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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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 000

Bldg. 00

This visit was for a federal home health
recertification survey that resulted in an
extended survey.

Survey Dates: February 18, 19, 20, and
23,2015.

Facility #: 12928
Medicaid #: 201091400
Surveyor: Tonya Tucker, RN, PHNS

Scott's Home Healthcare LLC is
precluded from providing its own home
health aide training and competency
evaluation program for a period of 2
years beginning February 23, 2015,
through February 23, 2017, for being
found to be out of compliance with the
Conditions of Participation 42 CFR
484.18: Acceptance of Patients, Plan of
Care, and Medical Supervision and
484.48: Clinical Records.

Agency Census: 107
Skilled Patients: 15
Home Health Aide: 106
Personal Services Only: 1

G 000

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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Quality Review: Joyce Elder, MSN,
BSN, RN
March 24, 2015
G 108 484.10(c)(1)
RIGHT TO BE INFORMED AND
Bldg. 00 | PARTICIPATE
The patient has the right to be informed, in
advance about the care to be furnished, and
of any changes in the care to be furnished.
The HHA must advise the patient in advance
of the disciplines that will furnish care, and
the frequency of visits proposed to be
furnished.
The HHA must advise the patient in advance
of any change in the plan of care before the
change is made.
Based on clinical record review, policy G108 Appropriate staff to be in serviced 03/30/2015
review, and interview, the agency failed on the following: The Home
h . e . Health Agency (HHA) created a
to ensure the patient was informed, in policy entitled "Patient Care
advance, of any changes in the care to be Scheduling" which states that
furnished in 3 of 7 active patient records Case Manager will notify
reviewed creating the potential to affect Scheduling employeg of
1 fth . . requested days and time of home
all 107 of the agency's patients. (#2, #5, health visits. Scheduling will
and #10) maintain a set schedule as
requested. If a change to the
Findings include: scheduled visit is requested by
) the patient, a Communication
Form is completed by the
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1. Clinical record #2 contained a scheduling employee, the
physicians plan of care for certification ass_'gne,d Case. Manager is
. . notified immediately, and the
period 12/2/14 to 1/30/15 with orders to request resolution documented
include home health aide services 1 hour for the Case Manager to sign.
per day, 7 days per week for 60 days_ The completed Communication
The record failed to evidence home Form is given to the Administrator
. . for review and to ensure the
health aide services were conducted on request was fulfilled.
1/10/15 and 1/11/15 and failed to Administrator will file in the
evidence documentation of the patient's patient clinical chart under the
notification prior to the missed visits. appropriate non clinical
documentation tab to ensure
) continuity of care. The Missed
A. The record evidenced a document Visit Form was revised to include
dated 1/24/15, signed by employee BB specifically when the patient was
(home health aide), titled "Home Health ?ogﬂefc‘i”o:;a IV'S't thi:]was un:ble
. . " o be filled along with every home
A1F1e Daily Note. Th.e document states, health aide called for coverage.
"Time In 10:00 am Time Out 11:00 am." Scheduling, Case Managers, and
HR Department will meet daily to
B. The record evidenced a document discuss any unfilled visits for the
. current work week, problems that
d-ated 1/25/15, signed ‘t?y emp.loyee BB, need resolved regarding patient
titled "Home Health Aide Daily Note." scheduled visits, or missed visit
The document states, "Time In 10:00 am documentation that needs
Time Out 11:00 am." completed. Administrator will
oversee these morning huddle
o sessions and Assistant to the
C. On 2/20/15 at 9 AM, a home visit Administrator will type summary
was conducted with patient #2. The for review and to ensure that all
patient indicated the home health aide is problems in morning huddle were
dt me at 9 AM dav for resolved before end of work day.
supposed to co .e o0 every y 0 On Call employees to call into
1 hOur. The patlent 1ndlcated a feW times Office and report to Administrator
the aide came at 10 AM instead of 9 AM at end of shift to report any
and indicated not being notified of the concerns that need addressed in
. . . . the on call report. Administrator
change in arrival time. The patient . .
o ) ) responsible for ensuring these
indicated not having an aide for the dates concerns are addressed and
of Saturday, 1/10/15 and Sunday, resolved.
1/11/15 and on 1/10/15, the patient
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contacted the office and spoke with
employee CC (office staff) who reassured
patient that an aide would arrive on
1/11/15. The patient indicated the aide
failed to arrive again on 1/11/15 at which
time the patient contacted the office and
spoke to employee CC and was told the
employee would "Look into it." The
patient indicated not being contacted
back from the agency.

D. On 2/23/15 at 12:35 PM,
employee E (alternate director of nursing)
indicated it is the responsibility of the
on-call staff to contact the patient and
inform them of any changes or time
differences for the scheduled visit.

2. Clinical record #5 contained a
physicians plan of care for certification
period 1/16/15 to 3/16/15 with orders to
include home health aide services 6 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/29/15 and 2/10/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record contained an undated
document titled "Missed Visit Form"
stating, "Patient: [patient #5] Date/Time
of visit: 1/29/15 Type of Visit: HHA
[home health aide] Staff Member:
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[Employee FF-home health aide]
Reason: Other 'aide off on dr. [doctor]
note, couldn't find replacement' How
were the patient's needs met? [blank]
Physician Notified: [blank] ...."

B. The record contained a document
titled "Nurse Care Visit Note" stating,
"Patient Name: [patient #5] Date: '2-9-15'
... Pain Rating '8/10" Pain Area: '[left]
axilla ... Education Topic: 'Wound Care'
... Note: 'Pt. compliant [with] all meds
through previous set up. Pt. tolerates
visit well. Pt seen at wound center today
for [left] axilla and [left] groin/abd
[abdomen] fold. Pt received new order
for daily wound care to [left] axilla area.
Daily nurse visit to begin 2/10/15 per
order. Educated pt. on care to wound
area.' ... Nurse Signature [employee
N-registered nurse] ... ." The record
evidenced the next skilled nursing visit
was conducted on 2/13/15 and failed to
evidence the patient was notified of the
change in the plan of care.

1.) The record evidenced a
physicians order from the wound center
stating, "Date: 2/09/15 Time: 1500 ...
Orders Note: Only those items checked
will be carried out. ... DIAGNOSIS:
Number/Location Wound #(s): '#3'
Location: '[left] axilla' Dressing Orders
Aquacel Ag/Gauze/Medipore ... Cleanse
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Wound(s) with: Normal Saline ...
Physician or Physician Extender
Signature: [physician at wound center|
Date: 2/9/15 Time: 1525 ...."

2.) A document titled "Clinical
Note" states, "2-9-15 St. [Saint] Joseph
Wound Center sent orders for pt [patient]
to have daily dressing changes to wound
to [left] axilla. Case manager notified.
MD aware. Will begin dressing change
2/10/15 after pt receives wound care
supplies. [employee K-registered
nurse]." The document states, "2-10-15
Pt called et [and] stated [patient] hasn't
received [patient's] supplies for wound
care. Pt concerned about when wound
care will start. Call [physician] at St.
Joseph Wound Center to see if staff has
ordered supplies. [employee K]." The
document states, "2-12-15 1145 A [AM]
- St. Joseph Wound Center called et
stated pts supplies are now delivered.
Called pts PCP [primary care physician]
et notified him that office had order for
wound care daily. MD stated to start
wound care 2/13/15. [employee K]."

3.) On 2/19/15 at 3:50 PM,
employee K (registered nurse) indicated
receiving a call from patient #5 on
2/10/15 with concerns of the skilled
nurse not visiting for wound care. The
employee indicated contacting the wound
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center on 2/10/15 in regards to wound
care supplies. The employee indicated
he/she failed to make contact with the
patient in regards to plan for treatment.

3. Clinical record #10 contained a
physician's plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
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G 110

FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

4. The agency policy with an effective
date of 7/20/15, a revised date of 8/20/12,
and a reviewed date as 7/25/14 titled
"PATIENT RIGHTS AND
RESPONSIBILITIES" states,
"PATIENT'S RIGHTS ... 5. You have
the right to expect the agency to have the
proper resources to render safe care of the
frequency of visits proposed. 6. You
have the right to be told in advance what
disciplines will furnish care and the
frequency of visits proposed. ... 8 You
have the right to know in advance of any
change in your plan of care before the
change is made. ... ."

484.10(c)(2)(ii)
RIGHT TO BE INFORMED AND
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Bldg. 00 | PARTICIPATE
The HHA complies with the requirements of
Subpart | of part 489 of this chapter relating
to maintaining written policies and
procedures regarding advance directives.
The HHA must inform and distribute written
information to the patient, in advance,
concerning its policies on advance
directives, including a description of
applicable State law. The HHA may furnish
advance directives information to a patient
at the time of the first home visit, as long as
the information is furnished before care is
provided.
Based on document and policy review, G110 The appropriate staff to be in 03/30/2015
clinical record review, and observation, serwcgd on the following: The
. . HHA will provide an updated and
the agency failed to ensure patients were revised Indiana Advanced
provided the current Advance Directives, Directives document dated July
including a description of applicable 2013 to every existing patient's
State law, for 3 of 3 home visit home. The. asmgped Cgse
. . . Manager will provide this
observations creating the potential to document furnished by the HHA
affect all 107 of the agency's current during every admission of a
patients. (#2, #5, and #6) patient along with delivering
document to existing patients
Findi ihelude: during scheduled supervisory
Indings nclude: visits, skilled nurse visits, and/or
recertification visit determined by
1. Clinical record #2, start of care first available encounter. Every
10/8/13, failed to evidence the patient ex§t|n%pftl’e2tdto havc; r;wsetfj
and update vanced Directives
ha.d be.en presented an upfiated Advanced dated July 13, 2013 in patient
Directives document, revised July 2013. residence within 30 days of
written correction. Administrator
On 2/20/15 at 9 AM. a home visit to ensure deficiency corrected
. and maintained by receiving a list
Wa§ conducte'd t.o patient #2. ' The in 30 days from each Case
patient's admission packet failed to Manager with documentation of
evidence the Indiana Advanced completion.
Directives document revised July, 2013.
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2. Clinical record #5, start of care
9/18/14, failed to evidence the patient
had been presented an updated Advanced
Directives document, revised July 2013.

On 2/19/15 at 10:15 AM, a home
visit was conducted to patient #5. The
patient's admission packet failed to
evidence the Indiana Advanced
Directives document revised July, 2013.

3. Clinical record #6, start of care
6/20/14, failed to evidence the patient
had been presented an updated Advanced
Directives document, revised July 2013.

On 2/20/15 at 10 AM, a home visit
was conducted to patient #6. The
patient's admission packet failed to
evidence the Indiana Advanced
Directives document revised July, 2013.

4. The policy with an effective date of
7/20/12 and reviewed date as 7/25/14
titled "CLIENT CLINICAL RECORD"
states, "PROCEDURE: ...9. The
clinical record documents the following,
using a standardized format, (clinical
note): ... D. Information on any advance
directives for care, as appropriate; ... ."
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G 121 484.12(c)
COMPLIANCE W/ ACCEPTED
Bldg. 00 | PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
Based on clinical record review, agency G121 All clinical staff will be required to 03/30/2015
policy review, observation and interview, i::gs :fr; rlggsaerrc.ivi:::: srr;c:):rllls
the agency failed to ensure staff followed infection control procedures to be
infection control practices for 1 of 5 given by contracted licensed
home visit observations and failed to medical professional. All staff
ensure the clinical record contained hired by the HHA will be reqylred
tel henti dand to perform a competency skills
ap.pfopnate y aut ent'lcate and dated check off on proper infection
clinical notes as required by agency control procedures prior to patient
policy in 1 of 10 clinical records contact. All clinical staff will be
reviewed creating the potential to affect requ:rgd to at.tenc.i ardd'complektleﬂ a
. yearly in service including a skills
all patients of the agency. (#4 and #5) check off to ensure proper
infection control practices are
Findings include: being performed and maintained.
HR staff to document and track
. . . . in-service and skills check off.
1. During a home visit observa@on on Administrator to receive copy of
2/19/15 at 11 AM, employee J (licensed completion as follow up to ensure
practical nurse), was observed providing compliance is maintained. All
wound care to patient #5. After donning Home Health Aide Daily Notes
1 | | J databl will be completed in entirety by
¢ faan gloves, employee p'reppe a table Home Health Aide completing
with the wound care supplies, cleansed patient visit. Home health aides
the wound with normal saline on a gauze will complete hha notes according
pad and then placed the pad in a trash to the policy titled Home Health
b lied A 1A d pad Aide Note Completion, Auditing,
) ag, applied Aquacel Ag w01‘1n pa . and Correction Policy which
inside the wound, covered with a sterile states: Policy: Home Health Aide
gauze pad, applied tape to secure, staff will properly complete
removed gloves and placed in trash bag, documentation according to
and then washed hands with soap and accepted professional standards
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water. and principles that apply to home
health documentation . All
. . documentation is to be properly
A. The agency policy with an authenticated by the staff
effective date of 7/20/12 and a reviewed member who completes the work
date as 7/25/14 titled "INFECTION only and patient’s will sign home
CONTROLH states "POLICY All home health aide documentation
} ’ o confirming that the clock in and
care staff will follow established out times, the date, and the
infection control procedures. PURPOSE: checked off tasks were
To provide measures to prevent completed on that date between
exposures to infectious diseases during tr;ose tlmgs acgordmgl;\ltci the plan
. of care. Procedure: Note
the treatment of patients. PROCEDURE: Completion- 1. When arriving at
Standard Precautions/Universal patient home, HHA will locate
Precautions 1. Standard Precautions are company folder and check
routine barrier precautions that are careplan for tasks to be _
ilized with all pati completed. 2. Next, HHA will
utilized with all patients to.protect document time of arrival at
employees from contact with blood and patient home on nurse aide note
body fluids, secretions, excretions, on appropriate time. This should
non-intact skin, and mucous membranes. ?e;hethnme HH:} washschetljuledd
. o0 be there on his or her calendar.
... 4. Staff sl.10u1d was their hands before 3. Complete tasks and check
and after patient contact, upon removal of them off on note as completed
gloves, before and after invasive according to the home health aide
procedures, after handling soiled or careplan. Only tasks which have
taminated material d ded been checked off on hha
con aml.na ed materials, ... and as needed. careplan by the Registered Nurse
5. Medical g]OVeS should be worn when: Supervisor or state “prn" in check
a) contact with blood or body fluids is box should be
likely; b) providing care to non-intact addressed/completed ?t this visit
kin; ¢) handli leani and documented on this note. 4.
skin; ¢ . anding (.)r cleaning When visit time comes to end per
contaminated equipment ... 6. Gloves hha schedule, aide should
should be changed between patient document end time in appropriate
contact and procedures. Hands should be line on hha note and sign on hha
signature line and date line next
washed thoroughly after removal of . RN
.\ to it. When signing aide is
gloves. .... confirming he/she completed the
tasks checked as being
B. The agency policy with an completed on that date between
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effective date of 7/20/12 and a reviewed the in and out time documented
date as 7/25/14 titled "INFECTION and confirming these were
" completed in accordance with the
CONTROL-HAND WASHING" states, HHA careplan. 5. The hha
"POLICY: All health care workers shall should then request for the
wash their hands frequently and patient/or patient family to sign
appropriately. ... Health care workers h'S/_ her own name on thg
. . patient/family signature line and
shall wash hands: ... 4. After removing remind them that by doing so they
gloves, worn per Standard Precautions are confirming that the aide was
for direct contact with excretions or at their home, between the
secretions, mucous membranes, ... ." documented times and completed
the checked off tasks that were
o completed in accordance with the
2. Clinical record #4, start of care hha careplan that the patient was
6/19/14 and discharge date 8/9/14, active in helping develop for
evidenced a plan of care for certification h;]S/ h?dr olwn gare. Th?tiat'gnf
. . should also document the date on
period 6/20 t0.8/18/14. with orders for the date line next to his/her
home health aide services 12 hours per signature.  Auditing and
day, 7 days per week for 60 days. The Corrections of HHA note- 1.
record contained a physicians order for Kokomo HHAs are to turn their
h health aid . 8 h notes in each day after their visits
ome health alde services ¢ hours per are complete. There is a drop
day, 7 days per week. box located at the front door of
the office building in kokomo. In
A. The record contained a document areas other than Eotkomok’ a
. " . . " courier is assigned to pick up
tlﬂe_d I-{omc? Health Aide I?ally Note notes and HHA will be oriented to
stating, "Patient Name [patient #4] this when beginning employment.
Employee Name [employee DD-home 2. When HHAs turn in notes, they
health aide] Date 6/24/14 ... Circle task wil flrst be verified 'f” t?e dat
. computer program for time, date
completed ?.Ild place a checkmark in the and completion of visit. If notes
Partial bed bath [checked] ... Skin Care will be made and forwarded to HR
[checked] ... NUTRITION Prepare Meal LOf CouhnSﬁ'rg zf chegulter anﬁ
ome health aide. 3. Notes wi
[checked] ... Féeds Self [checked] be audited before filed into the
Encourage Fluids [checked] ACTIVITY patient record for correctness
LEVEL Up with Assistance [checked] including: completion in black ink
W/C [wheelchair] [checked] Partial only, tasks completed compared
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Weight Bearing [checked] ... Transfer to HHA careplan, and .
bed/chair [checked] Transfer toilet conﬁrmahoq 3|gnatur.es. Aud|tor
. nor anyone in the office will make
[checked] ... ELIMINATION Continent any type of alteration on the nurse
[checked] ... Bedside Commode aide note. If notes do not match
[checked] ... OTHER ... Medication f:areplan, are in another color of
Reminder [checked] ... HOMEMAKING ink a Cc_’ﬁ/) will b?tmaHdsfand the
) . copy will be sent to or
... Dishes [check-ed] ... Other: [checked counseling of home health aide.
... Employee's Signature [employee DD] If a signature is missing, the note
Date: '6/24/14' Patient's Signature will be given to the scheduler, the
[name of patient #4] / [signature of schedulgr will contact the home
1 E-al health aide, and the home health
employee E-alternate aide will be required to get the
administrator/Director of nursing] Date proper signatures to authenticate
'6/24/14"." the note within 24 hours or a copy
will be made of the note and
. given to HR for
. B. The record con.talned .a document counseling/disciplinary service
titled "Home Health Aide Daily Note" and visit for that note will not be
stating, "Patient Name [patient #4] billed. 4. If a home health aide
Employee Name [employee EE-home \(/jvntes;he.wrong'm.ftormjnonl.
health aide] Date 7/4/14 ... Circle task down during a Visit and realizes
) it during the visit, he or she is to
completed and place a checkmark in the put one line through the incorrect
corresponding box: PERSONAL CARE information, write “error” above it,
Complete bed bath [checked] and i|n°|L|‘fdi date, time and their
Assist-Shower [checked] ... Shampoo initials. [f these are not .
) . completed correctly, auditor will
Hair [checked] ... Skin Care [checked] ... again make a copy of the note
NUTRITION Prepare Meal [checked] ... and send to HR for HHA
HOMEMAKING Light housekeeping counseling. HR to track
[checked] ... Dishes [checked] ... Make disciplinary form on employees.
] Mandatory In Service to be
bed [checked] Trash [checked] Dusting completed by every Home health
[checked] Sweeping [checked] ... Aide on proper home health aide
Employee's Signature [employee E] daily note completion. The
Date: '7/4/14' Patient's Signature Administrator oversees the
) . - nurse management staff and has
[employee E] Date '7/4/14'. inserviced the Nursing
Supervisor/Alt Administrator and
On 2/18/15 at 3 PM, employee E all nurse management staff on
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indicated the patient had orders for home the HHA note completion policy
health aide services 8 hours per day, 7 ?gig;;gi:?ﬁig;g?&;ﬁ; be
days per week and the aide frequency was the consequence of violating this
2 times per day, 4 hours per visit. The policy. HR to track all attendance
employee indicated he/she reviews the of mandatory in service to ensure
aide's documentation of the visit and if all aPF’FOP”ate st.aff presgnt. )
. . Administrator to instruct in service
something is wr.ong with the document, and provide documented
he/she corrects it. The employee minutes. HR employees to keep
indicated the 7/4/14 aide visit was allin service tracking
performed by employee EE but there documten:jltr\l)otn zr_wd Prlc,’v'dteh upor;}
. . request. o discipline throug
must.have been some.thlng wrong with write up process, any staff that
the aides documentation because does not complete in service.
employee E had to re-write it. Employee Non compliant Home Health
E stated, "I did not make the visit, [name Amies ;N'I.' ntor: be glvetq sche(;jutled
. patient visit hours until mandatory
of employee .EE] did but '.[here must have in service information has been
been something wrong with the received. The Administrator will
document so I re-did it." Employee E be responsible for completing the
indicated he/she should have wrote correctltgn Ot];.th'z (?ffllmenc?/ and
, preventing this deficiency from
employee EE's name yvhere the document recurring in the future.
states, "Employee's Signature." The
employee indicated being unsure of how
many times this has occurred.
C. The policy with an effective date
of 7/20/12 and a reviewed date as 7/25/14
titled, "CLINICAL RECORDS
-PURPOSE AND CONTENT" state,
"PROCEDURE: Records are
documented using professional standards
and will contain the following: ... 7.
Signed and dated clinical notes for each
contact which are written the day of
service and incorporated into the patient's
clinical record at least weekly. ... ."
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 55ZQ11 Facility ID: 012928 If continuation sheet Page 15 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

15K094

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1817 DOGWOOD CT
KOKOMO, IN 46902

(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 143

Bldg. 00

D. The policy with an effective date
of 7/20/12 and a reviewed date as 7/25/14
titled "N0608" states, "POLICY: Clinical
chart order and closed chart order and
retention. ... The clinical record will
contain pertinent past and current
findings in accordance with accepted
professional standards shall be
maintained for every patient as follows.
... All entries must be legible, clear,
complete and appropriately authenticated
and dated. Authentications must include
signatures or a secured computer entry. ...

