, CellCept is an
immunosuppressant that prevents organ
rejection in patients receiving allogeneic
renal transplants,
hepatic transplants, to treat lupus
nephritis, and idiopathic

cardiac transplant,

thrombocytopenic purpura. Drug alert
indicated "drug is considered a potential

genetic mutation] and

teratogen [causes malformation of an
embryo]. Follow safe-handling
procedures when preparing,
administering, or dispensing. Don't crush
tablets; don't open or crush capsules.
Avoid inhaling powder in capsule or

skin or mucous

membranes ... Adverse reactions in bold
that indicated life threatening: Central
Nervous Systems [progressive multifocal
leukoencephalopathy]; Cardiovascular
[hemorrhage]; Gastrointestinal
[hemorrhage]; Genitourinary [renal

acute renal failure];

Hematologic [leukopenia and
thrombocytopenia]; Metabolic
[hyperkalemia]; Other [Sepsis]. Other
interactions indicated to take the
medication on an empty stomach 1 to 2
hours before meals to prevent delay of
absorption. Black box warning for

deficiency is corrected
and will not occur.
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N 0565

nursing considerations indicated
"Increased risk of infection and
lymphoma may result from
immunosuppression .... " The LPN failed
to properly address and educate the
patient on the use and possible life
threatening adverse reactions of the
medication CellCept.

2. The Administrator and the Director of
Clinical Services were unable to provide
any further documentation / information
in reference to the above findings by the
exit conference on 07/22/16 at 2:15 PM.

3. Anundated policy titled "Medication
Orders and Administration" indicated "
.... The nurse instructs the client / family /
caregiver in an understandable format
and language about any clinically
significant adverse reaction, potential
unanticipated outcomes or any other
concerns about the medication to be
administered, along with actions to be
taken should any reaction or
unanticipated outcomes occurs .... "

4. Anundated policy titled "Skilled
Services / Care Offered By Licensed
Staff" indicated, " .... The LPN /LVN
assess the client in learning appropriate
self - care techniques .... "

