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G000000
This was a federal home health G000000
recertification survey. This was a
partially extended survey.
Survey dates: 12/5/13 - 12/12/13
Facility #: IN005265
Medicaid #: 100272620A
Surveyor: Ingrid Miller, RN, PHNS
Janet Brandt, RN, PHNS
Census service type: 6077 skilled
unduplicated patients in past year
Quality Review: Joyce Elder, MSN, BSN,
RN
December 19, 2013
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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G000121 | 484.12(c)
COMPLIANCE W/ ACCEPTED
PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
G000121 Describe what the facility did to 01/17/2014
Based on home visit observation, policy correct the deficient practice for
and procedure review, and interview, the eac.h-cllent cited in the def|C|.ency.
. Policies and procedures reviewed
agency failed to ensure employees and revisions made. Provided
(Employees I, K, D ) followed agency education to staff involved in the
policies and procedures related to cited visits. Describe how the
. . . . facility reviewed all clients in the
infection control at 3 of 10 home visit o
. . facility that could be affected by
observations (patient #1, 3, and 12) the same deficient practice, and
resulting in the potential to spread state, what actions the facility
infectious diseases to other patients, took to correct the deficient
. tice for any client the facility
famil ff. prac
amily, and sta identified as being affected.
Policies and procedures reviewed
Findings and revisions made.Describe the
steps or systemic changes the
1. On 12/6/13 at 10:30 AM, Employee I, facility has made or will make to
. . ensure that the deficient practice
Licensed Practical Nurse (LPN), was does not recur, including any
observed to complete a wound dressing in-services, but this also should
on patient #1's right foot by using an include any system changes you
antiseptic gel to cleanse her hands and :Ziide?/\./ Ii::'nczjl:thaegdnzZ)(ijc?lrjer;ise
then attempted to don gloves. One glove infection prevention policy and the
fell on the floor. Employee I picked up Preparation of Work Area
the glove off the floor and donned it and procedure. Education planned for
the other glove. She then removed the all §I|n|cal staff to r.ee(.jucate on
ent's d . ddid h policy/procedures indicated for
patient's dressing and did not remove the infection prevention by
dirty gloves. She readied her supplies by 1/17/14Revision of field
placing the scissors, the Aquacel Ag rope supervisory form to include
treatment package, and kerlix gauze on infection plgevenFtl)onh "
measuresDescribe how the
the floor. She then dressed the wound corrective action(s) will be
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with these supplies. monitored to ensure the deficient
practice will not recur, i.e., what
) quality assurance program will be
On 12/10/13 at 10:45 AM, Employee put into place.5-10 random
B, Registered Nurse, indicated visits supervisory visits per month
observed with patient #1 failed to conducted by clinical managers,
evidence infection prevention. homecarg director, specialized
RN coordinators, and/or
administration to ensure
2. On 12/9/13 at 11:05 AM, Employee K, compliance with infection
physical therapist, was observed to prevention measuresSupervisory
change a compression dressing on patient visits out of compliance will _be
43 Joft | d f Thi ent had reviewed and followed up with
- s le t. eg and foot. This .patlent ada employee by a member of
diagnosis of lymphedema in the lower administration
extremities. (The other dressing was
changed by skilled nursing due to a
wound on the right leg.) She placed her
computer and dressing supplies including
kerlix and a protective wound ointment in
a plastic tube on the floor. She removed
the dressing from the patient's left leg and
washed her hands and then applied the
protective barrier ointment with ungloved
hands. The patient's skin was dry and
intact. She then proceeded to dress the
patient's leg with the dressing supplies
which had been placed on the floor.
On 12/10/13 at 10:45 AM, Employee
B, Registered Nurse, indicated visits
observed with patient #3 failed to
evidence infection prevention.
3. On 12/9/13 at 11:05 AM, Employee D,
LPN, was observed to care for patient
#12, a patient with bilateral wounds
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around the axilla or armpits by applying a
wound vac dressing under the right
armpit. Patient #12 had visible blood on
the skin after the wound care on the right
arm pit was completed. The blood was
visible on the right chest area, the right
arm, and the right axillary area.
Employee D touched the dressing with
her bare hands on the dressing area. The
wound dressing was clean and did not
have visible blood on it. However, the
skin around this area still had blood
visible and had the potential to come in
contact with the dressing under the right
arm.

On 12/9/13 at 12 noon, Employee W,
RN, indicated blood was visible on the
skin around the dressing area.

4. The agency policy titled "Infection
Prevention" with a review date of 3/8/13
stated, "Purpose: To protect individuals
from transmission of communicable /
infectious diseases ... infection: the
transmission of a pathogenic
microorganism to a host ... Modes of
transmission in home care: indirectly on
the healthcare personnel hands or
contaminated equipment are some of the
ways the infection can be spread ...
Standard Precautions : Should be used
during the care of patients whether or not
the person is known to be infectious.

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

30EK11 Facility ID:

IN005265 If continuation sheet

Page 4 of 52




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

PRINTED: 01/07/2014
FORM APPROVED
OMB NO. 0938-0391

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

157046

A. BUILDING 00

B. WING

NAME OF PROVIDER OR SUPPLIER

COMMUNITY HOME HEALTH

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
12/12/2013

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

9894 E 121ST ST
FISHERS, IN 46037

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

Standard precautions are designed to
reduce the risk of transmission from both
recognized and unrecognized sources of
infection. Standard precautions combine
the major features of Universal
Precautions and Body Substance Isolation
and are based on the principle that all
blood, body fluids, secretions ... may
contain transmissible infectious agents ...
Clinical bag ... If you use a shoulder bag,
you should select a flat hard surface to
place the bag and set up work area. Use
discretion and consideration when placing
bag on patient's furniture ... CHH
[Community Home Health] based on
CDC guidelines ... b. If hands are not
visibly soiled, use an alcohol - based hand
rub for routinely decontaminating hands
in all other clinical situations described in
items C - J. Alternatively, wash hands
with antimicrobial soap and water in all
clinical situations described in items C - J
... C. decontaminate hands before having
direct contact with patients ...
decontaminate hands after removing
gloves."