484.14(g)

COORDINATION OF PATIENT SERVICES
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 clinical record review,
observation, policy review, and
interview, the agency failed to ensure all
personnel furnishing services maintained
liaison to ensure that their efforts were
coordinated effectively in 1 of 7 active
patients reviewed creating the potential to

G 143

Appropriate staff to be in serviced
on the following: Case Manager
will utilize Coordination of Care
Form to be completed at
admission and updated at each
nurse visit. The RN will notify the
MD of record of any medical
changes identified at each home
visit. RN will document any

03/30/2015
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affect all patients of the agency. (#5)
Findings include:

1. Clinical record #5 contained a plan of
care for certification period 9/18 to
11/16/14 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

A. The record contained a document
signed by employee N (registered nurse)
on 9/18/14 titled "Comprehensive Adult
Nursing Assessment" stating, "Date
'09/18/14" Reason for Visit: Start of
Care [checked] ... [page 6 of 20]
INTEGUMENTARY STATUS ...
Turgor Good Rash Dry Bruises Other
(specify) 'redness under abd.
[abdominal] folds, under left axilla' ...
[page 9 of 20] INTEGUMENTARY
STATUS (Cont'd) Wound/Lesion #1
Location 'Left Axilla [axillary-arm pit]'
Type: ... 'Open boil' Size (cm)
[centimeter] (LxWxD) [length times
width times depth] '1.2cm x 1.6 cm' ...
[page 16 of 20] CARE
MANAGEMENT ... d. Medical

findings in the clinical note along
with instructions from MD
notification. RN will notify patient
of any changes to plan of care
per MD orders and instructions
and document notification. RN
will follow up on changes of care
plan and document progression
of care in clinical chart. Auditing
staff will review charts monthly to
ensure documentation is
complete. Administrator to
ensure deficiency corrected and
compliance maintained by
requiring auditing staff to
communicate all auditing
completed monthly along with
revisions made. Policy on pain
protocols created to provide
proper procedure on identifying
pain and addressing with MD for
resolution. RN to establish
baseline pain upon admission
with patient. RN to document in
patient assessment document
and on 485 assessment. RN to
address pain at each nurse visit
and supervisory visit. RN to notify
MD of any pain identified outside
of baseline. RN to document any
instructions from MD on
resolution of symptoms. RN to
notify patient and implement
instructions given with patient.
RN to document in clinical chart
notification and instructions to
patient and any/all follow up to
ensure resolution. ADON to
review all clinical notes written by
RN to ensure proper procedures
are followed and documentation
completed appropriately.
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Procedures/Treatments (e.g. changing Administrator to ensure
wound dressing) 0 [checked] - No procedure is being followed and
. . . compliance is maintained by
Assistance Needed in this Area ... [page meeting with ADON daily to
17 of 20] THERAPY AND PLAN OF review completed documentation
CARE ... (M2250) Plan of Care findings. Policy created to
Synopsis: ... Plan/Intervention a. PFOV'F’e specific scope of )
Pati Specifi f i practices for Home Health Aides.
atient-Specific parameters for notifying Copy of policy:
physician of changes in vital signs or Scott’s Home Healthcare LLC
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
. Job Title: Home Health
reference ... Plan/Intervention e. Aide
Intervention(s) to monitor and mitigate Effective: 3-30-15
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse No:
addressed the wound with the physician. 606.00
Reviewed:
B. The record contained a document Direct Report: RN Case
dated 10-14-14 by employee N titled Manager
"HHA Supervisory Visit" stating, Revised:
"Patient Name [patient #5] Date of visit
'10-14-14" ... Please list any patient
concerns and/or HHA training you feel is
needed '[left] armpit - now 3 open areas
where draining large amount
i ligh ki
ser?sanigulneous, slight odor, skin around "Primary Purpose: The primary
red' ... purpose of your job position is to
provide high quality home health
A document titled "CLINICAL aide services within the home health
NOTE" states, "10-14-14 During a sup aide scope of practice to assigned
visit nurse asked pt how area under patients in their place of residence
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[patients] left axilla was doing and with our established policies and
[patient] stated it had been draining even Erocedurgls\} and as may be directed
our SUpervisor.
more. Nurse assessed area and pt now vy P
has 3 open areas to left axilla that are still
draining large amounts of serosaguineous
drainage [with] slight odor. skin
surround is read and patient reports that o
ent's] of h . N Performance Responsibilities
[patient's] left arm hurts at times. Nurse According to Home Health Aide
call MD office while in home and Scope of Practice:
scheduled appt [appointment] for Friday
Oct [October] 17th at 11:30 AM to have
the aréa evaluated. [employee . A. Patient Care
N-registered nurse]." The record failed
to evidence the registered nurse
followed-up on the patient's 10/17/14
c ., .. 1.Performs personal care activities
visit with the physician. L . .
contained in a written assignment by
the Case Manager which includes:
C. The record contained a document Personal hygiene, assisting with
dated 10-20-14 by employee J ambulation, oral care, skin care, hair
[LPN-Licensed Practical Nurse] titled cﬁrer.co"k}ng{ feeding, dreflS‘ng’
. . . t .
"Nurse Care Visit Note" stating, "Patient shaving, vital signs and nail care
Name [patient #5] Date 10-20-14 ... 1.Assists with/Reminds of
Pain Rating '8/10" Pain Area 'arm pit' ... Medications — limited to opening and
Note: 'med set up completed. closing a medication container,
Assessment and vs [vital signs] WNL returning a me(llcatl.on. to t.he proper
e . storage area and assisting in
[within normal limits]. Pt to go to ER reor dgering medications gom a
[emergency room] for outpatient surgery pharmacy. Home Health aides are
for cyst under [left] arm. Rates pain 8/10 not to administer medications
to that area. Discussed safety with including applying prescription
transfers. The document failed to creams or powders but may assist
. . . patient as needed and as included on
evidence the patients pain level (8 out of .
o home health aide careplan.
10) or the patient's verbal report of 2.Follows a written plan of care,
outpatient surgery was addressed with the which includes realistic goals and
physician Or case manager. interventions, which is prepared by
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the case manager.
D. The record contained a document 3 'Perfﬁngs ass;f;ed activities that
. are taught by an .
dated 11-3-14 by employee J (LPN) t.lﬂed 4.Responds to patient needs in a
"Nurse Care Visit Note" stating, "Patient timely manner.
Name [patient #5] Date 11-3-14 ... Pain 5.Provides care in a cost effective
Rating '7/10' Pain Area 'stomach'... manner.
Note: 'med set up completed 6.Treats all patients with kindness
and respect
Assessment and vs completed WNL. No P .
] 7.Completes housekeeping tasks as
edema noted. Rates stomach pain 7/10. written and directed on the plan of
underarm [left] has 4 holes Pt has care...."
medication BID to area. discussed using
med as directed' ... ." The record failed to , )
. . .. This policy states that Home
evidence the LPN notlﬁed.the phys101an. Health Aides are not to give any
or case manager of the patient's change in medications to patients. Home
wound status and pain rating of 7/10. Health Aides are allowed, if care
plan states, to provide medication
. reminders to patient. No Home
E. The record contained a document Health Aide will provide any
dated 11-10-14 by employee N titled topical application of prescription
"Nurse Care Visit Note" stating, "Patient cream and will follow
Name [patient #5] Date 11-10-14 ... counsellng/dlsm_plln.ary procedure
Note: 'Pati . cal as needed for violation. Case
ote: Patient continues topica Conference/Care Pathway form
medication to wound in left axilla per updated to provide specific
MD order. Moderate serosanguineous planning suggestions by clinical
drainage [with] odor. After pt. lifted staff. RN to complete Case
lefi dici d Conference on every existing
[left] arm to put me 1cm§ on, moderate patient. Once Case Conference
amount of dark blOOd, tthk, from 4 planning suggestions have been
areas.' ... ." The record failed to evidence documented, RN will resolve and
the RN contacted the physician with the document resolution on Case
h . d stat Conference document. All
change i wound status. participatory staff will sign
document which is to be filed in
F. The record contained a plan of appropriate binder and kept by
care for certification period 11/17/15 to éDONC': A?m|n|strator tlot.rewew
. . . ase Conference resolutions
1/ 15./ 15 w1th orders.to include skilled weekly at set nursing staff
nursimg Services 1 time per week for 60 meeting to ensure Comp”ance_
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days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

G. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound

RN to meet with Administrator
prior to weekly meeting on any
urgent case conference
resolutions needed. The
Administrator will be responsible
for completing the correction of
this deficiency and preventing this
deficiency from recurring in the
future.
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site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4 x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

H. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
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Name [patient #5] Date '11-24-14"...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

I. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

J. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
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completed WNL. Rates HA 9/10. No
edema noted BLE [Dbilateral lower
extremities]. Discussed pt HA's and
medication safety’ ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

K. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla’" SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

L. The record contained a plan of
care signed by the attending physician on
1/15/15 for certification period 1/16/15 to
3/16/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
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activities of daily living] as per home
health aide care plan.

M. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]

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

55ZQ11  Facility ID:

012928 If continuation sheet

Page 25 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING 00
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1817 DOGWOOD CT
KOKOMO, IN 46902

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

N. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

O. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10" Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
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tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The record failed to
evidenced the RN assessed the wounds
(to include measurements), failed to
evidence the patient's pain level was
addressed, and failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

P. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: [left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The document failed to
evidence the RN had provided wound
assessment to include measurements.
The record failed to evidence the
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physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

A document titled "CLINICAL
NOTE" states, "2-10-15 Pt called et
[and] stated [patient] hasn't received
[patient's] supplies for wound care. Pt
concerned about when wound care will
start. Call [physician] at St. Joseph
Wound Center to see if staff has ordered
supplies. [employee K]."

Q. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the case
manager of the pain level of 7 out of 10
and failed to evidence the LPN assessed
the abdominal fold abscess.

R. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
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Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

S. The record contained a document
titled "HOME HEALTH AIDE CARE
PLAN" with a date of review by
employee N (registered nurse/case
manager) on 1-12-15 to include foot care
daily as an assigned task.

1.) On 2/19/15 at 10:15 AM, a
home visit was conducted with patient #5
to observe care being provided by the
home health aide (employee Z). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with
showering, the employee rubs a cream on
the patient's feet. The employee
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole
Nitrate 1% cream, a topical antifungal
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medication. The employee indicated the
cream is put on the feet, but not in
between the toes, and then the employee
will place the patient's socks on "to keep
itall in." The employee indicated
someone in the office had told her to
perform this task about a month ago but
could not remember the staff member
who told this to her.

The record contained a
document titled "MEDICATION
PROFILE" with a review date of 2/11/15
by employee N (registered nurse/case
manager). The document failed to list
Econazole Nitrate 1% cream as a current
medication used by the patient.

2.) On2/19/15 at 10:55 AM,
during the home visit with patient #5, an
interview was conducted with employee J
(licensed practical nurse) who was
present for a scheduled skilled nursing
visit. The employee indicated the
Econazole Nitrate 1% cream was listed
on the medication profile as Cleocin T
1% (a topical antibiotic) and is to be
applied to the left axillary wound two
times per day. The employee indicated
the Cleocin T 1% cream was prescribed
on 10/29/14. The employee stated, "This
is to be under [patient's] arm, not on her
feet."
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3.) On 2/19/15 at 11:05 AM,
during the home visit with patient #5, the
patient indicated using the Econazole
Nitrate 1% cream on his/her feet for a
while and it was being used before the
wound appeared under the left axillary.
The patient indicated the doctor
prescribed this to be used on his/her feet
and legs.

4.) On2/19/15at 11:10 AM,
during the home visit with patient #5,
employee J (licensed practical nurse)
notified employee N (registered
nurse/case manager) via telephone.
Employee J discussed with employee N
the use by the patient of the Econazole
Nitrate 1% cream and employee J stated
to employee N, "On new med sheet, |
couldn't find it, the one [medication
profile sheet] that you sent, because we
got the Eucerin Cream to [patient's] feet
and legs. It is on the old one [medication
profile sheet] that was here. You have it
written as Cleosin, left axillary BID [two
times per day] but its not [listed] on the
new one [medication profile sheet]." The
patient then stated, "I have been using
that on my feet and legs before I ever had
a hole [wound in left axilla]." The
patient indicated is was prescribed by the
doctor because of bumps on his/her legs
that kept "busting open." Employee J
ended the call with employee N and
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indicated the RN (employee N) would
have to clarify the Econazole Nitrate 1%
cream with the physician because the RN
(employee N) was not aware of the
patient having that medication.

5.) On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse/ case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.
The employee indicated sending a fax to
the patient's primary physician on 2/19/15
requesting information on the cream.

The employee indicated the cream is to
be used BID for rashes. The employee
indicated not providing instructions to the
home health aide to perform this task.

2. A document dated 11/14/14 titled
"CASE CONFERENCE" states, "Patient
Name [patient #5] Date '11-14-14'
Summary of meeting: 'Patient has had
abscess under left axilla for few months
now. Area had opened and MD was
notified. Pt seen MD and referred to
surgeon. The surgeon opted for no
surgery and gave [patient] medicine to
apply daily to area. The wound site is
now 4 open holes and [patient] has large
dark drainage from areas daily. Ptis able
too roll on the medicine to areas but I feel
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that these haven't been treated properly
and aren't healing. Areas need to be
washed and irrigated, medicine applied
and dry dressing applied to area daily'
Meeting Attendees [employee N-case
manager/registered nurse] ... [employee
W-registered nurse] [employee J-LPN]
[employee D-administrator]."

A. On 2/19/15 at 4:15 PM, employee
E (alternate administrator) indicated the
case conference document suggests that
the open areas were identified and the
need to alter the plan of care should have
been addressed but was not.

B. On 2/19/15 at 3:15 PM, employee
E indicated the skilled nurse should have
addressed the wound with the physician
on admission.

3. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

4. On 2/20/15 at 12:50 PM, during the
interview with employee N (case
manager / registered nurse), the employee
indicated the patient started services
9/18/14 and upon initial assessment, a
wound in the left axillary had been

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

55ZQ11  Facility ID:

012928 If continuation sheet

Page 33 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING 00
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

identified. The employee indicated,
according to the patient, the wound was
evaluated by the physician but no orders
for treatment were given. Employee N
indicated there was no communication
with the physician regarding the
evaluation of the wound. The employee
indicated at the 11/14/14 recertification
assessment, the wound was changed and
had become 4 small wounds. The
employee indicated being unable to
locate documentation in the chart of
physician notification of this and
indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
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directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
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reported by the patient. ... ."
6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"PROCEDURE: ... 10. The agency will
ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.
"
G 144 484.14(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 clinical record review, policy G 144 All appropriate staff to be in 03/30/2015
review, and interview, the agency failed serviced on the following: C,a,se
. Conference Form was modified to
to ensure case conferences established incorporate an interaction
effective interchange and coordination of between all nursing staff in order
patient care had occurred in 1 of 7 active to problem solve situations that
patient records reviewed creating the arise in patient status. Nursing
al ffect all patient's of th staff will meet weekly at a
potential to atiect all patients ot the designated time at which case
agency. (#5) conference forms will be
reviewed. Suggestions will be
Findings include: ma(.je at this tlme to h.elp
assigned RN with patient
) ) concerns. RN will use these
1. Clinical record #5 contained a plan of suggestions to resolve patient
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care for certification period 9/18 to concerns. Administrator will
11/16/14 with orders to include skilled review every case conference
. K . throughout the week to initiate
nursing services 1 time per week for 60 immediate resolutions if needed
days for assessment and medication prior to Weekly nursing meeting_
set-up and home health aide services 6 ADON will keep case conference
hours per day, 7 days per week for 60 formg in demgngted b|nder..
. . , o Administrator will ensure this
days to assist with ADL's [activities of process is maintained by
daily living] and IADLs [instrumental reviewing case conference binder
activities of daily living] as per home monthly for resolutions. Case
health aide care plan. Conference form will be
completed on every active
patient. RN will utilize
A. The record contained a document Coordination of Care form to be
signed by employee N (registered nurse) filled out at admission and
on 9/18/14 titled "Comprehensive Adult updated at each nurse visit. The
Nursing Assessment" stating, "Date RN wil n.ot|fy the MD gf rec.c?rd of
> any medical changes identified at
'09/18/14' Reason for Visit: Start of home visit. RN will document any
Care [checked] ... [page 6 of 20] findings in clinical note along with
INTEGUMENTARY STATUS .. instructions from MD notification.
. RN will notify patient of an
Turgor Good Rash Dry Bruises Other changes to glsn of care peyr MD
(specify) 'redness under abd. orders and instructions and
[abdominal] folds, under left axilla' ... document notification. RN will
[page 9 of 20] INTEGUMENTARY fo”g‘g up on Cthanges °f_°arefp'an
. and document progression o
STATUS (Cont'd) Wound/Lesion #1 care in clinical chart. Auditing
Location 'Left Axilla [axillary-arm pit]' staff will review charts monthly to
Type: ... 'Open boil' Size (cm) ensure documentation is
[centimeter] (LxWxD) [length times complete. Administrator to
. . , , ensure deficiency corrected and
width times depth] '1.2cmx 1.6 cm' ... compliance maintained by
[page 16 of 20] CARE requiring auditing staff to
MANAGEMENT ... d. Medical communicate all auditing
Procedures/Treatments (e.g. changing completed monthly along with
wound dressing) 0 [checked] - No revisions made. Policy on pain
] h ) protocols created to provide
Assistance Needed in this Area ... [page proper procedure on identifying
17 of 20] THERAPY AND PLAN OF pain and addressing with MD for
CARE ... (M2250) Plan of Care resolution. RN to establish
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Synopsis: ... Plan/Intervention a. baseline pain upon admission
Patient-Specific parameters for notifying W'”_] patient. RN to document in
L . . i patient assessment document
physician of changes in vital signs or and on 485 assessment. RN to
other clinical findings n/a [checked] Not address pain at each nurse visit
applicable Physician has chosen not to and supervisory visit. RN to notify
establish patient-specific parameters for MD of any pain identified outside
hi . A 1 of baseline. RN to document any
this patient. Agency will use instructions from MD on
standardized clinical guidelines resolution of symptoms. RN to
accessible for all care providers to notify patient and implement
reference ... Plan/Intervention e. instructions given with patient.
I . . d miti RN to document in clinical chart
nt.erventlon(s) to monitor and mitigate notification and instructions to
pain 1 [checked] - Yes ...." The record patient and any/all follow up to
failed to evidence the registered nurse ensure resolution. ADON to
addressed the wound with the physician. review all clinical notes written by
RN to ensure proper procedures
) are followed and documentation
B. The record contained a document completed appropriately.
dated 10-14-14 by employee N titled Administrator to ensure
"HHA Supervisory Visit" stating procedure is being followed and
"Patient N tient #51 Dat ’ fvisit compliance is maintained.
atient Name [pa 1ep 1 Da -e oL vist Communication form created and
10-14-14'" ... Please list any patient to be utilized immediately for all
concerns and/or HHA training you feel is calls to scheduler employees by
needed '[left] armpit - now 3 open areas patlent.s and/gr home health.aldes
here draining 1 ¢ regarding patient status. This
where ral'nlng arg.e amoun ) form was created to ensure
serosanguineous, slight odor, skin around communication regarding patient
red ...." information is given to assigned
patient RN from non clinical staff.
. " Form indicates purpose of call,
. A doc‘f'ment titled "CLINICAL date and time RN was notified,
NOTE" states, "10-14-14 During a sup and resolution. Administrator to
visit nurse asked pt how area under review all Communication Forms
[patients] left axilla was doing and and file after review into clinical
. . .. chart under last tab for continuity
[patient] stated it had been draining even e
of care for non clinical staff.
more. Nurse assessed area and pt now
has 3 open areas to left axilla that are still
draining large amounts of serosaguineous
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drainage [with] slight odor. skin
surround is read and patient reports that
[patient's] left arm hurts at times. Nurse
call MD office while in home and
scheduled appt [appointment] for Friday
Oct [October] 17th at 11:30 AM to have
the area evaluated. [employee
N-registered nurse]." The record failed
to evidence the registered nurse
followed-up on the patient's 10/17/14
visit with the physician.

C. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10' Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
transfers. The document failed to
evidence the patients pain level (8 out of
10) or the patient's verbal report of
outpatient surgery was addressed with the
physician or case manager.

D. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
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Rating '7/10' Pain Area 'stomach'...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.

E. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.

F. The record contained a plan of
care for certification period 11/17/15 to
1/15/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
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activities of daily living] as per home
health aide care plan.

G. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
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Left axilla' Type: 'abscess' Size: '0.6 x
0.5" Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size:'0.4 x 0.7' Odor 'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor 'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

H. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14"...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
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Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

I. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med setup. ... 1.5cmx 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

J. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [bilateral lower
extremities]. Discussed pt HA's and
medication safety' ... ." The record failed
to evidence the LPN notified the
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physician and case manager of the pain
level of 9 out of 10.

K. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla’ SKIN
... * Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... .'
The record failed to evidence

|

documentation of physician notification
of wound status and pain rating.

L. The record contained a plan of
care signed by the attending physician on
1/15/15 for certification period 1/16/15 to
3/16/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

M. The record contained a document
signed by employee N (registered nurse)
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on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
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Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

N. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15'... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

O. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10' Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The record failed to
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evidenced the RN assessed the wounds
(to include measurements), failed to
evidence the patient's pain level was
addressed, and failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

P. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: '[left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The document failed to
evidence the RN had provided wound
assessment to include measurements.
The record failed to evidence the
physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

A document titled "CLINICAL
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NOTE" states, "2-10-15 Pt called et
[and] stated [patient] hasn't received
[patient's] supplies for wound care. Pt
concerned about when wound care will
start. Call [physician] at St. Joseph
Wound Center to see if staff has ordered
supplies. [employee K]."

Q. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the case
manager of the pain level of 7 out of 10
and failed to evidence the LPN assessed
the abdominal fold abscess.

R. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
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obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

S. The record contained a document
titled "HOME HEALTH AIDE CARE
PLAN" with a date of review by
employee N (registered nurse/case
manager) on 1-12-15 to include foot care
daily as an assigned task.

1.) On 2/19/15 at 10:15 AM, a
home visit was conducted with patient #5
to observe care being provided by the
home health aide (employee 7). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with
showering, the employee rubs a cream on
the patient's feet. The employee
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole
Nitrate 1% cream, a topical antifungal
medication. The employee indicated the
cream is put on the feet, but not in
between the toes, and then the employee
will place the patient's socks on "to keep
itall in." The employee indicated
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someone in the office had told her to
perform this task about a month ago but
could not remember the staff member
who told this to her.

The record contained a
document titled "MEDICATION
PROFILE" with a review date of 2/11/15
by employee N (registered nurse/case
manager). The document failed to list
Econazole Nitrate 1% cream as a current
medication used by the patient.

2.) On2/19/15 at 10:55 AM,
during the home visit with patient #5, an
interview was conducted with employee J
(licensed practical nurse) who was
present for a scheduled skilled nursing
visit. The employee indicated the
Econazole Nitrate 1% cream was listed
on the medication profile as Cleocin T
1% (a topical antibiotic) and is to be
applied to the left axillary wound two
times per day. The employee indicated
the Cleocin T 1% cream was prescribed
on 10/29/14. The employee stated, "This
is to be under [patient's] arm, not on her
feet."

3.) On 2/19/15 at 11:05 AM,
during the home visit with patient #5, the
patient indicated using the Econazole
Nitrate 1% cream on his/her feet for a
while and it was being used before the
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wound appeared under the left axillary.
The patient indicated the doctor
prescribed this to be used on his/her feet
and legs.

4.) On2/19/15 at 11:10 AM,
during the home visit with patient #5,
employee J (licensed practical nurse)
notified employee N (registered
nurse/case manager) via telephone.
Employee J discussed with employee N
the use by the patient of the Econazole
Nitrate 1% cream and employee J stated
to employee N, "On new med sheet, |
couldn't find it, the one [medication
profile sheet] that you sent, because we
got the Eucerin Cream to [patient's] feet
and legs. It is on the old one [medication
profile sheet] that was here. You have it
written as Cleosin, left axillary BID [two
times per day] but its not [listed] on the
new one [medication profile sheet]." The
patient then stated, "I have been using
that on my feet and legs before I ever had
a hole [wound in left axilla]." The
patient indicated is was prescribed by the
doctor because of bumps on his/her legs
that kept "busting open." Employee J
ended the call with employee N and
indicated the RN (employee N) would
have to clarify the Econazole Nitrate 1%
cream with the physician because the RN
(employee N) was not aware of the
patient having that medication.
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5.) On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse/ case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.
The employee indicated sending a fax to
the patient's primary physician on 2/19/15
requesting information on the cream.

The employee indicated the cream is to
be used BID for rashes. The employee
indicated not providing instructions to the
home health aide to perform this task.