410 1AC 17-14-1(c)(4)
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Scope of Services
Bldg. 00 | Rule 14 Sec. 1(c) The appropriate therapist
listed in subsection (b) of this rule shall:
(4) help develop the plan of care (revising
as necessary);
Based on observation, record review, and N 0565 On 08/03/2016 Director 08/19/2016
interview, the Occupational and Physical of Client Care
Therapist failed to ensure orders were Services/Administrator
obtained prior to providing services in 2 educated staff on
of 10 records reviewed of patients with processes of
therapy services in a sample of 12. (# 2 receiving/documenting
and 7 .
) verbal orders prior to
Findings include: performing any care or
treatments to the
1. Clinical record number 2, SOC patient. Staff were also
05/16/16, included a plan of care for the educated on content of
certification period of 07/15/16 to verbal orders, instructed
09/13/16, with orders for occupational staff the care and
therapy. treatment performed
must match the verbal
A. Review of the OCCllpational Order recelved from the
Therapy notes, the Occupational physician. On
Therapist provided services on 07/18/16. 08/19/2016. after the
: - written Statement of
B. A signed physician order dated Deficiency and Plan of
07/19/16, indicated " ... Occupational c i y ved
Therapy evaluation week of 07/12/16, orrection was received,
Effective 07/15/16, Ow1, 2w3 frequency staff were further
for goals and interventions as per initial educated on verbal
evaluation .... " The physical therapist orders and changes in
provided services absent of a written the following policies:
physicians order. Policy 500.80, 500.30,
801.40. To ensure
2. Clinical record number 7, SOC compliance with the
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07/14/16, included a plan of care for the receipt and
certification period of 07/14/16 to documentation of verbal
09/1 1/16, with orders for physmal and orders’ verbal orders will
occupational therapy. be reviewed on an
. ongoing basis, and
A. A physician order dated 07/19/16, .
. . compared to the clinical
was written by Employee I, a Registered documentation for the
Nurse. The order indicated "Effective iot of th bal
07/14/16 Physical Therapy Start of Care receipt of the Ver a
evaluation for home care 3w4 [three time o.rder and that it is
a week for four weeks], 2w5 [two times a signed and dated by the
week for five weeks] frequency for goals receiving staff member.
and interventions as per initial evaluation Orders will be monitored
" on an ongoing basis by
authorized clinical
1. Review of the physical and staff. Staff members are
therapy notes, physical therapy provided to report discrepancies
services on 07/16 and 07/18/16. The to Director of Client Care
physical therapist provided services Services on an ongoing
absent of a written physicians order. . .
basis and remediation
. : raining will
3. The Administrator and the Director of training b_e
. . . completed with staff
Clinical Services were unable to provide
any further documentation / information mempers that a_re not
in reference to the above findings by the meeting the policy and
exit conference on 07/22/16 at 2:15 PM. regulatory
guidelines. Director of
Client Care Services/QA
personal will also be
monitoring 10% of
clinical records quarterly
to ensure
complianceThe Director
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Client Care Services will
be responsible for
monitoring these
corrective actions to
ensure that this
deficiency is corrected
and will not occur.
N 0608 410 IAC 17-15-1(a)(1-6)
Clinical Records
Bldg. 00 Rule 15 Sec. 1(a) Clinical records
containing pertinent past and current
findings in accordance with accepted
professional standards shall be maintained
for every patient as follows:
(1) The medical plan of care and
appropriate identifying information.
(2) Name of the physician, dentist,
chiropractor, podiatrist, or optometrist.
(3) Drug, dietary, treatment, and activity
orders.
(4) Signed and dated clinical notes
contributed to by all assigned personnel.
Clinical notes shall be written the day service
is rendered and incorporated within fourteen
(14) days.
(5) Copies of summary reports sent to the
person responsible for the medical
component of the patient's care.
(6) A discharge summary.
Based on record review and interview, N 0608 During course of survey the 08/19/2016
the agency failed to ensure the plan of tlm(.ellness of sending and
. retrieval of orders by Cornerstone
care and all subsequent physician orders Home Healthcare was discussed.
were written and completed at the time of With the Administrator and
the order, sent to the physician, returned Director of Client Care Services
and incorporated into the patients clinical reporting that with recent loss of
hi el f ¢ QA nurse, and the recent loss,
record within af timely manner for 11 o new hire and training of 2 key
12 records reviewed (#1 - 6, 8 - 12), office positions and an increase in
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failed to ensure missed visit notes were agency census from .
faxed to the physician within a timely approx!mately 50 patients to
. X approximately 100, the focus and
manner in 1 of 12 records reviewed (# 4), efforts have been on hiring and
failed to ensure 60 day summaries were training new clinical staff and
faxed to the physician in a timely manner maintaining the provision of
in 1 of 7 (# 8) patients who had been qugllty care. The sending and
Fied f dditional 60 d . retrieval of orders has been less
recertified for an additiona aysina timely then we prefer during these
sample of 12, failed to ensure medication transitions. Even though
reconciliation was faxed to the physician Cornerstone’s current practice
within a timely manner in 2 of 12 records dtoets(;'(?ﬂetr(:t t:/le SMS Stla?da'f? as
. . stated in the Medicare Integrity
reviewed (# IQ and 11), .falled t.o'ensure a Program Manual and our internal
home health aide supervisory visit was policy, that all physician orders
accurate in 1 of 5 records reviewed (#11) are signed and dated by
of patients with home health aide physician prior to billing final
. d failed t h skilled claim,we now understand that
serv%ces, an arled o ensure cach skille there is an expectation of a more
nursing Visit notes were updated to reflect t|me|y orders process. Therefore,
the patient's current status and education on 08/18/2016, upon receipt and
provided at the time of the nursing visit Bev]:.e\./v Of.Stater;lir:t of f
in 2 of 12 records reviewed. (# 7 and 8) elieiencies and Flan of
Correction report and a citation
regarding timeliness of orders,
Findings include: the Director of Client Care
Services and Administrator
1. Review of clinical record number 1, confergnced 0 ou.t I|n.e a plan for
] more timely submission and
SOC (start of care) 04/30/16, included a retrieval of physician orders. The
plan of care for the certification period of following action plan will be put in
04/30/16 to 06/28/16, with orders for place at scheduled bi-weekly
. . . office staff meetings to ensure a
skilled nursing, physical, and L .
. timelier processing of orders.
occupational therapy. Cornerstone Home Healthcare
will utilize AXXESS Orders
A. The initial plan of care was Management reports on an
observed to be four pages. The Director ongoing baS|§ to track pend.mg
o ) and outstanding orders. Office