5. The agency policy titled "Preparation
of work area" with a date of 10/11 stated,
"To prevent contamination of bag and
equipment, avoid cross contamination,
and establish a clean work area.
Considerations ... as homes differ greatly,
clinical staff will need to use judgement
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in selecting an appropriate work area ...
Procedure: 1. Adhere to standard
precautions. Select a flat surface to place
bag and set up work area. Use discretion
and consideration when placing bag on
patient's furniture. Never place bag on
floor ... Wash hands ... remove needed
items from bag and place on clean surface
or paper towel."
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G000145 | 484.14(9g)
COORDINATION OF PATIENT SERVICES
A written summary report for each patient is
sent to the attending physician at least every
60 days.
Based on clinical record review, policy G000145 Describe what the facility did to 01/17/2014
review, and interview, the agency failed correct the deficient practice for
. each client cited in the deficiency.
to ensure a written summary was .
o Records reviewed.The computer
completed and sent to the physician every system needs updated to include
60 days for 3 of 20 records reviewed (#3, needed patient and physician text
4, 16) with the potential to affect all the and a contact type for the 60 day
. - . summaries.We are working with
agency patients receiving services longer
the systems analysts to get the
than 60 days. system updated.Describe how the
facility reviewed all clients in the
Findings facility that could be affected by
the same deficient practice, and
. . state, what actions the facility
Concerning no 60 day summary in the took to correct the deficient
records practice for any client the facility
identified as being affected. The
1. Clinical record #4, start of care (SOC), computer sys?em needs UP.d.ated
. . to include patient and physician
failed to evidence the 60 day summary text and a contact type for the 60
had been completed for the certification day summaries.We are working
periods of 9/1/13 - 10/30/13 and with the systems analysts to get
10/31/13 - 12/29/13 the system updated.Describe the
’ steps or systemic changes the
facility has made or will make to
On 12/12/13 at 12:05 PM, Employee ensure that the deficient practice
BB, Registered Nurse, indicated there was does not recur, including any
no summary in the record. !n-serwces, but this also should
include any system changes you
made. Review Epic system for
updates needed — by
Conceming no 60 day summary sent to 1/3/14Create Tips & Tricks for 60
the physician Day Summary by 1/10/14Educate
Clinicians on 60 Day Summary
o ) process by 1/17/14Educate HIM
2. Clinical record #3, SOC failed to Auditors and Coders on the need
evidence the 60 day summary had been to audit for 60 day summaries by
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sent to the physician for the certification 1/17/14Update HIM Auditor and
periods of 9/1/13 - 10/30/13 and e 50 oy comare o
10/31/13 - 12/29/13. 1/17/14Create the process for
sending the physician the 60 Day
3. Clinical record #16, SOC failed to summary by 1/17/14Describe
evidence the 60 day summary had been Egv‘r’nt:;tzcr’;?f;'\;i:ﬁs?é:) will
sent to the physician for the certification deficient practice will not recur
periods of 9/1/13 - 10/30/13 and i.e., what quality assurance
10/31/13 - 12/29/13. program will be put into place.
The executive director of quality
and risk management and the
4. On 12/12/13 at 12:25 PM, Employee homecare dire?:tor are
BB indicated the summaries for clinical responsible for the audits/record
record #3 and #16 had not been sent to the reviews.The systems to be used
attending physicians. :;’;g;g;'ﬁ:’;?da;;he electronic
o ] benchmarking systems.February
5. The agency policy titled "Patient & March 2014 - Weekly 5% audit
Progress / Summary Report" with an of all Recertification OASIS
effective date of 4/2/12 stated, "A completed to monitor for 60 day
. . summary compliance.Monthly
progress report is communicated to the Ongoing - 5% audit of all
physician at least every 60 days or more Recertification OASIS completed
frequently if warranted ... the clinical to monitor for 60 day summary
findings will serve as the patient's compliance.
progress summary."
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G000158 | 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on clinical record review, agency G000158 Describe what the facility did to 01/17/2014
policy review, home visit observation, correct lthe d?ﬁCi?”t practigg for
and interview, the agency failed to ensure e?Ch C“?nt CIJ.[ed in the qgflglency.
o . . Discussion with each clinician
visits and treatments had been provided in involved to make sure that policy
accordance with physician orders in 5 of and procedure is
20 records reviewed (1, 6, 16, 19, 20) understood.Describe how the
. . facility reviewed all clients in the
creatm;’; the potential to fdffect all the facility that could be affected by
agency's current 823 patients. the same deficient practice, and
state, what actions the facility
Findings took to correct the deficient
practice for any client the facility
o identified as being affected.
1. Clinical record #1, start of care (SOC) Reviewed policies “Medical
11/21/13 and diagnosis of pressure ulcer Supervision” and “Skilled Nursing
stage 111, included a plan of care for the Service’Reviewed LPN job
certification period of 11/21/13 - 1/19/14 descr|pt|on and'scope of
L practiceCorrection plan
which included orders to perform a establishedDescribe the steps or
general assessment and monitor and systemic changes the facility has
instruct in process and management of made or will make to ensure that
disease and all co-morbidities, signs and the deﬂcnent.practlce- does not
recur, including any in-services,
symptoms to report to MD, and to assess but this also should include any
the patient for skin breakdown. On system changes you made.
12/6/13 at 10:30 AM, Employee I, Planned education of clinicians
Licensed Practical Nurse (LPN), was for care planplpg, physician
] orders and visit schedules the
observed to complete a wound dressing week of Jan 13th, 2014Record
on patient #1's right foot and assess the review tool revised to include
right foot. The nurse did not assess the compliance with plan of care
left foot or monitor the left foot for skin De§cr|be hF’W the correctlve
breakd action(s) will be monitored to
reakdown. ensure the deficient practice will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 30EK11 Facility ID:  IN005265 If continuation sheet Page 9 of 52
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not recur, i.e., what quality
2. Clinical record #6, SOC 3/31/13 and a assurance program W,'" be put
. . . . into place.Record reviews to be
diagnosis of non-healing surgical wound completed monthly by clinical
and morbid obesity, included a plan of managers Health information
care for the certification period of management auditors complete
11/26/13 - 1/24/13, with orders to routine audits that include
» 1 d compliance with ordered level of
perform a general assessment and to careData analyzed to determine
monitor and instruct in process and patterns/need for further
management of disease and corrective action.5-10 random
co-morbidities and goals for the skilled supervisory V'S't,s per month
Ipabl heral pul conducted by clinical managers,
nurse to ass§s§ palpable peripheral pulses. homecare director, specialized
At a home visit on 12/9/13 at 3:10 PM, RN coordinators, and/or
Employee E, Registered Nurse (RN), was administration to ensure
observed to assess the patient's legs and compliance with ordered plan of
ded dth ffs of th care.Supervisory visits out of
not.e cdema aroun t.e cutfs of the compliance will be reviewed and
patient's socks. She did not take the socks followed up with employee by a
off and look at the feet or palpate the member of administration.
pedal pulses in the patient's feet.
3. On 12/10/13 at 11:10 AM, Employee
B, RN, indicated the feet were not
assessed at the home visits noted for
Clinical record #1 and Clinical record #6
in findings #1 and #2.
4. Clinical record #16, SOC 9/26/13,
included a plan of care for the
certification period of 11/25/13 - 1/23/14.
The plan of care failed to evidence orders
for the physical therapist visits that were
completed on 12/2/13 and 12/5/13.
5. Clinical record #19, SOC 10/1/13,
included a plan of care for the
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certification period of 10/1/13 - 11/29/13
which had been signed by the physician
on 11/13/13. The plan of care identified
the skilled nurse is tor provide 2 visits a
week X 6 weeks and 1 visit x 4 weeks
and 4 as needed visits for symptom
management. No visits occurred week 8
between 11/17/13 - 11/23/13.

6. Clinical record #20, SOC 11/6/13 and
a primary diagnosis of orthostatic
hypertension, included a plan of care for
the certification period of 11/6/13 -
1/4/13. This record failed to evidence
Employee D, LPN, completed the
medication regime as ordered on the plan
of care at a visit on 11/12/13. A clinical
document titled "Home Health
Certification and Plan of Care" for the
certification period of 11/6/13 - 1/4/13
included an order to establish and instruct
in med regime actions and side effects
and instruction for the LPN to follow all
MD orders including to ensure the patient
has a complete list of medications and
understands the purpose and side effects
of all medications. This document was
completed on 10/28/13 and signed by
Employee I, RN.

a. A clinical visit note dated 11/12/13
and completed by Employee D, LPN,
failed to show that the LPN had instructed
in med regime actions or looked at the list
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of medications and completed teaching
over the patient's medications.

b. On 12/6/13 at 3:30 PM, Employee
B, RN, indicated the plan of care was not
followed for patient #20 at the visit on
11/12/13.

7. The agency policy titled "Medical
Supervision" with an approved date of
10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... Orders for therapy services
include specific procedures and
modalities to be used and the amount,
frequency and duration of services."