2. A document dated 11/14/14 titled
"CASE CONFERENCE" states, "Patient
Name [patient #5] Date '11-14-14'
Summary of meeting: 'Patient has had
abscess under left axilla for few months
now. Area had opened and MD was
notified. Pt seen MD and referred to
surgeon. The surgeon opted for no
surgery and gave [patient] medicine to
apply daily to area. The wound site is
now 4 open holes and [patient] has large
dark drainage from areas daily. Ptis able
too roll on the medicine to areas but I feel
that these haven't been treated properly
and aren't healing. Areas need to be
washed and irrigated, medicine applied
and dry dressing applied to area daily'
Meeting Attendees [employee N-case
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manager/registered nurse] ... [employee
W-registered nurse] [employee J-LPN]
[employee D-administrator]."

A. On 2/19/15 at 4:15 PM, employee
E (alternate administrator) indicated the
case conference document suggests that
the open areas were identified and the
need to alter the plan of care should have
been addressed but was not.

B. On 2/19/15 at 3:15 PM, employee
E indicated the skilled nurse should have
addressed the wound with the physician
on admission.

3. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

4. On 2/20/15 at 12:50 PM, during the
interview with employee N (case
manager / registered nurse), the employee
indicated the patient started services
9/18/14 and upon initial assessment, a
wound in the left axillary had been
identified. The employee indicated,
according to the patient, the wound was
evaluated by the physician but no orders
for treatment were given. Employee N
indicated there was no communication
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with the physician regarding the
evaluation of the wound. The employee
indicated at the 11/14/14 recertification
assessment, the wound was changed and
had become 4 small wounds. The
employee indicated being unable to
locate documentation in the chart of
physician notification of this and
indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
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record of the physician's notification of
this.

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
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"PROCEDURE: ... 10. The agency will
ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.
"
G 156 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Based on clinical record review, home G 156 All appropriate staff to be in 03/30/2015
visit observation, policy review, and sery|ced on.the. foIIowmg: RN to
. . . k review medication profile, care
interview, it was determined the agency plan, and pain at every visit
failed to ensure visits were made as including supervisory visits,
ordered on the plan of care in 4 of 7 skilled nursing visits, and
active patients records reviewed creating assessments requested by MD
h al f 1110 . f order. RN to notify MD of any
the potential to atfect a 7 patients o changes found from medication
the agency (See G 158); failed to ensure profile review or patient
the plan of care included medications in 1 notification to RN and document
of 10 clinical records reviewed creating findings and notification in clinical
he potential to affect all patient ' s of th chart. ADON to review every visit
the potential to affect a pa. tent s ot the form to ensure these tasks are
agency (See G 159); and failed to ensure completed. ADON to utilize
agency staff promptly alerted the follow up form to track any
physician to any changes that suggest a concerns RN needs to address
d lter the pl £ 11 of 7 and review with RN to ensure
nee. toa t[ert ¢plano C?re m 1o follow up. Administrator to meet
active patient records reviewed (See G with ADON daily to review these
164). concerns and ensure follow up
and documentation
. . . completed.Policy created to
The cumulative e.ffect of this systemic ensure consistent patient
problem resulted in the agency ' s scheduling visit times. RN to
inability to meet the requirements of the request and discuss time frame at
Condition of Participation 484.18 :dnuf]spr.ltfor iﬁhedty“ntg If1ome
. ealth visits with patient o
Acceptance of P.a‘flents, Plan of Care, record. Once admission is
Medical Supervision. complete, RN to call in admission
information to ADON who will
take completed information to
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G 158

Bldg. 00

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.

appropriate scheduling employee
to initiate scheduling of patient
home health services. As per the
information given at admission,
the assigned scheduler will
coordinate with the patient to
ensure the home health visits are
scheduled at the patient
requested time and will e
maintained at that time unless
requested otherwise by the
patient. In the instance an
employee cannot fulfill the
scheduled home health visit, the
assigned scheduler will make
every attempt to find an
alternative home health aide to
complete the patient's scheduled
visit. The patient will maintain
communication with the assigned
scheduler regarding this process
and the alteration of the time of
visit, if any. Patients will be
notified immediately by the
assigned scheduler if any
alteration in patient schedule time
must be made due to unforeseen
circumstances. Documentation
will be made on a Communication
Form, given to the assigned RN
and placed in the chart of record
once reviewed by the
Administrator to ensure
compliance of correction.
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Based on clinical record review, policy G 158 All appropriate staff to be in 03/30/2015
review, and interview, the agency failed ;i;vc;?j: tznbzlicfom”pol\gtlgg :V\I/Ditah"y
to ensure visits were made as ordered on each member of scheduling, case
the plan of care in 4 of 7 active patients management, and HR every
reviewed creating the potential to affect morning. At this time weekly
all 107 patients of the agency. (#2, #5, _SchedL,’leS to be rtlewewgd.,
46. and #10 indicating any unfilled visits,
> an ) concerns, and missed visits that
need addressed due to absences
Findings include: by home health aides. Daily
Huddle Form to be utilized to
.. . ensure these topics are
1. C}n.ncal record #2 contalneq a ' addressed. Assistant to
physicians plan of care for certification Administrator to collect all forms
period 12/2/14 to 1/30/15 with orders to and compile summary for
include home health aide services 1 hour Administrator. Administrator to
dav. 7 d K for 60 d ensure resolution occurs on all
per day, a}fs per wec? or ays. unfilled visits or concerns covered
The record failed to evidence home in daily huddle by end of business
health aide services were conducted on day. A policy has been
1/10/15 and 1/11/15 and failed to estab:!shed to_;dtiress
. . . compliance with the agency
eV1(.16nce. documentatlon o.f the pgt?ent s responsibility to meet the needs
notification prior to the missed visits. of the patient once accepted into
care. Patients will not be
A. On 2/20/15 at 9 AM, a home visit accepted fortadt;?'sts'on if tthtﬁ
. . agency is not able to meet the
Wa? cor?duf:ted with patlejnt #2. T_he needs of the patient upon initial
patient indicated not having an aide for assessment. The established
the dates of Saturday, 1/10/15 and policy is as follows:Policy: It is
Sunday, 1/11/15 and on 1/10/15, the the,Pf'!Cy 0‘1 _thet company Fot
patient contacted the office and spoke :)nearlr,:/lag z? d':; c:rsepzor?zlfsts;cy
with employee CC (office staff) who policy it must be acknowledged
reassured patient that an aide would that there are two types of missed
arrive on 1/11/15. The patient indicated visits. Hotfjev be'gstl a Pst'?nt
the aide failed to arrive again on 1/11/15 ZZZEiyasItZ?fan ow, being
at which time the patient contacted the cancellation.PROCEDURE: 1) Pat
office and spoke to employee CC and ient cancellation: will be
was told the employee would "Look into addressed if the patient
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it." The patient indicated not being cancellation causes non
contacted back from the agency. compliance with the physician’s
order. A missed visit form will be
completed and given to the
B. On 2/23/15 at 12:35 PM, Administrator and CM Nurse.
employee E (alternate director of nursing) Administrator to log in Missed
indicated it is the responsibility of the V'S!t Log for tracking. If the
1 staff h . d patient has more than two
f)n—ca stall to contact the patler-lt an cancellations within the current
inform them of any changes or time certification period, the patient will
differences for the scheduled visit. be discharged according to
policy.2) Agency staff cancellation
will be addressed by utilizing all
C. On2/23/15 at 12:55 PM, other home health aide staff, on
employee E indicated being unable to call home health aide, all
locate documentation related to the available agency staff from the
missed home health aide visits on 1/10 scheduling staff, up the
d1/11/15 organizational chart, to the
an : Administrator in order to maintain
compliance. Non compliance
2. Clinical record #5 contained a with this policy is unacceptable
physicians plan of care for certification tand §chteccijq::ng I§taff will tbe
. . erminated if policy is no
perlod 1/16/15 to 3/16./15 w1th orders to maintained. Communication
include home health aide services 6 hours forms to be utilized by scheduling
per day, 7 days per week for 60 days. and completed on every phone
The record failed to evidence home C?d” taken ;eg?rdgg home health
. . aide or patient. Once concern is
health aide services were 09nducted on documented, RN to be notified
1/29/15 and 2/10/15 and failed to |mmed|ate|y to inform of
evidence documentation of the patient's situation. RN to instruct on
notification prior to the missed visits. resolution if schedulmg can
complete. Patient to be called
. back and documentation
The reCOI‘d Contalned an undated Comp|eted on every concern or
document titled "Missed Visit Form" request. Once resolution is
stating, "Patient: [patient #5] Date/Time CO?zleted an? EN Irllas Slglr‘?dd
of visit: 1/29/15 Type of Visit: HHA ?” ocumentec, a¥ comple’e
) orms to go to Administrator for
[home health aide] Staff Member: review and filing. Communication
[Employee FF-home health aide] Form to be filed in patient chart,
Reason: Other 'aide off on dr. [doctor] last tab, to ensure continuity of
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note, couldn't find replacement' How
were the patient's needs met? [blank]
Physician Notified: [blank] ...."

3. Clinical record #6 contained a
physicians plan of care for certification
period 12/31/14 to 2/28/15 with orders to
include home health aide services 3 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15 and failed to evidence
documentation of the patient's
notification prior to the missed visits.

The record evidenced a document
dated 1/14/15 by employee N (registered
nurse) titled "MISSED VISIT FORM"
stating, "Patient: [patient #6] Date/Time
of Visit: '1-6-15 10 A -1 P' Type of
Visit: 'HHA [home health aide]' ...
Reason: Other [checked] 'HHA called
off and couldn't fill hours' How were
patient's needs met? [blank] ... ."

4. Clinical record #10 contained a
physicians plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's

recurring in the future.

care, and show communication
between scheduling, nursing and
patient. The Administrator will be
responsible for completing the
correction of this deficiency and
preventing this deficiency from
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notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM'" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
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G 159

Bldg. 00

replacement.

5. The agency policy with an effective
date as 7/20/12 and a reviewed date of
7/25/14 titled "MISSED VISIT" states,
"POLICY: It is the policy of the
company to maintain patient care
consistency per M.D. [medical doctor]
orders. ... PROCEDURE: 1. A missed
visit occurs when the physician-ordered
frequency of services is not maintained.
... 3. A missed visit constitutes a
modification in the plan of care and the
physician must be notified. ... ."

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.

Based on clinical record review, policy
review, observation, and interview, the

G 159

All appropriate staff to be in
serviced on the following:
Medication Profile will be

03/30/2015
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agency failed to ensure the plan of care reviewed at every patient visit
included medications in 1 of 10 clinical mgludmg supervisory visits,
. . . skilled nursing visits,
records reviewed creating the potential to recertification and any
affect all patient's of the agency. (#5) assessment per MD order.
ADON to review all completed
Findings include: visit/assessment documentation.
) Monthly audits to be completed to
ensure medication review was
1. Clinical record #5 contained plan of completed on each patient during
care for certification period 1/16/15 to visits. Patient letter given to
3/16/15 with orders to include skilled every patient upon admission
. . dh health aid stating patient to inform RN by
nursing services and home health aide calling office if any changes in
services. The plan of care failed to medications occur between
include an updated medication list. scheduled visits. If medication
changes occur, RN will add
medication to Medication Profile
N A. On 2/19/15 at .10.15 .AM, a home in patient home and clinical
visit was conducted with patient #5 to chart. RN will notify MD to verify
observe care being provided by the home change and document in clinical
health aide (employee Z). At 10:45 AM note. ADON will review all clinical
| 7 ked about the task f’ documentation and monitor any
emp -0}.166 was asked about the task o follow up needed. Administrator
providing foot care. The employee will meet daily with ADON to
indicated after assistance with showering, ensure RN has followed up,
the employee rubs a cream on the resolution/documentation is
tient's feet. Th 1 ted complete and compliance is
patient's feet. The employee pr'esen.e . maintained.
the cream to the surveyor at which time it
was observed to be a prescription
medication of Econazole Nitrate 1%
cream (a topical antifungal cream). The
employee indicated the cream is put on
the feet, but not in between the toes, and
then the employee will place the patient's
socks on "to keep it all in." The
employee indicated someone in the office
had told her to perform this task about a
month ago but could not remember the
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staff member who told this to her.

The record contained a document
titled "MEDICATION PROFILE" with a
review date of 2/11/15 by employee N
(registered nurse/case manager). The
document and the plan of care failed to
list Econazole Nitrate 1% cream as a
current medication used by the patient.

B. The document titled
"MEDICATION PROFILE" (with a
review date of 2/11/15 by employee N)
and the plan of care failed to list Cleocin
T 1% as a medication presently being
used by the patient.

C. On 2/19/15 at 11:05 AM, during
the home visit with patient #5, the patient
indicated using the Econazole Nitrate 1%
cream on his/her feet for a while and it
was being used before the wound
appeared under the left axillary. The
patient indicated the doctor prescribed
this to be used on his/her feet and legs.

D. On 2/19/15 at 11:10 AM, during
the home visit with patient #5, employee
J (licensed practical nurse) notified
employee N (registered nurse/case
manager) via telephone. Employee J
discussed with employee N the use by the
patient of the Econazole Nitrate 1%
cream and employee J stated to employee
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N, "On new med sheet, I couldn't find it,
the one [medication profile sheet] that
you sent, because we got the Eucerin
Cream to [patient's] feet and legs. It is on
the old one [medication profile sheet]
that was here. You have it written as
Cleosin, left axillary BID [two times per
day] but its not [listed] on the new one
[medication profile sheet]." The patient
then stated, "I have been using that on my
feet and legs before I ever had a hole
[wound in left axillary]." The patient
indicated is was prescribed by the doctor
because of bumps on his/her legs that
kept "busting open." Employee J ended
the call with employee N and indicated
the RN (employee N) would have to
clarify the Econazole Nitrate 1% cream
with the physician because the RN
(employee N) was not aware of the
patient having that medication.

E. On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse / case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.

2. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
written plan of care shall be developed
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G 164

Bldg. 00

for each client admitted to home care for
skilled treatment in consultation with the
home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment ... 3. The plan of care
will include physician orders for
Medications and Treatments ... ."

3. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PATIENT MEDICATION" states,
"PROCEDURE Administration of
Medications ... 11. The current
medication profile, listing medications,
home remedies, over the counter drugs
and side effects, will be recorded on the
client medication form and maintained in
the client's record. ... ."

484.18(b)

PERIODIC REVIEW OF PLAN OF CARE
Agency professional staff promptly alert the
physician to any changes that suggest a
need to alter the plan of care.

Based on clinical record review, policy
review, and interview, the agency failed
to ensure agency staff promptly alerted
the physician to any changes that suggest
a need to alter the plan of care in 1 of 7
active patient's records reviewed. (#5)

G 164

All appropriate staff to be in
serviced on the following: RN will
utilize Coordination of Care form
to be filled out at admission and
updated at each nurse visit. The
RN will notify the MD of record of
any medical changes identified at
home visit. RN will document any

03/30/2015
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Findings include:

1. Clinical record #5 contained a plan of
care for certification period 9/18 to
11/16/14 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

A. The record contained a document
signed by employee N (registered nurse)
on 9/18/14 titled "Comprehensive Adult
Nursing Assessment" stating, "Date
'09/18/14" Reason for Visit: Start of
Care [checked] ... [page 6 of 20]
INTEGUMENTARY STATUS ...
Turgor Good Rash Dry Bruises Other
(specify) 'redness under abd.
[abdominal] folds, under left axilla' ...
[page 9 of 20] INTEGUMENTARY
STATUS (Cont'd) Wound/Lesion #1
Location 'Left Axilla [axillary-arm pit]'
Type: ... 'Open boil' Size (cm)
[centimeter] (LxWxD) [length times
width times depth] '1.2cm x 1.6 cm' ...
[page 16 of 20] CARE
MANAGEMENT ... d. Medical
Procedures/Treatments (e.g. changing

findings in clinical note along with
instructions from MD notification.
RN will notify patient of any
changes to plan of care per MD
orders and instructions and
document notification. RN will
follow up on changes of care plan
and document progression of
care in clinical chart. Auditing
staff will review charts monthly to
ensure documentation is
complete. Administrator to
ensure deficiency corrected and
compliance maintained by
requiring auditing staff to
communicate all auditing
completed monthly along with
revisions made. Policy on pain
protocols created to provide
proper procedure on identifying
pain and addressing with MD for
resolution. RN to establish
baseline pain upon admission
with patient. RN to document in
patient assessment document
and on 485 assessment. RN to
address pain at each nurse visit
and supervisory visit. RN to notify
MD of any pain identified outside
of baseline. RN to document any
instructions from MD on
resolution of symptoms. RN to
notify patient and implement
instructions given with patient.
RN to document in clinical chart
notification and instructions to
patient and any/all follow up to
ensure resolution. ADON to
review all clinical notes written by
RN to ensure proper procedures
are followed and documentation
completed appropriately.
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wound dressing) 0 [checked] - No
Assistance Needed in this Area ... [page
17 of 20] THERAPY AND PLAN OF
CARE ... (M2250) Plan of Care
Synopsis: ... Plan/Intervention a.
Patient-Specific parameters for notifying
physician of changes in vital signs or
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10" Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
transfers. The document failed to
evidence the patients pain level (8 out of
10) or the patient's verbal report of

Administrator to ensure
procedure is being followed and
compliance is maintained.
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outpatient surgery was addressed with the
physician or case manager.

C. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10' Pain Area 'stomach’ ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.

D. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.

E. The record contained a document
signed by employee N (registered nurse)
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on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
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Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y' Surrounding
Skin 'Red' ... Drainage/ Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size:'0.4 x 0.7' Odor'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor 'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

F. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14" ...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.
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G. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14'... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cmx 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

H. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [Dbilateral lower
extremities]. Discussed pt HA's and
medication safety’ ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

I. The record contained a document
dated 1-5-15 by employee N titled "Nurse
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Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla’ SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

J. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
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patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y"' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

K. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
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to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

L. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10' Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

M. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: '[left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Ptreceived new order for daily
wound care to [left] axilla area. Daily

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

55ZQ11  Facility ID:

012928 If continuation sheet

Page 75 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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

nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The record failed to evidence
the physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

N. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

2. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

3. On 2/20/15 at 12:45 PM, an interview
with employee N (case
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manager/registered nurse) was
conducted. The employee indicated the
patient started services 9/18/14 and upon
initial assessment, a wound in the left
axillary had been identified. The
employee indicated, according to the
patient, the wound was evaluated by the
physician but no orders for treatment
were given. Employee N indicated there
was no communication with the
physician regarding the evaluation of the
wound. The employee indicated at the
11/14/14 recertification assessment, the
wound was changed and had become 4
small wounds. The employee indicated
being unable to locate documentation in
the chart of physician notification of this
and indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the

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

55ZQ11 Facility ID: 012928 If continuation sheet

Page 77 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING 00
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

4. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
written plan of care shall be developed
for each client admitted to home care for
skilled treatment in consultation with the
home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment 1. Home health
services are furnished to clients under the
physician's certification that the services
are medically required for the client. ...
2. The plan of care for each patient will
include: ... All pertinent diagnoses ... 4.
The forms: Oasis Start of Care (initial
assessment), Patient medications,
assessment summary, physician's orders
and patient problem list constitute the
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Plan of Care and are submitted by the
case manager and professional team
members to the agency within 4 working
days of the start of care date. ... 6. RN
[registered nurse] case manager,
therapists promptly inform the physician
of any changes that suggest a need to
alter the plan of care. 7. All changes in
the plan of care are documented through
written and signed physician orders. ...."
5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
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professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"POLICY: Every patient will have an
individualized plan of care based on the
medical, functional and psychosocial
needs of each patient. Home care staff
shall administer care and treatment
according to the specific individualized
instructions of the patient;s designated
primary physician. ... PURPOSE: ... 2.
To facilitate quality improvement in the
receipt of physician orders. ...
PROCEDURE: 1. Physician orders are
initiated when physician or referral
source requests skilled services, and
required prior any care is initiated, either
verbally or in writing. ... 3. Physician
verbal or telephone orders for care are
recorded and verified by appropriate
qualified and licensed professional staff
members. ... A. The physician will be
notified immediately of any changes in
the patient's condition which indicate
changes to the plan of treatment. ...
Medical Supervision ... 10. The agency
will ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.
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"
G176 484.30(a)
DUTIES OF THE REGISTERED NURSE
Bldg. 00 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.
Based on clinical record review, policy G176 Appropriate staff to be in 03/30/2015
review, observation and interview, the servped on the following: Policy
. . on pain protocols created to
agency failed to ensure the registered provide proper procedure on
nurse coordinated services and informed identifying pain and addressing
the physician and other personnel of with MD for resolution. RN to
changes in the patient's condition and estapll§h bagellne pain upon
dsin 1 of . . J admission with patient. RN to
nee' sm1io 7.actlve patlent. records document in patient assessment
reviewed creating the potential to affect document and on 485
all patients of the agency. (#5) assessment. RN to address pain
at each nurse visit and
Findi include: supervisory visit. RN to notify MD
Indings melude: of any pain identified outside of
baseline. RN to document any
Based on clinical record review, instructions from MD on
observation, policy review, and resolution of symptoms. RN to
. . h failed 1 notify patient and implement
Interview, the iage.ncy al ? to en.sure. a instructions given with patient.
personnel furnishing services maintained RN to document in clinical chart
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liaison to ensure that their efforts were
coordinated effectively in 1 of 7 active
patients reviewed creating the potential to
affect all patients of the agency. (#5)

Findings include:
Related to communication of personnel

1. Clinical record #5 contained a plan of
care for certification period 9/18 to
11/16/14 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

A. The record contained a document
signed by employee N (registered nurse)
on 9/18/14 titled "Comprehensive Adult
Nursing Assessment" stating, "Date
'09/18/14" Reason for Visit: Start of
Care [checked] ... [page 6 of 20]
INTEGUMENTARY STATUS ...
Turgor Good Rash Dry Bruises Other
(specify) 'redness under abd.
[abdominal] folds, under left axilla' ...
[page 9 of 20] INTEGUMENTARY
STATUS (Cont'd) Wound/Lesion #1
Location 'Left Axilla [axillary-arm pit]'

notification and instructions to
patient and any/all follow up to
ensure resolution. In the instance
the skilled visit is performed by
the LPN, the LPN will utilize the
Communication Form to
communicate with the appropriate
CM findings regarding the patient
in order to maintain continuity of
care to all medical providers
involved in care. ADON to review
all clinical notes written by RN to
ensure proper procedures are
followed and documentation
completed appropriately.
Administrator to ensure
procedure is being followed and
compliance is maintained. Home
Health Agency to provide supplies
for any wound care ordered by
MD until supplies are delivered in
order to provide continuity of care
to patient. RN to notify
Administrator of needs. Account
set up at Moore’s Home health
store in order to allow RN to
purchase supplies needed.
Medication Profile will be
reviewed at every patient visit
including supervisory visits,
skilled nursing visits,
recertification and any
assessment per MD order.