of Clinical Services documented on page staff will be trained and educated
1, line 23, that she had obtained verbal on how to generate an Orders
start of care orders on 04/30/16. The Pending Signature Report,
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subsequent pages (2 - 4) labeled Orders To Be Cosigned Report
"Addendum to Plan of Treatment" was and Ordgrs To Be Sent Report
. K . and be instructed to provide the
51gn§d by the Director of Chr.nc.al report at regularly scheduled
Services 05/20/16. The physician bi-weekly office staff meeting for
signature line to the plan of care and the review and proper action. During
addendums, were blank. The initial plan thege meetings the orders will be
£ ddend failed to b leted reviewed and addressed for
0 car.e addendums .al ed to be c.or-np ete timeliness and proper action on
and signed by the Director of Clinical all aging order swill be initiated.
Services and sent to the physician for Office staff will be instructed to
signature within a timely manner. mform Director Of Client Care
Services of any issues of
o receiving orders and Director of
B. A physician's order dated 05/26, Client Care Services will make
06/07, 06/08 (x2 orders), 06/11, 06/15, determination on an individualized
06/18/16, had not been signed by the basis on handling the retrieval of
hvsici The phvsici ders failed orders by either calling, faxing,
p ys.1c1an. ep ySIC.lén OF ers. atled to mailing, going by the Physician’s
be signed by the physician in a timely office to pick up the orders. On
manner. 08/03/2016 Director of Client
Care Services/Administrator
L, educated staff on processes of
C. A Physman S ordér dated receiving/documenting verbal
06/10/16, indicated the Director of orders prior to performing any
Clinical Services electronically care or treatments to the patient.
completed and signed the order on Staftf Wf"? alsg eldugated on
. content of verbal orders,
06/15/16. "l?h.e order had not beel'l §1glvled instructed staff the care and
by the physician. A second physician's treatment performed must match
order dated 06/10/16, had not been the verbal order received from the
signed by the physician. The 1st physician. On 08/19/2016, after
hysician's order failed to b i the written Statement of
p ys1c1an§ order al‘e. 0 be written Deficiency and Plan of Correction
physician orders failed to be signed by educated on verbal orders and
the physician in a timely manner. changes in the following policies:
Policy 500.80, 500.30, 801.40.
To ensure compliance with the
certification period of 06/29/16 to verbal orders, verbal orders will
08/27/16, included orders for skilled be reviewed on an ongoing basis,
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nursing and physical therapy. and compared to the clinical
documentation for the receipt of
the verbal order and that it is
1. The plan of care was noted to signed and dated by the receiving
be three pages. The Director of Clinical staff member. Orders will be
Services indicated on page 1, line 23, that monitored on an ongoing basis by
she had obtained physician orders on ?nu;t%og:;zdafgq:?legga:' Staff
06/29/16. The subsequent pages (2 - 3) discrepancies to Director of Client
labeled at the "Addendum to Plan of Care Services on an ongoing
Treatment" indicated the Director of basis and remediation training will
Clinical Services signed the orders on :)he fompletted wﬁh stta: mepbers
. . at are not meeting the policy
07/10/16. The physician signature line to and regulatory guidelines.
the plan of care and the addendums, were Director of Client Care
blank. The initial plan of care Services/QA personal will also be
addendums failed to be completed and monitoring 10% of clinical records
. . .. quarterly to ensure compliance
51gne.d by the Director of Cllr}l?al The Director Client Care Services
Services and sent to the physician for will be responsible for monitoring
signature within a timely manner. these corrective actions to ensure
that this deficiency is corrected
. .. . and will not occur. In order to
The Dlrector of Clinical Services was maintain liaison to ensure
interviewed on 07/20/16 at 3:30 PM. coordinated care that effective|y
The Director of Clinical Services was not support objective as outlined on
able to indicate what was acceptable for the plan of care, Cornerstone
"timel " The Director of Home Healthcare will utilize the
1Tn'e y mann.er. . .e irector o 60-Day Summary/Case
Clinical Services indicated the plan of Conference form at each Case
cares probably was not finished or Conference meeting. Each
completed as for the reason for the late discipline present at conference
ionatures by the physician and involved in patient care will
S1g cs by the physician. give a summary of care being
provided, current condition, future
2. Review of clinical record number 2, recommendations and any other
SOC 05/16/16, included a plan of care for 'nform:tlontpifmnentb to ﬁst'tent
. . . . i t
the certification period of 05/16/16 to care. Any stafl member that s no
) ] ] able to be present at case
home health aide services, physical, and communicating patient status at
occupational therapy. time of or prior to case
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conference. All notes from case
A. The initial plan of care was conference will be scanned into
) electronic medical record and
observed to be four pages. Employee I, a hard copy will be retained in
Registered Nurse, documented on page 1, patient hard chart. This process
line 23, that she had obtained verbal start will begin at next case gonference
of care orders on 05/16/16. The on ,’tA‘UQI,J”S:)m’ 2?16' ::A'S,S?d
visits will be sent to physician
subsequent pages (2 - 4) labeled bi-weekly. QA will be used to
"Addendum to Plan of Treatment" was monitor all missed visits and
signed by Employee [ on 07/02/16. The documentation of completion of
physician signature line to the plan of mtlss?‘? V'S'é?f?'ng ;seﬁrjt to the
physician. Office staff were
care and the addendums, were blank. educated on this on 08/19/2016
The initial plan of care addendums failed On 08/19/2016 Office staff were
to be completed and signed by the educated on completeness and
Director of Clinical Services and sent to attention to details related to data
he phvsician for si ithi entry on intake, verifying referral
t. ¢ physician for signature within a information. Director of Client
timely manner. Care Services/QA personal will
also be monitoring 10% of clinical
3. Review of clinical record number 3, recor(:s quathﬁrlyDtg er:surgll t
. compliance The Director Clien
SOC 06./03/1.6, 1nch.1ded a plan of care for Care Services will be responsible
the certification perlOd of 06/03/16 to for monitoring these corrective
08/01/16, with orders for physical and actions to ensure that this
occupational therapy. deficiency is corrected and will
not occur.
A. The initial plan of care was
observed to be three pages. The
Administrator documented on page 1,
line 23, that she had obtained verbal start
of care orders on 06/03/16. The
subsequent pages (2 - 3) labeled
"Addendum to Plan of Treatment" was
signed by the Administrator on 07/15/16.
The physician signature line to the plan
of care and the addendums, were blank.
The initial plan of care addendums failed
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to be completed and signed by the
Administrator and sent to the physician
for signature within a timely manner.