8. The agency policy titled "Skilled
Nursing Service" with a policy date of
6/12/12 stated, "Skilled nursing services
are provided under the supervision of a
registered nurse and in accordance with
physician's orders and the patient's plan of
care."
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G000159 | 484.18(a)
PLAN OF CARE
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.
G000159 Describe what the facility did to 01/17/2014
Based on home visit observation, policy correct the deficient practice for
review, clinical record review, and staff each client cited n the deﬂqgncy.
. . ] ] Plan of Care — Timely physician
and patient interview, the agency failed to signatureBoth of the client's plan
ensure the plan of care was signed by the of care were signed at the time of
physician in a timely manner and survey. Plan of Care — Med.ical
contained the medical equipment used by Equmen.t.lf the affected clients
] are recertified, all plan of care
/ for the patient for 5 of 20 records locators will be completed.
reviewed (#3, #11, #16, #18, #19) with Describe how the facility reviewed
the potential to affect all the 823 active all clients in the facility that could
patients of the agency. be affected by the same deficient
practice, and state, what actions
the facility took to correct the
Findings deficient practice for any client
the facility identified as being
1. Clinical record #3, Start of Care (SOC) nggit;ghpslg;;:u?:éir;;'lzdelt{]e
10/9/12, included a plan of care for the list of plans of care that are
certification period of 12/3/13 - 1/31/14, greater than 30 days old.In a
that failed to evidence all the medical ra(r)]((j;om sampling of outstanding
: : P there have been many
equlpmen.t used by. the patient. The plan attempts fo get the POC returned
of care failed to evidence the patient used signed.Health Information
a compression pump. Management Coordinator is
calling each physician to discuss
a. At a home visit on 12/9/13 at 11:25 with the pr?f:t'ce manager how
we can facilitate the return of the
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AM, patient #3's equipment was observed signed POC. Plan of Care —
to include a compression pump for the Medical EqIU|pmentCorrect|on
. 1 plan establishedDescribe the
bilateral legs. steps or systemic changes the
facility has made or will make to
b. At a home visit interview on ensure that the deficient practice
12/9/13 at 11:25 AM, Employee K does not recur , including any
hvsical th ; > o in-services, but this also should
physical therapist and patient #3 indicated include any system changes you
the compression pump was used on the made. Plan of Care — Timely
patient's legs 1 hour daily. physician signatureEducate RNs
& PTs on SOC/Recert Timeframe
. ExpectationsEducate Coders on
?. Clinical record #11, SOC 10/22/13, SOC/Recert Timeframe
included a plan of care for the ExpectationsEducate HIM staff
certification period of 10/22/13 - responsible for physician orders
12/20/13, that failed to evidence all the on the Timeframe Expectations
dical . d by th . All education to be completed by
medical equipment used by the patient. 1/17/2014Plan of Care — Medical
The plan of care failed to evidence the EquipmentConsulted the
patient used a CPAP machine. information technology system
analyst to identify if items that fall
. under the “Plan of Care
é.l. Qn 12/1 1(13 at 10:10 AM, patient (POC/485)’ and the “Discharge
#11 indicated being on a CPAP or sleep Plans (POC/485)’ tabs within the
apnea machine at night for years. electronic medical record could
be made “hard stops” requiring
an answer. Staff will be
b. On 12/12/13 -at ?2'30 PM, reeducated on all items that are
Employee BB, RN, lndlcated the CPAP required to be part of the
machine was not on the plan of care. 485. DME completion added to
our admission and recert
.. checklist. Information technology
3. Clinical record #16, SOC 9/26/13,, .
- system analyst will add two
included a plan of care for the options to the DME list: “none”
certification period for 11/25/13 - 1/23/13 which means patient does not
that failed to evidence all the medical have any supplies in the home
. . .. and “other” which will allow the
equipment used by the patient. A clinical - L
. ) clinician to free-type text. Clinical
document titled "11/21/2013 SN [skilled record review updated to include
nurse] Recertification" with a date of DME Describe how the corrective
11/21/13 and completed by Employee action(s) will be monitored to
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DD, RN, Stated’ "Tracheostomy Shlley ensure the deficient practice will
size 7.5." not recur, i.e., what quality
o assurance program will be put
into place. Plan of Care — Timely
a. A clinical document titled "Home physician signatureThe executive
Health Certification and plan of care" director of quality and risk
with a date of 11/2513 and physician management and thg homecare
. ¢ fail . h director are responsible for the
s1gr.1ature of 12/5/13 fai ed.to evidence the audits.The systems to be used for
patient's tracheostomy equipment was monitoring are the electronic
listed under DME and supplies. medical record and
benchmarking software.February
& March 2014 - Weekly 5% audit
b. On 12/1 1/1.3 a.t 4:35PM, of all Start of Care and
Employee B, RN, indicated the Recertification OASIS completed
tracheostomy equipment for patient was to monitor clinician, QR and HIM
not listed on the plan of care. timeliness.Weekly 5.% audit of
Plans of Care submitted 1/20 or
later for timely return of signed
4. Clinical record #18, SOC 6/21/13, POCMonthly Ongoing - 5% audit
included a plan of care for the of all Start of Care and
certification period of 6/21/13 - 8/19/13, Recertification OASIS completed
hich had b . d by the physici to monitor clinician, QR and HIM
w 1.c ad been signed by the physician timeliness.5% audit of Plans of
until 10/29/13. Care submitted 1/20 or later for
timely return of signed POC. Plan
On 12/10/13 at 4:10 PM, Employee B, Ef Care — 'K'/sd'clj' o b
. ; quipmentWeekly monitoring by
RN, indicated the p?an of care WZ.IS signed the clinical managers of the
on 10/29/13, and thlS was not a tlmely report created by information
signature. technology system analyst that
flags blank DME or “NA” DME on
.. the pl f R i t
5. Clinical record #19, SOC 10/1/13, @ plan of careRecord reviews to
; be completed monthly by clinical
included a plan of care for the managers to ensure DME on plan
certification period of 10/1/13 - 11/29/13 of care
which was not signed by the physician
until 11/13/13. The patient was on a
mechanical soft diet with honey thickened
liquids which was not listed on the plan of
care.
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a. A clinical document titled "Home
Health Certification and plan of care"
with a date of 9/30/13 and physician
signature of 11/13/13 failed to include the
patient's mechanical soft diet and honey
thickened liquids order.

b. A 10/8/13 speech evaluation
clinical note from Employee CC, speech
therapist, evidenced the patient had a
mechanical soft diet and honey thickened
liquids.

c. On 12/10/13 at 1:15 PM, Employee
B, RN, indicated the physician had not
signed the plan of care in a timely manner
and that mechanical soft diet and honey
thickened liquids were not on the plan of
care.

6. The agency policy titled "Medical
Supervision" with an approved date of
10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... The patient's plan of care is
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signed by the physician and dated.
Changes in the patient's plan of care are
written, counter - signed by the physician
within 30 days or as applicable, and
incorporated into the medical record. If
the visit frequency is less than the
physician's orders, the plan of care has
been altered and the physician must be
notified ... The patient's plan of care
includes but is not limited to the
following ... functional limitations and
activities permitted, medication profile,
needed equipment and medical supplies ...
frequency and duration of services
delivered ... nutritional needs or diet ...
treatments and / or services to be provided
by each discipline ... Orders for therapy
services include specific procedures and
modalities to be used and the amount,
frequency and duration of services."
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G000170 | 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on home visit observation, clinical G000170 Describe what the facility did to 01/17/2014
record and agency policy review, and correct the deficient practice for
interview, the agency failed to ensure e?Ch chgnt c@ed in the (lie.ﬂqency.
] . ] Discussion with each clinician
skilled nursing services had been involved to make sure that policy
provided in accordance with physician and procedure is
orders in 4 of 20 records reviewed (1, 6, understood.Describe how the
. . facility reviewed all clients in the
19, 20) cre:atmg the pote.ntlal to. affe<.:t all facility that could be affected by
the agency's current patients with skilled the same deficient practice, and
nursing services. state, what actions the facility
took to correct the deficient
g tice for any client the facilit
Findings prac y y
& identified as being affected.
Reviewed policies “Medical
1. Clinical record #1, start of care (SOC) Supervision” and “Skilled Nursing
11/21/13 and diagnosis of pressure ulcer Service’Reviewed LPN job
stage 111, included a plan of care for the description and scope of
] . . practiceCorrection plan
certification period of 11/21/13 - 1/19/14 establishedDescribe the steps or
which included orders to perform a systemic changes the facility has
general assessment and monitor and made or will make to ensure that
instruct in process and management of :Ziudre]iclrftl:lel:]c:ir?ga;::;eind:fv?cc:s
disease and all co-morbidities, signs and but this also should include any
symptoms to report to MD, and to assess system changes you made.
the patient for skin breakdown. On Planned education of clinicians
12/6/13 at 10:30 AM, Employee 1, for care planning, physician
. d ical orders and visit schedules the
Licensed Practical Nurse (LPN), was week of Jan 13th, 2014Record
observed to complete a wound dressing review tool revised to include
on patient #1's right foot and assess the compliance with plan of care
right foot. The nurse did not assess the Defscn(bi hﬁl""bthe co'rtrectgnta
. . action(s) will be monitored to
left foot or monitor the left foot for skin ensure the deficient practice will
breakdown. not recur, i.e., what quality
assurance program will be put
2. Clinical record #6, SOC 3/31/13 and a into place.Record reviews to be
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diagnosis of non-healing surgical wound completed monthly by clinical
and morbid obesity, included a plan of managers Health .|nformat|on
h ] . ) management auditors complete
care for the certlﬁcatlf)n period of routine audits that include
11/26/13 - 1/24/13, with orders to compliance with ordered level of
perform a general assessment and to careData analyzed to determine
monitor and instruct in process and pattern§/ need' for further
fdi d corrective action.5-10 random
management of disease an supervisory visits per month
co-morbidities and goals for the skilled conducted by clinical managers,
nurse to assess palpable peripheral pulses. homecare director, specialized
At a home visit on 12/9/13 at 3:10 PM, RdN 909;"":?“;5' andjor
. administration to ensure
Employee E, Registered Nurse (RN), was compliance with ordered plan of
observed to assess the patient's legs and care.Supervisory visits out of
noted edema around the cuffs of the compliance will be reviewed and
patient's socks. She did not take the socks followed up with employee by a
member of administration.
off and look at the feet or palpate the
pedal pulses in the patient's feet.
3. On 12/10/13 at 11:10 AM, Employee
B, RN, indicated the feet were not
assessed at the home visits noted for
Clinical record #1 and Clinical record #6
in findings #1 and #2.
4. Clinical record #19, SOC 10/1/13,
included a plan of care for the
certification period of 10/1/13 - 11/29/13
which had been signed by the physician
on 11/13/13. The plan of care identified
the skilled nurse is tor provide 2 visits a
week X 6 weeks and 1 visit x 4 weeks
and 4 as needed visits for symptom
management. No visits occurred week 8
between 11/17/13 - 11/23/13.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 30EK11 Facility ID:  IN005265 If continuation sheet Page 20 of 52