ADON to review all completed
visit/assessment documentation.
Monthly audits to be completed to
ensure medication review was
completed on each patient during
visits. Patient letter given to
every patient upon admission
stating patient to inform RN by
calling office if any changes in
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Type: ... 'Open boil' Size (cm)
[centimeter] (LxWxD) [length times
width times depth] '1.2cmx 1.6 cm' ...
[page 16 of 20] CARE
MANAGEMENT ... d. Medical
Procedures/Treatments (e.g. changing
wound dressing) 0 [checked] - No
Assistance Needed in this Area ... [page
17 of 20] THERAPY AND PLAN OF
CARE ... (M2250) Plan of Care
Synopsis: ... Plan/Intervention a.
Patient-Specific parameters for notifying
physician of changes in vital signs or
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-14-14 by employee N titled
"HHA Supervisory Visit" stating,
"Patient Name [patient #5] Date of visit
'10-14-14" ... Please list any patient
concerns and/or HHA training you feel is
needed '[left] armpit - now 3 open areas
where draining large amount
serosanguineous, slight odor, skin around

medications occur between
scheduled visits. If medication
changes occur, RN will add
medication to Medication Profile
in patient home and clinical

chart. RN will notify MD to verify
change and document in clinical
note. ADON will review all clinical
documentation and monitor any
follow up needed. Administrator
will meet daily with ADON to
ensure RN has followed up and
resolution/documentation is
complete. Case Conference/Care
Pathway form updated to provide
specific planning suggestions by
clinical staff. RN to complete
Case Conference on every
existing patient. Once Case
Conference planning suggestions
have been documented, RN will
resolve and document resolution
on Case Conference document.
All participatory staff will sign
document which is to be filed in
appropriate binder and kept by
ADON. Administrator to review
Case Conference resolutions
weekly at set nursing staff
meeting to ensure compliance.
RN will utilize Coordination of
Care form created to be filled out
at admission and updated at each
nurse visit. The RN will notify the
MD of record of any medical
changes identified at home visits.
RN will document any findings in
clinical note along with
instructions from MD notification.
RN will notify patient of any
changes to plan of care per MD
orders and instructions and
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red ... ." document notification. RN will
follow up on changes of care plan
. and document progression of
A document titled "CLINICAL care in clinical chart, Auditing
NOTE" states, "10-14-14 During a sup staff will review charts monthly to
visit nurse asked pt how area under ensure documentation is
[patients] left axilla was doing and complete. .A.dministrator to
. . .. ensure deficiency corrected and
[patient] stated it had been draining even compliance maintained by
more. Nurse assessed area and pt now requiring auditing staff to
has 3 open areas to left axilla that are still communicate all auditing
draining large amounts of serosaguineous completed monthly along with
. . . . revisions made.
drainage [with] slight odor. skin
surround is read and patient reports that
[patient's] left arm hurts at times. Nurse
call MD office while in home and
scheduled appt [appointment] for Friday
Oct [October] 17th at 11:30 AM to have
the area evaluated. [employee
N-registered nurse]." The record failed
to evidence the registered nurse
followed-up on the patient's 10/17/14
visit with the physician.
C. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10" Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
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transfers. The document failed to
evidence the patients pain level (8 out of
10) or the patient's verbal report of
outpatient surgery was addressed with the
physician or case manager.

D. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10' Pain Area 'stomach' ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.

E. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.
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F. The record contained a plan of
care for certification period 11/17/15 to
1/15/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLSs [instrumental
activities of daily living] as per home
health aide care plan.

G. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14"
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
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constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y"' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4 x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
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time of recertification.

H. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14"...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

I. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... I.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
...." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

J. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
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14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [bilateral lower
extremities]. Discussed pt HA's and
medication safety' ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

K. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla’ SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

L. The record contained a plan of
care signed by the attending physician on
1/15/15 for certification period 1/16/15 to
3/16/15 with orders to include skilled
nursing services 1 time per week for 60
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days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

M. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
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INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

N. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

O. The record contained a document
dated 2-2-15 by employee N titled "Nurse
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Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10' Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The record failed to
evidenced the RN assessed the wounds
(to include measurements), failed to
evidence the patient's pain level was
addressed, and failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

P. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: '[left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
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Nurse Signature [employee N-registered
nurse] ... ." The document failed to
evidence the RN had provided wound
assessment to include measurements.
The record failed to evidence the
physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

A document titled "CLINICAL
NOTE" states, "2-10-15 Pt called et
[and] stated [patient] hasn't received
[patient's] supplies for wound care. Pt
concerned about when wound care will
start. Call [physician] at St. Joseph
Wound Center to see if staff has ordered
supplies. [employee K]."

Q. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the case
manager of the pain level of 7 out of 10
and failed to evidence the LPN assessed
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the abdominal fold abscess.

R. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

S. The record contained a document
titled "HOME HEALTH AIDE CARE
PLAN" with a date of review by
employee N (registered nurse/case
manager) on 1-12-15 to include foot care
daily as an assigned task.

1.) On 2/19/15 at 10:15 AM, a
home visit was conducted with patient #5
to observe care being provided by the
home health aide (employee Z). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with
showering, the employee rubs a cream on
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the patient's feet. The employee
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole
Nitrate 1% cream, a topical antifungal
medication. The employee indicated the
cream is put on the feet, but not in
between the toes, and then the employee
will place the patient's socks on "to keep
itall in." The employee indicated
someone in the office had told her to
perform this task about a month ago but
could not remember the staff member
who told this to her.

The record contained a
document titled "MEDICATION
PROFILE" with a review date of 2/11/15
by employee N (registered nurse/case
manager). The document failed to list
Econazole Nitrate 1% cream as a current
medication used by the patient.

2.) On 2/19/15 at 10:55 AM,
during the home visit with patient #5, an
interview was conducted with employee J
(licensed practical nurse) who was
present for a scheduled skilled nursing
visit. The employee indicated the
Econazole Nitrate 1% cream was listed
on the medication profile as Cleocin T
1% (a topical antibiotic) and is to be
applied to the left axillary wound two
times per day. The employee indicated
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the Cleocin T 1% cream was prescribed
on 10/29/14. The employee stated, "This
is to be under [patient's] arm, not on her
feet."

3.) On 2/19/15 at 11:05 AM,
during the home visit with patient #5, the
patient indicated using the Econazole
Nitrate 1% cream on his/her feet for a
while and it was being used before the
wound appeared under the left axillary.
The patient indicated the doctor
prescribed this to be used on his/her feet
and legs.

4.) On 2/19/15 at 11:10 AM,
during the home visit with patient #5,
employee J (licensed practical nurse)
notified employee N (registered
nurse/case manager) via telephone.
Employee J discussed with employee N
the use by the patient of the Econazole
Nitrate 1% cream and employee J stated
to employee N, "On new med sheet, |
couldn't find it, the one [medication
profile sheet] that you sent, because we
got the Eucerin Cream to [patient's] feet
and legs. It is on the old one [medication
profile sheet] that was here. You have it
written as Cleosin, left axillary BID [two
times per day] but its not [listed] on the
new one [medication profile sheet]." The
patient then stated, "I have been using
that on my feet and legs before I ever had
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a hole [wound in left axilla]." The
patient indicated is was prescribed by the
doctor because of bumps on his/her legs
that kept "busting open." Employee J
ended the call with employee N and
indicated the RN (employee N) would
have to clarify the Econazole Nitrate 1%
cream with the physician because the RN
(employee N) was not aware of the
patient having that medication.

5.) On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse/ case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.
The employee indicated sending a fax to
the patient's primary physician on 2/19/15
requesting information on the cream.

The employee indicated the cream is to
be used BID for rashes. The employee
indicated not providing instructions to the
home health aide to perform this task.

2. A document dated 11/14/14 titled
"CASE CONFERENCE" states, "Patient
Name [patient #5] Date '11-14-14'
Summary of meeting: 'Patient has had
abscess under left axilla for few months
now. Area had opened and MD was
notified. Pt seen MD and referred to
surgeon. The surgeon opted for no
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surgery and gave [patient] medicine to
apply daily to area. The wound site is
now 4 open holes and [patient] has large
dark drainage from areas daily. Ptis able
too roll on the medicine to areas but I feel
that these haven't been treated properly
and aren't healing. Areas need to be
washed and irrigated, medicine applied
and dry dressing applied to area daily'
Meeting Attendees [employee N-case
manager/registered nurse] ... [employee
W-registered nurse] [employee J-LPN]
[employee D-administrator]."

A. On 2/19/15 at 4:15 PM, employee
E (alternate administrator) indicated the
case conference document suggests that
the open areas were identified and the
need to alter the plan of care should have
been addressed but was not.

B. On 2/19/15 at 3:15 PM, employee
E indicated the skilled nurse should have
addressed the wound with the physician
on admission.

3. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

4. On 2/20/15 at 12:50 PM, during the
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interview with employee N (case
manager / registered nurse), the employee
indicated the patient started services
9/18/14 and upon initial assessment, a
wound in the left axillary had been
identified. The employee indicated,
according to the patient, the wound was
evaluated by the physician but no orders
for treatment were given. Employee N
indicated there was no communication
with the physician regarding the
evaluation of the wound. The employee
indicated at the 11/14/14 recertification
assessment, the wound was changed and
had become 4 small wounds. The
employee indicated being unable to
locate documentation in the chart of
physician notification of this and
indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
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1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
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supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"PROCEDURE: ... 10. The agency will
ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.

n

Related to informing physician of
changes in patient's condition.

1. Clinical record #5 contained a plan of
care for certification period 9/18 to
11/16/14 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLSs [instrumental
activities of daily living] as per home
health aide care plan.

A. The record contained a document
signed by employee N (registered nurse)
on 9/18/14 titled "Comprehensive Adult
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Nursing Assessment" stating, "Date
'09/18/14" Reason for Visit: Start of
Care [checked] ... [page 6 of 20]
INTEGUMENTARY STATUS ...
Turgor Good Rash Dry Bruises Other
(specify) 'redness under abd.
[abdominal] folds, under left axilla' ...
[page 9 of 20] INTEGUMENTARY
STATUS (Cont'd) Wound/Lesion #1
Location 'Left Axilla [axillary-arm pit]'
Type: ... 'Open boil' Size (cm)
[centimeter] (LxWxD) [length times
width times depth] '1.2cm x 1.6 cm' ...
[page 16 of 20] CARE
MANAGEMENT ... d. Medical
Procedures/Treatments (e.g. changing
wound dressing) 0 [checked] - No
Assistance Needed in this Area ... [page
17 of 20] THERAPY AND PLAN OF
CARE ... (M2250) Plan of Care
Synopsis: ... Plan/Intervention a.
Patient-Specific parameters for notifying
physician of changes in vital signs or
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

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

55ZQ11  Facility ID:

012928 If continuation sheet

Page 102 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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

B. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10" Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
transfers. The document failed to
evidence the patients pain level (8 out of
10) or the patient's verbal report of
outpatient surgery was addressed with the
physician or case manager.

C. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10' Pain Area 'stomach'’ ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.
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D. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.

E. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
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movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4 x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
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of the patient's change in wound status at
time of recertification.

F. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14"...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

G. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

H. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,

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

55ZQ11  Facility ID:

012928 If continuation sheet

Page 106 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A.BUILDING 00 COMPLETED
B. WING 02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1817 DOGWOOD CT
KOKOMO, IN 46902

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

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

(X5)
COMPLETION
DATE

"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [Dbilateral lower
extremities]. Discussed pt HA's and
medication safety’ ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

I. The record con
tained a document dated 1-5-15 by
employee N titled "Nurse Care Visit
Note" stating, "Patient Name [patient #5]
Date '1-5-15'... Pain Rating 6/10 Pain
Area 'back /[left] axilla' SKIN ... *
Describe rash or wounds in note below
including measurements ... Note: 'Pt
compliant [with] meds through previous
set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

J. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
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"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cmx 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y"' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked] Color
Serosanguineous [checked] Consistency
Thin [checked] ... ." The record failed to
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evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

K. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

L. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10" Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The failed to evidence
documentation of physician notification
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of patient's pain level of 8 out of 10.

M. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15' Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: [left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well. Pt
seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Ptreceived new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The record failed to evidence
the physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

N. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
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3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

2. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

3. On 2/20/15 at 12:45 PM, an interview
with employee N (case
manager/registered nurse) was conducted.
The employee indicated the patient
started services 9/18/14 and upon initial
assessment, a wound in the left axillary
had been identified. The employee
indicated, according to the patient, the
wound was evaluated by the physician
but no orders for treatment were given.
Employee N indicated there was no
communication with the physician
regarding the evaluation of the wound.
The employee indicated at the 11/14/14
recertification assessment, the wound was
changed and had become 4 small
wounds. The employee indicated being
unable to locate documentation in the
chart of physician notification of this and
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indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to locate
documentation in the record to evidence
physician notification. Employee N
indicated at the 1/12/14 recertification
assessment, the 2 wounds had become 1.
The employee indicated on 1/19/15, a
second wound on the patient's abdominal
fold was discovered at which time the
physician was notified and an
appointment was scheduled for 1/21/15.
Employee N indicated on 1/21/15, the
patient informed the employee of
physician contact and of an appointment
scheduled to a surgeon to address the
wounds on 2/4/15. The employee
indicated the patient was directed to go to
the ER on 1/23/15 by the physician and
have the abscess on the abdominal fold
drained but failed to go and the employee
indicated being unable to locate
documentation in the clinical record of
the physician's notification of this.

4. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
written plan of care shall be developed
for each client admitted to home care for
skilled treatment in consultation with the
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home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment 1. Home health
services are furnished to clients under the
physician's certification that the services
are medically required for the client. ... 2.
The plan of care for each patient will
include: ... All pertinent diagnoses ... 4.
The forms: Oasis Start of Care (initial
assessment), Patient medications,
assessment summary, physician's orders
and patient problem list constitute the
Plan of Care and are submitted by the
case manager and professional team
members to the agency within 4 working
days of the start of care date. ... 6. RN
[registered nurse] case manager,
therapists promptly inform the physician
of any changes that suggest a need to alter
the plan of care. 7. All changes in the
plan of care are documented through

written and signed physician orders. ... .

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
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on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"POLICY: Every patient will have an
individualized plan of care based on the
medical, functional and psychosocial
needs of each patient. Home care staff
shall administer care and treatment
according to the specific individualized
instructions of the patient;s designated
primary physician. ... PURPOSE: ... 2.
To facilitate quality improvement in the
receipt of physician orders. ...
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G226 484.36(c)(2)

Bldg. 00 | HEALTH AIDE

provision of hands

home health aide

PROCEDURE: 1. Physician orders are
initiated when physician or referral
source requests skilled services, and
required prior any care is initiated, either
verbally or in writing. ... 3. Physician
verbal or telephone orders for care are
recorded and verified by appropriate
qualified and licensed professional staff
members. ... A. The physician will be
notified immediately of any changes in
the patient's condition which indicate
changes to the plan of treatment. ...
Medical Supervision ... 10. The agency
will ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient. ...

ASSIGNMENT & DUTIES OF HOME

The duties of a home health aide include the

on personal care,

performance of simple procedures as an
extension of therapy or nursing services,
assistance in ambulation or exercises, and
assistance in administering medications that
are ordinarily self administered.

Based on clinical record review,
personnel file review, observation and

interview, the agency failed to ensure the

did not administer a

Policy created to provide
specific scope of practices for
Home Health Aides. Copy of
policy:

Scott’s Home Healthcare LL.C

G 226

03/30/2015
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prescription medication in 1 of 2 home
visits of home health aides observations
creating the potential to affect all patients
of the agency receiving home health aide
services. (#5)
Findings include: xz:lﬂe: Home Health
Effective: 3-30-15
1. Clinical record #5 contained a plan of
care for certification period 9/18 to No:
11/16/14 stating, "21. Orders for 606.00 )
Discipline and Treatments ... HHA Reviewed:
[home health aide]: 6 hr/day [hours per Direct Report: RN Case
day] x 7 d/wk [days per week] x 60 days Manager
per medicaid PA to assist with all ADL's Revised:
[activities of daily living] and IADLs
[instrumental activities of daily living] as
per home health aide care plan ... ."
The record contained a document
titled "HOME HEALTH AIDE CARE "Primary Purpose: The primary
PLAN" with a date of review by purpose of your job position is to
employee N (registered nurse/case provide high quality home health
manager) on 1-12-15 to include foot care aide services within the home health
daily as an assigned task. aid?: scoI.)e of Practice to ass.igned
patients in their place of residence
with our established policies and
A. On2/19/15 at 10:15 AM, a procedures, and as may be directed
home visit was conducted with patient #5 by your RN supervisor.
to observe care being provided by the
home health aide (employee Z). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with Performance Responsibilities
showering, the employee rubs a cream on According to Home Health Aide
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the patient's feet. The employee Scope of Practice:
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole A. Patient Care
Nitrate 1% cream, a topical antifungal
medication. The employee indicated the
cream is put on the feet, but not in 1.Performs personal care activities
between the toes, and then the employee contained in a written assignment by
will place the patient's socks on "to keep the Case Manager which includes:
it all in." The employee indicated Personal hygiene, assisting with
someone in the office had told her to ambu}at“}’(‘f’ Or? C;re’ S];m care, hair
. care, cCooking, 1ecding, aressing,
perform this task about a month ago but . ne. & Cressing
shaving, vital signs and nail care.
could not remember the staff member
who told this to her. 1.Assists with/Reminds of
Medications — limited to opening and
B. On 2/20/15 at 12:45 PM. an closing a medication container,
. . ' o ’ returning a medication to the proper
interview was conducted with employee £ on o e prop
. storage area and assisting in
N (registered nurse/ case manager). The reordering medications from a
employee indicated never seeing the pharmacy. Home Health aides are
Econazole Nitrate 1% cream in the not to administer medications
patient's home before and indicated the including applying prescription
tient told of £ thi creams or powders but may assist
pa le.n r.lever oldotuseo ) IS. patient as needed and as included on
medication. The employee indicated home health aide careplan.
sending a fax to the patient's primary 2.Follows a written plan of care,
physician on 2/19/15 requesting which in?ludes realistic goals and
information on the cream. The employee interventions, which s prepared by
indi dth s t0b dBID f the case manager.
ndicated the cream 1s O e use or 3.Performs assigned activities that
rashes. The employee indicated not are taught by an RN.
providing instructions to the home health 4.Responds to patient needs in a
aide to perform this task. timely manner.
5.Provides care in a cost effective
. . manner.
2. Pe.rS(?nnel. file Z contained a job 6.Treats all patients with kindness
description signed and dated by the and respect
employee on 3/10/14 titled "Home Health 7.Completes housekeeping tasks as
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Aide" stating, "Performance
Responsibilities: A. Patient Care 1.
Performs personal care activities
contained in a written assignment by the
Case Manager which includes: Personal
hygiene, assisting with ambulation, ... 2.
Assists in the administration of
medication - limited to opening and
closing a medication container, returning
a medication to the proper storage area ...

written and directed on the plan of
care..."

This policy states that Home
Health Aides are not to give any
medications to patients. Home
Health Aides are allowed, if care
plan states, to provide medication
reminders to patient. No Home
Health Aide will provide any
topical application of prescription
cream and will follow
counseling/disciplinary procedure
as needed for violation.
Communication Form created to
be utilized by scheduling
employees and completed on
every phone call taken regarding
home health aide or patient.
Once concern is documented, RN
to be notified immediately to
inform of situation. RN to instruct
on resolution if scheduling can
complete. Patient to be called
back and documentation
completed on every concern or
request. Once resolution is
completed and RN has signed
and documented, all completed
forms to be delivered to
Administrator for review and
filing. Communication form to be
filed in patient chart,
Correspondence and Misc tab, to
ensure continuity of care and
show communication between
scheduling, nursing, and