4. Clinical record number 4, SOC
03/26/16, included a plan of care for the
certification period of 03/26/16 to
05/24/16, with orders for skilled nursing,
home health aide services, medical social
services, physical, and occupational
therapy.

A. The initial plan of care was
observed to be four pages. The Director
of Clinical Services documented on page
1, line 23, that she had obtained verbal
start of care orders on 03/26/16. The
subsequent pages (2 - 4) labeled
"Addendum to Plan of Treatment" was
signed by the Director of Clinical
Services on 07/18/16. The physician
signed the plan of care and the
addendums on 07/19/16. The initial plan
of care was observed stapled to a fax
cover sheet dated 07/19/16. The initial
plan of care and addendums failed to be
completed and signed by the
Administrator and sent to the physician
for signature within a timely manner.

B. A signed physician order dated
04/11/16, indicated "Effective
03/26/2016, Skilled Nursing
Recertification Evaluation for home care
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Iwl, 2wl, 1w7 frequency. Physical
Therapy evaluation week of 03/27/2016,
Effective 03/28/16, 2w8 frequency for
goals and interventions as per initial
evaluation. Occupational Therapy
evaluation week of 03/27/2016, Effective
03/31/2016, 1w1, 2w3 frequency for
goals and interventions as per initial
evaluation. MSW [Medical Social
Worker] evaluation week of 04/30/16,
Effective 04/05/2016, 2 - 4 visits
throughout current certification period
frequency for goals and interventions as
per initial evaluation. Home Health Aide
Services Effective week of 03/26/2016,
Owl, 2w8, 1wl frequency for goals and
interventions as per skilled clinician's
evaluation." The physician order was
electronically signed by the Director of
Clinical Services. The physician order
indicated the physician signed the order
on 07/19/16. The physician order failed
to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner

C. A physician's order dated 03/28,
04/01, 04/21, 04/25, 05/01, 05/06, 05/10,
05/17, 05/20, and 05/25/16, indicated the
physician signed all the orders on
07/19/16. The physician orders failed to
be signed by the physician in a timely
manner.
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D. An updated plan of care for the
certification period of 05/25/16 to
07/23/16, with orders for skilled nursing
and home health aide services.

1. The updated plan of care was
observed to be three pages. The Director
of Clinical Services documented on page
1, line 23, that she had obtained verbal
orders on 05/25/16. The subsequent
pages (2 - 3) labeled "Addendum to Plan
of Treatment" was signed by the Director
of Clinical Services on 06/10/16. The
physician signed the plan of care and the
addendums on 07/19/16. The initial plan
of care was observed stapled to a fax
cover sheet dated 07/19/16. The initial
plan of care and addendums failed to be
completed and signed by the Director of
Clinical Services and sent to the
physician for signature within a timely
manner.

E. A physician's order dated
06/13/16, indicated "Effective 06/09/16,
Ciprofloxacin 600 mg [milligram oral
tablet] 2 times per day for 10 days By
mouth (po) New (UTI). Effect 06/20/16
Patient prescribed Valium and
Trazodone. Patient / wife have decided
not to give patient medication." The
order was signed by the Director of
Clinical Services on 06/20/16. The order
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indicated the physician had signed the
order on 07/19/16. The Director of
Clinical Services failed to write the
orders on the date of receipt and have
those orders sent to the physician for
signature within a timely manner.

F. A missed visit form dated 05/03,
05/13, and 05/20/16, was observed to be
stapled to fax cover sheets dated
07/19/16. The agency failed to ensure
the faxed missed visits forms was sent to
the physician in a timely manner.

G. Review of the physician orders
page on the electronic medical record, as
of 07/21/16, the following orders
indicated the following:

1. An entry for the 05/25/26 to
07/23/16 plan of care, indicated the plan
of care was sent to the physician for
signature on 07/20/16.

2. One of two physician orders
dated 05/23/16, had been sent to the
physician for signature on 07/20/16. The
other order failed to indicate that the
order had been sent for signature.

3. Two physician orders dated
05/25/16, indicated they had been sent to
the physician for signatures on 07/20/16.
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4. A physician's order dated
06/06/16, indicated the order was waiting
for a co-signature, therefore, failed to
indicate that it had been sent to the
physician for signature.

5. A physician's order dated
06/13/16 and 07/05/16, indicated the
orders had been sent to the physician for
signature on 07/20/16.

H. Two skilled nursing visit notes
dated 06/13/16 and 06/20/16, indicated in
the discharge planning section "Ongoing,
Spoke to [spouse] regarding [name of
Employee G, a medical social worker]
who will see him / her again to assist
with community resources for future
care." The clinical record failed to
evidence a physician order for the
medical social services.