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

PRINTED: 01/07/2014
FORM APPROVED
OMB NO. 0938-0391

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

157046

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

COMMUNITY HOME HEALTH

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

9894 E 121ST ST
FISHERS, IN 46037

00

X3) DATE SURVEY

COMPLETED
12/12/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

5. Clinical record #20, SOC 11/6/13 and
a primary diagnosis of orthostatic
hypertension, included a plan of care for
the certification period of 11/6/13 -
1/4/13. This record failed to evidence
Employee D, LPN, completed the
medication regime as ordered on the plan
of care at a visit on 11/12/13. A clinical
document titled "Home Health
Certification and Plan of Care" for the
certification period of 11/6/13 - 1/4/13
included an order to establish and instruct
in med regime actions and side effects
and instruction for the LPN to follow all
MD orders including to ensure the patient
has a complete list of medications and
understands the purpose and side effects
of all medications. This document was
completed on 10/28/13 and signed by
Employee I, RN.

a. A clinical visit note dated 11/12/13
and completed by Employee D, LPN,
failed to show that the LPN had instructed
in med regime actions or looked at the list
of medications and completed teaching
over the patient's medications.

b. On 12/6/13 at 3:30 PM, Employee
B, RN, indicated the plan of care was not
followed for patient #20 at the visit on
11/12/13.

6. The agency policy titled "Medical
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Supervision" with an approved date of
10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... Orders for therapy services
include specific procedures and
modalities to be used and the amount,
frequency and duration of services."

7. The agency policy titled "Skilled
Nursing Service" with a policy date of
6/12/12 stated, "Skilled nursing services
are provided under the supervision of a
registered nurse and in accordance with
physician's orders and the patient's plan of
care."
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G000229 | 484.36(d)(2)
SUPERVISION
The registered nurse (or another
professional described in paragraph (d)(1) of
this section) must make an on-site visit to
the patient's home no less frequently than
every 2 weeks.
G000229 Describe what the facility did to 01/17/2014
Based on clinical record and policy correct the deficient practice for
review and interview, the agency failed to each CI.'ent Clteq in the deficiency.
) Education provided to each staff
ensure the Home Health Aide (HHA) member identified to ensure
supervisory visits were conducted every understanding of the standard.
14 days for 2 of 20 (#7, #8) clinical Desc?ribe t_10w the fa.:u.:ility reviewed
records reviewed of patients receiving all clients in the facility that (.;O.UId
. . . be affected by the same deficient
HHA and Skilled Nursing (SN) services practice, and state, what actions
with the potential to affect all the agency's the facility took to correct the
patients receiving skilled nursing and deficient practice for any client
home health aide services the facility identified as being
’ affected. Met with clinical
managers on 1/2/2014 and
Findings include: reviewed the citation/deficiency,
current practice, electronic
1. Clinical record #7, start of care medical record process a”Fj
. formulated a corrective action
11-18-12, contained a plan of care for the plan. Describe the steps or
certification period 11-8-13 to 1-6-14 systemic changes the facility has
with orders for HHA for to visit 5 times made or will make to ensure that
weekly for 9 weeks and the SN to visit 3 :Ziu(jre:::;(rl?;iﬁ;a::;eindzzfv?cc;ts
times weekly for 10 weeks with 12 PRN but this also should include any
(as needed) visits for catheter issues. A system changes you made.
HHA supervisory visits should have been Education provided to all clinical
conducted by 11-22-13 but was not staff related to the regulations
d d 1 11.29-1 surrounding home health aide
conducted until 11-29-13. services and supervision by
1/17/2014.Describe how the
2. Clinical record #8, start of care corrective action(s) will be
10-24-13, contained a plan of care for the monlt’Fored.Itlo er:sure the deflcr::etnt
i X ) practice will not recur, i.e., wha
certification period 11-24-13 to 12-22-13. quality assurance program will be
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The patient discharged to the hospital and put into place.Medical record
o .
returned to home health with a ROC review is 5% of all discharged
. charts quarterly.Auditing for home
(resumption of care) assessmen't 11-8-13. health aide supervisory visits
The POC (plan of care) beginning every 2 weeks has been added to
11-8-13 included orders for the skilled the audit tool. Clinical managers
nurse to visit 1 time week 1, 3 times for 2 will perform the audits thr.o.ughout
ks 2 i f Ks. 1 time for 4 the year. Concurrent auditing by
weeks, 2 times for 3 weeks, 1 time for Health Information Management
weeks and 4 PRN (as needed) for auditors will take place monthly
symptom management. The home health covering 10% of the active
aide was to visit 2 times weekly for 10 Eat'ﬁ:ts,ghat mgnth (\leth a home
. . ealth aide assigned.
weeks. The record failed to evidence a g
supervisory visit was completed by
11-26-13.
After review of the record #8 with
Employee BB on 12-12-13 at 10:30 AM,
Employee BB agreed that a HHA
supervisory visit was due by 11-26-13
and was either not done or not
documented.
3. On 12-12-13 at 10:10 AM, employee
BB indicated supervisory visits were not
done and/or not documented according to
agency practice for patient #7 and #8 and
no further documentation was available
related to supervisory visits for these
patients. Employee BB agreed the agency
did not perform supervisory visits for
patient #7 and #8 according to agency
policy.
4. Review of policy "HHA 1 Home
Health Services and Supervision", dated
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6-12-12, indicated supervisory visits for
HHA services are performed "as indicated
by regulatory agencies."
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G000236 | 484.48
CLINICAL RECORDS
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 clinical record review and G000236 Describe what the facility did to 01/17/2014
interview, the agency failed to ensure correct the deficient practice for
each client cited in the deficiency.
summary reports were completed and .
) . Records reviewed.The computer
copies placed in the record for 1 of 20 system needs updated to include
records reviewed with the potential to needed patient and physician text
affect all patients (#4) and a contact type for the 60 day
summaries.We are working with
o the systems analysts to get the
Findings Include: system updated.Describe how the
facility reviewed all clients in the
1. Clinical record #4, start of care (SOC), facility that could be affected by
failed to evidence the 60 day summary the same def|c.|ent practlcelz,' and
) ] state, what actions the facility
had been completed for the certification took to correct the deficient
periods of 9/1/13 - 10/30/13 and practice for any client the facility
10/31/13 - 12/29/13. identified as being affected. The
computer system needs updated
to include patient and physician
2. On 12/12/13 at 12:05 PM, Employee text and a contact type for the 60
BB, Registered Nurse, indicated there was day summaries.We are working
no summary in the record. with the systems analysts to get
the system updated.Describe the
steps or systemic changes the
facility has made or will make to
ensure that the deficient practice
does not recur, including any
in-services, but this also should
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include any system changes you
made. Review Epic system for
updates needed — by
1/3/14Create Tips & Tricks for 60
Day Summary by 1/10/14Educate
Clinicians on 60 Day Summary
process by 1/17/14Educate HIM
Auditors and Coders on the need
to audit for 60 day summaries by
1/17/14Update HIM Auditor and
Coders audit tool/process to
include 60 day summaries by
1/17/14Create the process for
sending the physician the 60 Day
summary by 1/17/14Describe
how the corrective action(s) will
be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place.
The executive director of quality
and risk management and the
home care director are
responsible for the audits/record
reviews.The systems to be used
for monitoring are the electronic
medical record and
benchmarking systems.February
& March 2014 - Weekly 5% audit
of all Recertification OASIS
completed to monitor for 60 day
summary compliance.Monthly
Ongoing - 5% audit of all
Recertification OASIS completed
to monitor for 60 day summary
compliance.
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NO00000
N000000