patient. The Administrator will be
responsible for completing the
correction of this deficiency and
preventing this deficiency from
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recurring in the future.
G 235 484.48
CLINICAL RECORDS
Bldg. 00
G 235 Appropriate staff to be in 03/30/2015
Based on clinical record review, policy serviced on the following: Al
. . . . . Home Health Aide Daily Notes
review, and interview, it was determined will be completed in entirety by
the agency failed to ensure the clinical Home health Aide completing
record contained appropriately visit. Home Health Aide is
authenticated clinical notes in 1 of 10 reqwre.d t.o mgrk appropnately
. . . boxes indicating patient care
clinical records reviewed creating the completed and sign document
potential to affect all 107 of the agency's under Employee Signature.
patients (See G 236). Patient or documented authorized
signature is to sign under Patient
The cumulative effect of this systemic Zlgf]:;:gi; r:g\:zemci::; S vidence
problem resulted in the agency's inability information of any kind on Home
to meet the requirements of the Condition Health Aide Daily note, Scheduler
of Participation 484.48 Clinical Record. will contact Home Health Aide
during current business day, who
will be required to come in to
office and complete note. If
patient signature is missing Home
Health Aide will be required to
retrieve note, deliver to patient for
signature and date, and return to
office within 24 hours of
notification. Auditor employee to
audit charts for note accuracy
monthly. Disciplinary action
including write up and counseling
by HR employee to be properly
enforced if Home Health Aide has
a repeat offense. Administrator
to be notified by Schedulers of
any corrective action taken and
upon completion through
communication form. Mandatory
In service to be completed by
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every Home health Aide on
proper Home Health Aide Daily
note completion. HR to track
attendance of mandatory in
service to ensure compliance.
Administrator to ensure
compliance is maintained by
meeting with Auditor employee
monthly to review any corrections
made in order to educate staff on
patterns that are seen.
G 236 484.48
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 clinical record review, policy G 236 All Home Health Aide Daily 03/30/2015
review, and interview, the agency failed NOt_es will be complsted n
. X entirety by Home Health Aide
to ensure the clinical record contained completing patient visit. Home
appropriately authenticated clinical notes health aides will complete hha
in 1 of 10 clinical records reviewed notes according to the policy titled
creating the potential to affect all 107 of Home H?alth A'd,e, Note
, . Completion, Auditing, and
the agency's patients. (#4) Correction Policy which states:
Policy: Home Health Aide staff
Findings include: will properly complete
documentation according to
.. accepted professional standards
1. Clinical record #4, start of care and principles that apply to home
6/19/14 and discharge date 8/9/14, health documentation . All
evidenced a plan of care for certification documentation is to be properly
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period 6/20 to 8/18/14 with orders for authenticated by the staff
home health aide services 12 hours per ;nnelm:r?cri V;g:?ei?:s\llﬁlte;gt:i;vn:;k
day, 7 days per week for 60 days. The health aide documentation
record contained a physicians order for confirming that the clock in and
home health aide services 8 hours per out times, the date, and the
day, 7 days per week. checked off tasks were
completed on that date between
those times according to the plan
2. The record contained a document of care. Procedure: Note
titled "Home Health Aide Daily Note" Completion- 1. When arriving at
stating, "Patient Name [patient #4] patient home, HHA will locate
Empl 1 DD-h company folder and check
mployee Name [employee -home careplan for tasks to be
health aide] Date 6/24/14 ... Circle task completed. 2. Next, HHA will
completed and place a checkmark in the document time of arrival at
corresponding box: PERSONAL CARE patient homet O?‘ nurs?rsldehnotﬁj
. . on appropriate time. This shou
Partial bed bath [checked] ... Skin Care be the time HHA was scheduled
[checked] ... NUTRITION Prepare Meal to be there on his or her calendar.
[checked] ... Feeds Self [checked] 3. Complete tasks and check
Encourage Fluids [checked] ACTIVITY them gff OT ntc:e :S Comhpleltﬁd y
. . according to the home health aide
LEVEL Up Wlt_h Assistance [che(.:ked] careplan. Only tasks which have
W/C [wheelchair] [checked] Partial been checked off on hha
Weight Bearing [checked] ... Transfer careplan by the Registered Nurse
bed/chair [checked] Transfer toilet iupeglsclncr’ ;)r state “prn” in check
. ox should be
[checked] ... ELIMINATION Continent addressed/completed at this visit
[checked] ... Bedside Commode and documented on this note. 4.
[checked] ... OTHER ... Medication When visit time comes to end per
Reminder [checked] ... HOMEMAKING gha Sche?U'eé ?_'de should t
. ] ocument end time in appropriate
... Dishes [clfeck.ed] ... Other: [checked line on hha note and sign on hha
... Employee's Signature [employee DD] signature line and date line next
Date: '6/24/14' Patient's Signature to it. When signing aide is
[name of patient #4] / [signature of confirming he/she completed the
emplovee E-alternate tasks checked as being
p. y ] ) completed on that date between
administrator/Director of nursing] Date the in and out time documented
'6/24/14"." and confirming these were
completed in accordance with the
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3. The record contained a document HHA careplan. 5. The hha should
titled "Home Health Aide Daily Note" the.n reque§t for the pa.t|ent/ or
. "Pati N . 44 patient family to sign his/her own
stating, "Patient Name [patient #4] name on the patient/family
Employee Name [employee EE-home signature line and remind them
health aide] Date 7/4/14 ... Circle task that by doing so they are
completed and place a checkmark in the ?:er!lf'lrhn;l:wge' tgztt theeei'?ﬁewas at
. | , W
corresponding box: PERSONAL CARE documented times and completed
Complete bed bath [checked] the checked off tasks that were
Assist-Shower [checked] ... Shampoo completed in accordance with the
Hair [checked] ... Skin Care [checked] ... hh? ca'reE]Ialn.tha;the lpah;ant was
active in helping develop for
NUTRITION Prepa're Meal [checkfad] his/her own care. The patient
HOMEMAKING Light housekeeping should also document the date on
[checked] ... Dishes [checked] ... Make the date line next to his/her
bed [checked] Trash [checked] Dusting signature. Auditing and
hecked] S . hecked Corrections of HHA note- 1.
[checked] wgeplng [checked] ... Kokomo HHAs are to turn their
Employee's Signature [employee E] notes in each day after their visits
Date: '7/4/14" Patient's Signature are complete. There is a drop
[employee E] Date '7/4/14"." box located at the front door of
the office building in kokomo. In
areas other than Kokomo, a
4. On 2/18/15 at 3 PM, employee E courier is assigned to pick up
indicated the patient had orders for home notes and HHA will be oriented to
health aide services 8 hours per day, 7 this when beginning employment.
d k and the aide fi 2. When HHAs turn in notes, they
a}./s perweek and the aide rejq.uency was will first be verified in the
2 times per day, 4 hours per visit. The computer program for time, date
employee indicated he/she reviews the and completion of visit. If notes
aide's documentation of the visit and if do not match schedule, a copy
methine is wrone with the document will be made and forwarded to HR
Something 18 w ) EW u ’ for counseling of scheduler and
he/she corrects it. The employee home health aide. 3. Notes will be
indicated the 7/4/14 aide visit was audited before filed into the
performed by employee EE but there patient record for correctness
. . including: completion in black ink
must have been something wrong with
) ) only, tasks completed compared
the aides documentation because to HHA careplan, and
employee E had to re-write it. Employee confirmation signatures. Auditor
E stated, "I did not make the visit, [name nor anyone in the office will make
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of employee EE] did but there must have any type of alteration on the home
been something wrong with the health aide note. If nf)tes do not
it Empl E match careplan, are in another
document so I're-did it." Employee color of ink a copy will be made
indicated he/she should have wrote and the copy will be sent to HR
employee EE's name where the document for counseling of home health
states, "Employee's Signature." The aide. Ifa s.lgnatu.re is missing,
s . the note will be given to the
employee indicated being unsure of how scheduler. the scheduler will
many times this has occurred. contact the home health aide, and
the home health aide will be
5. The policy with an effective date of I’?qulrted totget trt1he p:gp(:r N
. signatures to authenticate the
7/20/12 and a reviewed date as 7/25/14 note within 24 hours or a copy will
titled, "CLINICAL RECORDS be made of the note and giving to
-PURPOSE AND CONTENT" state, HR for counseling/disciplinary
"PROCEDURE: Records are service and visit for that note will
d d usi fessional dard not be billed. 4. If a home health
ocumente uélng pro ess19na standards aide writes the wrong information
and will contain the fOllOWlng: . down during a visit and realizes
Signed and dated clinical notes for each it during the visit, he or she is to
contact which are written the day of put one line through the incorrect
service and incorporated into the patient's information, write "error” above it
o P p and include date, time and their
clinical record at least weekly. ... ." initials. If these are not
completed correctly, auditor will
6. The policy with an effective date of agzin mzkte aH ;Ofy Ef:&e note
7/20/12 and a reviewed date as 7/25/14 and send o or
. o counseling. HR to track
titled "N0608" states, "POLICY: Clinical disciplinary form on employees.
chart order and closed chart order and Mandatory In Service to be
retention. ... The clinical record will completed by every Home health
. . Aide on proper home health aide
contain pertinent past and current : .
. . . daily note completion. The
findings in accordance with accepted Administrator oversees the
professional standards shall be nurse management staff and has
maintained for every patient as follows. inserviced the Nursing
. . Supervisor/Alt Administrator and
... All entries must be legible, clear,
) ] all nurse management staff on
complete and appropriately authenticated the HHA note completion policy
and dated. Authentications must include and has instructed them that
signatures or a secured computer entry. .. immediate termination would be
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AL the consequence of violating this
policy. HR to track all attendance
of mandatory in service to ensure
all appropriate staff present.
Administrator to instruct in service
and provide documented
minutes. HR employees to keep
all in service tracking
documentation and provide upon
request. HR to discipline through
write up process, any staff that
does not complete in service.
Non compliant Home Health
Aides will not be given scheduled
patient visit hours until mandatory
in service information has been
received. The Administrator will
be responsible for completing the
correction of this deficiency and
preventing this deficiency from
recurring in the future.
N 000
Bldg. 00
This visit was for a state home health N 000
relicensure survey.
Survey Dates: February 18, 19, 20, and
23,2015.
Facility #: 12928
Medicaid #: 201091400
Surveyor: Tonya Tucker, RN, PHNS
Quality Review: Joyce Elder, MSN,
BSN, RN
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March 24, 2015
N 470 410 IAC 17-12-1(m)
Home health agency
Bldg. 00 | 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 agency policy review and N 470 All clinical staff will be required to 03/30/2015
observation and interview, the agency attend an in service and skills
. . . check off regarding proper
failed to ensure staff followed infection infection control procedures. Al
control practices for 1 of 5 home visit staff hired by the HHA will be
observations. (#5) required to perform a competency
skills check off on proper infection
indi include: control procedures. All clinical
Findings include: staff will be required to attend and
complete a yearly in service
1. During a home visit observation on including a skills check off to
2/19/15 at 11 AM, employee J (licensed ensure proper |qfect|on control
cal b d i practices are being performed.
practical nurse), v&.fas observed provi 1.ng HR staff to document and track in
wound care to patient #5. After donning service and skills check off.
clean gloves, employee J prepped a table Administrator to receive copy of
with the wound care supplies, cleansed completion as follow up.
the wound with normal saline on a gauze
pad and then placed the pad in a trash
bag, applied Aquacel Ag wound pad
inside the wound, covered with a sterile
gauze pad, applied tape to secure,
removed gloves and placed in trash bag,
and then washed hands with soap and
water.
2. The agency policy with an effective
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date of 7/20/12 and a reviewed date as
7/25/14 titled "INFECTION CONTROL"
states, "POLICY: All home care staff
will follow established infection control
procedures. PURPOSE: To provide
measures to prevent exposures to
infectious diseases during the treatment
of patients. PROCEDURE: Standard
Precautions/Universal Precautions 1.
Standard Precautions are routine barrier
precautions that are utilized with all
patients to protect employees from
contact with blood and body fluids,
secretions, excretions, non-intact skin,
and mucous membranes. ... 4. Staff
should was their hands before and after
patient contact, upon removal of gloves,
before and after invasive procedures,
after handling soiled or contaminated
materials, ... and as needed. 5. Medical
gloves should be worn when: a) contact
with blood or body fluids is likely; b)
providing care to non-intact skin; c)
handling or cleaning contaminated
equipment ... 6. Gloves should be
changed between patient contact and
procedures. Hands should be washed
thoroughly after removal of gloves. ... ."

3. The agency policy with an effective
date of 7/20/12 and a reviewed date as
7/25/14 titled "INFECTION
CONTROL-HAND WASHING" states,
"POLICY: All health care workers shall
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wash their hands frequently and
appropriately. ... Health care workers
shall wash hands: ... 4. After removing
gloves, worn per Standard Precautions
for direct contact with excretions or
secretions, mucous membranes, ... ."
N 484 410 IAC 17-12-2(g)
Q A and performance improvement
Bldg. 00 Rule 12 Sec. 2(g) All personnel providing
services shall maintain effective
communications to assure that their efforts
appropriately complement one another and
support the objectives of the patient's care.
The means of communication and the
results shall be documented in the clinical
record or minutes of case conferences.
Based on clinical record review, N 484 All appropriate staff will be in 03/30/2015
observation, policy review, and Se,r,v'ced on t.he followmg: RN will
i . . utilize Coordination of Care form
interview, the agency failed to ensure all created to be filled out at
personnel furnishing services maintained admission and updated at each
liaison to ensure that their efforts were nurse visit. The RN will notify the
coordinated effectively in 1 of 7 active MD of regord Of any medical o
. . d . h il changes identified at home visits.
patients reviewed creating the potential to RN will document any findings in
affect all patients of the agency. (#5) clinical note along with
instructions from MD notification.
Findings include: RN will notify patient of any
’ changes to plan of care per MD
o ) orders and instructions and
1. Clinical record #5 contained a plan of document notification. RN will
care for certification period 9/18 to follow up on changes of care plan
11/16/14 with orders to include skilled and document progression of
. . 16 K for 60 care in clinical chart. Auditing
mursing services 1 time per w.ee ] or staff will review charts monthly to
days for assessment and medication ensure documentation is
set-up and home health aide services 6 complete. Administrator to
hours per day, 7 days per week for 60 ensure deficiency corrected and
davs t st with ADL' tiviti £ compliance maintained by
ays to assist wi s [activities o requiring auditing staff to
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daily living] and IADLs [instrumental communicate all auditing
activities of daily living] as per home completed monthly glong W'th
. revisions made. Policy on pain
health aide care plan. protocols created to provide
proper procedure on identifying
A. The record contained a document pain and addressing with MD for
signed by employee N (registered nurse) [)Zssc;lll":gnp;aiN rt)(c)):zt:rtr)ml'lz:'on
. . | nu ISSI
on 9/-1 8/14 titled "Compre.henswe Adult with patient. RN to document in
Nursing Assessment” stating, "Date patient assessment document
'09/18/14" Reason for Visit: Start of and on 485 assessment. RN to
Care [checked] ... [page 6 of 20] adgress pain at 9?9:‘ nRu;;ls? V'S'tt,f
and supervisory visit. o notify
INTEGUMENTARY STATUS ... L -
MD of any pain identified outside
Turgor Good Rash Dry Bruises Other of baseline. RN to document any
(specify) 'redness under abd. instructions from MD on
[abdominal] folds, under left axilla' ... resi.c;lutlo? oftsyn;pton:s. R'\: to
notify patient and implemen
[page 9 of 20] INTEGUMENTARY instructions given with patient.
STATUS (Cont'd) Wound/Lesion #1 RN to document in clinical chart
Location 'Left Axilla [axillary-arm pit]' notification and instructions to
Type: ... 'Open boil' Size (cm) patient and Iar;y/ all tzltl)cngutp to
. . ensure resolution. )
[c.entlrn.eter] (LxWxD) [length times review all clinical notes written by
width times depth] '12cmx 1.6 cm' ... RN to ensure proper procedures
[page 16 of 20] CARE are followed and documentation
MANAGEMENT ... d. Medical Z‘;mP'?tfdtaPFt’mp”ate'y-
. ministrator to ensure
Procedures/Treatments (e.g. changing procedure is being followed and
wound dressing) 0 [checked] - No compliance is maintained. RN will
Assistance Needed in this Area ... [page utilize Coordination of Care form
17 of 20] THERAPY AND PLAN OF C;eaFef{ to bec';'"e% Otutdatt )
admission and updated at eac
CARE ... (M2250) Plan of Care nurse visit. The RN will notify the
Patient-Specific parameters for notifying changes identified at home visits.
physician of changes in vital signs or RI'N'Wllll dotcurr:ent aqi/hﬂndlngs in
. : clinical note along wi
othe.r clinical ﬁn.dl.ngs n/a [checked] Not instructions from MD notification.
applicable Physician has chosen not to RN will notify patient of any
establish patient-specific parameters for changes to plan of care per MD
this patient. Agency will use orders and instructions and
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standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-14-14 by employee N titled
"HHA Supervisory Visit" stating,
"Patient Name [patient #5] Date of visit
'10-14-14" ... Please list any patient
concerns and/or HHA training you feel is
needed '[left] armpit - now 3 open areas
where draining large amount
serosanguineous, slight odor, skin around
red ...."

A document titled "CLINICAL
NOTE" states, "10-14-14 During a sup
visit nurse asked pt how area under
[patients] left axilla was doing and
[patient] stated it had been draining even
more. Nurse assessed area and pt now
has 3 open areas to left axilla that are still
draining large amounts of serosaguineous
drainage [with] slight odor. skin
surround is read and patient reports that
[patient's] left arm hurts at times. Nurse
call MD office while in home and
scheduled appt [appointment] for Friday
Oct [October] 17th at 11:30 AM to have
the area evaluated. [employee

document notification. RN will
follow up on changes of care plan
and document progression of
care in clinical chart. Auditing
staff will review charts monthly to
ensure documentation is
complete. Administrator to
ensure deficiency corrected and
compliance maintained by
requiring auditing staff to
communicate all auditing
completed monthly along with
revisions made. Medication
Profile will be reviewed at every
patient visit including supervisory
visits, skilled nursing visits,
recertification and any
assessment per MD order.
ADON to review all completed
visit/assessment documentation.
Monthly audits to be completed to
ensure medication review was
completed on each patient during
visits. Patient letter given to
every patient upon admission
stating patient to inform RN by
calling office if any changes in
medications occur between
scheduled visits. If medication
changes occur, RN will add
medication to Medication Profile
in patient home and clinical
chart. RN will notify MD to verify
change and document in clinical
note. ADON will review all clinical
documentation and monitor any
follow up needed. Administrator
will meet daily with ADON to
ensure RN has followed up and
resolution/documentation is
complete. Policy created to
provide specific scope of
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N-registered nurse]." The record failed practices for Home Health Aides.
to evidence the registered nurse SO% o;lpollcsg theare LLC
. cott’s dome Healthcare
followed-up on the patient's 10/17/14
visit with the physician.
C. The record contained a document J"z Title: Home Health
Aide
dated 10-20-14 by employee J
. y _p y . Effective: 3-30-15
[LPN-Licensed Practical Nurse] titled No:
"Nurse Care Visit Note" stating, "Patient 606.00
Name [patient #5] Date 10-20-14 ... Reviewed:
Pain Rating '8/10" Pain Area 'arm pit' ... Direct Report: RN Case
Note: 'med set up completed. Manager .
. . Revised:
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10 "Primary Purpose: Th‘_“' 'Prin'lary
to that area. Discussed safety with PUTPOSE O,fyourjo,b position is to
; provide high quality home health
transfers. The document failed to aide services within the home health
evidence the patients pain level (8 out of aide scope of practice to assigned
10) or the patient's verbal report of patients in their place of residence
outpatient surgery was addressed with the with our established policies and
hvsician or case manager procedures, and as may be directed
phy ger. by your RN supervisor.
D. The record contained a document
dated 11-3-14 by employee J (LPN) titled Performance Responsibilities
"Nurse Care Visit Note" stating, "Patient g‘cc"rdif“g to Home Health Aide
. . Practice:
Name [patient #5] Date 11-3-14 ... Pain cope of Tractice
Rating '7/10" Pain Area 'stomach’... A. Patient Care
Note: 'med set up completed.
Assessment and vs completed WNL. No 1.Performs personal care activities
edema noted. Rates stomach pain 7/10. contained in a written assignment by
the Case M hich includes:
underarm [left] has 4 holes Pt has © ase Manager WhIel metces
o ) . Personal hygiene, assisting with
medication BID to area. discussed using ambulation, oral care, skin care, hair
med as directed' ... ." The record failed to care, cooking, feeding, dressing,
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evidence the LPN notified the physician shaving, vital signs and nail care.
or case manager of the patient's change in 1 Assists with/Reminds of
. . Medications — limited to opening and
wound status and pain rating of 7/10. . - .
closing a medication container,
returning a medication to the proper
E. The record contained a document storage area and assisting in
dated 11-10-14 by employee N titled reordering medications from a
"Nurse Care Visit Note" stating, "Patient ph’;‘imazy' Home H‘“‘Zhh:_“des are
. not to administer medications
Name [patient #5] Date 11-10-14 ... . . . .
gy ) ) including applying prescription
Note: 'Patient continues topical creams or powders but may assist
medication to wound in left axilla per patient as needed and as included on
MD order. Moderate serosanguineous home health aide careplan.
drainage [with] odor. After pt. lifted szOI,IOWS a written p lan of care,
. which includes realistic goals and
[left] arm to put medicine on, moderate ) . .
; interventions, which is prepared by
amount of dark blood, thick, from 4 the case manager.
areas.'...." The record failed to evidence 3.Performs assigned activities that
the RN contacted the physician with the are taught by an RN.
change in wound status. . 4.Responds to patient needs in a
timely manner.
] 5.Provides care in a cost effective
F. The record contained a plan of manner.
care for certification period 11/17/15 to 6.Treats all patients with kindness
1/15/15 with orders to include skilled and respect '
nursing services 1 time per week for 60 7,'C0mplete,s housckeeping tasks as
L. written and directed on the plan of
days for assessment and medication care.."
set-up and home health aide services 6
hours per day, 7 days per week for 60 This policy states that Home
days to assist with ADL's [activities of Hez;l.th ?|destare rt1.ot tto 9';"3 any
e . medications to patients. Home
dal'ly.1¥V1ng] an.d IAPLS [instrumental Health Aides are allowed, if care
activities of daily living] as per home plan states, to provide medication
health aide care plan. reminders to patient. No Home
Health Aide will provide any
. topical licati f ipti
G. The record contained a document opical application of prescription
. . cream and will follow
signed by employee N (registered nurse) counseling/disciplinary procedure
on 11/14/14 titled as needed for violation.The
"RECERTIFICATION/FOLLOW-UP Administrator will be responsible
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ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y"' Surrounding

for completing the correction of
this deficiency and preventing this
deficiency from recurring in the
future.
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Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4 x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

H. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14" ...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

I. The record contained a document
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dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

J. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [bilateral lower
extremities]. Discussed pt HA's and
medication safety' ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

K. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
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6/10 Pain Area 'back /[left] axilla’" SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

L. The record contained a plan of
care signed by the attending physician on
1/15/15 for certification period 1/16/15 to
3/16/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLSs [instrumental
activities of daily living] as per home
health aide care plan.

M. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14"
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
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No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor'Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

N. The record contained a document
dated 1-26-15 by employee N titled
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"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

O. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10" Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The record failed to
evidenced the RN assessed the wounds
(to include measurements), failed to
evidence the patient's pain level was
addressed, and failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.
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P. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: [left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The document failed to
evidence the RN had provided wound
assessment to include measurements.
The record failed to evidence the
physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

A document titled "CLINICAL
NOTE" states, "2-10-15 Pt called et
[and] stated [patient] hasn't received
[patient's] supplies for wound care. Pt
concerned about when wound care will
start. Call [physician] at St. Joseph
Wound Center to see if staff has ordered
supplies. [employee K]."
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Q. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the case
manager of the pain level of 7 out of 10
and failed to evidence the LPN assessed
the abdominal fold abscess.

R. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
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out of 10.

S. The record contained a document
titled "HOME HEALTH AIDE CARE
PLAN" with a date of review by
employee N (registered nurse/case
manager) on 1-12-15 to include foot care
daily as an assigned task.

1.) On 2/19/15 at 10:15 AM, a
home visit was conducted with patient #5
to observe care being provided by the
home health aide (employee Z). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with
showering, the employee rubs a cream on
the patient's feet. The employee
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole
Nitrate 1% cream, a topical antifungal
medication. The employee indicated the
cream is put on the feet, but not in
between the toes, and then the employee
will place the patient's socks on "to keep
itall in." The employee indicated
someone in the office had told her to
perform this task about a month ago but
could not remember the staff member
who told this to her.

The record contained a
document titled "MEDICATION
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PROFILE" with a review date of 2/11/15
by employee N (registered nurse/case
manager). The document failed to list
Econazole Nitrate 1% cream as a current
medication used by the patient.

2.) On2/19/15 at 10:55 AM,
during the home visit with patient #5, an
interview was conducted with employee J
(licensed practical nurse) who was
present for a scheduled skilled nursing
visit. The employee indicated the
Econazole Nitrate 1% cream was listed
on the medication profile as Cleocin T
1% (a topical antibiotic) and is to be
applied to the left axillary wound two
times per day. The employee indicated
the Cleocin T 1% cream was prescribed
on 10/29/14. The employee stated, "This
is to be under [patient's] arm, not on her
feet."

3.) On 2/19/15 at 11:05 AM,
during the home visit with patient #5, the
patient indicated using the Econazole
Nitrate 1% cream on his/her feet for a
while and it was being used before the
wound appeared under the left axillary.
The patient indicated the doctor
prescribed this to be used on his/her feet
and legs.

4.) On2/19/15at 11:10 AM,
during the home visit with patient #5,
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employee J (licensed practical nurse)
notified employee N (registered
nurse/case manager) via telephone.
Employee J discussed with employee N
the use by the patient of the Econazole
Nitrate 1% cream and employee J stated
to employee N, "On new med sheet, |
couldn't find it, the one [medication
profile sheet] that you sent, because we
got the Eucerin Cream to [patient's] feet
and legs. It is on the old one [medication
profile sheet] that was here. You have it
written as Cleosin, left axillary BID [two
times per day] but its not [listed] on the
new one [medication profile sheet]." The
patient then stated, "I have been using
that on my feet and legs before I ever had
a hole [wound in left axilla]." The
patient indicated is was prescribed by the
doctor because of bumps on his/her legs
that kept "busting open." Employee J
ended the call with employee N and
indicated the RN (employee N) would
have to clarify the Econazole Nitrate 1%
cream with the physician because the RN
(employee N) was not aware of the
patient having that medication.

5.) On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse/ case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
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patient never told of use this medication.
The employee indicated sending a fax to
the patient's primary physician on 2/19/15
requesting information on the cream.

The employee indicated the cream is to
be used BID for rashes. The employee
indicated not providing instructions to the
home health aide to perform this task.

2. A document dated 11/14/14 titled
"CASE CONFERENCE" states, "Patient
Name [patient #5] Date '11-14-14'
Summary of meeting: 'Patient has had
abscess under left axilla for few months
now. Area had opened and MD was
notified. Pt seen MD and referred to
surgeon. The surgeon opted for no
surgery and gave [patient] medicine to
apply daily to area. The wound site is
now 4 open holes and [patient] has large
dark drainage from areas daily. Ptis able
too roll on the medicine to areas but I feel
that these haven't been treated properly
and aren't healing. Areas need to be
washed and irrigated, medicine applied
and dry dressing applied to area daily'
Meeting Attendees [employee N-case
manager/registered nurse] ... [employee
W-registered nurse] [employee J-LPN]
[employee D-administrator]."

A. On 2/19/15 at 4:15 PM, employee
E (alternate administrator) indicated the
case conference document suggests that
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the open areas were identified and the
need to alter the plan of care should have
been addressed but was not.