I. Three skilled nursing visit notes
dated 06/27, 07/05, and 07/11/16,
indicated in the discharge planning
section "Ongoing. MSW has seen them
and spoke to his / her son. He / She
reports that his / her son is working on
getting support for him / her when Home
Care moves out." The clinical record
failed to evidence a medical social
worker visit note.

The Director of Clinical Services was
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interviewed on 07/21/16 at 1:00 PM.

The Director of Clinical Services
indicated the 05/25/16 to 07/23/16 plan
of care had not been sent to the physician
and was unable to provide a reason why
the plan of care had not been sent to the
physician when a new certification period
was starting soon. The Director of
Clinical Services was unable to provide
an explanation for the missed visit forms
not being sent to the physician sooner
than 07/19/16. The Director of Clinical
Services indicated she was not aware of
the medical social worker need.

5. Clinical record number 5, SOC
06/10/16, included two plans of care for
the same certification period of 06/10/16
to 08/08/16, with orders for skilled
nursing, physical, occupation, and speech
therapy.

A. The plan of care that was
provided for home visits indicated a
skilled nursing frequency of one time a
week for eight weeks, then zero times a
week for one week. The plan of care was
four pages. The Director of Clinical
Services documented on line 23 that she
had obtained the verbal start of care
orders on 06/10/16. The subsequent
pages of the plan of care (addendums)
was signed by the Director of Clinical
Services with a date of 07/10/16.
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B. The plan of care that was copied
from the patient's hard chart indicated a
skilled nursing frequency of one time a
week for nine weeks. The plan of care
was also four pages. The Director of
Clinical Services documented on line 23
that she had obtained the verbal start of
care orders on 06/10/16. The subsequent
pages (2 - 4) labeled "Addendum to Plan
of Treatment" was signed by the Director
of Clinical Services on 07/18/16. The
initial plan of care was observed stapled
to a fax cover sheet dated 07/19/16. The
initial plan of care and the addendums
failed to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner.

C. Review of the skilled nursing visit
notes, a skilled nursing visit note was
observed to have a visit date 07/19/16,
but was electronically signed on
07/18/16, by the clinician. The visit note
failed to be accurate and reflect the
correct date of the assessment / signature.

The Director of Clinical Services was
interviewed on 07/21/16 at 12:30 PM.
The Director of Clinical Services
indicated she had to make some minor
changes to the plan of care as to why
there were changes in dates on the
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addendum pages.

6. Clinical record number 6, SOC
06/01/16, included a plan of care for the
certification period of 06/01/16 to
07/30/16, with orders for skilled nursing.

A. The plan of care observed to be
four pages. The Director of Clinical
Services documented on page 1, line 23,
that she had obtained the verbal start of
care orders on 06/01/16. The subsequent
pages (2 - 4) labeled "Addendum to Plan
of Treatment" was signed by the Director
of Clinical Services on 06/20/16. The
physician signature line was blank. The
agency failed to have the plan of care and
its subsequent addendums completed and
signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

B. The narrative note in the skilled
nursing and interventions section of the
OASIS start of care comprehensive
assessment dated 06/01/16 and the
OASIS resumption of care assessment
dated 06/22/16, both indicated "Skilled
nursing intervention and teaching noted
in assessment. Instructed patient on
calling Cornerstone Home Healthcare as
needed for changes in condition, also that
Cornerstone is available 24/7 and phone
number on SOC packet left at patient's
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apartment. Instructed on medications,
reviewed all medications with patient and
family and instructed on filling a
medication planner. Writer observed all
medication in patient's presence.
Instructed to call RN with any questions
and concerns. Patient verbalized
understanding. Informed patient that PT
[physical therapy] would be calling for
visits within the next week - and he / she
is to call office if he / she does not hear
from staff by beginning of next week.
Instructed on date of SN return.
Verbalized understanding. The narrative
note failed to be updated to the patient's
current status at the time of the
assessment.

C. The coordination note on the
OASIS start of care comprehensive
assessment dated 06/01/16 and the
OASIS resumption of care assessment
dated 06/22/16, both indicated "Writer
called PCP [primary care physician]
[Name of physician] with SOC [start of
care] orders, PT [physical therapy] and
OT [occupational therapy] services. SN
[skilled nursing] to see patient 2w2, 1w7
[two times a week for two weeks then
one time a week for seven weeks].
Informed of POC [plan of care] to follow.
Informed of major interactions with
medications and to call if any concerns,
otherwise will keep medications as
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ordered and informed SN would be
faxing information to office." The
coordination note failed to be updated to
the patient's current plan at the time of
the assessment

D. A home visit was conducted with
physical therapy on 07/20/16 at 10:00
AM, at his / her home. The patient was
observed to have lived in a ranch home in
the country. Review of the address on
the plan of care upon admission and
recertification, the patient had always
resided in his / her home. The plan of
care indicated the patient resided in a
major city when the patient actually
resided in another town outside of the
major city. The narrative note in the
06/01/16 start of care and the 06/22/16
resumption of care, indicated the "phone
number on SOC packet left at patient's
apartment." The plan of care failed to
have the correct city of residence, the
resumption of care note failed to be
updated and both start of care and
resumption of care failed to properly
identify the patient's place of residence.

