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G0000
This visit was for a federal home health G0000 On 12/12/2011 Administrator
agency complaint investigation survey. resigned. Alternate D,ON
] replaced, Board of Directors
This was an extended survey. appointed new
Administrator/Alternate DON:
Complaint #IN00099134 - Sonya Welch BSN RN On
Unsubstantiated: Lack of sufficient 12/12/2011 Human' Resource
d lated diti ¢ Manager was terminated and new
evl .er.lce.' Unrelated conditions o employee assigned and
participation and standard level oriented to position.12/12/2011
deficiencies were cited. Clinical Coordinator replaced with
experienced Home Health Care
RN
Survey Date: December 5, 2011
Extended Dates: December 6, 7 and 8,
2011
Facility #: 004091
Medicaid Vendor #: 200806840
Surveyors: Susan E. Sparks, RN, PHNS,
Team Leader
Bridgett Boston, RN, PHNS, Team
Member
CJ's Abundant Care is precluded from
providing its own training and/or
competency evaluation program for a
period of two (2) years beginning
December 8, 2011 to December 8, 2013
due to being out of compliance with the
Conditions of Participation 42 CFR
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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484.14: Organization, services, and
administration; 484:18 Admission of
Patients, Plan of Care, and Medical
Supervision; 484.30 Skilled Nursing
Services; 484.36 Home Health Aide
Services; 484.52: Evaluation of the
Agency's Program; and 484.55:
Comprehensive Assessment of Patients.

Census by Service Type

Skilled Patients 63

Home Health Aide Only Patients 25
Personal Service Only Patients 6
Total 94

RR w/HV: 5
RR w/o HV: 6
Total: 11

Quality Review: Joyce Elder, MSN, BSN,
RN
December 19, 2011
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G0109 The patient has the right to participate in the
planning of the care.
The HHA must advise the patient in advance
of the right to participate in planning the care
or treatment and in planning changes in the
care or treatment.
Based on clinical record review and G0109 On 12/12/2011 Administrator 01/05/2012
interview the agency failed to ensure the resigned. Alternate D,ON
. . . . replaced, Board of Directors
patient had been involved in the planning appointed new
of care when the occupational therapist Administrator/Alternate DON:
was terminated in 2 of 2 records reviewed Sonya Welch BSN RN On
of patients being seen by the occupational 12/12/2011 Human Resource
. Manager was terminated and new
therapist. (7 and 8 ) employee assigned and
oriented to position.12/12/2011
Findings: Clinical Coordinator replaced with
experienced Home Health Care
.. RNAdministrator/DON
1. Clinical record 7, start of care 8/4/11, implemented revised
evidenced a plan of care for the Discharge/Order Summary to
certification period 8/4/11 to 10/2/11 with ensure patient involved in any
orders for Occupational Therapy services. changes of the plan of care.
The clinical d evid d Administrator/DON to review
? clinical record evidenced a every Discharge/Order
"D1scharge Summary/Order" dated 9/8/11 Summary form to ensure patient
that states, "Effective 9/8/11, discharge involved in any change in their
Occupational therapy at this time due to plan of care. The form wil
¢ inati fO . 1th include patient signature of
ermination o ccup ationa .erapy choice to remain with agency or
employee. If you wish for patient to be choose to transfer to provider that
transferred to another agency for can provide the discharge
Occupational therapy please fax order." discipline. Form will then be
faxed to physician for order to
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The clinical record failed to evidence the
patient was notified or given the option of
choosing another agency.

December 8, 2011, at 11 AM,
Employee F indicated the clinical record
did not evidence the patient had been
informed they had the right to choose a
different agency in order to receive
Occupational Therapy.

2. Clinical Record # 8, start of care
8/4/11 evidenced a plan of care for the
certification period 8/4/11 through
10/2/11 included an order for
occupational therapy to evaluate and treat.
The clinical record evidenced that the
patient received occupational therapy
through 8/26/11. The clinical record
evidenced a document titled "Discharge /
Summary Order" dated 9/8/11 which
states, "D/C [discharge] OT [occupational
therapy] effective 9/8/11 due to
termination of OT. If you wish for patient
to be transferred to another agency for
OT, please fax order." The clinical
record failed to evidence the patient was
notified of the lack of occupational
therapist available within the agency and
given the option to change agencies or the
choice of another agency.

On 12/7/11 at 3:45 PM, employee F
indicated there was no documentation to
evidence the patient was given the

ensure patients participation in
care. In-serviced Clinical
Coordinator and all nurses on
implementation and purpose of
form.
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opportunity to participate in the plan of
care, notified of the termination of the
only occupational therapist available with
the agency, and the opportunity to
exercise the right to transfer to another
agency that could provide OT.
G0122
Based on personnel record review and G0122 New orientation 12/23/2011
interview, it was determined the processes'lmplemented for
.. . all Professional and
administrator fall.ed to ensure a the . non-professional staff.
employee was oriented by an appropriate In-serviced Clinical Coordinator
person for 3 of 4 records reviewed of and implemented Orientation
professional staff and annual evaluations processes. Processes t(,’ include
for Therapist/NursesReview
were completed for 12 of 13 home health P&P: 1. Wound Care2.Ostomy
aide records reviewed with the potential Care3. Documentation4. Case
to affect all the agency's patients (See G Conference/Coordination of
134), failed to ensure the registered nurse Care5. V/56.Physician Orders?.
. . . . Performance Improvement8.
and physician coordinated efforts in 2 of 2 Clinical Record Review9. HHA
clinical records reviewed of patients Supervisory/Care
whose care resulted in patient harm with Plan/Documentation10. Client
the potential to affect all the agency's Admission11. Oasis Policy12.
. . Plan of Care13. Medical
patients (See G 143), and failed to ensure Supervison14. In-services15
clinical records evidenced effective Pressure Ulcer Prevention16.
communication with the physician in 2 of Pain Management17. Skilled
2 clinical records reviewed of patients Nursing ServicesChart Audit with
h lted i ent h th reviewSelf Skills CheckOn site
whose car.e resulted 1n patient harm wit visit with Clinical
the potential to affect all the agency's Coordinator/DON/Alternate
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G0134

patients (See G 144).

The cumulative effect of these systemic
problems resulted in the agency's inability
to meet the requirements of the Condition
of Participation 484.14: Organization,
services, and administration potentially
affecting all 73 patients.

The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
employs qualified personnel and ensures
adequate staff education and evaluations.

G0134

DON x2 within 30 daysPsuedo
patient visit with Clinical
Coordinator/DON/Alternate
DON utilizing
OASIS/Comprehensive
Assessment Procedures to be
competency checked off for SN:
By Clinical
Coordinator/DON/Alternate
DON as procedure arises: a.
Venipunctures b.
Catheterization c¢. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
specific)Non-professionals:Will
be skills checked by contracted
qualified RNCompetency
testedAnnual evaluations to be
performed on site by employees
of CJs Abundant Care Clinical
Coordinator/DON/Administrator.
Utilizing new process: The
employee anniversary date will
be tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON 100%
of New Personnel orientation will
be reviewed by
Administrator/Alternate
Administrator/DON/Alternate
DON to ensure compliance of
new orientation process.

New orientation

12/23/2011
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Based on personnel record review and processes implemented for
interview, the administrator failed to all PrOfeSS'O_nal and
h . non-professional staff.
ensure a.t e employee was oriented by an In-serviced Clinical Coordinator
appropriate person for 3 of 4 records and implemented Orientation
reviewed of professional staff (A, C, E, processes. Processes to include
and I) and annual evaluations were for Therapist/NursesReview
leted for 12 of 13 h health aid P&P: 1. Wound Care2.0stomy
complete .or 0 ome health aide Care3. Documentation4. Case
records reviewed (J, K,L, Q,R, S, T, U, Conference/Coordination of
V.,W, X, AA) with the potential to affect Careb. V/S6.Physician Orders7.
all the agency's patients. Pgrformance Improyement&
Clinical Record Review9. HHA
o Supervisory/Care
Findings: Plan/Documentation10. Client
Admission11. Oasis Policy12.
1. Personnel record A evidenced the Plan of.Care13. Medlgal
hvsical th . . ion bei Supervison14. In-services15.
physical therapist orientation being Pressure Ulcer Prevention16.
performed by the agency consultant. Pain Management17. Skilled
Nursing ServicesChart Audit with
2. Personnel record C evidenced the reviewSelf Skills CheckOn site
hvsical th ist orientation bei visit with Clinical
physical therapist orientation being Coordinator/DON/Alternate
performed by human resource personnel. DON x2 within 30 daysPsuedo
patient visit with Clinical
3. Personnel record E evidenced the Coordinator/DON/Alternate
stered d clinical dinat DON utilizing
regls er§ nur.se and clinical coordinator OASIS/Comprehensive
orientation being performed by human Assessment Procedures to be
resource personnel. competency checked off for SN:
By Clinical
inator/DON/AIt It
4. Personnel records J, K, L, Q, R, S, T, Coordinator/DON/ e.rna.e
DON as procedure arises: a.
U, V, W, X, and AA, all home health Venipunctures b
aides, evidenced the orientation was Catheterization c. Wound Care
conducted at a different agency and faxed d. Ostomy Care e. Other
. . . procedures as they arise (patient
to this agency. All orientations were o : g
. specific)Non-professionals:Will
signed by the scheduler. be skills checked by contracted
qualified RNCompetency
5. December 8, 2011, at 3:30 PM, the testedAnnual evaluations to be
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home health aide scheduler, employee performed on site by employees
BB, indicated the forms had been faxed of C‘JS. Abundant Care C !lnlcal
) Coordinator/DON/Administrator.
from a different agency and were not Utilizing new process: The
performed at this agency. employee anniversary date will
be tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON 100%
of New Personnel orientation will
be reviewed by
Administrator/Alternate
Administrator/DON/Alternate
DON to ensure compliance of
new orientation process.
G0143 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 and policy G0143 To ensure compliance Skilled 12/22/2011
review and interview, the agency failed to Nursgs in-serviced on following
. . policies and procedures:1.
ensure the registered nurse and physician Wound Care2.0stomy Care3.
coordinated efforts in 2 of 2 clinical Documentation4. Case
records reviewed of patients whose care Conference/Coordination of
resulted in patient harm with the potential Care5. V/ SB.IP.hyS|C|a.n' )
, . Orders/Physician Notification7.
to affect all the agency's patients. (#6 and Performance Improvements.
8) Clinical Record Review9. HHA
Supervisory/Care
Findings: PIan(DgcumentatigMO. _Client
Admission11. Oasis Policy12.
Plan of Care13. Medical
1. Clinical record 6, SOC 10/5/11, Supervison14. In-services15.
evidenced a plan of care for 10/5/11 to Pressure Ulcer Prevention16.
12/3/11 with skilled nursing, home health Pain Management17. Skilled
. . .. Nursing ServicesPhysician Verbal
aide, and physical therapy. The clinical Order form changed to include
record identified the patient was VO date and time on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 8 of 312
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transferred to the hospital on 10/13/11 for
a scheduled left knee replacement and
returned home 10/19/11 on Coumadin
with home health care orders that state,
"PT/INR on 10/25/11 and 10/27/11, then
every Monday and Thursday until
discontinued." A "Physician Verbal
Order" that is unsigned by the Supervisor
and the Physician and does not have a fax
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record failed to evidence the
physician was notified the family wished
to discontinue the draw to coordinate the
patient's care nor does it indicate the
family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.

A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large

12/9/2011Clinical
Coordinator/DON/Alternate
DON/Administrator to co-sign all
Physician Orders and
Notifications and coordinate care
with weekly case conferences..
Policy revision of Physicians
Orders completed.
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pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite [V
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
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the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

2. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient
with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
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walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
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and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
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the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
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ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."
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F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

I. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
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pain and failed to evidence an order for
ice or heat."

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
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dressing removed ... small amount green
brown drainage to old dressing."

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

P. On December 7, 2011 at 10:20
AM, employee I indicated that she
completed the reassessment for the patient
# 8 and that she did not know what the
plan of care was to prevent the patients
skin from breaking down, and that she
had not contacted the hospital or
physician that treated the patient after the
injury to the left lower leg.