B. On 2/19/15 at 3:15 PM, employee
E indicated the skilled nurse should have
addressed the wound with the physician
on admission.

3. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

4. On 2/20/15 at 12:50 PM, during the
interview with employee N (case
manager / registered nurse), the employee
indicated the patient started services
9/18/14 and upon initial assessment, a
wound in the left axillary had been
identified. The employee indicated,
according to the patient, the wound was
evaluated by the physician but no orders
for treatment were given. Employee N
indicated there was no communication
with the physician regarding the
evaluation of the wound. The employee
indicated at the 11/14/14 recertification
assessment, the wound was changed and
had become 4 small wounds. The
employee indicated being unable to
locate documentation in the chart of
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physician notification of this and
indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
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maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"PROCEDURE: ... 10. The agency will
ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.

n
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N 504 410 IAC 17-12-3(b)(2)(D)(i)
Patient Rights
Bldg. 00 Rule 12 (b) The patient has the right to
exercise his or her rights as a patient of the
home health agency as follows:
(2) The patient has the right to the
following:
(D) Be informed about the care to be
furnished, and of any changes in the care to
be furnished as follows:
(i) The home health agency shall advise
the patient in advance of the:
(AA) disciplines that will furnish care; and
(BB) frequency of visits proposed to be
furnished.
Based on clinical record review, policy N 504 All appropriate staff will be in 03/30/2015
review, and interview, the agency failed sc.erylced on the following: Missed
. . . Visit Note revised to state date
to ensure the patient was informed, in and time patient was notified of
advance, of any changes in the care to be inability to fill visit, all applicable
furnished in 3 of 7 active patient records staff notified to attempt to fill visit,
reviewed creating the potential to affect da}te a(;\d'tl'rtne MD was notnjed of
all 107 of the agency's patients. (#2, #5, (r:r:rs: ?Or\g:ﬁé?]irzzg ;ssummg
and #10) signature. Scheduling employees
to complete Missed Visit Note
Findings include: imrpediately upon cancellation by
patient or home health agency
and contact patient to make
1. Clinical record #2 contained a alternate plans for coverage.
physicians plan of care for certification Daily huddles to be completed
period 12/2/14 to 1/30/15 with orders to with each member of scheduling,
. . . case management, Administrator,
include home health aide services 1 hour and HR every morning. At this
per day, 7 days per week for 60 days. time weekly schedules to be
The record failed to evidence home reviewed indicating any unfilled
visits, concerns, and missed visits
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health aide services were conducted on that need addressed due to -
1/10/15 and 1/11/15 and failed to absences by Home Health Aides.
K . L Daily huddle form to be utilized to
evidence documentation of the patient's ensure these topics are
notification prior to the missed visits. addressed. Assistant to
administrator to collect all forms
A. The record evidenced a document :Zd t,y?et u? surXLna.ry. fct)r tor t
. ministrator. Administrator to
dated 1/24/15, signed by employee BB ensure resolution occurs and
(home health aide), titled "Home Health compliance maintained on all
Aide Daily Note." The document states, unfilled visits or concerns covered
"Time In 10:00 am Time Out 11:00 am." in daily huddle by end of business
' ' ' day. Policy created to ensure
consistent patient scheduling visit
B. The record evidenced a document times. Rn to request and discuss
dated 1/25/15, signed by employee BB, time frame at admission for
titled "Home Health Aide Daily Note." scheduling home health visits
The d "Time In 10:00 with patient of record. Once
) ¢ document states, "1ime In VU am admission is complete, RN to call
Time Out 11:00 am." in admission information to
ADON who will take completed
C. On 2/20/15 at 9 AM, a home visit '“fﬁ"galt,'on to alfproprt'at? ot
. . scheduling employee to initiate
was cogdu?ted with patient #2. Th.e ) scheduling of patient home health
patient indicated the home health aide is services. As per the information
supposed to come at 9 AM every day for given at admission, the assigned
1 hour. The patient indicated a few times sc?ed;:lter will cootr:m:te W'Lh thlt?w
. . patient to ensure the home hea
the a.1de. came at 10 AM 1ns.tead of 9 AM visits are scheduled at the patient
and indicated not being notified of the requested time and will be
change in arrival time. The patient maintained at that time unless
indicated not having an aide for the dates re(i.ue?teld ?;hemlts.e by the
patient. In the instance an
of Saturday, 1/10/15 and Sund:%ly, employee cannot fulfill the
contacted the office and spoke with assigned scheduler will make
employee CC (office staff) who reassured every attempt to find an
. . . alternative home health aide to
patient that an aide would arrive on o
R ) complete the patient’s scheduled
1/11/15. The patient indicated the aide visit. The patient will maintain
failed to arrive again on 1/11/15 at which communication with the assigned
time the patient contacted the office and scheduler regarding this process
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spoke to employee CC and was told the and the alteration of the time of
employee would "Look into it." The VISI.t,. if a.ny. Pgtlents will be
. .. . notified immediately by the
patient indicated not being contacted assigned scheduler if any
back from the agency. alteration in patient schedule time
must be made due to unforeseen
D. On 2/23/15 at 12:35 PM circumstances. Documentation
] . ) . will be made on a Communication
employee E (alternate director of nursing) Form, given to the assigned RN
indicated it is the responsibility of the and placed in the chart of record
on-call staff to contact the patient and once reviewed by the
inform them of any changes or time AdmlTlstratorfto ensu;e RN wil
. .. compliance of correction. RN wi
differences for the scheduled visit. utilize Coordination of Care form
created to be filled out at
2. Clinical record #5 contained a admission and updated at each
physicians plan of care for certification rlcﬂulgsefwsn. Jh? RN W'”d'?c’t'lfy the
. . of record of any medica
perlod 1/16/15 to 3/16./15 w1th orders to changes identified at home visits,
include home health aide services 6 hours RN will document any findings in
per day, 7 days per week for 60 days. clinical note along with
The record failed to evidence home instructions from MD notification.
. . RN will notify patient of any
health aide services were cc.)nducted on changes to plan of care per MD
1/29/15 and 2/10/15 and failed to orders and instructions and
evidence documentation of the patient's document notification. RN will
notification prior to the missed visits. follow up on changes of care plan
and document progression of
) care in clinical chart. Auditing
A. The record contained an undated staff will review charts monthly to
document titled "Missed Visit Form" ensure documentation is
stating, "Patient: [patient #5] Date/Time completj.f.A.dmlnlstratorttod g
L L ensure deficiency corrected an
of visit: 1/29/1.5 Type of Visit: HHA compliance maintained by
[home health alde] Staff Member: requiring auditing Staff to
[Employee FF-home health aide] communicate all auditing
Reason: Other 'aide off on dr. [doctor] completed m(cjmthly along with
note, couldn't find replacement' How revisions made.
were the patient's needs met? [blank]
Physician Notified: [blank] ...."
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B. The record contained a document
titled "Nurse Care Visit Note" stating,
"Patient Name: [patient #5] Date: '2-9-15'
... Pain Rating '8/10" Pain Area: '[left]
axilla ... Education Topic: 'Wound Care'
... Note: 'Pt. compliant [with] all meds
through previous set up. Pt. tolerates
visit well. Pt seen at wound center today
for [left] axilla and [left] groin/abd
[abdomen] fold. Pt received new order
for daily wound care to [left] axilla area.
Daily nurse visit to begin 2/10/15 per
order. Educated pt. on care to wound
area.' ... Nurse Signature [employee
N-registered nurse] ... ." The record
evidenced the next skilled nursing visit
was conducted on 2/13/15 and failed to
evidence the patient was notified of the
change in the plan of care.

1.) The record evidenced a
physicians order from the wound center
stating, "Date: 2/09/15 Time: 1500 ...
Orders Note: Only those items checked
will be carried out. ... DIAGNOSIS:
Number/Location Wound #(s): '#3'
Location: '[left] axilla' Dressing Orders
Aquacel Ag/Gauze/Medipore ... Cleanse
Wound(s) with: Normal Saline ...
Physician or Physician Extender
Signature: [physician at wound center]
Date: 2/9/15 Time: 1525 ... ."

2.) A document titled "Clinical
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Note" states, "2-9-15 St. [Saint] Joseph
Wound Center sent orders for pt [patient]
to have daily dressing changes to wound
to [left] axilla. Case manager notified.
MD aware. Will begin dressing change
2/10/15 after pt receives wound care
supplies. [employee K-registered
nurse]." The document states, "2-10-15
Pt called et [and] stated [patient] hasn't
received [patient's] supplies for wound
care. Pt concerned about when wound
care will start. Call [physician] at St.
Joseph Wound Center to see if staff has
ordered supplies. [employee K]." The
document states, "2-12-15 1145 A [AM]
- St. Joseph Wound Center called et
stated pts supplies are now delivered.
Called pts PCP [primary care physician]
et notified him that office had order for
wound care daily. MD stated to start
wound care 2/13/15. [employee K]."

3.) On 2/19/15 at 3:50 PM,
employee K (registered nurse) indicated
receiving a call from patient #5 on
2/10/15 with concerns of the skilled
nurse not visiting for wound care. The
employee indicated contacting the wound
center on 2/10/15 in regards to wound
care supplies. The employee indicated
he/she failed to make contact with the
patient in regards to plan for treatment.

3. Clinical record #10 contained a
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physician's plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM'" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."
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D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

4. The agency policy with an effective
date of 7/20/15, a revised date of 8/20/12,
and a reviewed date as 7/25/14 titled
"PATIENT RIGHTS AND
RESPONSIBILITIES" states,
"PATIENT'S RIGHTS ... 5. You have
the right to expect the agency to have the
proper resources to render safe care of the
frequency of visits proposed. 6. You
have the right to be told in advance what
disciplines will furnish care and the
frequency of visits proposed. ... 8 You
have the right to know in advance of any
change in your plan of care before the
change is made. ... ."
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N 518 410 IAC 17-12-3(e)
Patient Rights
Bldg. 00 | Rule 12 Sec. 3(e)
(e) The home health agency must inform
and distribute written information to the
patient, in advance, concerning its policies
on advance directives, including a
description of applicable state law. The
home health agency may furnish advanced
directives information to a patient at the time
of the first home visit, as long as the
information is furnished before care is
provided.
Based on document and policy review, N 518 All appropriate staff will be in 03/30/2015
clinical record review, and observation, serviced on the'follov'vmg: The
. . Home Health Aide will provide an
the agency failed to ensure patients were updated and revised Indiana
provided the current Advance Directives, Advanced Directives document
including a description of applicable dated July 2013 to every existing
State law, for 3 of 3 home visit patients home. The assigned RN
. . . will provide this document
observations creating the potential to furnished by the Home Health
affect all 107 of the agency's current Aide during every admission of a
patients. (#2, #5, and #6) patient along with delivering
document to existing patients
.. . during scheduled supervisory
Findings include: visits, skilled nurse visit and/or
recertification visit determined by
1. Clinical record #2, start of care first available encounter. Every
10/8/13, failed to evidence the patient exg,tln%pft:je:\tdto havz r;_v'si,d
had been presented an updated Advanced th e:FfJueI]ye1 3 20\/ 1a ; ?ne p atiI;?w(t: ves
Directives document, revised July 2013. residence within 30 days of
written correction. Administrator
On 2/20/15 at 9 AM, a home visit to ensure deficiency corrected by
. receiving a list in 30 days from
was conducted to patient #2. The each Rl\? with docum en};ati on of
patient's admission packet failed to completion.Policy created to
evidence the Indiana Advanced ensure consistent patient
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Directives document revised July, 2013. scheduling visit times per MD
order. RN to request and discuss
L. time frame at admission for
2. Clinical record #5, start of care scheduling home health visits
9/18/14, failed to evidence the patient with patient of record. Once
had been presented an updated Advanced admission is complete, RN to call
Directives document, revised July 2013. in admission |pformat|on to
ADON who will take completed
information to appropriate
On 2/19/15 at 10:15 AM, a home scheduling employee to initiate
visit was conducted to patient #5. The scheduling of patient home health
patient's admission packet failed to Services. As.pe.r the |nform'at|on
d the Indi Ad d given at admission, the assigned
evidence the Indiana Advance scheduler will coordinate with the
Directives document revised July, 2013. patient to ensure the home health
visits are scheduled at the patient
3. Clinical record #6, start of care reqyttes.teddtlrr:?har:c:.wnl bel
. . . maintained at that time unless
6/20/14, failed to evidence the patient requested otherwise by the
had been presented an updated Advanced patient. In the instance an
Directives document, revised July 2013. employee cannot fulfill the
scheduled home health visit, the
. . assigned scheduler will make
On 2/20/15 at lO.AM, a home visit every attempt to find an
was conducted to patient #6. The alternative home health aide to
patient's admission packet failed to complete the patient's scheduled
evidence the Indiana Advanced visit. The p?t'ent _‘;‘;]'"t:a'nt?'n g
.. . communication with the assigne
Directives document revised July, 2013. scheduler regarding this process
and the alteration of the time of
4. The policy with an effective date of visit, if any. Patients will be
7/20/12 and reviewed date as 7/25/14 notified ljmm[?dcljatfly'?y the
. " " assigned scheduler if any
titled ?LIENT CLINICAL RECORD alteration in patient schedule time
states, "PROCEDURE: ... 9. The must be made due to unforeseen
clinical record documents the following, circumstances. Documentation
using a standardized format, (clinical ‘lg"” be made or;ha CO"?’““'L'C;:\']O”
] . orm, given to the assigne
nf)te).. ... D. Information on a.ny advance and placed in the chart of record
directives for care, as appropriate; ... ." once reviewed by the
Administrator to ensure
compliance of correction.
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N 522 410 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 clinical record review, policy N 522 All appropriate staff to be in 03/30/2015
review, and interview, the agency failed serviced on the following: I?ally
. huddles to be completed with
to ensure visits were made as ordered on each member of scheduling, case
the plan of care in 4 of 7 active patients management, and HR every
reviewed creating the potential to affect morning. At this time weekly
all 107 patients of the agency. (#2, #5, gchedgles to be rclewewgd.,
indicating any unfilled visits,
#6, and #10) concerns, and missed visits that
need addressed due to absences
Findings include: by home health aides. Daily
Huddle Form to be utilized to
1. Clinical record #2 contained a Zg?:;i;ggﬁ?sﬁg:;rfo
physicians plan of care for certification Administrator to collect all forms
period 12/2/14 to 1/30/15 with orders to and compile summary for
include home health aide services 1 hour Administrator. Administrator to
ensure resolution occurs on all
per day, 7 days per week for 60 days. unfilled visits or concerns covered
The record failed to evidence home in daily huddle by end of business
health aide services were conducted on day. A policy has been
1/10/15 and 1/11/15 and failed to established to address
. . . compliance with the agency
evidence documentation of the patient's responsibility to meet the needs
notification prior to the missed visits. of the patient once accepted into
care. Patients will not be
A. On2/20/15 at 9 AM, a home visit accepted for admission if the
. . ncy is n I m h
was conducted with patient #2. The ig: d(s:yofsthgtpztiizntto upsr?tir:i t?al
patient indicated not having an aide for assessment. The established
the dates of Saturday, 1/10/15 and policy is as follows: Policy: Itis
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Sunday, 1/11/15 and on 1/10/15, the the policy of the company to
patient contacted the office and spoke maintain patient care consistency
. per M.D. orders. As part of this
with employee CC (office staff) who policy it must be acknowledged
reassured patient that an aide would that there are two types of missed
arrive on 1/11/15. The patient indicated visits. One, being a patient
the aide failed to arrive again on 1/11/15 cancellation and tow, pelng
hich 6 h . dth agency staff cancellation.
at which time the patient contacted the PROCEDURE: 1) Patient
office and spoke to employee CC and cancellation: will be addressed if
was told the employee would "Look into the patient cancellation causes
it." The patient indicated not being non gqmpllance with th.e o
d back f h physician's order. A missed visit
contacted back irom the agency. form will be completed and given
to the Administrator and CM
B. On 2/23/15 at 12:35 PM, Nurse. Administrator to log in
employee E (alternate director of nursing) Missed Visit Log for tracking. If
indi ditis th ibili fth the patient has more than two
mdicated 1t 13 the responsibi 1t.y ot the cancellations within the current
on-call staff to contact the patient and certification period, the patient will
inform them of any changes or time be discharged according to
differences for the scheduled visit. policy. 2) Agency
staff cancellation will be
addressed by utilizing all other
C. On 2/23/15 at 12:55 PM, home health aide staff, on call
employee E indicated being unable to home health aide, all available
locate documentation related to the atgifncy Stt:ﬁ from t.hetfs‘:held”r:'nr?
. . .. staff, up the organizational chart,
missed home health aide visits on 1/10 to the Administrator in order to
and 1/11/15. maintain compliance. Non
compliance with this policy is
2. Clinical record #5 contained a unacceptable and scheduling
hvsici | £ f ctificati staff will be terminated if policy is
p ¥s1c1ans plan ot care for c.e thcation not maintained. Communication
peI‘lOd 1/16/15 to 3/16/15 Wlth Ol‘deI'S to forms to be utilized by Schedu”ng
include home health aide services 6 hours and completed on every phone
per day, 7 days per week for 60 days. call taken regarding home health
. . aide or patient. Once concern is
The rec9rd falleq to evidence home documented, RN to be notified
health aide services were conducted on immediately to inform of
1/29/15 and 2/10/15 and failed to situation. RN to instruct on
evidence documentation of the patient's resolution if scheduling can
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notification prior to the missed visits. complete. Patient to be called
back and documentation
. completed on every concern or
The record contained an undated request. Once resolution is
document titled "Missed Visit Form" completed and RN has signed
stating, "Patient: [patient #5] Date/Time and documented, all completed
of visit: 1/29/15 Type of Visit: HHA forms to gg’ftf Ad"g”'stratof f°tr_
. . review and filing. Communication
[home health aide] Staff Mel.nber. Form to be filed in patient chart,
[Employee FF-home health aide] last tab, to ensure continuity of
Reason: Other 'aide off on dr. [doctor] care, and show communication
note, couldn't find replacement' How between scheduling, nursing and
’ h . d 9 blank patient. The Administrator will be
were't 'e pat1er'1t s needs met? [blank] responsible for completing the
Physician Notified: [blank] ...." correction of this deficiency and
preventing this deficiency from
3. Clinical record #6 contained a recurring in the future.
physicians plan of care for certification
period 12/31/14 to 2/28/15 with orders to
include home health aide services 3 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15 and failed to evidence
documentation of the patient's
notification prior to the missed visits.
The record evidenced a document
dated 1/14/15 by employee N (registered
nurse) titled "MISSED VISIT FORM"
stating, "Patient: [patient #6] Date/Time
of Visit: '1-6-15 10 A -1 P' Type of
Visit: 'HHA [home health aide]' ...
Reason: Other [checked] 'HHA called
off and couldn't fill hours' How were
patient's needs met? [blank] ... ."
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4. Clinical record #10 contained a
physicians plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A-12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."
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N 524

Bldg. 00

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

5. The agency policy with an effective
date as 7/20/12 and a reviewed date of
7/25/14 titled "MISSED VISIT" states,
"POLICY: It is the policy of the
company to maintain patient care
consistency per M.D. [medical doctor]
orders. ... PROCEDURE: 1. A missed
visit occurs when the physician-ordered
frequency of services is not maintained.
... 3. A missed visit constitutes a
modification in the plan of care and the
physician must be notified. ... ."

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.
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(B) Cover all pertinent diagnoses.
(C) Include the following:
(i) Mental status.
(i) Types of services and equipment
required.
(i) 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.
Based on clinical record review, policy N 524 All appropriate staff will be in 03/30/2015
review, observation, and interview, the serV|.ced. on the .folloyvmg:
. Medication Profile will be
agency failed to ensure the plan of care reviewed at every patient visit
included medications in 1 of 10 clinical including supervisory visits,
records reviewed creating the potential to skilled nursing visits,
affect all patient's of the agency. (#5) recertification and any
assessment per MD order.
ADON to review all completed
Findings include: visit/assessment documentation.
Monthly audits to be completed to
1. Clinical record #5 contained plan of ensurle tmgdlcatlonhrevlgwtvxéas‘
care for certification period 1/16/15 to 3;?;: ePitig:tT;(t:erZ?vleG: tounng
3/16/15 with orders to include skilled every patient upon admission
nursing services and home health aide stating patient to inform RN by
services. The plan of care failed to calling office if any changes in
. . . medications occur between
include an updated medication list. scheduled visits. If medication
changes occur, RN will add
A. On2/19/15 at 10:15 AM, a home medication to Medication Profile
visit was conducted with patient #5 to in patient home and clinical
. . chart. RN will notify MD to verify
observe care being provided by the home
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health aide (employee Z). At 10:45 AM,
employee Z was asked about the task of
providing foot care. The employee
indicated after assistance with showering,
the employee rubs a cream on the
patient's feet. The employee presented
the cream to the surveyor at which time it
was observed to be a prescription
medication of Econazole Nitrate 1%
cream (a topical antifungal cream). The
employee indicated the cream is put on
the feet, but not in between the toes, and
then the employee will place the patient's
socks on "to keep it all in." The
employee indicated someone in the office
had told her to perform this task about a
month ago but could not remember the
staff member who told this to her.

The record contained a document
titled "MEDICATION PROFILE" with a
review date of 2/11/15 by employee N
(registered nurse/case manager). The
document and the plan of care failed to
list Econazole Nitrate 1% cream as a
current medication used by the patient.

B. The document titled
"MEDICATION PROFILE" (with a
review date of 2/11/15 by employee N)
and the plan of care failed to list Cleocin
T 1% as a medication presently being
used by the patient.

change and document in clinical
note. ADON will review all clinical
documentation and monitor any
follow up needed. Administrator
will meet daily with ADON to
ensure RN has followed up and
resolution/documentation is
complete.
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C. On 2/19/15 at 11:05 AM, during
the home visit with patient #5, the patient
indicated using the Econazole Nitrate 1%
cream on his/her feet for a while and it
was being used before the wound
appeared under the left axillary. The
patient indicated the doctor prescribed
this to be used on his/her feet and legs.

D. On 2/19/15 at 11:10 AM, during
the home visit with patient #5, employee
J (licensed practical nurse) notified
employee N (registered nurse/case
manager) via telephone. Employee J
discussed with employee N the use by the
patient of the Econazole Nitrate 1%
cream and employee J stated to employee
N, "On new med sheet, I couldn't find it,
the one [medication profile sheet] that
you sent, because we got the Eucerin
Cream to [patient's] feet and legs. It is on
the old one [medication profile sheet]
that was here. You have it written as
Cleosin, left axillary BID [two times per
day] but its not [listed] on the new one
[medication profile sheet]." The patient
then stated, "I have been using that on my
feet and legs before I ever had a hole
[wound in left axillary]." The patient
indicated is was prescribed by the doctor
because of bumps on his/her legs that
kept "busting open." Employee J ended
the call with employee N and indicated
the RN (employee N) would have to
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clarify the Econazole Nitrate 1% cream
with the physician because the RN
(employee N) was not aware of the
patient having that medication.

E. On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse / case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.

2. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
written plan of care shall be developed
for each client admitted to home care for
skilled treatment in consultation with the
home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment ... 3. The plan of care
will include physician orders for
Medications and Treatments ... ."

3. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PATIENT MEDICATION" states,
"PROCEDURE Administration of
Medications ... 11. The current

State Form

Event ID:

55ZQ11 Facility ID: 012928 If continuation sheet

Page 164 of 218




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

PRINTED: 04/17/2015
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
15K094 B. WING 02/23/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1817 DOGWOOD CT
SCOTT'S HOME HEALTHCARE LLC KOKOMO, IN 46902
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (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
medication profile, listing medications,
home remedies, over the counter drugs
and side effects, will be recorded on the
client medication form and maintained in
the client's record. ... ."
N 527 410 1AC 17-13-1(a)(2)
Patient Care
Bldg. 00 Rule 13 Sec. 1.(a)(2) The health care
professional staff of the home health agency
shall promptly alert the person responsible
for the medical component of the patient's
care to any changes that suggest a need to
alter the medical plan of care.
Based on clinical record review, policy N 527 All appropriate staff will be in 03/30/2015
review, and interview, the agency failed Se,r,v'ced on t.he followmg: RN wil
utilize Coordination of Care form
to ensuré a.gency staff promptly alerted created to be filled out at
the physician to any changes that suggest admission and updated at each
a need to alter the plan of care in 1 of 7 nurse visit. The RN will notify the
active patient's records reviewed. (#5) MD of regord Of any medical »
changes identified at home visits.
o ) RN will document any findings in
Findings include: clinical note along with
instructions from MD notification.
1. Clinical record #5 contained a plan of RN will notify patient of any
f Ficati i0d 9/18 changes to plan of care per MD
care for certu 1cation per'1o t(_) orders and instructions and
11/16/14 with orders to include skilled document notification. RN will
nursing services 1 time per week for 60 follow up on changes of care plan
days for assessment and medication and document progression of
dh health aid . 6 care in clinical chart. Auditing
set-up and home health aide services staff will review charts monthly to
hours per day, 7 days per week for 60 ensure documentation is
days to assist with ADL's [activities of complete. If LPN completes
daily living] and IADLSs [instrumental skilled visit on patient, LPN will
tiviti £ dailv livi h utilize Communication Form to
activi le_s of daily living] as per home communicate with CM to any
health aide care plan. changes to patient condition.
Administrator to ensure
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A. The record contained a document deficiency corrected and
signed by employee N (registered nurse) f:gﬁ):ilr?;(;icri?t?rg?tﬁfdtc?y
on 9/18/14 titled "Comprehensive Adult communicate all auditing
Nursing Assessment" stating, "Date completed monthly along with
'09/18/14' Reason for Visit: Start of revisions made. Policy on pain
Care [checked] ... [page 6 of 20] protocols created to provide
proper procedure on identifying
INTEGUMENTARY STATUS ... pain and addressing with MD for
Turgor Good Rash Dry Bruises Other resolution. RN to establish
(specify) 'redness under abd. baseline pain upon admission
[abdominal] folds, under left axilla' ... wﬂp p?tlent. RN tot(:’ocumenttln
patient assessment documen
[page 9 of 20] INTEGUMENTARY and on 485 assessment. RN to
STATUS (Cont'd) Wound/Lesion #1 address pain at each nurse visit
Location 'Left Axilla [axillary-arm pit]' and supervisory visit. RN to notify
Type: ... 'Open boil' Size (cm) MD of any pain identified outside
- . of baseline. RN to document any
[c.entlm.eter] (LxWxD) [length times instructions from MD on
width times depth] '1.2cmx 1.6 cm' ... resolution of symptoms. RN to
[page 16 of 20] CARE notify patient and implement
MANAGEMENT ... d. Medical instructions given with patient.
. RN to document in clinical chart
Procedures/Treatments (e.g. changing notification and instructions to
wound dressing) 0 [checked] - No patient and any/all follow up to
Assistance Needed in this Area ... [page ensure resolution. ADON to
17 of 20] THERAPY AND PLAN OF review all clinical notes written by
RN to ensure proper procedures
CARE (M2250) Plan of'Care are followed and documentation
Synopsis: ... Plan/Intervention a. completed appropriately.
Patient-Specific parameters for notifying Administrator to ensure
physician of changes in vital signs or procelqure is being Io!lov;ed and
other clinical findings n/a [checked] Not compliance s maintained.
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
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pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10" Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
transfers. The document failed to
evidence the patients pain level (8 out of
10) or the patient's verbal report of
outpatient surgery was addressed with the
physician or case manager.

C. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10" Pain Area 'stomach' ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
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or case manager of the patient's change in
wound status and pain rating of 7/10.

D. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.

E. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14"
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
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Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location "[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y"' Surrounding
Skin 'Red' ... Drainage/ Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size:'0.4 x 0.7' Odor'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size: '0.7 x 0.7' Odor'Y"
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
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Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

F. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14" ...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

G. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cmx 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.
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H. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [bilateral lower
extremities]. Discussed pt HA's and
medication safety' ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

I. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla' SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

J. The record contained a document
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signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]
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Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

K. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15'... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

L. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10' Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
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noted.' ... ." The failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

M. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15' Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: '[left] axilla ... Education
Topic: 'Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The record failed to evidence
the physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

N. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
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measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ... ." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

2. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

3. On 2/20/15 at 12:45 PM, an interview
with employee N (case
manager/registered nurse) was
conducted. The employee indicated the
patient started services 9/18/14 and upon
initial assessment, a wound in the left
axillary had been identified. The
employee indicated, according to the
patient, the wound was evaluated by the
physician but no orders for treatment
were given. Employee N indicated there
was no communication with the
physician regarding the evaluation of the
wound. The employee indicated at the
11/14/14 recertification assessment, the
wound was changed and had become 4
small wounds. The employee indicated
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being unable to locate documentation in
the chart of physician notification of this
and indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

4. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
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written plan of care shall be developed
for each client admitted to home care for
skilled treatment in consultation with the
home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment 1. Home health
services are furnished to clients under the
physician's certification that the services
are medically required for the client. ...
2. The plan of care for each patient will
include: ... All pertinent diagnoses ... 4.
The forms: Oasis Start of Care (initial
assessment), Patient medications,
assessment summary, physician's orders
and patient problem list constitute the
Plan of Care and are submitted by the
case manager and professional team
members to the agency within 4 working
days of the start of care date. ... 6. RN
[registered nurse] case manager,
therapists promptly inform the physician
of any changes that suggest a need to
alter the plan of care. 7. All changes in
the plan of care are documented through

written and signed physician orders. ... .

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
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maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"POLICY: Every patient will have an
individualized plan of care based on the
medical, functional and psychosocial
needs of each patient. Home care staff
shall administer care and treatment
according to the specific individualized
instructions of the patient;s designated
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N 545

Bldg. 00

primary physician. ... PURPOSE: ... 2.
To facilitate quality improvement in the
receipt of physician orders. ...
PROCEDURE: 1. Physician orders are
initiated when physician or referral
source requests skilled services, and
required prior any care is initiated, either
verbally or in writing. ... 3. Physician
verbal or telephone orders for care are
recorded and verified by appropriate
qualified and licensed professional staff
members. ... A. The physician will be
notified immediately of any changes in
the patient's condition which indicate
changes to the plan of treatment. ...
Medical Supervision ... 10. The agency
will ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.

n

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 clinical record review,
observation, policy review, and
interview, the agency failed to ensure all
personnel furnishing services maintained
liaison to ensure that their efforts were
coordinated effectively in 1 of 7 active

patients reviewed creating the potential to

N 545

All appropriate staff will be in
serviced on the following: RN will
utilize Coordination of Care form
created to be filled out at
admission and updated at each
nurse visit. The RN will notify the
MD of record of any medical
changes identified at home visits

03/30/2015
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affect all patients of the agency. (#5)
Findings include:

1. Clinical record #5 contained a plan of
care for certification period 9/18 to
11/16/14 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

A. The record contained a document
signed by employee N (registered nurse)
on 9/18/14 titled "Comprehensive Adult
Nursing Assessment" stating, "Date
'09/18/14" Reason for Visit: Start of
Care [checked] ... [page 6 of 20]
INTEGUMENTARY STATUS ...
Turgor Good Rash Dry Bruises Other
(specify) 'redness under abd.
[abdominal] folds, under left axilla' ...
[page 9 of 20] INTEGUMENTARY
STATUS (Cont'd) Wound/Lesion #1
Location 'Left Axilla [axillary-arm pit]'
Type: ... 'Open boil' Size (cm)
[centimeter] (LxWxD) [length times
width times depth] '1.2cm x 1.6 cm' ...
[page 16 of 20] CARE
MANAGEMENT ... d. Medical

(included but not limited to wound
dressing changes). RN will
document any findings in clinical
note along with instructions from
MD notification. RN will notify
patient of any changes to plan of
care per MD orders and
instructions and document
notification. RN will follow up on
changes of care plan and
document progression of care in
clinical chart. Auditing staff will
review charts monthly to ensure
documentation is complete.
Administrator to ensure deficiency
corrected and compliance
maintained by requiring auditing
staff to communicate all auditing
completed monthly along with
revisions made. Policy on pain
protocols created to provide
proper procedure on identifying
pain and addressing with MD for
resolution. RN to establish
baseline pain upon admission
with patient. RN to document in
patient assessment document
and on 485 assessment. RN to
address pain at each nurse visit
and supervisory visit. RN to notify
MD of any pain identified outside
of baseline. RN to document any
instructions from MD on
resolution of symptoms. RN to
notify patient and implement
instructions given with patient.
RN to document in clinical chart
notification and instructions to
patient and any/all follow up to
ensure resolution. ADON to
review all clinical notes written by
RN to ensure proper procedures

State Form Event ID:

If continuation sheet

Facility ID: 012928

Page 180 of 218




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

PRINTED: 04/17/2015
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
15K094 B. WING 02/23/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1817 DOGWOOD CT
SCOTT'S HOME HEALTHCARE LLC KOKOMO, IN 46902
(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

Procedures/Treatments (e.g. changing
wound dressing) 0 [checked] - No
Assistance Needed in this Area ... [page
17 of 20] THERAPY AND PLAN OF
CARE ... (M2250) Plan of Care
Synopsis: ... Plan/Intervention a.
Patient-Specific parameters for notifying
physician of changes in vital signs or
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-14-14 by employee N titled
"HHA Supervisory Visit" stating,
"Patient Name [patient #5] Date of visit
'10-14-14" ... Please list any patient
concerns and/or HHA training you feel is
needed '[left] armpit - now 3 open areas
where draining large amount
serosanguineous, slight odor, skin around
red'...."

A document titled "CLINICAL
NOTE" states, "10-14-14 During a sup
visit nurse asked pt how area under

are followed and documentation
completed appropriately.
Administrator to ensure
procedure is being followed and
compliance is maintained. Home
Health Agency to provide supplies
for any wound care ordered by
MD until supplies are delivered in
order to provide continuity of care
to patient. RN to notify
Administrator of needs. Account
set up at Moore’s Home Health
store in order to allow RN to
purchase supplies needed in a
timely manner. Medication Profile
will be reviewed at every patient
visit including supervisory visits,
skilled nursing visits,
recertification and any
assessment per MD order.
ADON to review all completed
visit/assessment documentation.
Monthly audits to be completed to
ensure medication review was
completed on each patient during
visits. Patient letter given to
every patient upon admission
stating patient to inform RN by
calling office if any changes in
medications occur between
scheduled visits. If medication
changes occur, RN will add
medication to Medication Profile
in patient home and clinical

chart. RN will notify MD to verify
change and document in clinical
note. ADON will review all clinical
documentation and monitor any
follow up needed. Administrator
will meet daily with ADON to
ensure RN has followed up and
resolution/documentation is
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[patients] left axilla was doing and complete. Case Conference/Care
[patient] stated it had been draining even Path\'/v.ay form. updated to.prowde
specific planning suggestions by
more. Nurse assessed area and pt now clinical staff. RN to complete
has 3 open areas to left axilla that are still Case Conference on every
draining large amounts of serosaguineous existing patient. Once Case
drainage [with] slight odor. skin Eonfegencedplanmngt Ssgg?\ls“?l?s
. . ave been documented, RN wi
surround is read and patient reports that resolve and document resolution
[patient's] left arm hurts at times. Nurse on Case Conference document.
call MD office while in home and All participatory staff will sign
scheduled appt [appointment] for Friday docume.ntt WE,'CS Is to gi f'let’db'n
] appropriate binder and kept by
Oct [October] 17th at 11:30 AM to have ADON. Administrator to review
the area evaluated. [employee Case Conference resolutions
N-registered nurse]." The record failed weekly at set nursing staff
to evidence the registered nurse r;e;atnng to ter;stjre cor.r:jpllance..f.
. olicy created to provide specific
féll'owgd-up on the. patlent s 10/17/14 scope of practices for home
visit with the physician. health aides. This policy states
that home health aides are not to
C. The record contained a document tglve ?nytprechrlpt|o|;1 mﬁg';?;'ons
o patients. Home Health Aides
dated 10_'20'14 by employee J . are allowed, if care plan states, to
[LPN—LICCnsed Practical Nurse] titled provide medication reminders to
"Nurse Care Visit Note" stating, "Patient patient. No home health aide will
Name [patient #5] Date 10-20-14 ... provide ?“y topical t""pp"ﬁat'i’” of
. . Lo . o prescription cream to patien
Pain R:cltmg 8/10" Pain Area 'arm pit' ... without specific written
Note: 'med set up completed. instructions to home health aide
Assessment and vs [vital signs] WNL by RN per MD orders, along with
[within normal limits]. Pt to go to ER training on application provided
f tpatient by RN on every home health aide
[emergency room] for outpatien s1.1rgery providing services to patient. RN
for Cyst undel‘ [left] arm. Rates paln 8/10 to observe home health aide
to that area. Discussed safety with properly applying prescription
transfers. The document failed to cream to patient and document
evidence the patients pain level (8 out of such in clinical chart. Home
P p Health Aide to be checked off on
10) or the patient's verbal report of skill quarterly by outside licensed
outpatient surgery was addressed with the medical professional in order to
physician or case manager. maintain compliance.
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D. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10' Pain Area 'stomach'’ ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.

E. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.

F. The record contained a plan of
care for certification period 11/17/15 to
1/15/15 with orders to include skilled

nursing services 1 time per week for 60

Administrator to ensure
compliance is maintained by
reviewing HR file audits monthly.
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days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
activities of daily living] as per home
health aide care plan.

G. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
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site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4 x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

H. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
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Name [patient #5] Date '11-24-14"...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN
contacted the physician with the change
in wound status.

I. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

J. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10' Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
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completed WNL. Rates HA 9/10. No
edema noted BLE [Dbilateral lower
extremities]. Discussed pt HA's and
medication safety’ ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.

K. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla’" SKIN
... ¥ Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

L. The record contained a plan of
care signed by the attending physician on
1/15/15 for certification period 1/16/15 to
3/16/15 with orders to include skilled
nursing services 1 time per week for 60
days for assessment and medication
set-up and home health aide services 6
hours per day, 7 days per week for 60
days to assist with ADL's [activities of
daily living] and IADLs [instrumental
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activities of daily living] as per home
health aide care plan.

M. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cmx 4.6 cm x 0.2 cm' Tunneling [zero]
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Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

N. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15' ... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

O. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10" Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
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tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The record failed to
evidenced the RN assessed the wounds
(to include measurements), failed to
evidence the patient's pain level was
addressed, and failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

P. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15" Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: [left] axilla ... Education
Topic: "Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The document failed to
evidence the RN had provided wound
assessment to include measurements.
The record failed to evidence the

State Form

Event ID:

55ZQ11  Facility ID:

012928 If continuation sheet

Page 190 of 218




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

PRINTED: 04/17/2015
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
15K094 B. WING 02/23/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1817 DOGWOOD CT
SCOTT'S HOME HEALTHCARE LLC KOKOMO, IN 46902
(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

physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

A document titled "CLINICAL
NOTE" states, "2-10-15 Pt called et
[and] stated [patient] hasn't received
[patient's] supplies for wound care. Pt
concerned about when wound care will
start. Call [physician] at St. Joseph
Wound Center to see if staff has ordered
supplies. [employee K]."

Q. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the case
manager of the pain level of 7 out of 10
and failed to evidence the LPN assessed
the abdominal fold abscess.

R. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
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Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10' Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

S. The record contained a document
titled "HOME HEALTH AIDE CARE
PLAN" with a date of review by
employee N (registered nurse/case
manager) on 1-12-15 to include foot care
daily as an assigned task.

1.) On 2/19/15 at 10:15 AM, a
home visit was conducted with patient #5
to observe care being provided by the
home health aide (employee Z). At 10:45
AM, employee Z was asked about the
task of providing foot care. The
employee indicated after assistance with
showering, the employee rubs a cream on
the patient's feet. The employee
presented the cream to the surveyor at
which time it was observed to be a
prescription medication of Econazole
Nitrate 1% cream, a topical antifungal

State Form

Event ID:

55ZQ11  Facility ID:

012928 If continuation sheet

Page 192 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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. The employee indicated the
cream is put on the feet, but not in
between the toes, and then the employee
will place the patient's socks on "to keep
itall in." The employee indicated
someone in the office had told her to
perform this task about a month ago but
could not remember the staff member
who told this to her.

The record contained a
document titled "MEDICATION
PROFILE" with a review date of 2/11/15
by employee N (registered nurse/case
manager). The document failed to list
Econazole Nitrate 1% cream as a current
medication used by the patient.

2.) On2/19/15 at 10:55 AM,
during the home visit with patient #5, an
interview was conducted with employee J
(licensed practical nurse) who was
present for a scheduled skilled nursing
visit. The employee indicated the
Econazole Nitrate 1% cream was listed
on the medication profile as Cleocin T
1% (a topical antibiotic) and is to be
applied to the left axillary wound two
times per day. The employee indicated
the Cleocin T 1% cream was prescribed
on 10/29/14. The employee stated, "This
is to be under [patient's] arm, not on her
feet."
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3.) On 2/19/15 at 11:05 AM,
during the home visit with patient #5, the
patient indicated using the Econazole
Nitrate 1% cream on his/her feet for a
while and it was being used before the
wound appeared under the left axillary.
The patient indicated the doctor
prescribed this to be used on his/her feet
and legs.

4.) On2/19/15at 11:10 AM,
during the home visit with patient #5,
employee J (licensed practical nurse)
notified employee N (registered
nurse/case manager) via telephone.
Employee J discussed with employee N
the use by the patient of the Econazole
Nitrate 1% cream and employee J stated
to employee N, "On new med sheet, |
couldn't find it, the one [medication
profile sheet] that you sent, because we
got the Eucerin Cream to [patient's] feet
and legs. It is on the old one [medication
profile sheet] that was here. You have it
written as Cleosin, left axillary BID [two
times per day] but its not [listed] on the
new one [medication profile sheet]." The
patient then stated, "I have been using
that on my feet and legs before I ever had
a hole [wound in left axilla]." The
patient indicated is was prescribed by the
doctor because of bumps on his/her legs
that kept "busting open." Employee J
ended the call with employee N and
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indicated the RN (employee N) would
have to clarify the Econazole Nitrate 1%
cream with the physician because the RN
(employee N) was not aware of the
patient having that medication.

5.) On 2/20/15 at 12:45 PM, an
interview was conducted with employee
N (registered nurse/ case manager). The
employee indicated never seeing the
Econazole Nitrate 1% cream in the
patient's home before and indicated the
patient never told of use this medication.
The employee indicated sending a fax to
the patient's primary physician on 2/19/15
requesting information on the cream.

The employee indicated the cream is to
be used BID for rashes. The employee
indicated not providing instructions to the
home health aide to perform this task.

2. A document dated 11/14/14 titled
"CASE CONFERENCE" states, "Patient
Name [patient #5] Date '11-14-14'
Summary of meeting: 'Patient has had
abscess under left axilla for few months
now. Area had opened and MD was
notified. Pt seen MD and referred to
surgeon. The surgeon opted for no
surgery and gave [patient] medicine to
apply daily to area. The wound site is
now 4 open holes and [patient] has large
dark drainage from areas daily. Ptis able
too roll on the medicine to areas but I feel
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that these haven't been treated properly
and aren't healing. Areas need to be
washed and irrigated, medicine applied
and dry dressing applied to area daily'
Meeting Attendees [employee N-case
manager/registered nurse] ... [employee
W-registered nurse] [employee J-LPN]
[employee D-administrator]."

A. On 2/19/15 at 4:15 PM, employee
E (alternate administrator) indicated the
case conference document suggests that
the open areas were identified and the
need to alter the plan of care should have
been addressed but was not.

B. On 2/19/15 at 3:15 PM, employee
E indicated the skilled nurse should have
addressed the wound with the physician
on admission.

3. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

4. On 2/20/15 at 12:50 PM, during the
interview with employee N (case
manager / registered nurse), the employee
indicated the patient started services
9/18/14 and upon initial assessment, a
wound in the left axillary had been
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identified. The employee indicated,
according to the patient, the wound was
evaluated by the physician but no orders
for treatment were given. Employee N
indicated there was no communication
with the physician regarding the
evaluation of the wound. The employee
indicated at the 11/14/14 recertification
assessment, the wound was changed and
had become 4 small wounds. The
employee indicated being unable to
locate documentation in the chart of
physician notification of this and
indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
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directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
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N 546

Bldg. 00

reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"PROCEDURE: ... 10. The agency will
ensure that communication with the
physician is timely, appropriate and
consistent with the needs of the patient.

n

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

Scope of Services

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

(G) Inform the physician and other
appropriate medical personnel of changes in
the patient's condition and needs, counsel
the patient and family in meeting nursing
and related needs, participate in inservice
programs, and supervise and teach other
nursing personnel.

Based on clinical record review, policy
review, observation and interview, the
agency failed to ensure the registered
nurse informed the physician of changes
in the patient's condition and needs in 1

of 7 active patient records reviewed

N 546

RN will utilize Coordination of Care
form created to be filled out at
admission and updated at each
nurse visit. The RN will notify the
MD of record of any medical
changes identified at home visits.

03/30/2015
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creating the potential to affect all patients RN will document any findings in
of the agency. (#5) clinical note along with instructions
from MD notification. RN will notify
Findi includ patient of any changes to plan of
Indings include. care per MD orders and instructions
and document notification. RN will
1. Clinical record #5 contained a plan of follow up on changes of care plan
care for certification period 9/18 to and document progression of care in
11/16/14 with orders to include skilled clinical chart. Auditing staff will
. . . review charts monthly to ensure
nursing services 1 time per week for 60
. . documentation is complete.
days for assessment and medication . .
) ) Administrator to ensure deficiency
set-up and home health aide services 6 corrected and compliance
hours per day, 7 days per week for 60 maintained by requiring auditing
days to assist with ADL's [activities of staff to communicate all auditing
daily living] and IADLs [instrumental completed monthly along with
C. . .. revisions made.
activities of daily living] as per home
. Policy on pain protocols created to
health aide care plan. ,
provide proper procedure on
identifying pain and addressing with
A. The record contained a document MD for resolution. RN to establish
signed by employee N (registered nurse) baseline pain upon admission with
on 9/18/14 titled "Comprehensive Adult patient. RN to document in patient
. . assessment document and on 485
Nursing Assessment" stating, "Date )
, , . assessment. RN to address pain at
09/18/14' Reason for Visit: Start of - .
each nurse visit and supervisory
Care [checked] ... [page 6 of 20] visit. RN to notify MD of any pain
INTEGUMENTARY STATUS ... identified outside of baseline. RN to
Turgor Good Rash Dry Bruises Other document any instructions from MD
(specify) 'redness under abd. on resolution of symptoms. RN to
. . notify patient and implement
[abdominal] folds, under left axilla' ... ) v p, i ,p i
£ instructions given with patient. RN
[page 90 20] INTEGUMENTARY to document in clinical chart
STATUS (COl‘ltvd) Wound/Lesion #1 notification and instructions to
Location 'Left Axilla [axillary-arm pit]' patient and any/all follow up to
Type: 'Open boil' Size (cm) ensure resolution. ADON to review
[centimeter] (LXWXD) [1ength times all clinical notes written by RN to
. . ensure proper procedures are
width times depth] '1.2cmx 1.6 cm' ... Proper P i
followed and documentation
[page 16 0f20] CARE completed appropriately.
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MANAGEMENT ... d. Medical
Procedures/Treatments (e.g. changing
wound dressing) 0 [checked] - No
Assistance Needed in this Area ... [page
17 of 20] THERAPY AND PLAN OF
CARE ... (M2250) Plan of Care
Synopsis: ... Plan/Intervention a.
Patient-Specific parameters for notifying
physician of changes in vital signs or
other clinical findings n/a [checked] Not
applicable Physician has chosen not to
establish patient-specific parameters for
this patient. Agency will use
standardized clinical guidelines
accessible for all care providers to
reference ... Plan/Intervention e.
Intervention(s) to monitor and mitigate
pain 1 [checked] - Yes ...." The record
failed to evidence the registered nurse
addressed the wound with the physician.