G. Review of the physician orders
page on the electronic medical record, as
of 07/21/16, the plan of care dated
06/01/16, among other orders dated
06/10, 06/13, 06/15, 06/22, 06/27, and
06/28/16, indicated "To be sent to
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physician." The order dated 06/14/16
indicated "Submitted pending
co-signature."

1. Review of the patient hard
chart, physician orders dated 06/13, 06/14
06/22, 06/27 and 06/28/16, failed to
evidenced that the physician had signed
the orders. The agency failed to ensure
the physician signed the orders within a
timely manner.

H. Review of the skilled nursing visit
notes on 06/03, 06/07, 06/10, 06/13,
06/24, 06/27, 06/28, 06/29, 07/01, 07/04,
07/06, 07/08, 07/11, 07/13, 07/15, 07/18,
and 07/20/16, indicated in the
interventions section that patient /
caregiver teaching was provided on
"relation to kinds of food and urine ph,
subcutaneous injection" and instructed on
safety precautions such as "keeping
pathway clear."

1. On 06/22/16, the patient
returned from the hospital with orders to
discontinue the Lovenox injections. The
skilled nursing visit notes failed to be
updated and reflect the patient status and
education provided at the time of each
nursing visit / assessment.

7. Clinical record number 8, SOC
01/13/16, included the following:
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A. Review of the plan of care dated
01/13/16 to 03/12/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 01/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
02/02/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 05/03/16. The
physician signed all 4 pages of the plan
of care on 05/05/16. The plan of care and
the addendums to the plan of care failed
to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
timely manner.

B. Review of the physician orders
dated 01/20, 01/22, 02/23, 03/04/15, all
orders were stapled to a fax cover sheet
which indicated the orders were faxed to
the physician on 05/03/16. The orders
were signed by the physician on
05/05/16. The physician orders failed to
be sent to the physician for signature in a
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timely manner.

C. Review of a 60 day summary
dated 03/10/16 for the certification
01/13/16 to 03/12/16, the summary was
stapled to a fax cover sheet which
indicated the summary was faxed to the
physician on 05/03/16. The summary
failed to be sent to the physician in a
timely manner.

D. Review of the plan of care dated
03/13/16 to 05/11/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 03/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
04/01/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 06/30/16. The
physician signed all 4 pages of the plan
of care on 07/06/16. The plan of care and
the addendums to the plan of care failed
to be completed and signed by the
Director of Clinical Services and sent to
the physician for signature within a
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timely manner.

E. Review of the physician orders
dated 03/13/16 and 04/22/16, both orders
were stapled to a fax cover sheet which
indicated the orders were faxed to the
physician on 05/30/16. The orders were
signed by the physician on 07/06/16. The
physician orders failed to be sent to the
physician for signature in a timely
manner.

F. Review of a 60 day summary
dated 05/11/16 for the certification
03/13/16 to 05/11/16, the summary was
stapled to a fax cover sheet which
indicated the summary was faxed to the
physician on 06/29/16. The summary
failed to be sent to the physician in a
timely manner.

G. Review of Missed Visit forms
indicated the following:

1. A missed visit form dated
04/12/16, was attached to a fax cover
sheet which indicated the form was faxed
to the physician on 06/30/16.

2. A missed visit form dated
05/13 05/17,05/31, and 06/10/16, were
attached to a fax cover sheet which
indicated the forms were faxed to the
physician on 07/20/16.
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H. Review of the plan of care dated
05/12/16 to 07/10/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal start of care
orders on 05/12/16.

1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
06/20/16.

2. A fax cover sheet that was
stapled to all 3 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 06/30/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
to the physician for signature within a
timely manner.

I. Review of the plan of care dated
07/11/16 to 09/08/16, line 23 and the
subsequent 3 pages failed to indicate who
obtained the verbal order as well as the
date of the verbal order for continuing
odors. The plan of care and the
addendums to the plan of care failed to be
completed and signed by the clinician
who obtained the orders and failed to be
sent to the physician for signature within

State Form

Event ID:

2EDM11 Facility ID: 012076 If continuation sheet

Page 240 of 252




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

PRINTED: 08/30/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157619

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
07/22/2016

NAME OF PROVIDER OR SUPPLIER

CORNERSTONE HOME HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HIGH STREET
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

a timely manner.

J. Review of the physician orders
dated 06/02, 06/12 (x2 orders), and
07/11/16, failed to have a physician
signature. Review of an electronic
physician order page, the entries
indicated "to be sent." The physician
orders failed to be sent to the physician
for signature in a timely manner.

K. Review of the skilled nursing visit
notes dated 05/18/16, indicated in the
Respiratory comment section "Pt
[patient] is a current smoker; discussed
smoking cessation with pt, is not
interested. The Dietary comment section
indicated "Reinforced diet with pt.
Encouraged pt to eat fruits and vegetable,
low fat meats, whole grains, low or sugar
free items; voiced understanding. pt is
noncompliant with diet."