This visit was for a home health state

licensure survey.

Survey dates: 12/5/13 - 12/12/13

Facility #: IN005265

Medicaid #: 100272620A

Surveyors: Ingrid Miller, RN, PHNS

Janet Brandt, RN, PHNS

Census service type: 6077 skilled

unduplicated patients in past year

Quality Review: Joyce Elder, MSN, BSN,

RN

December 19, 2013
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N000470 | 410 IAC 17-12-1(m)
Home health agency
administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on home visit observation, policy N000470 Describe what the facility did to 01/17/2014
and procedure review, and interview, the correct the deficient practice for
. each client cited in the deficiency.
agency failed to ensure employees - .
Policies and procedures reviewed
(Employees I, K, D) followed agency and revisions made. Provided
policies and procedures related to education to staff involved in the
infection control at 3 of 10 home visit cited visits. Describe how the
. . facility reviewed all clients in the
observations (patient #1, 3, and 12) facility that could be affected by
resulting in the potential to spread the same deficient practice, and
infectious diseases to other patients, state, what actions the facility
family, and staff. took to correct the deficient
practice for any client the facility
o identified as being affected.
Findings Policies and procedures reviewed
and revisions made.Describe the
1. On 12/6/13 at 10:30 AM, Employee I, steps or systemic changes the
Licensed Practical Nurse (LPN), was facility has made or YV'" make .to
. ensure that the deficient practice
observed to complete a wound dressing does not recur, including any
on patient #1's right foot by using an in-services, but this also should
antiseptic gel to cleanse her hands and include any system changes you
then attempted to don gloves. One glove mage. I?ol!cy and procedure,
. review indicated need to revise
fell on the floor. Employee I picked up infection prevention policy and the
the glove off the floor and donned it and Preparation of Work Area
the other glove. She then removed the procedure. Education planned for
patient's dressing and did not remove the all <-:I|n|cal staff to r.ee(.jucate on
. . . policy/procedures indicated for
dirty gloves. She readied her supplies by infection prevention by
placing the scissors, the Aquacel Ag rope 1/17/14Revision of field
treatment package, and kerlix gauze on supervisory form to include
the floor. She then dressed the wound infection preven.t|on
measuresDescribe how the
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with these Supplies' corrective action(s) will be
monitored to ensure the deficient
) practice will not recur, i.e., what
On 12/10/13 at 10:45 AM, Employee quality assurance program will be
B, Registered Nurse, indicated visits put into place.5-10 random
observed with patient #1 failed to supervisory visits per month
evidence infection prevention. conducted by clinical managers,
homecare director, specialized
RN coordinators, and/or
2. On 12/9/13 at 11:05 AM, Employee K, administration to ensure
physical therapist, was observed to compliance with infection
change a compression dressing on patient prevention measuresSupgrwsory
43 Joft | d f Thi ent had visits out of compliance will be
) sle t. eg and foot. This .p atient nad a reviewed and followed up with
diagnosis of lymphedema in the lower employee by a member of
extremities. (The other dressing was administration
changed by skilled nursing due to a
wound on the right leg.) She placed her
computer and dressing supplies including
kerlix and a protective wound ointment in
a plastic tube on the floor. She removed
the dressing from the patient's left leg and
washed her hands and then applied the
protective barrier ointment with ungloved
hands. The patient's skin was dry and
intact. She then proceeded to dress the
patient's leg with the dressing supplies
which had been placed on the floor.
On 12/10/13 at 10:45 AM, Employee
B, Registered Nurse, indicated visits
observed with patient #3 failed to
evidence infection prevention.
3. On 12/9/13 at 11:05 AM, Employee D,
LPN, was observed to care for patient
#12, a patient with bilateral wounds
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around the axilla or armpits by applying a
wound vac dressing under the right
armpit. Patient #12 had visible blood on
the skin after the wound care on the right
arm pit was completed. The blood was
visible on the right chest area, the right
arm, and the right axillary area.
Employee D touched the dressing with
her bare hands on the dressing area. The
wound dressing was clean and did not
have visible blood on it. However, the
skin around this area still had blood
visible and had the potential to come in
contact with the dressing under the right
arm.

On 12/9/13 at 12 noon, Employee W,
RN, indicated blood was visible on the
skin around the dressing area.

4. The agency policy titled "Infection
Prevention" with a review date of 3/8/13
stated, "Purpose: To protect individuals
from transmission of communicable /
infectious diseases ... infection: the
transmission of a pathogenic
microorganism to a host ... Modes of
transmission in home care: indirectly on
the healthcare personnel hands or
contaminated equipment are some of the
ways the infection can be spread ...
Standard Precautions : Should be used
during the care of patients whether or not
the person is known to be infectious.
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Standard precautions are designed to
reduce the risk of transmission from both
recognized and unrecognized sources of
infection. Standard precautions combine
the major features of Universal
Precautions and Body Substance Isolation
and are based on the principle that all
blood, body fluids, secretions ... may
contain transmissible infectious agents ...
Clinical bag ... If you use a shoulder bag,
you should select a flat hard surface to
place the bag and set up work area. Use
discretion and consideration when placing
bag on patient's furniture ... CHH
[Community Home Health] based on
CDC guidelines ... b. If hands are not
visibly soiled, use an alcohol - based hand
rub for routinely decontaminating hands
in all other clinical situations described in
items C - J. Alternatively, wash hands
with antimicrobial soap and water in all
clinical situations described in items C - J
... C. decontaminate hands before having
direct contact with patients ...
decontaminate hands after removing
gloves."