Q. The policy titled "Management /
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Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

R. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

S. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

T. The record failed to evidence the
patient's care was coordinated with the
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physician at any time.
G0144 The clinical record or minutes of case
conferences establish that effective
interchange, reporting, and coordination of
patient care does occur.
Based on clinical record and policy G0144 To ensure compliance SN staff 12/23/2011
review and interview, the agency failed to in-serviced on following
. . . policies:In-serviced nursing staff
ensure clinical records evidenced effective on Braden Scale. Braden Scale
communication with the physician in 2 of and Pain assessment to be
2 clinical records reviewed of patients performed at SOC, Recert, and
whose care resulted in patient harm with Re§umpt|9n of Care. Also as
h il f 1 th . indicated in change of condition.
the potential to aftect all the agency's With Physician notification for
patients. (#6 and 8) poor pain management per
evaluations and for high risk of
Findings: skin breakdown for preventative
measures.Skilled Nursing
o in-serviced on following Policies
1. Clinical record 6, SOC 10/5/11, and Procedures:1. Wound
evidenced a plan of care for 10/5/11 to Care2.0stomy Care3.
12/3/11 with skilled nursing, home health Documentationd. Case
d d phvsical th The clinical Conference/Coordination of
aide, ar.l p ysma t erapy. e clinica Care5. V/S6.Physician
record identified the patient was Orders/Physician Notification?.
transferred to the hospital on 10/13/11 for Performance Improvements.
a scheduled left knee replacement and gllnlcall Rec;n(r;d Reviewd. HHA
. upervisory/Care
returned home 10/19/11 on Coumadin Plan/Documentation10. Client
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with home health care orders that state, Admission11. Oasis Policy12.
"PT/INR on 10/25/11 and 10/27/11, then Plan of Care13. Medical
. Supervison14. In-services15.
every Monday and Thursday until Pressure Ulcer Prevention16.
discontinued." A "Physician Verbal Pain Management17. Skilled
Order" that is unsigned by the Supervisor Nursing ServicesPhysician Verbal
and the Physician and does not have a fax Order form chgnged to include
. . VO date and time on
date nor a repeat verify date and time 12/9/2011Clinical
states, "Per patient and family - they state Coordinator/DON/Alternate
to discontinue PT/INR draws." The DON/Administrator to co-sign all
clinical record failed to evidence the Phy.sllma-n Orders and ,
.. . . . Notifications and coordinate
physician was notified the family wished carewith weekly case
to discontinue the draw to coordinate the conferences. Policy revision of
patient's care nor does it indicate the Physicians Orders
family was educated about the completgd. In-serviced Home
£ di ihuine the d Health Aides on Scope of
conseq'uences 0 1§cont1nu1ng the rgw. Practice and When to notify
The skilled nurse did not make a nursing Supervisor.
visit after 10/27/11 until the resumption of
care on 11/16/11.
A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
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patient remained hypotensive despite [V
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
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changes and instructions given to clients."

2. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient
with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
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certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
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leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
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and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.
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D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
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dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

I. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 28 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."
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M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

P. On December 7, 2011 at 10:20
AM, employee I indicated that she
completed the reassessment for the patient
# 8 and that she did not know what the
plan of care was to prevent the patients
skin from breaking down, and that she
had not contacted the hospital or
physician that treated the patient after the
injury to the left lower leg.

Q. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
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must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

R. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

S. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

T. The record failed to evidence the
patient's care was coordinated with the
physician at any time.
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G0154 The group of professional personnel meets
frequently to advise the agency on
professional issues, to participate in the
evaluation of the agency's program, and to
assist the agency in maintaining liaison with
other health care providers in the community
and in the agency's community information
program.
Based on interview and review of agency G0154 Assignment of new Professional 01/05/2012
documents, the agency failed to ensure the Adwggry Committe by new
. k Administrator/Alternate DON.
professional advisory board met Scheduled meeting by Jan. 31st
frequently, participated in the agency's 2012, and meeting anually
annual evaluation, and maintained liaison thereafter (and as needed)to be
with other health care providers in 1 of 1 included in minutes of anticipated
fessional advi board with th date of next
professional advisory board with the meeting. Performance
potential to affect all the patients of the Improvement Committee to meet
agency. quarterly with implementation of
notification to PAC with copy of
. . minutes. PAC agenda revised
The findings include: with sign in sheet along with the
agenda, to address
1. A review of agency documents operational/clinical issues.
evidenced a listing, dated 1/28/11, of the Documentation to be maintained
b £ the advi board which in PAC manual of minutes with
mem ers ol t e'a' visory .oar whic ) sign in sheet, other informational
included a physician, physical therapist, tools utilized for meeting to
occupational therapist, registered nurse, be filed on site.
licensed practical nurse, consumer, and Administrator/Alternate
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owners Of the agency. Administrator will oversee PAC
meetings.Professional Advisory
2. A review of the agency documentation 232::;;?;2: sMbeen?E;ZSr;%T/zd by
failed to evidence a sign in page, meeting been notified and accepted date
minutes, or any other documentation that of scheduled meeting. An annual
the professional advisory board had met colande.r developed for sgheduled
. Pl meetings. The POA will be
since January 27, 2011. The presented and reviewed at annual
documentation failed to evidence that the PAC meeting.
professional advisory board planned to Administrator/DON will ensure
meet or had met frequently and were recommendations made by PAC
. . , . are met by goal date on POA.
involved in the agency's evaluation and Revised agenda in place to meet
maintained liaison with other health State and Federal requirements.
providers. Each committee member shall
have signed orientation sheet to
3. On December 7, 2011, at 4 PM, PAC. Revised Annual Agency
employee F indicated that she had not had g\ﬂ:ﬂﬁ; f;'ro\némmgl;?:é POA
contact with the Professional Advisory with every Pl will be the written
Committee as most of the members of the ongoing agency plan as to how
PAC on the list dated 1/27/11 have left agency will continue self
evaluation.100% of active
the agency. A new group was formed , patients charts to be audited by
but she had not had contact or meetings Administrator/Clinical
with the new PAC. There was not any Coordinator/DON and any
evidence of a written ongoing agency plan professional staff by
. 1/5/2012 with Plan of action
or meetings that document the plan for the developed for findings with
administrative review as to how the specific goal dates . Then
agency was continually evaluating itself Assigned audit sheets to
and there was no further documentation to appropriate health professionals
. each quarter with 10% of
evidence. census ,( mininum 10)
active/discharged being audited
with review by DON/Alternate
DON with Plan of Action
developed with goals dates to
address and act upon
trends.Recert audits to be
performed at end of each 60 day
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episode by Clinical Coordinator
and filed on site. Any trends shall
be placed on Plan of Action form
with goal dates..
G0156
Based on clinical record and policy G0156 In-serviced SN of following 12/28/2011
review and interview, it was determined policies and procedures:1.
. . . Wound Care2.0Ostomy Care3.
the agency failed to ensure visits and Documentation4. Case
treatments were provided as ordered on Conference/Coordination of
the plan of care and there were orders for Care5. V/S6.Physician
all treatments in 6 of 7 clinical records Orders/Physician Notification7.
. . . . . Performance Improvement8.
reviewed of patients with skilled nursing Clinical Record Review9. HHA
services with the potential to affect all the Supervisory/Care
agency's patients (See G 158), failed to Plan/Documentation10. Client
ensure the physician was notified of Admission11. Oasis _P°|'°y12'
h h th . diti Plan of Care13. Medical
changes 1n the patient's con 1t101} or Supervison14. In-services15.
changes that could affect the patient's Pressure Ulcer Prevention16.
condition in 2 of 2 clinical records Pain Management17. Skilled
reviewed of patients whose care resulted Nursing ServicesPhysician Verbal
. ient h ith th al T Order form changed to include
In patient harm w1t. the potential to attect VO date and time on
all the agency's patients (See G 164) and 12/9/2011Clinical
failed to ensure verbal orders were Coordinator/DON/Alternate
obtained in 1 of 2 clinical records DON/Administrator to co-sign all
. d of patients wh . d Physician Orders and
reV'lewe 0 pa.len S Who experlence Notifications and coordinate care
patient harm with the potential to affect with weekly case
all the patients of the agency (See G 166). conferences. Policy revision of
Physicians Orders completed. All
. . SN providing care are to recieve
The cumulative effect of these syst'emlc copy of Plan of CarePhysicians
problems resulted in the agency being out orders will have attached
of compliance with the Condition of confirmation fax sheet. A log
Participation 484:18 Acceptance of b°t°k 'Sd'n P::Fe;‘gd all qlrldsrs not
. . returne n 7 days e
Patients, Plan of Care, and Medical . W ysw
7 ] ; refaxed followed by phone
Supervision potentially affecting all 73 notification of returned fax.
patients. Clinical
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Coordinator/DON/Alternate DON
to review log book weekly to
ensure compliance.
GO0158 Care follows a written plan of care established
and periodically reviewed by a doctor of
medicine, osteopathy, or podiatric medicine.
Based on clinical record and policy G0158 Assignment of patients to SN 12/28/2011
review and interview, the agency failed to staff will haye Plan of C.are
. reviewed with SN by Clinical
ensure visits and treatments were Coordinator/DON/Alternate
provided as ordered on the plan of care DON.Clinical
and there were orders for all treatments in Coordinator/DON/Alternate DON
6 of 7 clinical records reviewed of wil review Plan Of, Care to ensure
. . . . . . all disciplines are included, and
patients with skilled nursing services with appropriate care/service is
the potential to affect all the agency's assigned as evaluating SN has
patients. (4,6,7,8, 9 and 10) deemed upon SOC, Resumption,
Recert and SCIC. Plan of Care
Findines: will be signed by Clinical
ndings. Coordinator/DON/Alternate DON
with copy to SN assigned to
1. Clinical record 4, SOC 10/27/11, care.Scheduling to be monitored
evidenced a plan of care for the :’/y !\tlursmg Scheduler fotr I\;h;?\led
. . . isits, or Re-assignment o
ce.rtlﬁcatlon per10F1 10/27/1.1 to 12/25/11 for Missed Visits as
with orders for skilled nursing every other warranted.In-serviced nursing
week for 9 weeks and home health aide staff on Pain Management,
services. The clinical record identified 3 and Braden Scale.Braden Scale
Killed it durine the first K and Pain assessment to be
skilled nurse visit during the first wee performed at SOC, Recert, and
(10/27/1 1), fourth week (1 1/17/1 1), and Resumption of Care. Also as
seventh week (12/8/11). indicated in change of condition.
With Physician notification for
. . poor pain management per
A. The plan of care fallefi to evidence evaluations and for high risk of
an order for homemaker services, but the skin breakdown for preventative
clinical record identified the homemaker measures.In-service staff
on: Skilled Nursing
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provided services 10/27/11, 11/1/11,
11/10/11, 11/15/11, and 11/21/11.

B. On December 5, 2011, at 2:15
PM, Employee F indicated the skilled
nursing visits were not as ordered and the
homemaker services were not on the plan
of care.

2. Clinical record 6, SOC 10/5/11,
evidenced a plan of care for the
certification period 10/5/11 to 12/3/11
with orders for skilled nursing, home
health aide, and physical therapy. The
clinical record identified the patient was
transferred to the hospital on 10/13/11 for
a scheduled left knee replacement. The
patient returned home 10/19/11 on
Coumadin with home health care orders
for "PT/INR on 10/25/11 and 10/27/11,
then every Monday and Thursday until
discontinued." A "Physician Verbal
Order" that is unsigned by the Supervisor
and the Physician and does not have a fax
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record does not identify the
physician was notified the family wished
to discontinue to draw nor does it indicate
the family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of

ServicesPhysician
Orders/Physician
Notification:Compliance manual
implemented to match visit
frequency against orders to
ensure visits made as per Plan of
Care by Clinical
Coordinator/Nursing Scheduler
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careon 11/16/11.

3. Clinical record 7, SOC 8/4/11,
evidenced a plan of care for the
certification period 10/3/11 to 12/1/11
with a physician order for every other
week for medication set-up by the skilled
nurse. The clinical record identified med
set up occurred 10/18/11 and not again
until 11/19/11.

4. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient was
able to get to and from the toilet, able to
dress upper body without assistance if
clothing was laid out or handed to the
patient, and able to bear weight and pivot
during the transfer process, but unable to
transfer self. An unsigned recertification
assessment dated 9/28/11 indicates the
patient was able to bear weight and pivot
during the transfer process but unable to
transfer self, unable to get to and from the
toilet but is able to use a bedside
commode, and requires a 2 handed device
(walker or crutches) to walk alone or
requires human assistance.

A. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 37 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

treatment."

B. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

C. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

D. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

E. The clinical record evidenced a
document titled "Nursing Visit Note"
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dated 11/19/11 that states, "Reason for
visit ... Wd care ... Instructed of ice / heat
therapy for left foot." The clinical record
failed to evidence an order for ice or
heat."

F. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

G. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician. The orders may be initiated via
telephone or in writing and must be
countersigned by a physician in a a timely
manner."

5. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing 1 time a
day, 7 days a week for 9 weeks for
glucometer checks and insulin injection
using a sliding scale. Blood sugar results
between 141-180 were to receive 1 unit of
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insulin. The clinical record evidenced, on
10/21/11, a blood sugar of 145 with 0
insulin given, 10/25/11 a blood sugar of
151 with 0 insulin given, 11/1/11 a blood
sugar of 155 with 0 insulin given, and on
11/4/11 a blood sugar of 161 with 0
insulin given. The clinical record failed
to evidence a visit for 11/8/11.

6. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing 1 time a
day, 7 day a week, for 9 weeks for
glucometer checks and insulin
administration. The clinical record failed
to evidence the skilled nurse made a visit
10/26/11.