1. Review of the skilled nursing
visit notes dated 05/26/16, indicated in
the Respiratory comment section "Pt
[patient] is a current smoker; discussed
smoking cessation with pt, is not
interested." The Dietary comment
section indicated "Reinforced diet with
pt. Encouraged pt to eat fruits and
vegetable, low fat meats, whole grains,
low or sugar free items; voiced
understanding. pt is noncompliant with
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diet."

2. Review of the skilled nursing
visit note dated 06/02/16, indicated in the
The Dietary comment section indicated
"Reinforced diet with pt. Encouraged pt
to eat fruits and vegetable, low fat meats,
whole grains, low or sugar free items;
voiced understanding. pt continues to
noncompliant with diet. Pt has been
drinking a lot of Gatorade; encouraged
him to drink water instead or diet drinks
due to high sugar content; stated he
would try." The LPN also indicated that
the patient's wound had healed, the
patient had very dry skin, assisted the
patient with applying lotion, as well as
encouraging the patient to do it daily.
The visit note failed to evidence if the
physician had been notified.

a. Review of a physician's
order dated 06/02/16, written by the
Director of Clinical Services, the order
indicated "Effective 06/02/16, wound
resolved. Patient has very dry skin,
skilled nursing to assist pt [patient] with
applying lotion, encourage patient to
apply daily. Skilled nursing to continue
to monitor areas for changes." The box
next to "order read back and verified"
was not marked to indicate that the order
had been verbally obtained by the
Director of Clinical Services.
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3. Review of the skilled nursing
visit notes dated 06/09/16, indicated in
the The Dietary comment section
indicated "Reinforced diet with pt.
Encouraged pt to eat fruits and vegetable,
low fat meats, whole grains, low or sugar
free items; voiced understanding. pt
continues to noncompliant with diet. Pt
has been drinking a lot of Gatorade;
encouraged him to drink water instead or
diet drinks due to high sugar content;
stated he would try."

4. Review of the skilled nursing
visit notes dated 06/16/16, indicated in
the The Dietary comment section
indicated "Reinforced diet choices again
with pt, should avoid sugary drinks, fried
foods, fast foods; try to eat fruits and
vegetables, whole grains, low fat foods;
encouraged pt to try some of the healthy
choice or weight watchers meals."

5. Review of the skilled nursing
visit notes dated 06/24/16, indicated in
the The Dietary comment section
indicated "Encouraged pt to eat fruits and
vegetable, low fat meats, whole grains,
low or sugar free items; voiced
understanding. pt continues to be
noncompliant with diet. Pt has been
drinking a lot of Gatorade; encouraged
him to drink water instead or diet drinks
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due to high sugar content; stated he
would try."

The skilled nursing visit notes dietary
section were repetitive and failed to be
updated and reflect the patient status and
education provided at the time of each
nursing visit / assessment.

9. Clinical record number 9, SOC
05/21/16, included a plan of care for the
certification period of 05/21/16 to
07/19/16, with orders for skilled nursing,
physical and occupational therapy.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 05/21/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
07/15/16.

2. A fax cover sheet that was
stapled to all 4 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 07/19/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
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to the physician for signature within a
timely manner.

B. Review of physician orders dated
05/26, 07/06, 07/07, physical therapy
plan of treatment dated 07/06/16, were
stapled to a fax sheet which indicated the
fax was sent to the primary care
physician on 07/19/16. The orders failed
to be sent to the physician for signature in
a timely manner.

10. Clinical record number 10, SOC
05/07/16, included a plan of care for the
certification period of 05/07/16 to
07/05/16, with orders for skilled nursing,
physical and occupational therapy.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 05/07/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
06/20/16. The plan of care was not
signed by the attending physician. The
plan of care and the addendums to the
plan of care failed to be completed and
signed by the Director of Clinical
Services and sent to the physician for
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signature within a timely manner.

B. A urinalysis lab result that was
obtained on 06/16/16, was faxed to the
agency on 06/29/16. The lab result was
stapled to a fax cover sheet and indicated
it was faxed to the physician on 06/29/16.
The agency failed to follow up with the
patient's urinalysis at the laboratory and
notify the physician of the result in a
timely manner.

C. Review of the physician orders
dated 05/31, 06/09, 06/16/16, failed to
have a physician signature. Review of an
electronic physician order page, the
entries indicated the orders were sent on
07/20/16. Review of the patient's hard
chart, the orders were observed to be
stapled to a fax sheet which indicated the
fax was sent to the primary care
physician on 07/20/16. The orders failed
to be sent to the physician for signature in
a timely manner.

D. Review of the plan of care dated
07/05/16 to 09/03/16, indicated on page
1, line 23, the Director of Clinical
Services obtained verbal orders on
07/06/16.

1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
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treatment) indicated the Director of
Clinical Services signed the orders on
07/19/16.

2. A fax cover sheet that was
stapled to all 3 pages of the plan of care,
indicated the fax was sent to the primary
care physician on 07/20/16. The plan of
care and the addendums to the plan of
care failed to be completed and signed by
the Director of Clinical Services and sent
to the physician for signature within a
timely manner.