5. The agency policy titled "Preparation
of work area" with a date of 10/11 stated,
"To prevent contamination of bag and
equipment, avoid cross contamination,
and establish a clean work area.
Considerations ... as homes differ greatly,
clinical staff will need to use judgement
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in selecting an appropriate work area ...
Procedure: 1. Adhere to standard
precautions. Select a flat surface to place
bag and set up work area. Use discretion
and consideration when placing bag on
patient's furniture. Never place bag on
floor ... Wash hands ... remove needed
items from bag and place on clean surface
or paper towel."
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N000522 | 410 IAC 17-13-1(a)
Patient Care
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 clinical record review, agency N000522 Describe what the facility did to 01/17/2014
policy review, home visit observation, correct the deficient practice for
. . . each client cited in the deficiency.
and interview, the agency failed to ensure i . . o
o . . Discussion with each clinician
visits and treatments had been provided in involved to make sure that policy
accordance with physician orders in 5 of and procedure is
20 records reviewed (1, 6, 16, 19, 20) understood.Describe how the
. . facility reviewed all clients in the
creatm;’; the potential to fdffect all the facility that could be affected by
agency's current 823 patients. the same deficient practice, and
state, what actions the facility
Findings took to correct the deficient
practice for any client the facility
o identified as being affected.
1. Clinical record #1, start of care (SOC) Reviewed policies “Medical
11/21/13 and diagnosis of pressure ulcer Supervision” and “Skilled Nursing
stage 111, included a plan of care for the Service’Reviewed LPN job
certification period of 11/21/13 - 1/19/14 descppnon and'scope of
L practiceCorrection plan
which included orders to perform a establishedDescribe the steps or
general assessment and monitor and systemic changes the facility has
instruct in process and management of made or will make to ensure that
disease and all co-morbidities, signs and the deﬂcnent.practlce. does not
recur, including any in-services,
symptoms to report to MD, and to assess but this also should include any
the patient for skin breakdown. On system changes you made.
12/6/13 at 10:30 AM, Employee I, Planned education of clinicians
Licensed Practical Nurse (LPN), was for care planplpg, physician
] orders and visit schedules the
observed to complete a wound dressing week of Jan 13th, 2014Record
on patient #1's right foot and assess the review tool revised to include
right foot. The nurse did not assess the compliance with plan of care
left foot or monitor the left foot for skin De§cr|be hF’W the correctlve
breakd action(s) will be monitored to
reakdown. ensure the deficient practice will
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not recur, i.e., what quality
2. Clinical record #6, SOC 3/31/13 and a assurance program W,'" be put
. . . . into place.Record reviews to be
diagnosis of non-healing surgical wound completed monthly by clinical
and morbid obesity, included a plan of managers Health information
care for the certification period of management auditors complete
11/26/13 - 1/24/13, with orders to routine audits that include
» 1 d compliance with ordered level of
perform a general assessment and to careData analyzed to determine
monitor and instruct in process and patterns/need for further
management of disease and corrective action.5-10 random
co-morbidities and goals for the skilled supervisory V'S't,s per month
Ipabl heral pul conducted by clinical managers,
nurse to ass§s§ palpable peripheral pulses. homecare director, specialized
At a home visit on 12/9/13 at 3:10 PM, RN coordinators, and/or
Employee E, Registered Nurse (RN), was administration to ensure
observed to assess the patient's legs and compliance with ordered plan of
ded dth ffs of th care.Supervisory visits out of
not.e cdema aroun t.e cutfs of the compliance will be reviewed and
patient's socks. She did not take the socks followed up with employee by a
off and look at the feet or palpate the member of administration.
pedal pulses in the patient's feet.
3. On 12/10/13 at 11:10 AM, Employee
B, RN, indicated the feet were not
assessed at the home visits noted for
Clinical record #1 and Clinical record #6
in findings #1 and #2.
4. Clinical record #16, SOC 9/26/13,
included a plan of care for the
certification period of 11/25/13 - 1/23/14.
The plan of care failed to evidence orders
for the physical therapist visits that were
completed on 12/2/13 and 12/5/13.
5. Clinical record #19, SOC 10/1/13,
included a plan of care for the
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certification period of 10/1/13 - 11/29/13
which had been signed by the physician
on 11/13/13. The plan of care identified
the skilled nurse is tor provide 2 visits a
week X 6 weeks and 1 visit x 4 weeks
and 4 as needed visits for symptom
management. No visits occurred week 8
between 11/17/13 - 11/23/13.

6. Clinical record #20, SOC 11/6/13 and
a primary diagnosis of orthostatic
hypertension, included a plan of care for
the certification period of 11/6/13 -
1/4/13. This record failed to evidence
Employee D, LPN, completed the
medication regime as ordered on the plan
of care at a visit on 11/12/13. A clinical
document titled "Home Health
Certification and Plan of Care" for the
certification period of 11/6/13 - 1/4/13
included an order to establish and instruct
in med regime actions and side effects
and instruction for the LPN to follow all
MD orders including to ensure the patient
has a complete list of medications and
understands the purpose and side effects
of all medications. This document was
completed on 10/28/13 and signed by
Employee I, RN.

a. A clinical visit note dated 11/12/13
and completed by Employee D, LPN,
failed to show that the LPN had instructed
in med regime actions or looked at the list
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of medications and completed teaching
over the patient's medications.

b. On 12/6/13 at 3:30 PM, Employee
B, RN, indicated the plan of care was not
followed for patient #20 at the visit on
11/12/13.

7. The agency policy titled "Medical
Supervision" with an approved date of
10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... Orders for therapy services
include specific procedures and
modalities to be used and the amount,
frequency and duration of services."

8. The agency policy titled "Skilled
Nursing Service" with a policy date of
6/12/12 stated, "Skilled nursing services
are provided under the supervision of a
registered nurse and in accordance with
physician's orders and the patient's plan of
care."

State Form

Event ID:

30EK11 Facility ID:

IN005265 If continuation sheet

Page 37 of 52




PRINTED: 01/07/2014

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: 00 COMPLETED
A. BUILDING
157046 L WING 12/12/2013

STREET ADDRESS, CITY, STATE, ZIP CODE
9894 E 1218ST ST

NAME OF PROVIDER OR SUPPLIER

COMMUNITY HOME HEALTH FISHERS, IN 46037
(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

State Form EventID: 30EK11 Facility ID:  [INO05265 If continuation sheet Page 38 of 52