7. On December 8, 2011, at 10:30 AM,
Employee F indicated the findings in the
clinical record were correct.

8. A policy dated 1/28/22 titled "Skilled
Nursing Services", C-200, states "Skilled
nursing services will be provided by a
Registered nurse or a Licensed Practical /
Vocational Nurse under the supervision of
a Registered Nurse and in accordance
with a medically approved Plan of Care
(physician's orders)."
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G0164 Agency professional staff promptly alert the
physician to any changes that suggest a need
to alter the plan of care.
G0164 To ensure compliance Skilled 12/28/2011
Based on clinical record and policy Nurs.es in-serviced on following
. . . . policies and procedures:1.
review and interview, the agency failed to Wound Care2.Ostomy Care3.
ensure the physician was notified of Documentation4. Case
changes in the patient's condition or Conference/Coordination of
changes that could affect the patient's Care5. V/ SG.IP.hyS|C|a.n. )
Ce . .. Orders/Physician Notification7.
condition in 2 of 2 clinical records Performance Improvements.
reviewed of patients whose care resulted Clinical Record Review9. HHA
in patient harm with the potential to affect Supervisory/Care
all the agency's patients. (#6 and 8) Plan( Dgcumentatlgn10. 'Cl|ent
Admission11. Oasis Policy12.
o Plan of Care13. Medical
Findings: Supervison14. In-services15.
Pressure Ulcer Prevention16.
1. Clinical record 6, SOC 10/5/11, Za'” _Magage,me“;:f- ?K'”ef'/ o
. ursing ServicesPhysician Verba
ev1denced.a plafl of care .for 10/5/11 to Order form changed to include
12/3/11 with skilled nursing, home health VO date and time on
aide, and physical therapy. The clinical 12/9/2011Clinical
record identified the patient was ggo’\;(/j;\r;atgr/' DtOT/ Altternatg !
. ministrator to co-sign a
transferred to the hospital on 10/13/11 for Physician Orders and
a scheduled left knee replacement and Notifications and coordinate
returned home 10/19/11 on Coumadin care. with weekly case
with home health care orders that state, c;znfgrgnce.o Pd°|'Cy rews:otn dOfAII
" ysicians Orders completed.
PT/INR on 10/25/11 and 10/27/.1 1, then original assessments will be
every Monday and Thursday until turned into Clinical
discontinued." A "Physician Verbal Coordinator/DON/Alternate DON
Order" that is unsigned by the Supervisor to be reviewed and Data entered.
Original assessments will be filed
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and the Physician and does not have a fax in patients chart.Physicians
date nor a repeat verify date and time orders will have attached
tates. "P tient and family - they stat confirmation fax sheet. A log
states, “er patient and family - they state book is in place and all orders not
to discontinue PT/INR draws." The returned within 7 days will be
clinical record failed to evidence the refaxed followed by phone
physician was notified the family wished g(l).tlfllcaltlon of returned fax.
. . . inica
to discontinue the draw to coordinate the Coordinator/Administrator/DONJ/AI
patient's care nor does it indicate the ternate DON to review log book
family was educated about the weekly to ensure
consequences of discontinuing the draw. co;pplltantceé?\lsslg?fmglr:thof -
. . . patients to SN staff will have Plan
T.hjc skilled nurse did n.ot make a nur§1ng of Care reviewed with SN by
visit after 10/27/11 until the resumption of Clinical
careon 11/16/11. Coordinator/DON/Alternate
DON.Clinical
Coordinator/DON/Alternate DON
" . . -
A. Centrlc1t}'/ C?mlcal Infor@atlon will review Plan of Care to ensure
dated 11/12/2011 indicates the patlent all disciplines are included, and
was airlifted from St. John's hospital in appropriate care is assigned as
Anderson to Indiana Heart Hospital in g‘gg‘agng SN thas d;emt:td ”ZO“
. o . , Resumption, Recert an
Indianapolis. B100f1 pressure on arrival SCIC. Plan of Care will be signed
was 77/51 mmHg with a pulse of 125 by Clinical
beats per minute that was irregular. The Coordinator/DON/Alternate DON
patient was given fluid bolus. The patient with °S°phy tcj’ |S.N ::sstl)gned t?[ g
: . s care.Scheduling to be monitore
had some mild ep?gastrlc discomfort .ar.ld by Nursing Scheduler for Missed
some problems with nausea and vomiting Visits, or Re-assignment of SN
over the last day or two. The prompted a for Missed Visits as
CAT scan ... witch showed a large warranted.In-serviced nursing
. . . . . staff on Pain Management,
pericardial effusion. The patient is on and Braden Scale Braden Scale
Coumadin anticoagulation therapy. A stat and Pain assessment to be
INR came back elevated at 5.4. The performed at SOC, Recert, and
patient remained hypotensive despite IV Resumption of Care. Also as
fluid d tach dia." indicated in change of condition.
uids and was tachiycardia. With Physician notification for
poor pain management per
B. On December 8, 2011, at 11:20 evaluations and for high risk of
AM, Employee F indicated there was no skin breakdown for preventative
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indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

2. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient

measures.:Compliance manual
implemented to match visit
frequency against orders to
ensure visits made as per Plan of
Care by Clinical
Coordinator/Nursing Scheduler
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with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
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treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
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was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
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wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
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therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
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document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
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constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain-same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."
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O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
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GO0166

reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

Verbal orders are put in writing and signed
and dated with the date of receipt by the
registered nurse or qualified therapist (as
defined in section 484.4 of this chapter)
responsible for furnishing or supervising the
ordered services.

Based on clinical record and policy

review and interview, the agency failed to

GO0166

To ensure compliance Skilled
Nurses in-serviced on following

12/28/2011
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ensure verbal orders were obtained in 1 of policies and procedures:1.
2 clinical records reviewed of patients Wound Care?.Ostomy Care3.
h . ient h th Documentation4. Case
who experienced patient harm with the Conference/Coordination of
potential to affect all the patients of the Care5. V/S6.Physician
agency. (#6) Orders/Physician Notification7.
Performance Improvement8.
indines: Clinical Record Review9. HHA
Findings: Supervisory/Care
Plan/Documentation10. Client
1. Clinical record 6, start of care 10/5/11, Admission11. Oasis Policy12.
evidenced a plan of care for the glan of.Car<1a‘113i Medical 15
. . . upervison14. In-services15.
certification period 10/5/11 to 12/3/11 Pressure Ulcer Prevention16.
with orders for skilled nursing, home Pain Management17. Skilled
health aide and physical therapy. The Nursing ServicesPhysician Verbal
clinical record identified the patient was 8glzr Iorm gt}tgnged to include
. ate and time on
transferred to the hospital on 10/13/11 for 12/9/2011Clinical
a scheduled left knee replacement. The Coordinator/DON/Alternate
patient returned home 10/19/11 on DON/Administrator to co-sign all
Coumadin with home health care orders Zhﬁm?n Orde:js andd. t
" otifications and coordinate care
for "PT/INR on 10/25/11 and 10/27/1.1, with weekly case conference.
then every Monday and Thursday until Policy revision of Physicians
discontinued." A "Physician Verbal Orders completed. Physicians
Order" that is unsigned by the Supervisor orders will have attached
d the Phvsici dd th £ confirmation fax sheet. A log
and the Fhysician an. 0es no a.Ve afax book is in place and all orders not
date nor a repeat verify date and time returned within 7 days will be
states, "Per patient and family - they state refaxed followed by phone
to discontinue PT/INR draws." The notification of returned fax.
linical record does not evidence th Clinical
¢ (.:a. ceo oejs otevide ?e e. Coordinator/DON/Alternate DON
physician was notified the family wished to review log book weekly to
to discontinue to draw nor does it indicate ensure compliance.
the family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 53 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

A. "Centricity Clinical Information"
dated 11/12/2011 indicated the patient
was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... showed a large pericardial
effusion. The patient is on Coumadin
anticoagulation therapy. A stat INR came
back elevated at 5.4. The patient
remained hypotensive despite I'V fluids
and was tachycardic."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

2. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable State and federal law and
organization policy. All verbal orders
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must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."
G0168
G0168 Skilled Nurses in-serviced on 12/28/2011
Based on clinical record and policy following policies and
. . . . . procedures:1. Wound
review and interview, it was determined Care2.Ostomy Care3.
the agency failed to ensure the skilled Documentation4. Case
nurse provided visits and treatments as Conference/Coordination of
ordered on the plan of care and there were Care5. V/ 86',P,hySiCia,n, )
. .. Orders/Physician Notification7.
orders for all treatments in 6 of 7 clinical Performance Improvements.
records reviewed of patients with skilled Clinical Record Review9. HHA
nursing services with the potential to Supervisory/Care
affect all the agency's patients (See G Plan/Documentation10. Client
170), failed to ensure the registered nurse Admission?1. Oasis Policy12.
’ Plan of Care13. Medical
did the initial evaluation in 3 of 3 clinical Supervison14. In-services15.
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records reviewed of patients with skilled Pressure Ulcer Prevention16.
services since the recertification survey Pain -Manage.ment17. $!<|Iled
/11 with th ol o 1 Nursing ServicesPhysician Verbal
7/11 with the potential to affect all new Order form changed to include
patients of the agency (See G 171), failed VO date and time on
to ensure the registered nurse reevaluated 12/9/2011Clinical
the patient's needs after a significant Coordmatgr{ DON/ Alternatg
h ditionin 1 of 1 d DON/Administrator to co-sign all
¢ a.nge con 1t10'n n 9 ref:or. Physician Orders and
reviewed of patients with a significant Notifications and coordinate care
change in condition (#8) and completed a with weekly case conferences.
recertification comprehensive assessment Policy revision of PhyIS|.C|ans
15 of 5 clinical d . dof Orders completed. Original
in . of5¢ 1n.1c.a recor .s reviewed o OASIS/Comprehensive
patients receiving services over 60 days assessments will be turned into
with the potential to affect all the agency's Clinical
patients who receive services longer than Eoord|.nato;<20l\(lj/ Atlterntate DSN
. or review. After data entry an
60 fiays (See G 1.7.2)', failed t'o .ensu.re the locking assessment, Data entry
registered nurse initiated revisions in to employee will file assessment into
the plan of care in 1 of 2 records reviewed patient chart.
of patients who experienced harm with
the potential to affect all the agency's
patients (See G 173), failed to ensure the
registered nurse used her nursing
knowledge and skill to prevent patient
harm in 1 of 2 records reviewed of
patients who experience harm (See G
174), failed to ensure the registered nurse
initiated preventative nursing procedures
to prevent patient harm in 2 of 2 clinical
records reviewed of patients whose care
resulted in patient harm with the potential
to affect all the agency's patients (See G
175), and failed to ensure the registered
nurse coordinated services with the
physician to prevent patient harm in 2 of 2
clinical records reviewed of patients
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whose care resulted in patient harm with
the potential to affect all the agency's
patients (See 176).
The cumulative effect of these systemic
problems resulted in the agency being out
of compliance with the Condition of
Participation 484.30 Skilled Nurse
Services potentiality affecting all 73
patients of the agency.
G0170 The HHA furnishes skilled nursing services in
accordance with the plan of care.
Based on clinical record and policy G0170 Assignment of patients to SN 12/28/2011
review and interview, the agency failed to staff will have Plan of Care
. . . reviewed with SN by Clinical
ensure the skilled nurse provided visits Coordinator/DON/Alternate
and treatments as ordered on the plan of DON_.Clinical
care and there were orders for all Coordinator/DON/Alternate DON
treatments in 6 of 7 clinical records will review Plan of Care to ensure
) d of pati ith skilled . all disciplines are included, and
revu?we q patients w1t' skilled nursing appropriate care is assigned as
services with the potential to affect all the evaluating SN has deemed upon
agency's patients. (4, 6,7, 8, 9 and 10) SOC, and RECERT. Plan of
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Care will be signed by Clinical
Findings: Cgord|nator/DON/AI.ternate DON
with copy to SN assigned to
care.Scheduling to be monitored
1. Clinical record 4, SOC 10/27/11, by Nursing Scheduler for Missed
evidenced a plan of care for the Visits, or Re-assignment of SN
certification period 10/27/11 to 12/25/11 for Missed Visits as ,
. . . warranted.In-serviced nursing
with orders for skilled nursing every other staff on following Policies and
week for 9 weeks and home health aide Procedures 1. Wound
services. The clinical record identified 3 Care2.0stomy Care3.
skilled nurse visit during the first week goc?menta’;lccan4.(§?ast§> ;
onference/Coordination o
(10/27/11), fourth week (11/17/11), and Care5. V/S6.Physician
seventh week (12/8/11). Orders/Physician Notification?.
Performance Improvement8.
On December 5. 2011. at 2:15 Clinical Record Review9. HHA
oo S Supervisory/Care
PM, Employee F indicated the skilled Plan/Documentation10. Client
nursing visits were not as ordered on the Admission11. Oasis Policy12.
plan of care. Plan of Care13. Medical
Supervison14. In-services15.
- Pressure Ulcer Prevention16.
2. 'Chnlcal record 6, SOC 10/5/11, Pain Management17. Skilled
evidenced a plan of care for the Nursing Services:and Braden
certification period 10/5/11 to 12/3/11 Scale.Braden Scale and Pain
with orders for skilled nursing, home Z%Sgszmemrtw bz rF){erformetf:l at .
. . , Recert, and Resumption o
he.al.th aide, anq phy§10a1 therap}./. The Care. Also as indicated in
clinical record identified the patient was change of condition. With
transferred to the hospital on 10/13/11 for Physician notification for poor
a scheduled left knee replacement. The pagwfma;aaer_mkentfpif evaluations
. and for risk of skin
patient returned home 10/19/11 on 'gn i n
o breakdown for preventative
Coumadin with home health care orders measures.New orientation
for "PT/INR on 10/25/11 and 10/27/11, processes implemented for
then every Monday and Thursday until all Profefsannal ‘l"”d .
discontinued." A "Physician Verbal non-professional staff.
] ) ) In-serviced Clinical Coordinator
Order" that is unsigned by the Supervisor and implemented Orientation
and the Physician and does not have a fax processes. Processes to include
date nor a repeat verify date and time for Therapist/NursesReview
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states, "Per patient and family - they state P&P: 1. Wound Care2.Ostomy
to discontinue PT/INR draws." The Care3. Documentation4. Case
linical dd dentify th Conference/Coordination of
climcal record does not identify the Careb. V/S6.Physician Orders?7.
physician was notified the family wished Performance Improvement8.
to discontinue to draw nor does it indicate Clinical Record Reviewd. HHA
the family was educated about the Supervisory/ Care. )
£ di uine th Plan/Documentation10. Client
consequences of discontinuing the draw. Admission11. Oasis Policy12.
The skilled nurse did not make a nursing Plan of Care13. Medical
visit after 10/27/11 until the resumption of Supervison14. In-services15.
care on 11/16/11 Pressure Ulcer Prevention16.
' Pain Management17. Skilled
o Nursing ServicesChart Audit with
3. Clinical record 7, SOC 8/4/11, reviewSelf Skills CheckOn site
evidenced a plan of care for the visit with Clinical Coordinator x2
certification period 10/3/11 to 12/1/11 within 30 days by Clinical
th a phvsici der fi h Coordinator/DON/Alternate
with a physician order for every other DONPsuedo patient visit with
week for medication set-up by the skilled Clinical
nurse. The clinical record identified med Coordinator/DON/Alternate
set up occurred 10/18/11 and not again DON utilizing _
G111/19/11 OASIS/Comprehensive
untt ’ Assessment Procedures to be
competency checked off for SN:
4. Clinical Record # 8, start of care By Clinical
8/4/11, evidenced an unsigned assessment ggo’\;dlnator/ DEN/ Alternate
o . as procedure arises: a.
dated 8/4/11 that indicated th.e patient was Venipunctures b,
able to get to and from the toilet, able to Catheterization c. Wound Care
dress upper body without assistance if d. Ostomy Care e. Other
clothing was laid out or handed to the procngu;ils Salfl they .Zf'se (patient
. . . specific roviding care are
patient, and able to bear weight and pivot pectt ) providing
) to recieve copy of Plan of Care
during the transfer process, but unable to
transfer self. An unsigned recertification
assessment dated 9/28/11 indicates the
patient was able to bear weight and pivot
during the transfer process but unable to
transfer self, unable to get to and from the
toilet but is able to use a bedside
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commode, and requires a 2 handed device
(walker or crutches) to walk alone or
requires human assistance.

A. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment."

B. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

C. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

D. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
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old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... Instructed of ice / heat
therapy for left foot." The clinical record
failed to evidence an order for ice or
heat."

F. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

G. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician. The orders may be initiated via
telephone or in writing and must be
countersigned by a physician in a a timely
manner."

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 61 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING 00

B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED

12/08/2011

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

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

523 W PLUM ST
CHESTERFIELD, IN46017

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

5. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing 1 time a
day, 7 days a week for 9 weeks for
glucometer checks and insulin injection
using a sliding scale. Blood sugar results
between 141-180 were to receive 1 unit of
insulin. The clinical record evidenced, on
10/21/11, a blood sugar of 145 with 0
insulin given, 10/25/11 a blood sugar of
151 with 0 insulin given, 11/1/11 a blood
sugar of 155 with 0 insulin given, and on
11/4/11 a blood sugar of 161 with 0
insulin given. The clinical record failed
to evidence a visit for 11/8/11.

6. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing 1 time a
day, 7 day a week, for 9 weeks for
glucometer checks and insulin
administration. The clinical record failed
to evidence the skilled nurse made a visit
10/26/11.

7. On December 8, 2011, at 10:30 AM,
Employee F indicated the findings in the
clinical record were correct.

8. A policy dated 1/28/22 titled "Skilled
Nursing Services", C-200, states "Skilled
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nursing services will be provided by a
Registered nurse or a Licensed Practical /
Vocational Nurse under the supervision of
a Registered Nurse and in accordance
with a medically approved Plan of Care
(physician's orders)."
GO0171 The registered nurse makes the initial
evaluation visit.
Based on clinical record review and G0171 All original assessments will be 12/12/2011
: : : turned into Clinical
interview, the agency failed to ensure the
. 8 . Y o . Coordinator/DON/Alternate
registered nurse did the initial evaluation DON for review and Data entry.
in 3 of 3 clinical records reviewed of Original assessments will be filed
patients with skilled services since the in patients chart after data entry
recertification survey 7/11 with the and locking by Da}ta er'1try
. . employee.In-serviced internal
potential to affect all new patients of the staff for record retention of
agency. (4, 6, and 7) documents.
Findings:
1. Clinical record 4, start of care (SOC)
10/27/11, evidenced a plan of care for the
certification period 10/27/11 to 12/25/11
with orders for skilled nursing and home
health aide services. The clinical record
failed to evidence an initial assessment by
the registered nurse.
2. Clinical record 6, SOC 10/5/11,
evidenced a plan of care for the
certification period 10/5/11-12/3/11 with
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orders for skilled nursing, home health
aide, and physical therapy services. The
clinical record failed to evidence an initial
assessment by the registered nurse.
3. Clinical record 7, SOC 8/4/11,
evidenced a plan of care for the
certification period 8/4/11 to 10/2/11 with
orders for skilled nursing, home health
aide, occupational therapy, physical
therapy, attendant care and homemaker
services. The clinical record failed to
evidence a initial assessment by the
registered nurse.
4. December 5, 2011, at 12 PM, the
Clinical Coordinator Employee E
indicated all assessment forms had been
shredded and the only forms available
were computer generated Oasis forms.
G0172 The registered nurse regularly re-evaluates
the patients nursing needs.
Based on clinical record and policy G0172 100% of Nursing staff in-serviced 01/05/2012
review and interview, the agency failed to on recertlflcatllon, reassessment
R for 60 day episode, post hospital,
ensure the registered nurse reevaluated the o significant change in condition.
patient's needs after a significant change Clinical
condition in 1 of 1 record reviewed of Coordinator/DON/Alternate DON
. . . . . i i 0,
patients with a significant change in will review 100% of )
diti d leted assessments of professional
condition (#8) and completed a documentation to ensure
recertification comprehensive assessment complianceAudit form revised to
in 5 of 5 clinical records reviewed of include patient name, auditors
patients receiving services over 60 days narne/ title and certification period
being audited. 100% of nursing
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with the potential to affect all the agency's notes will be audited to 485
patients who receive services longer than weekly for 6 months for
compliance by Clinical
60 days. (#6, 7,8, 9 and 10) Coordinator/DON/Alternate DON.
100% of Home Health Aide notes
Findings: will be audited by Staffing
Coordinator weekly for
.. compliance of frequencies of
L. Chmca.l Record #8, start of care specific assigned duties to match
8/4/11, evidenced a plan of care for the home health aide care plan. Any
certification period 10/3/11 through inconsistency will be reported to
12/1/11 with orders for the skilled nurse the C“,n'cal
SN . . d d Coordinator/DON/Alternate
(SN) was to visit once a gy,. seven days a DON Recert audits to be
week for 9 weeks. The clinical record performed at end of each 60 day
evidenced a skilled nurse visit note dated episode by Clinical Coordinator
10/31/11 at 4 PM, written by employee I, and filed on site. Any trends shall
hat states. "Client seized for about 5 be placed on Plan of Action form
t ? states, 1e'n Scized or abou with goal dates by DON/Alternate
minutes, ... medics alerted, ... transferred DON .
per ambulance to hospital." The clinical
record failed to evidence a visit note or a
missed visit notification for 11/1/11. The
clinical record evidenced a skilled nurse
visit note dated 11/2/11 written by
employee I which indicates the patient
was home on 11/2/11. The clinical record
failed to evidence an other follow up
assessment was completed when the
patient returned home from the seizure
episode.
On December 7, 2011, at 4:05 PM,
employee F indicated there was not a
reassessment of the patient upon return
from the seizure episode nor was there
sufficient documentation in the clinical
record to know when the patient returned
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home from the hospital, the condition of
the patient upon return, or what treatment
the patient received.

2. Clinical record 6, SOC 10/5/11,
evidenced a plan of care for the
certification period 12/4/11 to 2/2/12 with
orders for skilled nursing, home health
aide, and physical therapy. The clinical
record failed to evidence the registered
nurse had completed a recertification
comprehensive assessment.

3. Clinical record 7, SOC 8/4/11,
evidenced a plan of care for the
certification period 10/3/11 to 12/1/11
with orders for skilled nursing, home
health aide, physical therapy, attendant
care, and homemaker. The clinical record
failed to evidence the registered nurse had
completed a recertification comprehensive
assessment.

4. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned start of
care assessment dated 8/4/11. The
recertification assessment dated 9/28/11
was also unsigned.

5. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification periods 7/15/11 to 9/12/11,
9/13/11 to 11/11/11, and 11/12/11 to
1/10/12. The clinical record failed to
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evidence the registered nurse had
completed a recertification comprehensive
assessment for the certification periods
identified.

6. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification periods 8/18/11 to 10/16/11
and 10/17/11 to 12/15/11. The clinical
record failed to evidence the registered
nurse had completed a recertification
comprehensive assessment for the
certification periods identified.

7. December 5, 2011, at 12 PM, the
Clinical Coordinator, Employee E,
indicated all assessment forms had been
shredded and the only forms available
were computer generated Oasis forms.