E. Review of a communication note
dated 06/17/16, the Director of Clinical
Services indicated "Resumption of Care
Medication Reconciliation / New Major
Medication Interactions" and attached
was a current list of medications the
patient was taking and there were major
drug interactions identified.

1. Review of the OASIS
comprehensive resumption of care
reassessment dated 05/27/16, the
Administrator indicated the she had
identified one major drug interaction and
this was to be sent to the physician.

2. Review of the attached fax
cover sheet that was stapled with the
communication note, medication profile,
and the Drug to Drug interactions sheet,
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the fax cover sheet indicated the fax was
sent to the physician on 06/17/16. The
Administrator and the Director of
Clinical Services failed to notify of the
major drug interactions upon
identification / timely manner.

11. Clinical record number 11, SOC
06/13/16, included a plan of care for the
certification period of 06/13/16 to
08/11/16, with orders for skilled nursing,
physical therapy, occupational therapy,
home health aide services, and medical
social worker services.

A. Review of the plan of care
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care
orders on 06/13/16.

1. The plan of care was noted to
be 4 pages. The subsequent pages (2 - 4)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
07/01/16. The plan of care was not
signed by the primary care physician.
The plan of care and the addendums to
the plan of care failed to be completed
and signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.
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B. Review of physician orders dated
06/16/16, failed to be signed by the
ordering physician. The orders failed to
be sent to the physician for signature in a
timely manner.

C. A communication note dated
06/13/16, was completed and signed by
the Director of Clinical Services dated
06/17/16, indicated attachments of major
Drug to Drug interactions that was
identified during the admission. The
Director of Clinical Services failed to
notify the physician of major Drug to
Drug interactions in a timely manner.

D. A home health aide supervisory
visit was conducted on 06/27/16. Review
of the clinical record, home health
services was placed on hold on 06/25/16.
The agency failed to ensure the clinical
record contained accurate information.

12. Clinical record number 12, SOC
02/16/16, included a plan of care for the
certification period 02/16/16 to 04/15/16,
with orders for physical therapy and
home health aide services.

A. Review of the plan of care,
indicated on page 1, line 23, the Director
of Clinical Services obtained verbal start
of care orders on 02/21/16.
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1. The plan of care was noted to
be 3 pages. The subsequent pages (2 - 3)
labeled at the "Addendum to Plan of
treatment) indicated the Director of
Clinical Services signed the orders on
03/01/16. A fax cover sheet that was
attached to the plan of care indicated the
orders was sent to the physician on
03/22/16. The plan of care was signed by
the attending physician on 03/25/16. The
plan of care and the addendums to the
plan of care failed to be completed and
signed by the Director of Clinical
Services and sent to the physician for
signature within a timely manner.

13. The Director of Clinical Services was
interviewed again on 07/22/16 at 10:53
AM. The Director of Clinical Services
indicated staff would obtain orders and
document the orders in the record, then
the office staff would pull the information
from the notes, write the orders
appropriately, then the Director of
Clinical of Services would sign off on the
orders, then fax the orders to the
physician for signature.

14. The Administrator and the Director
of Clinical Services were unable to
provide any further documentation /
information in reference to the above
findings by the exit conference on
07/22/16 at 2:15 PM.
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15. An undated policy titled
"Confirmation of Physician Telephone /
Verbal Orders" indicated, " ...Physician
verbal / telephone orders are accepted by
qualified staff and submitted to the
physician for his / her signature in a
timely manner. Original and / or new /
updated orders are transcribed onto an
appropriate physician order form or a
plan of treatment form, and mailed or
faxed to the physician for signature
within a timely manner of receipt of the
order by Agency personnel. Verbal /
telephone orders are to be signed by the
physician in a timely manner upon receipt
from Cornerstone Home Healthcare
personnel ... The Agency monitors
outstanding unsigned, physician orders
and the orders are refaxed as deemed
necessary. The Director of Client Care
Services is notified of any issue
associated with inability of obtaining
signature for outstanding orders. Agency
personnel may be assigned to visit
physician offices to obtain the signed
orders .... "

16. An undated policy titled
"Comprehensive Assessment" indicated "
... The registered nurse or skilled
therapist completes the comprehensive
initial assessment of the client's needs for
care, treatment and / or services within
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five [5] days from start of care ... The
Comprehensive Assessment ... Includes
the following information ... A
comprehensive review and history of
prescribed, over the counter medications
and herbal supplements, including
Potential / actual drug interactions ...
Duplicative drug therapy, potential and
past adverse effects, significant sides
effects and adverse effects .... "

17. An undated policy titled "Medical
Supervision of Client Care" indicated, "

... Upon completion of the comprehensive
assessment and development of the plan
of care, the plan of care will be faxed and
/ or mailed to the ordering physician for
final approval and signature. A written
summary report for each client shall be
sent to the ordering physician at least
every 60 days .... "
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