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

PRINTED: 01/07/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

157046

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

COMMUNITY HOME HEALTH

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

9894 E 121ST ST
FISHERS, IN 46037

X3) DATE SURVEY

00 COMPLETED

12/12/2013

(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
N000524 | 410 IAC 17-13-1(a)(1)
Patient Care
Rule 13 Sec. 1(a)(1) As follows, the medical
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
treatment.
(xiii) Any other appropriate items.
N000524 Describe what the facility did to 01/17/2014
Based on home visit observation, policy correct the deficient practice for
. .. . each client cited in the deficiency.
review, clinical record review, and staff : o
. . ] ] Plan of Care — Timely physician
and patient interview, the agency failed to signatureBoth of the client's plan
ensure the plan of care was signed by the of care were signed at the time of
physician in a timely manner and survey. Plan of Care — Medical
. . . Equipmentlf the affected clients
contained the medical equipment used by o
] are recertified, all plan of care
/ for the patient for 5 of 20 records locators will be completed.
reviewed (#3, #11, #16, #18, #19) with Describe how the facility reviewed
the potential to affect all the 823 active all clients in the facility that could
patients of the agency. be affected by the same deficient
practice, and state, what actions
the facility took to correct the
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Findings deficient practice for any client
the facility identified as being
.. affected. Plan of Care — Timely
1. Clinical record #3, Start of Care (SOC) physician signatureCompiled the
10/9/12, included a plan of care for the list of plans of care that are
certification period of 12/3/13 - 1/31/14, greater than 30 days old.Ina
that failed to evidence all the medical random sampling of outstanding
. h . he ol POC there have been many
equipment used by the patient. The plan attempts to get the POC returned
of care failed to evidence the patient used signed.Health Information
a compression pump. Management Coordinator is
calling each physician to discuss
. . . with the practice manager how
a. At a home visit on 12/9/13 at 11:25 we can facilitate the return of the
AM, patient #3's equipment was observed signed POC. Plan of Care —
to include a compression pump for the Medical EquipmentCorrection
bilateral legs. plan established.Describe the
steps or systemic changes the
o ) facility has made or will make to
b. At a home visit interview on ensure that the deficient practice
12/9/13 at 11:25 AM, Employee K, does not recur , including any
physical therapist and patient #3 indicated in-services, but this also should
th . don th include any system changes you
e.compresswn pump Was used on the made. Plan of Care — Timely
patient's legs 1 hour daily. physician signatureEducate RNs
& PTs on SOC/Recert Timeframe
2. Clinical record #11, SOC 10/22/13, ExpectationsEducate Coders on
included a pl £ for th SOC/Recert Timeframe
mne u ¢ .a plan f) care for the ExpectationsEducate HIM staff
certification period of 10/22/13 - responsible for physician orders
12/20/13, that failed to evidence all the on the Timeframe Expectations
medical equipment used by the patient. All education to be completed by
. . 1/17/2014Plan of Care — Medical
The plan of care failed to evidence the .
i i EquipmentConsulted the
patient used a CPAP machine. information technology system
analyst to identify if items that fall
a. On 12/11/13 at 10:10 AM, patient ?gg%f/gz ‘)‘"F"af:j C;; Cff'[r)? )
.. . and the “Discharge
#11 1ndlcate.d bemg on a CPAP or sleep Plans (POC/485)” tabs within the
apnea machine at night for years. electronic medical record could
be made “hard stops” requiring
b. On 12/12/13 at 12:30 PM, an answer. Staff will be
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Employee BB, RN, indicated the CPAP reeducated on all items that are
machine was not on the plan of care. required to be part of the
P 485. DME completion added to
o our admission and recert
3. Clinical record #16, SOC 9/26/13,, checklist. Information technology
included a plan of care for the system analyst will add two
certification period for 11/25/13 - 1/23/13 Opt.IOHS to the DME list: “none
hat fail . 1 th ical which means patient does not
that failed to evidence all the medica have any supplies in the home
equipment used by the patient. A clinical and “other” which will allow the
document titled "11/21/2013 SN [skilled clinician to free-type text. Clinical
nurse] Recertification" with a date of rDel\‘jlcl’ErdDreV'?\g usdatf: to |nclu?e
escribe how the corrective
11/21/13 and completed by Employ.ee action(s) will be monitored to
DD, RN, stated, "Tracheostomy Shiley ensure the deficient practice will
size 7.5." not recur, i.e., what quality
assurance program will be put
. . " into place. Plan of Care — Timely
a. A ch.nlcal. document titled "Home physician signatureThe executive
Health Certification and plan of care" director of quality and risk
with a date of 11/2513 and physician management and the homecare
signature of 12/5/13 failed to evidence the director are responsible for the
tient's tracheost . t audits.The systems to be used for
pa lent's tracheostomy equlp.men was monitoring are the electronic
listed under DME and supplies. medical record and
benchmarking software.February
b. On 12/11/13 at 4:35 PM & March 2014 - Weekly 5% audit
.. ’ of all Start of Care and
Employee B, RN,-mdlcated the ) Recertification OASIS completed
tracheostomy equipment for patient was to monitor clinician, QR and HIM
not listed on the plan of care. timeliness.Weekly 5% audit of
Plans of Care submitted 1/20 or
.. later for timely return of signed
fl. Clinical record #18, SOC 6/21/13, POCMonthly Ongoing - 5% audit
included a plan of care for the of all Start of Care and
certification period of 6/21/13 - 8/19/13, Recertification OASIS completed
which had been signed by the physician to monitor clinician, QR and HIM
until 10/29/13 timeliness.5% audit of Plans of
’ Care submitted 1/20 or later for
timely return of signed POC. Plan
On 12/10/13 at 4:10 PM, Employee B, of Care — Medical
RN, indicated the plan of care was signed EquipmentWeekly monitoring by
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on 10/29/13, and this was not a timely
signature.

5. Clinical record #19, SOC 10/1/13,
included a plan of care for the
certification period of 10/1/13 - 11/29/13
which was not signed by the physician
until 11/13/13. The patient was on a
mechanical soft diet with honey thickened
liquids which was not listed on the plan of
care.

a. A clinical document titled "Home
Health Certification and plan of care"
with a date of 9/30/13 and physician
signature of 11/13/13 failed to include the
patient's mechanical soft diet and honey
thickened liquids order.

b. A 10/8/13 speech evaluation
clinical note from Employee CC, speech
therapist, evidenced the patient had a
mechanical soft diet and honey thickened
liquids.

c. On 12/10/13 at 1:15 PM, Employee
B, RN, indicated the physician had not
signed the plan of care in a timely manner
and that mechanical soft diet and honey
thickened liquids were not on the plan of
care.