8. A policy approved 1/28/11 "Client
Reassessment/Update of Comprehensive
Assessment" C-155 states, "The
Comprehensive Assessment will be
updated and revised as often as the client's
condition warrants due to major decline or
improvement in health status. ...
Reassessments must be done at least: 1.
Every second calendar month beginning
with start of care (within last 5 days of the
episode, including day 60), 2. Within 48
hours of (or knowledge of) client return
home from hospital admission of more
than 24 hours for any reason other than
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diagnostic testing or other changes
representing a SCIC (Significant Change
in Condition ). 3. Within 48 hours of (or
knowledge of ) discharge or transfer."
GO0173 The registered nurse initiates the plan of care
and necessary revisions.
Based on clinical record and policy GO0173 To ensure 01/05/2012
review, observation, and interview, the comphance:Performgnce
. . Improvement committee
agency failed to ensure the registered assigned. Plan of action form in
nurse initiated revisions in to the plan of place to be completed with each
care in 1 of 2 records reviewed of patients quarterly PI by DON/Alternate
who experienced harm with the potential DON. POA form will have goal
f th , tient 43 date. POA form will be reviewed
to affect all the agency's patients. (#8) by Administrator. Audit form
revised to include patient name,
Findings: auditors nameftitle and
certification period being audited.
.. 100% of nursing notes will be
1. Chnlcal' Record # 8, st.art of care audited to 485 weekly for 6
8/4/11, evidenced an unsigned assessment months for compliance by Clinical
dated 8/4/11 that indicated the patient Coordinator/DON/Alternate DON.
with diagnosis of Multiple Sclerosis, 1_00% of I-!ome Health.A|de notes
hronic ob . I di will be audited by Staffing
¢ .romc 0 struc.tlve Pu monary 1sease., Coordinator weekly for
seizures, chronic pain, had a suprapubic compliance of frequencies of
catheter, a Braden score of 18, and was specific assigned duties to match
determined to be at risk of developing home health aide care plan. Any
) inconsistency will be reported to
pressure ulcers. The patient was 6 feet the Clinical
tall, weighed 328 pounds, had 1 - 3 Coordinator/DON/Alternate
episodes of bowel incontinence weekly, DON.Recert audits to be
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was able to get to and from the toilet, able performed at end of each 60 day
to dress upper body without assistance if episode by Cl-mlcal Coordinator
lothing is lai h h and filed on site. Any trends shall
clothing is laid out or handed to the be placed on Plan of Action form
patient, and was able to bear weight and with goal dates by DON/Alternate
pivot during the transfer process but DON and reviewed by
unable to transfer self. Adm!n!strator/AIterna.te
Administrator.In-serviced SN of
following policies and
A. An unsigned recertification procedures:1. Wound
assessment dated 9/28/11 indicates the Care2.0Ostomy Care3.
patient experienced pain all the time with Documentation4. Case
d ambulati " d Conference/Coordination of
mf)vemen.t and ambulation, a pqppe Careb. V/S6.Physician
blister - pink bed" on buttocks with Orders/Physician Notification?.
serosanguinous drainage, was able to bear Performance Improvements.
weight and pivot during the transfer Clinical Record Review9. HHA
b bl f It bl Supervisory/Care
process but unable to traps er se' » unable Plan/Documentation10. Client
to get to and from the toilet but is able to Admission11. Oasis Policy12.
use a bedside commode, requires a 2 Plan of Care13. Medical
handed device (walker or crutches) to Supervison14. In-services15.
Ik al es h st Pressure Ulcer Prevention16.
walk alone or requires human assistance. Pain Management17. Skilled
Nursing ServicesPhysician Verbal
B. The plan of care for the Order form changed to include
certification period 10/3/11 through VO date and time on
12/1/11 identified the skilled SN 12/9/2011Clinical
? .en ified the skilled nurse (SN) Coordinator/DON/Alternate
was to visit once a day, seven days a week DON/Administrator to co-sign all
for 9 weeks. The plan of care states, "SN Physician Orders and
to evaluate all aspects of pain and Notifications and coordinate
. . care. To ensure compliance by
treatment. ... Physical therapy 1 - 3 times
. o weekly case conference.
a week for 9 weeks for gait training, Policy revision of Physicians
therapeutic exercises, neuromuscular Orders completed. All SN
re-education, home exercise program, and providing care are to recieve copy
. of Plan of CarePhysicians orders
safety awareness. ... Home health aide 1 - . L
. . will have attached confirmation
3 times a week ... and Home health aide 4 fax sheet. A log book is in place
- 8 hours for 1-3 times a day, 4 - 7 times a and all orders not returned within
week, for 9 weeks for assistance with 7 days will be refaxed followed by
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bathing, dressing, skin and hair care, other phone notification of returned
ADL'S [activities Of. qaﬂy 1 ing], fCac)a(é(r:::llinnlztaolr/DON/Alternate DON
assistance with nutrition, light to review log book weekly to
housekeeping duties, as assigned ... ensure compliance.All original
attendant care 1 - 5 hours a day, 1 - 5 assessments will be turned into
times a week, for 9 weeks for assistance Clinicgl
. ) . . ) Coordinator/DON/Alternate DON
with bathing, dressing, skin and hair care, to be reviewed and Data
assist with other ADL's assist with entered. .Original assessments
nutrition. light housekeeping duties as will be filed in patients chart after
assigned. HMK [homemaking] 1 - 3 data entry and locking by Data
hours per day, 1 - 3 times a week for 9 entry employee.
weeks for assistance with homemaking
activities."
C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
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foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
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the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
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a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound." The record failed to
evidence a revision to the plan of care to
address the bedbound status.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
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/ heat therapy for left foot." The clinical
record failed to evidence a revision to the
plan of care to address the patient's
increased pain and an order for ice or
heat.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat.

I. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence a revision to the plan of
care to address the patient's increased lack
of a caregiver on a regular basis.

J. On December 7, 2011, at 10:20
AM, employee I indicated that she
completed the reassessment for the patient
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# 8 and that she did not know what the
plan of care was to prevent the patients
skin from breaking down, and that she
had not contacted the hospital or
physician that treated the patient after the
injury to the left lower leg.

2. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

3. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."
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G0174

4. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

6. The policy titled "Client Reassessment
/ Update of the Comprehensive
Assessment" states, The comprehensive
assessment will be updated and revised as
often as the clients condition warrants due
to a major decline ... Within 48 hours of
or knowledge of client return from a
hospital admission of more than 24 hours,
... or other changes representing a SCIC
(significant change in condition).
PURPOSE To identify decline or
improvement in health status, modify the
plan of care and document changes that
may affect care and reimbursement."

The registered nurse furnishes those services
requiring substantial and specialized nursing
skill.

Based on clinical record and policy
review and interview, the agency failed to
ensure the registered nurse used her
nursing knowledge and skill to prevent

G0174

To ensure compliance Skilled
Nurses in-serviced on following
policies and procedures:1.
Wound Care2.0stomy Care3.
Documentation4. Case

01/05/2012
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patient harm in 1 of 2 records reviewed of Conference/Coordination of
p p Careb. V/S6.Physician
atients who experience harm. (#6).
P P (#6) Orders/Physician Notification7.
o Performance Improvement8.
Findings: Clinical Record Review9. HHA
Supervisory/Care
1. Clinical record 6, SOC 10/5/11, Plan/Documentation 0. Client
. 1 ¢ P Admission11. Oasis Policy12.
evidenced a plan of care for 10/5/11 to Plan of Care13. Medical
12/3/11 with skilled nursing, home health Supervison14. In-services15.
aide, and physical therapy. The clinical Pressure Ulcer Prevention16.
record identified the patient was Zaln -Mar;age.men;::. -S!qlle\d; bal
. ursing ServicesPhysician Verba
transferred to the hospital on 10/13/11 for Order form changed to include
a scheduled left knee replacement and VO date and time on
returned home 10/19/11 on Coumadin 12/9/2011Clinical
with home health care orders that state, ggo’\;(/:l;\r;atgr/' DtOT/ Altternatg i
" ministrator to co-sign a
PT/INR on 10/25/11 and 10/27/.1 1, then Physician Orders and
every Monday and Thursday until Notifications and coordinate care
discontinued." A "Physician Verbal with weekly case
Order" that is unsigned by the Supervisor ;%nfgrgncesd ZO“CV rewsllotndof
. sicians Orders completed.
and the Physician and does not have a fax v P
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record failed to evidence the
physician was notified the family wished
to discontinue the draw to coordinate the
patient's care nor does it indicate the
family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.
A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
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was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite IV
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

2. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
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documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."
G0175 The registered nurse initiates appropriate
preventative and rehabilitative nursing
procedures.
GO175 To ensure 01/05/2012
Based on clinical record and policy comphance:Performg nee
. . . . Improvement committee
review and interview, the agency failed to assigned. Plan of action form in
ensure the registered nurse initiated place to be completed with each
preventative nursing procedures to quarterly PI by DON/Alternate
prevent patient harm in 2 of 2 clinical DON. POA form W!" have goal
d . d of pati h date. POA form will be reviewed
records reviewed of patients whose care by Administrator. Audit form
resulted in patient harm with the potential revised to include patient name,
to affect all the agency's patients. (#6 and auditors nameftitle and
8) certification period being audited.
100% of nursing notes will be
audited to 485 weekly for 6
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Findings: months for compliance by Clinical
Coordinator/DON/Alternate DON.
- 100% of Home Health Aide notes
1. Clinical record 6, SOC 10/5/11, will be audited by Staffing
evidenced a plan of care for 10/5/11 to Coordinator weekly for
12/3/11 with skilled nursing, home health compliance of frequencies of
aide, and physical therapy. The clinical specific asmgngd duties to match
. i h . home health aide care plan. Any
record identified the patient was inconsistency will be reported to
transferred to the hospital on 10/13/11 for the Clinical
a scheduled left knee replacement and Coordinator/DON/Alternate
returned home 10/19/11 on Coumadin DON.Recert audits to be
‘th h health d h performed at end of each 60 day
with home health care orders that state, episode by Clinical Coordinator
"PT/INR on 10/25/11 and 10/27/11, then and filed on site. Any trends shalll
every Monday and Thursday until be placed on Plan of Action form
discontinued." A "Physician Verbal with goal dates by DON/Alternate
Order” that i ioned by the S . DON and reviewed by
rder” that 1s unsigned by the Supervisor Administrator/Alternate
and the Physician and does not have a fax Administrator In-serviced SN of
date nor a repeat verify date and time following policies and
states, "Per patient and family - they state pzr%:etduresg. V\;ound Care
. . " .2.0stomy Care3.
tohd}scontlnue PT/INR dra.ws. The Documentationd. Case
clinical record failed to evidence the Conference/Coordination of
physician was notified the family wished Care5. V/S6.Physician
to discontinue the draw to coordinate the Orders/Physician Notification?.
tient d it indicate th Performance Improvement8.
patient's care nor docs 1t indicate the Clinical Record Review9. HHA
family was educated about the Supervisory/Care
consequences of discontinuing the draw. Plan/Documentation10. Client
The skilled nurse did not make a nursing ';‘Idm'si'gm 11' :?T\jlsd!)mllcym.
.. . . an of Care13. Medica
visit after 10/27/11 until the resumption of . '
Supervison14. In-services15.
care on 11/16/11. Pressure Ulcer Prevention16.
Pain Management17. Skilled
A. "Centricity Clinical Information" Nursing ServicesPhysician Verbal
dated 11/12/2011 indicates the patient Order form changed to include
o T VO date and time on
was airlifted from St. John's hospital in 12/9/2011Clinical
Anderson to Indiana Heart Hospital in Coordinator/DON/Alternate
Indianapolis. "Blood pressure on arrival DON/Administrator to co-sign all
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was 77/51 mmHg with a pulse of 125 Physician Orders and
beats per minute that was irregular. The Ngtlflcatlons and coordinate care
. . fluid bol h . with weekly case conference. To
patient was given fluid bolus. The patient ensure compliance by onsight
had some mild epigastric discomfort and weekly case conference.
some problems with nausea and vomiting Policy revision of Physicians
over the last day or two. The prompted a Ordgr; completed. Al SN
CAT itch showed a 1 providing care are to recieve copy
L sean ... witch showed a farge of Plan of CarePhysicians orders
pericardial effusion. The patient is on will have attached confirmation
Coumadin anticoagulation therapy. A stat fax sheet. A log book is in place
INR came back elevated at 5.4. The and all orders not returned within
. ined h e despite TV 7 days will be refaxed followed by
pat-lent rematne ypoter%swe espite phone notification of returned fax.
fluids and was tachycardia." Clinical
Coordinator/DON/Alternate DON
B. On December 8, 2011, at 11:20 to review log book weekly to
.. ensure compliance.All original
.AM’ E@ployee F 11.1d.1cated there Was.no assessments will be turned into
indication the physician had been notified Clinical
of the family wanting to change the Coordinator/DON/Alternate
PT/INR draw. DON for review and Data
entered. Original assessments
) ) o will be filed in patients chart once
C. A policy titled "Physician Orders", data entried and locked by Data
dated 1/28/11, C-635 states, "The orders entry employee.New orientation
may be initiated via telephone or in processes implemented for
it d b tersiencd by th all Professional and
wri mg an. mu§ e countersigned by the non-professional staff.
physician in a timely manner. ... Verbal In-serviced Clinical Coordinator
orders may be taken by licensed personnel and implemented Orientation
designated by the agency in accordance processes. Processes to include
ith licable le State and federal 1 for Therapist/NursesReview
With app .ca .e N %.1 ¢ and federal law P&P: 1. Wound Care2.0stomy
and organization policy. All verbal orders Care3. Documentation4. Case
must be "read back" to the physician to Conference/Coordination of
verify the accuracy of the orders and to Care5. V/S6.Physician Orders?.
d toi t Performance Improvement8.
CCTease crrors 1o maccurate Clinical Record Review9. HHA
documentation of verbal orders. ... 4. Supervisory/Care
When agency staff obtain Plan/Documentation10. Client
verbal/telephone orders from the Admission11. Oasis Policy12.
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physician, they must inform the Plan of Care13. Medical
supervising nurse/therapist of the change. g?:;r:'rzos:;:;:32’:;2?1%
The registered nurse or therapist Pain Management17. Skilled
responsible for furnishing or supervising Nursing ServicesChart Audit with
the ordered service will co-sign the reviewSelf Skills CheckOn site
telephone order form before it is sent tot V'_s't,w'th Clinical Cogr@nator X2
. . e within 30 days by Clinical
he physician. Orders can be initiated once Coordinator/DON/Alternate
the supervising nurse/therapist has been DONPsuedo patient visit with
notified. ... 8. The nurse or therapist shall Clinical
document implementation of order ggo,\;dlr;?tgr/ DON/Alternate
. . . . " utilizing
changes and instructions given to clients. OASIS/Comprehensive
Assessment Procedures to be
3. Clinical Record # 8, start of care competency checked off for SN:
8/4/11, evidenced an unsigned assessment (B:y CI(';,“C":“ DON/Alternat
o . oordinator, ernate
da.ted S.§/4/11 .that 1ndlc'c.1ted the patl'ent DON as procedure arises: a.
with diagnosis of Multiple Sclerosis, Venipunctures b.
chronic obstructive pulmonary disease, Catheterization c. Wound Care
seizures, chronic pain, had a suprapubic d. Os(tjomy Carti e. ch((ar dont
procedures as they arise (patien
cathete'r, a Braden sgore of 18, and .Was specific)Non-professionals-Will
determined to be at risk of developing be skills checked by contracted
pressure ulcers. The patient was 6 feet qualified RNCompetency
tall, weighed 328 pounds, had 1 - 3 testedAnnual evaluations to be
J . ; performed on site by employees
episodes of bowel incontinence w;ekly, of CJs Abundant Care Clinical
was able to get to and from the toilet, able Coordinator/DON/Administrator
to dress upper body without assistance if on employee anniversary date as
clothing is laid out or handed to the tracked in Softtr\:vtare a:fd pulled
patient, and was able to bear weight and previous month fo periorm
) . evaluations for upcoming
pivot during the transfer process but month.100% of Home Health
unable to transfer self. Aides where given an annual
performance re-evaluation by
A. An unsigned recertification Clinical Coordinator/DON
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
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blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
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weeks for assistance with homemaking
activities."