B. The record contained a document
dated 10-20-14 by employee J
[LPN-Licensed Practical Nurse] titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 10-20-14 ...
Pain Rating '8/10" Pain Area 'arm pit' ...
Note: 'med set up completed.
Assessment and vs [vital signs] WNL
[within normal limits]. Pt to go to ER
[emergency room] for outpatient surgery
for cyst under [left] arm. Rates pain 8/10
to that area. Discussed safety with
transfers. The document failed to

Administrator to ensure procedure
is being followed and compliance is
maintained.
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evidence the patients pain level (8 out of
10) or the patient's verbal report of
outpatient surgery was addressed with the
physician or case manager.

C. The record contained a document
dated 11-3-14 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-3-14 ... Pain
Rating '7/10' Pain Area 'stomach' ...
Note: 'med set up completed.
Assessment and vs completed WNL. No
edema noted. Rates stomach pain 7/10.
underarm [left] has 4 holes Pt has
medication BID to area. discussed using
med as directed' ... ." The record failed to
evidence the LPN notified the physician
or case manager of the patient's change in
wound status and pain rating of 7/10.

D. The record contained a document
dated 11-10-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 11-10-14 ...
Note: 'Patient continues topical
medication to wound in left axilla per
MD order. Moderate serosanguineous
drainage [with] odor. After pt. lifted
[left] arm to put medicine on, moderate
amount of dark blood, thick, from 4
areas.' ... ." The record failed to evidence
the RN contacted the physician with the
change in wound status.
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E. The record contained a document
signed by employee N (registered nurse)
on 11/14/14 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14"
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
Yes [checked] ... How does the pain
interfere/impact their functional/activity
level? (explain) [blank] Pain Assessment
Site 1 [blank] Site 2 [blank] Site 3
[blank] (M1242) Frequency of pain
interfering with patient's active or
movement: 3 [checked] - daily, but not
constantly ... [page 5 of 14]
INTEGUMENTARY STATUS (Cont'd)
... WOUND CARE: (check all that
apply) Wound care done during this
visit: Yes [checked] Location(s) wound
site: 'left axilla' ... Technique: Clean
[checked] ... Patient tolerated procedure
well: Yes [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location 'Proximal
Left axilla' Type: 'abscess' Size: '0.6 x
0.5' Odor "Y' Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
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Color Other [checked] Consistency
Thick [checked] Wound/Lesion #2
Location '[left] axilla' Type: 'abscess'
Size: '0.3 x 0.4' Odor 'Y"' Surrounding
Skin 'Red' ... Drainage/Amount Moderate
[checked] Color Other [checked]
Consistency Thick [checked]
Wound/Lesion #3 Location '[left] axilla'
Type: 'abscess' Size: '0.4x 0.7' Odor'Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] Wound/Lesion #4
Location 'lateral [left] axilla' Type:
'abscess' Size:'0.7 x 0.7' Odor "Y'
Surrounding Skin 'Red' ...
Drainage/Amount Moderate [checked]
Color Other [checked] Consistency
Thick [checked] ... ." The record failed to
evidence the physician was made aware
of the patient's change in wound status at
time of recertification.

F. The record contained a document
dated 11-24-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '11-24-14" ...
SKIN ... *Describe rash or wounds in
note below including measurements. ...
Note: 'Open areas to [left] axilla are now
2, was previously 4 smaller areas.
Drainage noted, skin around pink. Pt
complains of burning to areas.' ... ." The
record failed to evidence the RN

State Form

Event ID:

55ZQ11  Facility ID:

012928 If continuation sheet

Page 204 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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

contacted the physician with the change
in wound status.

G. The record contained a document
dated 12-8-14 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '12-8-14' ... Pain
Rating '8/10' Pain Area 'Headache [Left]
axilla ... Note: 'Pt. compliant [with]
medications thru [through] previous
week med set up. ... 1.5cm x 3.1 cm x
0.2 cm deep [with] no tunneling.
Serosanguineous drng [drainage] noted.'
... ." The record failed to evidence the RN
contacted the physician with the change
in wound status and pain of 8 out of 10.

H. The record contained a document
dated 12-22-14 by employee J (LPN)
titled "Nurse Care Visit Note" stating,
"Patient Name [patient #5] Date 12-22-
14 ... Pain Rating '9/10" Pain Area 'HA
[headache]' ... SKIN WNL [checked] ...
*Describe rash or wounds in note below
including measurements. ... Note: 'med
set up completed. Assessment and vs
completed WNL. Rates HA 9/10. No
edema noted BLE [Dbilateral lower
extremities]. Discussed pt HA's and
medication safety' ... ." The record failed
to evidence the LPN notified the
physician and case manager of the pain
level of 9 out of 10.
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I. The record contained a document
dated 1-5-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '1-5-15'... Pain Rating
6/10 Pain Area 'back /[left] axilla' SKIN
... * Describe rash or wounds in note
below including measurements ... Note:
'Pt compliant [with] meds through
previous set up. Pt. tolerates visit well.
Complains of headache and pain too back
and left axilla wound. Wound has foul
odor and drainage noted, MD aware.' ... ."
The record failed to evidence
documentation of physician notification
of wound status and pain rating.

J. The record contained a document
signed by employee N (registered nurse)
on 1/12/15 titled
"RECERTIFICATION/FOLLOW-UP
ASSESSMENT" stating, "Date '11/14/14'
Reason for Visit: Recertification
[checked] ... [page 3 of 14] PAIN
Intensity: (using scales below)
Wong-Baker Faces Pain Rating Scale 0
No Hurt 2 Hurts Little Bit 4 Hurts Little
More 6 Hurts Even More 8 Hurts
Whole Lot 10 Hurts Worse ... Collected
Using: 0-10 Scale (subjective reporting)
[checked] Is patient experiencing pain?
No Problem [checked] ... How does the
pain interfere/impact their
functional/activity level? (explain)
[blank] Pain Assessment Site 1 [blank]
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Site 2 [blank] Site 3 [blank] (M1242)
Frequency of pain interfering with
patient's active or movement: 2
[checked] - Less often than daily ... [page
5 of 14] INTEGUMENTARY STATUS
(Cont'd) ... WOUND CARE: (check all
that apply) Wound care done during this
visit: No [checked] ... [page 6 of 14]
INTEGUMENTARY STATUS (Cont'd)
Wound/Lesion #1 Location '[Left] axilla'
Type: 'abscess' Size (cm) (LxWxH
[length times width times height]): '2.1
cm x 4.6 cm x 0.2 cm' Tunneling [zero]
Stage [zero] Odor "Y' Surrounding Skin
'Intact' Edema 'Y' ... Appearance of the
wound bed 'Granulated red'
Drainage/Amount Small [checked]

Color Serosanguineous [checked]
Consistency Thin [checked] ... ." The
record failed to evidence the physician
was made aware of the patient's change in
wound status at time of recertification.

K. The record contained a document
dated 1-26-15 by employee N titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date '1-26-15'... Pain
Rating 7/10 Pain Area '[left] Ab
[abdominal] fold ... SKIN ... *Describe
rash or wounds in note below including
measurements. ... Note: ... '[patient]
reports MD called [patient] on 1-23-15
and told [patient] to go to the ER to have
area on [left] [abdominal] fold drained
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but said [patient] didn't have a ride and
today its too cold' ... ." The record failed
to evidence documentation of physician
notification of the patient not reporting to
the ER for the draining of the abscess.

L. The record contained a document
dated 2-2-15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name
[patient #5] Date '2-2-15'... Pain Rating
'8/10' Pain Area 'Headache' ... SKIN ...
*Describe rash or wounds in note below
including measurements. ... Note: ... 'Pt.
tolerates visit well. ... Area has minimal
drainage at this time [with] foul odor. Pt.
c/o [complains of] tenderness to area. No
s/s [signs and symptoms] of infection
noted.' ... ." The failed to evidence
documentation of physician notification
of patient's pain level of 8 out of 10.

M. The record contained a document
dated 2/9/15 by employee N titled "Nurse
Care Visit Note" stating, "Patient Name:
[patient #5] Date: '2-9-15' Time in 4:40 p
Time Out 5:00 PM ... Pain Rating '8/10'
Pain Area: '[left] axilla ... Education
Topic: 'Wound Care' ... Skin ....
*describe rash or wounds in note below
including measurements. ... Note: 'Pt.
compliant [with] all meds through
previous set up. Pt. tolerates visit well.
Pt seen at wound center today for [left]
axilla and [left] groin/abd [abdomen]
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fold. Pt received new order for daily
wound care to [left] axilla area. Daily
nurse visit to begin 2/10/15 per order.
Educated pt. on care to wound area.' ...
Nurse Signature [employee N-registered
nurse] ... ." The record failed to evidence
the physician had been notified of the
patient's pain rating of an 8 out of a 0-10
scale.

N. The record contained a document
dated 2-13-15 by employee J (LPN) titled
"Nurse Care Visit Note" stating, "Patient
Name [patient #5] Date 2-13-15 ... Pain
Rating '7/10" Pain Area '[left] under
arm]' ... SKIN ... *Describe rash or
wounds in note below including
measurements. ... Note: 'measurement
obtained to [left] under arm wound.
3x2x.1. Cleansed with normal saline and
aquacel applied. assessment and VS
WNL. Discussed keeping wound
covered' ...." The record failed to
evidence the LPN notified the physician
and case manager of the pain level of 7
out of 10.

2. On 2/19/15 3:15 PM, employee D
(administrator) indicated staff are
educated to report increased pain to the
physician. The employee indicated being
unable to locate documentation of the
patient's baseline (tolerable) pain level.

State Form

Event ID:

55ZQ11  Facility ID:

012928 If continuation sheet

Page 209 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

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

15K094

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1817 DOGWOOD CT
KOKOMO, IN 46902

(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

3. On 2/20/15 at 12:45 PM, an interview
with employee N (case
manager/registered nurse) was
conducted. The employee indicated the
patient started services 9/18/14 and upon
initial assessment, a wound in the left
axillary had been identified. The
employee indicated, according to the
patient, the wound was evaluated by the
physician but no orders for treatment
were given. Employee N indicated there
was no communication with the
physician regarding the evaluation of the
wound. The employee indicated at the
11/14/14 recertification assessment, the
wound was changed and had become 4
small wounds. The employee indicated
being unable to locate documentation in
the chart of physician notification of this
and indicated being unable to locate
documentation the chart evidencing a
follow-up had been made. Employee N
indicated the wounds had another change
and the 4 wounds then become 2. The
employee indicated being unable to
locate documentation in the record to
evidence physician notification.
Employee N indicated at the 1/12/14
recertification assessment, the 2 wounds
had become 1. The employee indicated
on 1/19/15, a second wound on the
patient's abdominal fold was discovered
at which time the physician was notified
and an appointment was scheduled for
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1/21/15. Employee N indicated on
1/21/15, the patient informed the
employee of physician contact and of an
appointment scheduled to a surgeon to
address the wounds on 2/4/15. The
employee indicated the patient was
directed to go to the ER on 1/23/15 by
the physician and have the abscess on the
abdominal fold drained but failed to go
and the employee indicated being unable
to locate documentation in the clinical
record of the physician's notification of
this.

4. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "Plan of Care" states, "POLICY: A
written plan of care shall be developed
for each client admitted to home care for
skilled treatment in consultation with the
home health professional staff, the
patient's physician, the patient and
members of the patient's family.
PURPOSE: 1. To ensure delivery of
health care services that are medically
required for the client. ... PROCEDURE:
Plan of Treatment 1. Home health
services are furnished to clients under the
physician's certification that the services
are medically required for the client. ...
2. The plan of care for each patient will
include: ... All pertinent diagnoses ... 4.
The forms: Oasis Start of Care (initial
assessment), Patient medications,
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assessment summary, physician's orders
and patient problem list constitute the
Plan of Care and are submitted by the
case manager and professional team
members to the agency within 4 working
days of the start of care date. ... 6. RN
[registered nurse] case manager,
therapists promptly inform the physician
of any changes that suggest a need to
alter the plan of care. 7. All changes in
the plan of care are documented through

written and signed physician orders. ... .

5. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled "N0484" states, "Communications
policy and procedure: PURPOSE: To
maintain effective communications to
assure that all personnel providing
services shall appropriately complement
on another and support the objectives of
the patient's care. POLICY:
Communication regarding patient's care
shall be documented in the clinical
record. ... Field staff will communicate
all pertinent information to nursing
supervisor and/or nurse case manager of
that patient's case. Nursing supervisors
will review any new orders with or
information with field staff for cases they
are working on. The nursing supervisors
will promptly alert the physician of any
changes that suggest a need to alter the
medical plan of care. ... The nursing
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supervisor will notify the patient's
physician or other appropriate licensed
professional staff and legal
representatives, if any, of any significant
physical or mental changes observed are
reported by the patient. ... ."

6. The policy with an effective date of
7/20/12 and a reviewed date as 7/25/14
titled, "PHYSICIAN ORDERS" states,
"POLICY: Every patient will have an
individualized plan of care based on the
medical, functional and psychosocial
needs of each patient. Home care staff
shall administer care and treatment
according to the specific individualized
instructions of the patient;s designated
primary physician. ... PURPOSE: ... 2.
To facilitate quality improvement in the
receipt of physician orders. ...
PROCEDURE: 1. Physician orders are
initiated when physician or referral
source requests skilled services, and
required prior any care is initiated, either
verbally or in writing. ... 3. Physician
verbal or telephone orders for care are
recorded and verified by appropriate
qualified and licensed professional staff
members. ... A. The physician will be
notified immediately of any changes in
the patient's condition which indicate
changes to the plan of treatment. ...
Medical Supervision ... 10. The agency
will ensure that communication with the

State Form

Event ID:

55ZQ11 Facility ID: 012928 If continuation sheet

Page 213 of 218




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

PRINTED: 04/17/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15K094

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

X3) DATE SURVEY

00 COMPLETED

02/23/2015

NAME OF PROVIDER OR SUPPLIER

SCOTT'S HOME HEALTHCARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1817 DOGWOOD CT
KOKOMO, IN 46902

(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

N 608

Bldg. 00

physician is timely, appropriate and
consistent with the needs of the patient.

n

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.

Based on clinical record review, policy
review, and interview, the agency failed
to ensure the clinical record contained
appropriately authenticated clinical notes
in 1 of 10 clinical records reviewed
creating the potential to affect all 107 of

the agency's patients. (#4)

N 608

All Home Health Aide Daily
Notes will be completed in
entirety by Home Health Aide
completing patient visit. Home
health aides will complete hha
notes according to the policy titled
Home Health Aide Note
Completion, Auditing, and

03/30/2015
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Correction Policy which states:
Findings include: P9|ICyZ Home Health Aide staff
will properly complete
o documentation according to
1 . Clinical record #4, start of care accepted professional standards
6/19/14 and discharge date 8/9/14, and principles that apply to home
evidenced a plan of care for certification zgilt;ggf:trgir?;attéogé ppr\gperl
. . u ion i y
period 6/20 to 8/18/14 with orders for authenticated by the staff
home health aide services 12 hours per member who completes the work
day, 7 days per week for 60 days. The only and patient’s will sign home
record contained a physicians order for health aide documentation
h health aid . 8 h confirming that the clock in and
ome health aide services 8 hours per out times, the date, and the
day, 7 days per week. checked off tasks were
completed on that date between
2. The record contained a document tr]lcose tlrr;,es ac(;:ordlr;\? tto the plan
. " . . " of care. Procedure: Note
tltle.d Home. Health Aide Pally Note Completion- 1. When arriving at
stating, "Patient Name [patient #4] patient home, HHA will locate
Employee Name [employee DD-home company folder and check
health aide] Date 6/24/14 ... Circle task careplan for tasks tobe
leted and ol heck K in th completed. 2. Next, HHA will
complete rfm place a checkmark in the document time of arrival at
corresponding box: PERSONAL CARE patient home on nurse aide note
Partial bed bath [checked] ... Skin Care on appropriate time. This should
[checked] ... NUTRITION Prepare Meal ?e;heﬂ:lme HH:} washschecliukzd
o be there on his or her calendar.
[checked] ... Fe.:eds Self [checked] 3. Complete tasks and check
Encourage Flulds [Checked] ACTIVITY them Off on note as Comp|eted
LEVEL Up with Assistance [checked] according to the home health aide
W/C [wheelchair] [checked] Partial (t:)areplahn. I?rlily tf‘f"‘SkSh";:h'Ch have
. . een checked off on hha
Weight Bearmg [checked] ... Trz.lnsfer careplan by the Registered Nurse
[checked] ... ELIMINATION Continent box should be
[checked] ... Bedside Commode addressed/completed at this visit
.. t thi te. 4.
[checked] ... OTHER ... Medication and doc.u.me'n ed on this note
] When visit time comes to end per
Reminder [checked] ... HOMEMAKING hha schedule, aide should
... Dishes [checked] ... Other: [checked document end time in appropriate
... Employee's Signature [employee DD] line on hha note and sign on hha
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Date: '6/24/14' Patient's Signature signature line and date line next
[name of patient #4] / [signature of to 't‘,When signing aide is
confirming he/she completed the
employee E-alternate tasks checked as being
administrator/Director of nursing] Date completed on that date between
'6/24/14"." the in and out time documented
and confirming these were
. completed in accordance with the
3. The record contained a document HHA careplan. 5. The hha should
titled "Home Health Aide Daily Note" then request for the patient/or
stating, "Patient Name [patient #4] patient family to sign his/her own
Employee Name [employee EE-home n.ameton tFe pahgnt/ fa_mgyth
. . signature line and remind them
health aide] Date 7/4/14 ... Circle task that by doing so they are
completed and place a checkmark in the confirming that the aide was at
corresponding box: PERSONAL CARE their home, between the
Complete bed bath [checked] documented times and completed
Assist-Sh hecked] . Sh the checked off tasks that were
S?ISt' ower [c ec. ed] ... Shampoo completed in accordance with the
Hair [checked] ... Skin Care [checked] ... hha careplan that the patient was
NUTRITION Prepare Meal [checked] ... active in helping develop for
HOMEMAKING Light housekeeping hLS/hi;’ olwn gare. Thft[;r)]angntt
. should also document the date on
[checked] ... Dishes [checked] ... Ma.ke the date line next to his/her
bed [checked] Trash [checked] Dusting signature. Auditing and
[checked] Sweeping [checked] ... Corrections of HHA note- 1.
Employee's Signature [employee E] Kokomo HHAs are to turn their
Date: "7/4/14' Patient's Sienat notes in each day after their visits
ate. a 1e'n S 1g’1?'a ure are complete. There is a drop
[employee E] Date '7/4/14'". box located at the front door of
the office building in kokomo. In
4. On 2/18/15 at 3 PM, employee E areas other than E"t""".‘ok’ a
. . courier is assigned to pick up
1nd1cate.d the pajuent had orders for home notes and HHA will be oriented to
health aide services 8 hours per day, 7 this when beginning employment.
days per week and the aide frequency was 2. When HHAs turn in notes, they
2 times per day, 4 hours per visit. The will first be verified in the
.. . computer program for time, date
employee indicated he/she reviews the . o
] i o ) and completion of visit. If notes
aide's documentation of the visit and if do not match schedule, a copy
something is wrong with the document, will be made and forwarded to HR
he/she corrects it. The employee for counseling of scheduler and
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CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
indicated the 7/4/14 aide visit was home health aide. 3. Notes will be
performed by employee EE but there aUC.“ted before filed into the
. . patient record for correctness
must have been something wrong with including: completion in black ink
the aides documentation because only, tasks completed compared
employee E had to re-write it. Employee to HHA careplan, and
E stated, "1 did not make the visit, [name confirmation signatures.Auditor
’ : ’ nor anyone in the office will make
of employee .EE] did but Fhere must have any type of alteration on the home
been something wrong with the health aide note If notes do not
document so I re-did it." Employee E match careplan, are in another
indicated he/she should have wrote color of ink a copy will be made
1 EE' here the d ¢ and the copy will be sent to HR
employce § name W cre the documen for counseling of home health
states, "Employee's Signature." The aide. If a signature is missing,
employee indicated being unsure of how the note will be given to the
many times this has occurred scheduler, the scheduler will
contact the home health aide, and
) ) ) the home health aide will be
5. The policy with an effective date of required to get the proper
7/20/12 and a reviewed date as 7/25/14 signatures to authenticate the
titled. "CLINICAL RECORDS note within 24 hours or a copy will
’ " be made of the note and giving to
-PURPOSE AND CONTENT" state, HR for counseling/disciplinary
PROCEDURE: Records are service and visit for that note will
documented using professional standards not be billed. 4. If a home health
and will contain the following: ... 7. aide writes the wrong information
Signed and dated clinical notes for each fjown. during a visit and rea@hzes
] ) it during the visit, he or she is to
contact which are written the day of put one line through the incorrect
service and incorporated into the patient's information, write “error” above it,
clinical record at least weekly. ... ." and include date, time and their
initials. If these are not
. . . completed correctly, auditor will
6. The policy with an effective date of again make a copy of the note
7/20/12 and a reviewed date as 7/25/14 and send to HR for HHA
titled "N0608" states, "POLICY: Clinical C_OUUS?””Q- HR to track
chart order and closed chart order and disciplinary form on employees.
) o ) Mandatory In Service to be
retention. ... The clinical record will completed by every Home health
contain pertinent past and current Aide on proper home health aide
findings in accordance with accepted daily note completion. The
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PREFIX
TAG
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(X5)
COMPLETION
DATE

professional standards shall be
maintained for every patient as follows.
... All entries must be legible, clear,
complete and appropriately authenticated
and dated. Authentications must include

signatures or a secured computer entry. ...
n

Administrator oversees the

nurse management staff and has
inserviced the Nursing
Supervisor/Alt Administrator and
all nurse management staff on
the HHA note completion policy
and has instructed them that
immediate termination would be
the consequence of violating this
policy. HR to track all attendance
of mandatory in service to ensure
all appropriate staff present.
Administrator to instruct in service
and provide documented
minutes. HR employees to keep
all in service tracking
documentation and provide upon
request. HR to discipline through
write up process, any staff that
does not complete in service.
Non compliant Home Health
Aides will not be given scheduled
patient visit hours until mandatory
in service information has been
received. The Administrator will
be responsible for completing the
correction of this deficiency and
preventing this deficiency from
recurring in the future.
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