6. The agency policy titled "Medical
Supervision" with an approved date of

the clinical managers of the
report created by information
technology system analyst that
flags blank DME or “NA” DME on
the plan of careRecord reviews to
be completed monthly by clinical
managers to ensure DME on plan
of care
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10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... The patient's plan of care is
signed by the physician and dated.
Changes in the patient's plan of care are
written, counter - signed by the physician
within 30 days or as applicable, and
incorporated into the medical record. If
the visit frequency is less than the
physician's orders, the plan of care has
been altered and the physician must be
notified ... The patient's plan of care
includes but is not limited to the
following ... functional limitations and
activities permitted, medication profile,
needed equipment and medical supplies ...
frequency and duration of services
delivered ... nutritional needs or diet ...
treatments and / or services to be provided
by each discipline ... Orders for therapy
services include specific procedures and
modalities to be used and the amount,
frequency and duration of services."
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N000529 | 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;
(D) optometrist or
(E) podiatrist;
at least every two (2) months.
Based on clinical record review, policy N000529 Describe what the facility did to 01/17/2014
review, and interview, the agency failed correct the deficient practice for
. each client cited in the deficiency.
to ensure a written summary was .
o Records reviewed.The computer
completed and sent to the physician every system needs updated to include
60 days for 3 of 20 records reviewed (#3, needed patient and physician text
4, 16) with the potential to affect all the and a contact type for the 60 day
. . . . summaries.We are working with
agency patients receiving services longer
the systems analysts to get the
than 60 days. system updated.Describe how the
facility reviewed all clients in the
Findings facility that could be affected by
the same deficient practice, and
. . state, what actions the facility
Concerning no 60 day summary in the took to correct the deficient
records practice for any client the facility
identified as being affected. The
1. Clinical record #4, start of care (SOC), computer sysf[em needs up.d.ated
. . to include patient and physician
failed to evidence the 60 day summary text and a contact type for the 60
had been completed for the certification day summaries.We are working
periods of 9/1/13 - 10/30/13 and with the systems analysts to get
10/31/13 - 12/29/13 the system updated.Describe the
' steps or systemic changes the
facility has made or will make to
On 12/12/13 at 12:05 PM, Employee ensure that the deficient practice
BB, Registered Nurse, indicated there was does not recur, including any
no summary in the record in-services, but this also should
’ include any system changes you
made. Review Epic system for
updates needed — by
Concerning no 60 day summary sent to 1/3/14Create Tips & Tricks for 60
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the physician Day Summary by 1/10/14Educate
Clinicians on 60 Day Summary
.. . process by 1/17/14Educate HIM
2. .Chmcal record #3, SOC failed to Auditors and Coders on the need
evidence the 60 day summary had been to audit for 60 day summaries by
sent to the physician for the certification 1/17/14Update HIM Auditor and
periods of 9/1/13 - 10/30/13 and _Coldedfs 23? tool/process tg
include ay summaries by
10/31/13 - 12/29/13. 1/17/14Create the process for
sending the physician the 60 Day
3. Clinical record #16, SOC failed to summary by 1/17/14Describe
evidence the 60 day summary had been how thg corrective action(s) wil
he physician for th Ficati be monitored to ensure the
sen.t to the physician for the certification deficient practice will not recur,
periods of 9/1/13 - 10/30/13 and i.e., what quality assurance
10/31/13 - 12/29/13. program will be put into place.
The executive director of quality
and risk management and the
4. Qn 1.2/12/13 at 12:25 I"M, Em}).lo.yee home care director are
BB indicated the summaries for clinical responsible for the audits/record
record #3 and #16 had not been sent to the reviews.The systems to be used
attending physicians. for monitoring are the electronic
medical record and
) ) ) benchmarking systems.February
5. The agency policy titled "Patient & March 2014 - Weekly 5% audit
Progress / Summary Report" with an of all Recertification OASIS
effective date of 4/2/12 stated, "A completed to monitor for 60 day
i cated to th summary compliance.Monthly
progfe.ss report is communicated to the Ongoing - 5% audit of al
physician at least every 60 days or more Recertification OASIS completed
frequently if warranted ... the clinical to monitor for 60 day summary
findings will serve as the patient's compliance.
progress summary."
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NO000537 | 410 IAC 17-14-1(a)
Scope of Services
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 home visit observation, clinical NO000537 Describe what the facility did to 01/17/2014
record and agency policy review, and correct the deficient practice for
. . . each client cited in the deficiency.
interview, the agency failed to ensure i . . o
] . ] Discussion with each clinician
skilled nursing services had been involved to make sure that policy
provided in accordance with physician and procedure is
orders in 4 of 20 records reviewed (1, 6, understood.Describe how the
. . facility reviewed all clients in the
19, 20) cre'atlng the pote-ntlal t(? affe(.:t all facility that could be affected by
the agency's current patients with skilled the same deficient practice, and
nursing services. state, what actions the facility
took to correct the deficient
Findines practice for any client the facility
& identified as being affected.
Reviewed policies “Medical
1. Clinical record #1, start of care (SOC) Supervision” and “Skilled Nursing
11/21/13 and diagnosis of pressure ulcer Service’Reviewed LPN job
stage 111, included a plan of care for the descppnon and'scope of
: . . practiceCorrection plan
certification period of 11/21/13 - 1/19/14 establishedDescribe the steps or
which included orders to perform a systemic changes the facility has
general assessment and monitor and made or will make to ensure that
instruct in process and management of the deﬂcnent.practlce. does not
. el ) recur, including any in-services,
disease and all co-morbidities, signs and but this also should include any
symptoms to report to MD, and to assess system changes you made.
the patient for skin breakdown. On Planned education of clinicians
12/6/13 at 10:30 AM, Employee I, for care planplpg, physician
. d ical orders and visit schedules the
Licensed Practical Nurse (LPN), was week of Jan 13th, 2014Record
observed to complete a wound dressing review tool revised to include
on patient #1's right foot and assess the compliance with plan of care
right foot. The nurse did not assess the De§cr|be hF’W the correctlve
loft f . he left foot for ski action(s) will be monitored to
ett foot or momitor the lett foot for skin ensure the deficient practice will
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breakdown. not recur, i.e., what quality
assurance program will be put
.. into place.Record reviews to be
2. Clinical record #6, SOC 3/31/13 and a completed monthly by clinical
diagnosis of non-healing surgical wound managers Health information
and morbid obesity, included a plan of management auditors complete
care for the certification period of routlnlg aUd'ts_IEat E‘Clug? | of
) compliance with ordered level o
11/26/13 - 1/24/13, with orders to careData analyzed to determine
perform a general assessment and to patterns/need for further
monitor and instruct in process and corrective action.5-10 random
management of disease and supgrvntso(:ybvwllt.s .pelr month
g . conducted by clinical managers,
co-morbidities and goals for. the skilled homecare director, specialized
nurse to assess palpable peripheral pulses. RN coordinators, and/or
At a home visit on 12/9/13 at 3:10 PM, administration to ensure
Employee E, Registered Nurse (RN), was compliance with ordered plan of
b dt th tient's | d care.Supervisory visits out of
observed o assess the patient's fegs an compliance will be reviewed and
noted edema around the cuffs of the followed up with employee by a
patient's socks. She did not take the socks member of administration.
off and look at the feet or palpate the
pedal pulses in the patient's feet.
3. On 12/10/13 at 11:10 AM, Employee
B, RN, indicated the feet were not
assessed at the home visits noted for
Clinical record #1 and Clinical record #6
in findings #1 and #2.
4. Clinical record #19, SOC 10/1/13,
included a plan of care for the
certification period of 10/1/13 - 11/29/13
which had been signed by the physician
on 11/13/13. The plan of care identified
the skilled nurse is tor provide 2 visits a
week X 6 weeks and 1 visit x 4 weeks
and 4 as needed visits for symptom
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management. No visits occurred week 8
between 11/17/13 - 11/23/13.

5. Clinical record #20, SOC 11/6/13 and
a primary diagnosis of orthostatic
hypertension, included a plan of care for
the certification period of 11/6/13 -
1/4/13. This record failed to evidence
Employee D, LPN, completed the
medication regime as ordered on the plan
of care at a visit on 11/12/13. A clinical
document titled "Home Health
Certification and Plan of Care" for the
certification period of 11/6/13 - 1/4/13
included an order to establish and instruct
in med regime actions and side effects
and instruction for the LPN to follow all
MD orders including to ensure the patient
has a complete list of medications and
understands the purpose and side effects
of all medications. This document was
completed on 10/28/13 and signed by
Employee I, RN.

a. A clinical visit note dated 11/12/13
and completed by Employee D, LPN,
failed to show that the LPN had instructed
in med regime actions or looked at the list
of medications and completed teaching
over the patient's medications.

b. On 12/6/13 at 3:30 PM, Employee
B, RN, indicated the plan of care was not
followed for patient #20 at the visit on
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11/12/13.

6. The agency policy titled "Medical
Supervision" with an approved date of
10/29/06 and review date of 10/25/12
stated, "An individualized plan of care is
developed and ordered by the physician in
consultation with the patient and or
parent / guardian, the home health care
staff and interdisciplinary team members.
a. Home health care staff members accept
a patient and administer his / her care and
treatment according to the plan of care
ordered by the patient's attending
physician ... Orders for therapy services
include specific procedures and
modalities to be used and the amount,
frequency and duration of services."

7. The agency policy titled "Skilled
Nursing Service" with a policy date of
6/12/12 stated, "Skilled nursing services
are provided under the supervision of a
registered nurse and in accordance with
physician's orders and the patient's plan of
care."
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N000608 | 410 IAC 17-15-1(a)(1-6)
Clinical Records
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.
NO000608 Describe what the facility did to 01/17/2014
Based on clinical record review and correct the deficient practice for
. . . each client cited in the deficiency.
interview, the agency failed to ensure .
Records reviewed.The computer
summary reports were completed and system needs updated to include
copies placed in the record for 1 of 20 needed patient and physician text
records reviewed with the potential to and a cqnta\(/:\t/ type for tf;_e 60 ('jtiy
- summaries.We are working wi
affect all patients (#4) the systems analysts to get the
system updated.Describe how the
Findings Include: facility reviewed all clients in the
facility that could be affected by
1. Clinical record #4, start of care (SOC), the same def|c.|ent practlcelz,' and
. . state, what actions the facility
failed to evidence the 60 day summary took to correct the deficient
had been completed for the certification practice for any client the facility
periods of 9/1/13 - 10/30/13 and identified as being affected. The
10/31/13 - 12/29/13. computer system needs updated
to include patient and physician
text and a contact type for the 60
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2. On 12/12/13 at 12:05 PM, Employee
BB, Registered Nurse, indicated there was
no summary in the record.

day summaries.We are working
with the systems analysts to get
the system updated.Describe the
steps or systemic changes the
facility has made or will make to
ensure that the deficient practice
does not recur, including any
in-services, but this also should
include any system changes you
made. Review Epic system for
updates needed — by
1/3/14Create Tips & Tricks for 60
Day Summary by 1/10/14Educate
Clinicians on 60 Day Summary
process by 1/17/14Educate HIM
Auditors and Coders on the need
to audit for 60 day summaries by
1/17/14Update HIM Auditor and
Coders audit tool/process to
include 60 day summaries by
1/17/14Create the process for
sending the physician the 60 Day
summary by 1/17/14Describe
how the corrective action(s) will
be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place.
The executive director of quality
and risk management and the
homecare director are
responsible for the audits/record
reviews.The systems to be used
for monitoring are the electronic
medical record and
benchmarking systems.February
& March 2014 - Weekly 5% audit
of all Recertification OASIS
completed to monitor for 60 day
summary compliance.Monthly
Ongoing - 5% audit of all
Recertification OASIS completed
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to monitor for 60 day summary
compliance.
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