C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
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been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
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patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
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that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
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visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
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caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
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care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
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titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."
U. The record failed to evidence the
patient's care was coordinated with the
physician at any time.
GO0176 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.
G0176 To ensure compliance SN staff 01/05/2012
in-serviced on following
policies:In-serviced nursing staff
on Braden Scale.Braden Scale
and Pain assessment to be
performed at SOC, Recert, and
Resumption of Care. Also as
indicated in change of condition.
With Physician notification for
poor pain management per
evaluations and for high risk of
skin breakdown for preventative
measures.Skilled Nursing
in-serviced on following Policies
and Procedures:1. Wound
Care2.0stomy Care3.
Documentation4. Case
Conference/Coordination of
Care5. V/S6.Physician
Orders/Physician Notification7.
Performance Improvement8.
Clinical Record Review9. HHA
Supervisory/Care
Plan/Documentation10. Client
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Admission11. Oasis Policy12.
Plan of Care13. Medical
Supervison14. In-services15.
Pressure Ulcer Prevention16.
Pain Management17. Skilled
Nursing ServicesPhysician Verbal
Order form changed to include
VO date and time on
12/9/2011Clinical
Coordinator/DON/Alternate
DON/Administrator to co-sign all
Physician Orders and
Notifications and coordinate
care. To ensure compliance by
onsight weekly case conference.
Policy revision of Physicians
Orders completed. SN upon
SOC, Recert, Resumption and
SCIC will verify on assessment
the primary caregiver for
patient.In-serviced Home Health
Aides on Scope of Practice and
When to notify supervisor.
Based on clinical record and policy
review and interview, the agency failed to
ensure the registered nurse coordinated
services with the physician to prevent
patient harm in 2 of 2 clinical records
reviewed of patients whose care resulted
in patient harm with the potential to affect
all the agency's patients. (#6 and &)
Findings:
1. Clinical record 6, SOC 10/5/11,
evidenced a plan of care for 10/5/11 to
12/3/11 with skilled nursing, home health
aide, and physical therapy. The clinical
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record identified the patient was
transferred to the hospital on 10/13/11 for
a scheduled left knee replacement and
returned home 10/19/11 on Coumadin
with home health care orders that state,
"PT/INR on 10/25/11 and 10/27/11, then
every Monday and Thursday until
discontinued." A "Physician Verbal
Order" that is unsigned by the Supervisor
and the Physician and does not have a fax
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record failed to evidence the
physician was notified the family wished
to discontinue the draw to coordinate the
patient's care nor does it indicate the
family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.

A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
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CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite IV
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
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he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

3. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient
with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
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handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
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bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
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with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
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Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
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needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
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was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
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visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.
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R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

U. The record failed to evidence the
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patient's care was coordinated with the
physician at any time.
G0202
G0202 To ensure compliance, 12/30/2011
Based on clinical record and policy purchased new Home Health
. . . . . Aide care plans and Home Health
review and interview, it was determined Aide notes that coorelate with
the agency failed to ensure the registered care plan.Inserviced 100% of
nurse updated the home health aide Nurses and Home Health Aides
assignment as the patient's needs changed on new docgments and proper
d mobilitv d d for 1 of 9 clinical documentation on forms to match
and mobility decreased for 1 of 9 clinica Plan of Care.Inserviced 100% of
records reviewed of patients receiving nurses on 12/22/2011 on
home health aide services (See G 224), policy/Regulation of Home Health
failed to ensure the home health aides Aide supervisory and Home
furnished | dentified h Health needing to be observed
1.1rms cd care 'on y as 1dentihie or%t € providing personal care every 30
aide care plan in 5 of 9 records reviewed days. Aide Supervision form
of patients with orders for home health revised to ensure aide present
aide services with the potential to affect with aide/patient signing form and
1l th i fth G 225 with observation of personal care
a ) ¢ patients of the agency ( ); being performed every 30 days.
failed to ensure the registered nurse Nursing Scheduler will monitor
supervised the aide every two weeks in 5 schedules with supervisory visits
of 5 clinical records reviewed of patients scheduled as well one week prior
h ived h health aid d to next month. Nursing
w .0 receive OII'IC calth aide an Scheduler will confirm with
skilled nurse services and the agency nurse. Will be monitored weekly
policy was congruent with federal by Clincal Coordniator with
requirements with the potential to affect compliance manual of skilled
1l th tients of th .. nurse visits and supervison.100%
all the patien S otthe ?gency recerving of nursing notes will be audited to
home health aide services (See G 229), 485 Week|y for 6 months for
and failed to ensure the aide was observed compliance by Clinical
giving care every 30 days as required by Coord|nator/DON/AIternqte DON.
100% of Home Health Aide notes
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agency policy in 3 of 4 clinical records will be audited by Staffing
reviewed of patients with home health Coordllnator weekly for
d 1 . th th a1 compliance of frequencies of
alde only services with the potential to specific assigned duties to match
affect all the patients of the agency home health aide care plan. Any
receiving home health aide services (See inconsistency will be reported to
G 230) the Clllnlcal
Coordinator/DON/Alternate DON.
The cumulative effect of these systemic
problems resulted in the agency being out
of compliance with the Condition of
Participation 484.36 Home Health Aide
Services potentially affecting all 73
patients of the agency.
G0224 Written patient care instructions for the home
health aide must be prepared by the
registered nurse or other appropriate
professional who is responsible for the
supervision of the home health aide under
paragraph (d) of this section.
Based on clinical record and policy G0224 To ensure compliance Home 12/23/2011
review and interview, the agency failed to Health Aides m-serwced on
. scope of practice of the Home
ensure the registered nurse updated the Health Aide and when to report to
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home health aide assignment as the supervisor.Skilled Nursing
patient's needs changed and mobility in-serviced on Home Health Aide
linical supervisory, Care Plan, and
decreased for 1 of 9 clinical records documentation.Skilled Nurse to
reviewed of patients receiving home update Home Health Aide care
health aide services. (# 8) plan as reported by changes by
Home Health Aide, or upon
indi include: supervisory visits, with SCIC,
Findings include: reassessment, and recert of
patient. Clinical
1. Clinical Record # 8, start of care Coordinator/Don/Administrator to
8/4/11, evidenced a plan of care for the perfc;:m ﬂlnlca:_trecl:oq%g?’/vle\;vs at
. . . recert and quarterly. e
certification Perlo.d 10/3/11 t}-lrough nursing notes will be audited to
12/1/11 that identified the skilled nurse 485 weekly for 6 months for
(SN) was to visit once a day, seven days a compliance by Clinical
week for 9 weeks. The plan of care states, Coordinator/DON/ Alterngte DON.
"SN t luate all ts of pai d 100% of Home Health Aide notes
0 evaluate all aspects ol pain an will be audited by Staffing
treatment. ... Physical therapy 1 - 3 times Coordinator weekly for
a week for 9 weeks for gait training, compliance of frequencies of
therapeutic exercises, neuromuscular specific assigned duties to match
ducation. h . d home health aide care plan. Any
re-education, home exercise prograr.n, an inconsistency will be reported to
safety awareness. ... Home health aide 1 - the Clinical
3 times a week ... and Home health aide 4 Coordinator/DON/Alternate
- 8 hours for 1-3 times a day, 4 - 7 times a DON.Recert audits to be
k. for 9 ks f ist th performed at end of each 60 day
wee > or w§e s o.r assis an.ce wi episode by Clinical Coordinator
bathing, dressing, skin and hair care, other and filed on site. Any trends shall
ADL'S [activities of daily living], be placed on Plan of Action form
assistance with nutrition, light with goal dates by DON/Alternate
. . . DON.
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
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weeks for assistance with homemaking
activities."

A. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed with a cast on the right ankle and foot
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
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been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room and
informed that the left foot was broken and
that there were other injuries to the left
lower leg and a soft cast was ordered to be
worn. The patient stated, "They said to
wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago"
and then indicated the soft cast had never
been worn. The patient and caregiver
indicated that up until the time the right
ankle was broken, the patient was up
ambulating with assistance of one and the
use of a walker and was able to leave the
bedroom. Then, after breaking the right
ankle, the patient could still use the
walker to assist with pivot transfers and
use a bedside commode. The patient and
caregiver indicated that since the left
ankle was broken, the patient had not
been routinely out of bed except for a
doctors appointment. The surveyor
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observed the patient to have 2 open areas
on the left buttock. Employee J indicated
the patient had been developing open
areas since the first foot was fractured.
Employee J indicated the treatment and
applied to the patient's open skin areas on
the left buttock medication from the tube
labeled "Moisture Barrier Fungal Cream."
The patient indicated the tube of ointment
had been brought home from the
rehabilitation unit in July.

B. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F, and the record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

C. The "Home Health Aide
Assignment Sheet /Plan of Care" dated
11/29/11 had a column titled "Activities"
and, under the word ambulate, the
patient's mode of mobility with a walker
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was part of the aide's assignment.

D. On 12/6/11 at 12 PM, employee J
indicated the patient was not ambulatory
as both feet were broken. The
assignment sheet failed to evidence it had
been updated to reflect this change.

2. The policy titled "Home Health Aide
Services" states, Services will be provided
to appropriate clients ... under the direct
supervision of an agency registered nurse
/ therapist in accordance with a medically
approved plan of care. ... The aide will
follow the care plan and will not initiate
new services or discontinue services
without contacting the supervising nurse.
... Delegated nursing tasks performed by
home health aides must be properly
delegated and documented according to
specific state / federal and agency
policies."

3. The policy titled "Home Health Aide:
Assignment states, "To provide direction
and supervision of care provided by the
home health aides. ... Any change in the
assignment must be approved by the
professional managing the client's care. ...
All changes in the assignment will be
communicated to the Home Health Aide
and will be documented on a new Care
Plan."
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G0225 The home health aide provides services that
are ordered by the physician in the plan of
care and that the aide is permitted to perform
under state law.
Based on clinical record and policy G0225 To ensure compliance, 12/30/2011
review, observation, and interview, the pgrchased new Home Health
. Aide care plans and Home Health
agency failed to ensure the home health Aide notes that coorelate with
aides furnished care only as identified on care plan.Inserviced 100% of
the aide care plan in 5 of 9 records Nurses and Home Health Aides
reviewed of patients with orders for home on new dOCHme”ts and proper
. . . . documentation on forms to match
health aide services with the potential to Plan of Care.Inserviced 100% of
affect all the patients of the agency. (1, 2, nurses on 12/22/2011 on
7,9, and 10) policy/Regulation of Home Health
Aide supervisory and Home
Findi . Health needing to be observed
Indings: providing personal care every 30
days. Aide Supervision form
1. Clinical record 1, start of care (SOC) revised to ensure aide present
8/22/11, evidenced a plan of care for the W':E algie/ patltgnt S|fgn|ng for:n and
. . . with observation of personal care
ce.rtlﬁcatlon period 10/21/11 t.o 12/19/11 being performed every 30
with orders for home health aide (HHA) days.100% of nursing notes will
services. The "Aide Care Plan" dated be audited to 485 weekly for 6
10/18/11 failed to evidence the aide was months for compliance by Clinical
to" b hair/brush hair. sh hai Coordinator/DON/Alternate DON.
0 comb halrfbrush hair, Shampoo hatt, 100% of Home Health Aide notes
mouth care/dentures, wheelchair/cane and will be audited by Staffing
snack." The clinical record evidenced the Coordinator weekly for
aide performed on 10/6/11 shampoo hair, compliance of frequencies of
dent Iker/ ) 10/7/11 specific assigned duties to match
entures, walker/cane, on home health aide care plan. Any
dentures, walker / cane, snack, on inconsistency will be reported to
10/10/11, 10/14/11, 10/17/11, 10/24/11, the Clinical
10/31/11, 11/4/11, 11/7/11, and 11/11/11 Coordinator/DON/Alternate DON.
shampoo hair, comb hair/brush hair /
dentures, wheelchair / cane, snack; on
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10/11/11 - 10/13/11, 11/8/11-11/10/11
comb hair /brush hair, dentures,
wheelchair / cane / snack; and on
10/18/11-10/21/11, 10/25/11-10/28/11,
11/1/11-11/3/11 comb hair / brush hair,
dentures, wheelchair / cane.

2. Clinical record 2, SOC 6/2/11,
evidenced a plan of care for 9/30/11 to
11/28/11 with orders for HHA services.
The "Aide Care Plan" dated 9/27/11 failed
to evidence a physician order for
"complete bed bath, shampoo hair shave,
cath care, lotion skin, and snack." The
clinical record evidenced on 9/26/11 -
9/29/11, 10/10/11 - 10/13/11, 10/17/11 -
10/18/11, 10/20/11-10/21/11,
10/25/11-10/26/11, 10/28/11-10/29/11,
10/31/11-11/3/11, 11/7/11-11/10/11,
11/14/11-11/11/17/11, and
11/21/11-11/24/11 was performed a
complete bed bath, shave, lotion skin, and
snack; 9/30/11 shave, lotion skin, and
snack; 10/14/11, 10/27/11, 11/4/11,
11/11/11, 11/18/11, and 11/25/11
shampoo hair, shave, lotion skin, and
snack; 10/24/11 cath care.

3. Clinical record 9, SOC 3/17/11,
evidence a plan of care for 9/13/11 to
11/11/11 with orders for HHA services.
The "Aide Care Plan" dated 9/8/11 failed
to evidence a physician order for
"Complete / Partial Bed Bath." The
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clinical record evidenced a bed bath was
given on 9/7/11, 9/16/11, 9/28/11,
10/9/11, 10/12/11, and 11/3/11.

10. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for 10/17/11 to
12/15/11 with orders for HHA services.
The "Aide Care Plan" dated 10/13/11
failed to evidence a physician order for
"Nutrition Prepare Meal." The clinical
record evidenced the aide prepared meals
on 10/18/11 - 10/21/11, 10/24/11 -
10/28/11, 10/31/11 - 11/4/11, 11/7/11 -
11/11/11, 11/14/11 - 11/18/11, and
11/21/11 - 11/25/11.

4. A policy dated 1/28/11 titled "Home
Health Aide Care Plan", C-751, states, "A
complete and appropriate Care Plan,
identifying duties to be performed by the
Home Health Aide shall be developed by
a Registered Nurse or Therapist. All
home health aide staff will follow the
identified plan. The Care Plan will be
available to all persons involved in client
care, including contracted providers."

5. On December 5, 2011, at 2:15 PM,
Employee F indicated the aides were not
giving care according to the Aide's Care
Plan.

6. During a home visit on 12/6/11 at 11
AM, employee CC was observed to apply
neosporin to the multiple skin tears on the
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patient's bilateral upper arms. The
employee indicated that upon arrival to
the patient's home on 12/5/11, she found
written instructions from an unidentified
source that instructed her to wash and dry
the patient's skin tears and then to apply
the neosporin ointment to the wounds.
Employee CC indicated she followed the
instructions on 12/5/11. The patient
indicated that the skin tears occurred
during a fall in the garage of the house on
Saturday, 12/3/11.

Clinical record # 7 evidenced a plan of
care for the certification period 10/3/11
through 12/1/11 that failed to evidence a
physician order to treat the patient's skin
tears and failed to evidence the aide
notified the nurse regarding the patient's
fall and injuries.

7. The policy titled "Home Health Aide
Services" states, Services will be provided
to appropriate clients ... under the direct
supervision of an agency registered nurse
/ therapist in accordance with a medically
approved plan of care. ... The aide will
follow the care plan and will not initiate
new services ... without contacting the
supervising nurse. ... Delegated nursing
tasks performed by home health aides
must be properly delegated and
documented according to specific state /
federal and agency policies."
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G0229 The registered nurse (or another professional
described in paragraph (d)(1) of this section)
must make an on-site visit to the patient's
home no less frequently than every 2 weeks.
Based on clinical record and policy G0229 Inserviced 100% of nurses on 12/30/2011
review and interview the agency failed to 12/22/2011 on polllcy/ Regulgtlon
R . of Home Health Aide supervisory
ensure the registered nurse supervised the and Home Health needing to be
aide every two weeks in 5 of 5 clinical observed providing personal care
records reviewed of patients who every 30 days. Aide Supervision
received home health aide and skilled form rewsgd tg ensure a'd? )
. dth i present with aide/patient signing
nurse services and the agency policy was form and with observation of
congruent with federal requirements with personal care being performed
the potential to affect all the patients of every 30 days. If skilled services
the agency receiving home health aide are prowded. the Hgme Health
. 478 9and 10 Aide Supervisory will be
services. (4,7,8, 9 an ) performed every 2 weeks, with
Home Health Aide present or not
Findings: present. With Home Health Aide
present every 30 days for
.. observation of personal care by
1. Clinical rfecord 4, start of care (SQC) supervising nurse. Nursing
10/27/11, evidenced a plan of care with Scheduler will monitor schedules
orders for skilled nursing and home health with supervisory visits scheduled
aide services for the certification period as Wt‘;” Ol\rl]e V\./eeksp:o;tci nex.t”
.. month. Nursing Scheduler wi
19/27/11 to. 12/25/11. The.chmca.l Fecord confirm with nurse. Wil be
failed to evidence a supervisory visits was monitored weekly by Clincal
made for the home health aide until the Coordniator with compliance
7th week. manual of skilled nurse visits and
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supervison.100% of nursing notes
2 Clinical record 7. SOC 8/4/11 will be audited to 485 weekly for
. ’ . ’ 6 months for compliance by
evidenced a plan of care with orders for Clinical
skilled nursing and home health aide Coordinator/DON/Alternate DON.
services for the certification period 100% of Home Health Aide notes
10/3/11 to 12/1/11. The clinical record will be.audlted by Staffing
. . Coordinator weekly for
eY1§enced a gap between supervisory compliance of frequencies of
visits of 21 days between 11/1/11 to specific assigned duties to match
11/22/11. home health aide care plan. Any
inconsistency will be reported to
the Clinical
Coordinator/DON/Alternate DON.
3. Clinical Record # 8, start of care
8/4/11, evidenced a plan of care for the
certification period 10/3/11 through
12/1/11 with orders for the skilled nurse
(SN) to visit once a day, seven days a
week for 9 weeks. ... Home health aide
1 - 3 times a week ... and Home health
aide 4 - 8 hours for 1-3 times a day, 4 - 7
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
other ADL'S [activities of daily living]."
The clinical record evidenced the
registered nurse supervised the aide on
11/14/11 and 11/29/11, a period of 15
days.
4. Clinical record 9, SOC 3/17/11,
evidences a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing, home
health aide, and homemaker services. A
supervisory visit was not made until the
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eighth week of the certification period on
10/31/11.

5. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing, home
health aide, homemaking, and attendant
care services. A supervisory visit was
made 10/5/11 for the previous
certification period and another
supervisory visit was not made until 26
days later on 10/31/11.

6. On December 9, 2011, at 11:00 AM,
Employee F indicated the supervisory
visits had not been made as required.

7. A policy approved, 1/28/11, "Home
Health Aide Supervision" C-340 states,
"3. Supervisory visits of Home Health
Aides shall be according to the following
frequency: a. When skilled services are
being provided to a client, a Registered
Nurse/therapist must make a supervisory
visit to the client's residence at last every
30 days (either when the Home Health
Aide is absent) to assess relationships and
determine whether goals are being met."
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G0230 If home health aide services are provided to a

patient who is not receiving skilled nursing
care, physical or occupational therapy or
speech-language pathology services, the
registered nurse must make a supervisory
visit to the patient's home no less frequently
than every 62 days. In these cases, to ensure
that the aide is properly caring for the patient,
each supervisory visit must occur while the
home health aide is providing patient care.
Based on clinical record and policy G0230 To ensure compliance, 12/30/2011
review and interview, the agency failed to purchased new Home Healith

. . Aide care plans and Home Health
ensure the aide was observed giving care Aide notes that coorelate with

every 30 days as required by agency care plan.Inserviced 100% of

policy in 3 of 4 clinical records reviewed Nurses and Home Health Aides

of patients with home health aide only ggcni:ve?\?::tgge:rtsf:?n?sﬁfr:artch
u i

services with the potential to affect all the Plan of Care.Inserviced 100% of
patients of the agency receiving home nurses on 12/22/2011 on

health aide services. (1,2 and 3) policy/Regulation of Home Health
Aide supervisory and Home
Health needing to be observed
providing personal care every 30
days. Aide Supervision form

1. Clinical record 1, start of care (SOC) revised to ensure aide present
8/22/11, evidenced a plan of care for with aide/patient signing form and

. with observation of personal care
home health aide (HHA) 1 - 4 hours a being performed every 30

day, 3 - 6 times a week for 9 weeks for the days.Nursing Scheduler will
certification period 10/21/11 to 12/19/11. monitor schedules with

Findings:
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The clinical record failed to evidence a supervisory visits scheduled as
supervisory visit while the aide was xiltc;wr.lel\\ll\(ﬁ:i‘;grggr:gdr:ﬁg: il
providing care. confirm with nurse. Will be
monitored weekly by Clincal
2. Clinical record 2, SOC 6/2/11, Coordniator with compliance
evidenced a plan of care for HHA 2-3 manua! of skilled nurse v?sits and
hours a day, 4-5 days a week, x 9 weeks sgpervnson..100% of nursing notes
will be audited to 485 weekly for
for the certification period 9/30/11 to 6 months for compliance by
11/28/11. The clinical record failed to Clinical
evidence a supervisory visit while the aide Coordinator/DON/ Alterngte DON.
. 100% of Home Health Aide notes
was providing care. will be audited by Staffing
Coordinator weekly for
3. Clinical record 3, SOC 5/24/11, compliance of frequencies of
evidenced a plan of care for HHA 1-2 specific assigned duties to match
hours a day, 2-3 times a week x 9 weeks home health aide care plan. Any
’ inconsistency will be reported to
for the certification period 9/21/11 to the Clinical
11/19/11. The clinical record failed to Coordinator/DON/Alternate DON.
evidence a supervisory visit while the aide
was providing.
4. December 9, 2011, at 11:30 AM,
Employee indicated the aides were not
performing care during the supervisory
visits.
5. A policy approved 1/28/11 titled
"Home Health Aide Supervision", C-340,
states, "3. Supervisory visits of Home
Health Aides shall be according to the
following frequency: b. Home Health
Aide services only: When Home Health
Aide services are being furnished to a
client, who does not require the skilled
service of a nurse or therapist, a
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 119 of 312




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

PRINTED: 01/06/2012
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: 00 COMPLETED
A\, BUILDING
157579 L WING 12/08/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
523 W PLUM ST
CJ'S ABUNDANT CARE CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Registered Nurse must make a
supervisory visit to the client's residence
at least once every 30 days. Each
supervisory visit must occur when the
Home Health Aide is providing client
care."
G0242
Based on policy and administrative G0242 Performance Improvement 01/05/2012
document review and interview, it was commlttee qs&gned. Plan of
. . action form in place to be
determined the agency failed to ensure a completed with each quarterly Pl
plan was in place for the ongoing annual by DON/Alternate DON. POA
evaluation of the agency's program for 1 form will have goal date. POA
of 1 agency with the potential to affect all form.wllll be rewewe@ by .
h 's 73 patients (See G 244 Administrator. Audit form revised
the agency's 73 patients (See ); to include patient name, auditors
failed to ensure a plan was in place for the nameftitle and certification period
ongoing annual evaluation that assesses being audited. 100% of nursing
the extent to which the agency's program notes will be audited to 485
. . d frect; d weekly for 6 months for
is apProprlate, adequate, e e.ctlve an compliance by Clinical
efficient for 1 of 1 agency with the Coordinator/DON/Alternate DON.
potential to affect all the agency's 73 100% of Home Health Aide notes
patients (See G 245), failed to ensure a will be audited by Staffing
| i ol for th . | Coordinator weekly for
plan wgs mp a(?,e or_ © (.)ngomg annua compliance of frequencies of
evaluation that identified issues that could specific assigned duties to match
be reported and acted upon by those home health aide care plan. Any
responsible for the operation of the inconsistency will be reported to
for 1 of 1 th th the Clinical
agency for I of 1 agency with the Coordinator/DON/Alternate
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potential to affect all the agency's 73
patients (See G 246), failed to ensure a
plan was in place for the ongoing annual
evaluation that assessed the policies and
administrative practices of the agency to
determine the extent to which the promote
patient care that is appropriate, adequate,
effective and efficient for 1 of 1 agency
with the potential to affect all the agency's
73 patients (See G 248) failed to ensure a
plan was in place for collection of
pertinent data to assist in evaluation for 1
of 1 agency with the potential to affect all
the agency's 73 patients (See G 249),
failed to ensure quarterly chart audits
were conducted as part of the evaluation
process for 1 of 1 agency with the
potential to affect all the agency's 73
patients (See G 250), and failed to ensure
a continuing review of clinical records
was completed to determine adequacy of
the plan of care and appropriateness of
continuation of care for each 60 day
period a patient receives services for 1 of
1 agency with the potential to affect all
the agency's 73 patients (See G 251).

The cumulative effect of these systemic
problems has resulted in the agency being
out of compliance with the Condition of
Participation 484.52: Evaluation of the
Agency's Program resulting in the
potential to affect all the patients of the
agency.

DON.Recert audits to be
performed at end of each 60 day
episode by Clinical Coordinator
and filed on site. Any trends shall
be placed on Plan of Action form
with goal dates by DON/Alternate
DON.
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G0244 The evaluation consists of an overall policy
and administrative review and a clinical record
review.
Based on policy and administrative G0244 Performance Improvement 01/05/2012
document review and interview, the Comm'ttee ?Ss'gned' Plan of
. . action form in place to be
agency failed to ensure a plan was in completed with each quarterly Pl
place for the ongoing evaluation of the by DON/Alternate DON. POA
agency's program for 1 of 1 agency with form will have goal date. POA
the potential to effect all 73 patients fOI'm.W.I” be rewewgd by .
Administrator. Audit form revised
served by the agency. to include patient name, auditors
name/title and certification period
The findings include: being audited. 100% of nursing
notes will be audited to 485
1. Administrative documents failed to \évsr?;lﬁ/ a:]?:;Gb;n grlzg;zaflor
evidence the agency prioritized the Coordinator/DON/Alternate DON.
resolution of any identified problems and 100% of Home Health Aide notes
addressed how monitoring of the will be audited by Staffing
. Coordinator weekly for
effectiveness of the program would be compliance of frequencies of
accomplished and documented. specific assigned duties to match
home health aide care plan. Any
2. The agency policy titled "Clinical inconsistency will be reported to
o the Clinical
Record Review" approval date 1/28/11 Coordinator/DON/Alternate
states, "A clinical record review will be DON.Recert audits to be
conducted to determine the extent to performed at end of each 60 day
which CJ's Abundant Care staff episode by Clinical Coordinator
. . . and filed on site. Any trends shall
complies with accepted professional be placed on Plan of Action form
standards and principles, federal and state with goal dates by DON/Alternate
regulations, and accreditation standards. DON.100% of active patients
This review will be completed by charts to be audited by
. . Administrator/Clinical
representatives of appropriate health care Coordinator/DON and any
disciplines. ... Purpose: To evaluate professional staff of last 2
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appropriate admission and discharge. To certification periods by
evaluate the appropriateness, adequacy 1/5/2012 with Plan of action
. . . . developed for findings with
and effectiveness of services. To identify specific goal dates . Then
over - under utilization of services. To Assigned audit sheets to
identify gaps in agency service, and need appropriate health professionals
for in-service education, staffing, each quarte'r ‘_Nith 10% of
. . . . census ,( mininum 10)
consulting services, and agency policies. active/discharged being audited
To ensure records reflect care and / or with review by DON/Alternate
service provided, the client' s current DON with Plan of Action
condition, and the client ' s progress developed with goals dates to
.. . address and act upon
towards goals and condition at the time of trends.Recert audits to be
discharge. To ensure documentation is performed at end of each 60 day
complete, accurate, and timely. To ensure episode by Clinical Coordinator
compliance with the OASIS data and filed on site. Any trer.1ds shall
. e L be placed on Plan of Action form
collection and utilization of assessment with goal dates.
data in ongoing plan s of care. To evaluate
adverse outcome reports and identify
documentation limitations or the need for
focused plan to improve client outcomes
through targeted interventions. Special
Instructions: The Clinical Record Review
Committee is a subcommittee of the
Professional Advisory Committee. ...
The responsibility for the review program
is primarily assigned to the Director of
Nursing / designee. The committee is
responsible for client care evaluation.
The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
administrator to review. ... The
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Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

3. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from ClJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the
responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing
processes and outcomes and identify /
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design new processes based on priorities,
standards, and resources."

4. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist who
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program.

5. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
ordered."
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B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
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program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence the 15 clinical
record reviews.

F. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don ' t match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTI high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
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occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

6. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
and indicated there was no further
documentation to evidence.
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G0245 The evaluation assesses the extent to which
the agency's program is appropriate,
adequate, effective and efficient.
Based on policy and administrative G0245 Performance Improvement 01/05/2012
documents review and interview, the Commlttee a_s&gned. Plan of
i . action form in place to be
agency failed to ensure a plan was in completed with each quarterly Pl
place for the ongoing annual evaluation by DON/Alternate DON. POA
that assesses the extent to which the form will have goal date. POA
) . : form will be reviewed by
agency's program is appropriate, adequate,
& y prog . pp. p q, Administrator. Audit form revised
effective and efﬁc%ent with the potential to include patient name, auditors
to effect all 73 patients served by the name/title and certification period
agency. being audited. 100% of nursing
notes will be audited to 485
. . weekly for 6 months for
The findings include: compliance by Clinical
Coordinator/DON/Alternate DON.
1. Administrative documents failed to 100% of Home Health Aide notes
evidence the agency prioritized the will be audited by Staffing
luti £ dentified probl d Coordinator weekly for
resolution of any 1 e'l’ltl.le problems an compliance of frequencies of
addressed how monitoring of the specific assigned duties to match
effectiveness of the program would be home health aide care plan. Any
accomplished and documented. inconsistency will be reported to
the Clinical
o o Coordinator/DON/Alternate
2. The agency policy titled "Clinical DON.Recert audits to be
Record Review" approval date 1/28/11 performed at end of each 60 day
states, "A clinical record review will be eplds?'?zby CI'|tn|caAI Cc;ord;natc;r i
. and filed on site. Any trends sha
con.ducted to determine the extent to be placed on Plan of Action form
which CJ's Abundant Care staff with goal dates by DON/Alternate
complies with accepted professional DON.
standards and principles, federal and state
regulations, and accreditation standards.
This review will be completed by
representatives of appropriate health care
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disciplines. ... Purpose: To evaluate
appropriate admission and discharge. To
evaluate the appropriateness, adequacy
and effectiveness of services. To identify
over - under utilization of services. To
identify gaps in agency service, and need
for in-service education, staffing,
consulting services, and agency policies.
To ensure records reflect care and / or
service provided, the client 's current
condition, and the client ' s progress
towards goals and condition at the time of
discharge. To ensure documentation is
complete, accurate, and timely. To ensure
compliance with the OASIS data
collection and utilization of assessment
data in ongoing plan s of care. To evaluate
adverse outcome reports and identify
documentation limitations or the need for
focused plan to improve client outcomes
through targeted interventions. Special
Instructions: The Clinical Record Review
Committee is a subcommittee of the
Professional Advisory Committee.

The responsibility for the review program
is primarily assigned to the Director of
Nursing / designee. The committee is
responsible for client care evaluation.
The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
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administrator to review. ... The
Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

3. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from CJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the
responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing
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processes and outcomes and identify /
design new processes based on priorities,
standards, and resources."

4. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist who
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program.

5. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
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ordered."

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
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with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence the 15 clinical
record reviews.

F. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don 't match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTI high risk patients for
education. ... Occurrence Reports: 20
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Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

6. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
and indicated there was no further
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documentation to evidence.
G0246 Results of the evaluation are reported to and
acted upon by those responsible for the
operation of the agency.
Based on policy and administrative G0246 Performance Improvement 01/05/2012
document review and interview, the Comm'ttee qsggned. Plan of
. . action form in place to be
agency failed to ensure a plan was in completed with each quarterly Pl
place for the ongoing evaluation that by DON/Alternate DON. POA
identified issues that could be reported form will have goal date. POA
and acted upon by those responsible for fOI'm.W.I” be rewewgd by )
h . fth for 1 of 1 Administrator. Audit form revised
the operatilon of the age.:ncy orto to include patient name, auditors
agency with the potential to effect all 73 nameftitle and certification period
patients served by the agency. being audited. 100% of nursing
notes will be audited to 485
. . weekly for 6 months for
The findings include: compliance by Clinical
Coordinator/DON/Alternate DON.
1. Administrative documents failed to 100% of Home Health Aide notes
evidence the agency prioritized the will be audited by Staffing
luti £ ‘dentified probl d Coordinator weekly for
resolution of any i c?ntl.le problems an compliance of frequencies of
addressed how monitoring of the specific assigned duties to match
effectiveness of the program would be home health aide care plan. Any
accomplished and documented. inconsistency will be reported to
the Clinical
) ) o Coordinator/DON/Alternate
2. The agency policy titled "Clinical DON.Recert audits to be
Record Review" approval date 1/28/11 performed at end of each 60 day
states, "A clinical record review will be episode by Clinical Coordinator
ducted to det e th tent & and filed on site. Any trends shall
con. ucte ' o determne the extent to be placed on Plan of Action form
which CJ ' s Abundant Care staff with goal dates by DON/Alternate
complies with accepted professional DON. Professional Advisory
standards and principles, federal and state Committee has been assigned by
. o Administrator. Members have
regulations, and accreditation standards. o
i i ) been notified and accepted date
This review will be completed by of scheduled meeting. An annual
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representatives of appropriate health care calender developed for scheduled
disciplines. ... Purpose: To evaluate Pl meetings. The ,POA will be
. .. <ch presented and reviewed at annual
appropriate admlssm.n and discharge. To PAC meeting.
evaluate the appropriateness, adequacy Administrator/DON will ensure
and effectiveness of services. To identify recommendations made by PAC
over - under utilization of services. To are met by goal dgte on POA.
dentif . . d d Revised agenda in place to meet
! er.1t1 y gaps n agen.cy service, and nee State and Federal requirements.
for in-service education, staffing, Each committee member shall
consulting services, and agency policies. have signed orientation sheet to
To ensure records reflect care and / or PAC. Rewsed Annual Agency
. ‘ded. the client ' evaluation form in place.
serv1.@ provided, t e-c lent ' s current Scheduled PAC meeting .POA
condition, and the client ' s progress with every PI will be the written
towards goals and condition at the time of ongoing agency plan as to how
discharge. To ensure documentation is agency will continue self
let " d timelv. T evaluation.100% of active
comp .e © aCCl.J.I‘a ¢, and imely. 10 ensure patients charts to be audited by
compliance with the OASIS data Administrator/Clinical
collection and utilization of assessment Coordinator/DON and any
data in ongoing plan s of care. To evaluate professional staff of last 2
d ¢ ot d identif certification periods by
adverse outcome reports and identity 1/5/2012 with Plan of action
documentation limitations or the need for developed for findings with
focused plan to improve client outcomes specific goal dates . Then
through targeted interventions. Special Assigned ta“:'t slt:eetsfto onal
. .. . appropriate health professionals
Instruc.tlons: The Chmca? Record Review each quarter with 10% of
Committee is a subcommittee of the census ,( mininum 10)
Professional Advisory Committee. ... active/discharged being audited
The responsibility for the review program with review by DON/Alternate
. . . . . DON with Plan of Action
is primarily assigned to the Director of .
i ) - ) developed with goals dates to
Nursing / designee. The committee is address and act upon
responsible for client care evaluation. trends.Recert audits to be
The committee shall review a random pef‘forcjmes actzl?n'd cl)fgacr;ﬁotday
o episode by Clinical Coordinator
sa@ple of at least 10% of the agency and filed on site. Any trends shall
client base, but not less than 10 records be placed on Plan of Action form
each quarter. ... The committee shall with goal dates.
make recommendations about specific
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client documentation issues to the
administrator to review. ... The
Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

3. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from CJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the
responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
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will target the performance of existing
processes and outcomes and identify /
design new processes based on priorities,
standards, and resources."

4. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist who
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program.

5. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
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of the same audit states, "No skilled nurse
ordered."

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "ltems
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
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Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence the 15 clinical
record reviews.

F. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don ' t match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTT high risk patients for
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education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

6. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
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and indicated there was no further
documentation to evidence.
G0248 As part of the evaluation process the policies
and administrative practices of the agency are
reviewed to
determine the extent to which they promote
patient care that is appropriate, adequate,
effective and efficient.
Based on policy and administrative G0248 Performance Improvement 01/05/2012
document review and interview, the Comm'ttee ?Ss'gned' Plan of
. . action form in place to be
agency failed to ensure a plan was in completed with each quarterly Pl
place for the ongoing agency evaluation by DON/Alternate DON. POA
that assessed the administrative practices form will have goal date. POA
of the agency to determine the extent to fOI'm.W.I” be rewewgd by .
hich th d . Administrator. Audit form revised
whic the agency promote patlent.care to include patient name, auditors
that is appropriate, adequate, effective, name/title and certification period
and efficient for 1 of 1 agency with the being audited. 100% of nursing
potential to affect all 73 patients of the notes will be audited to 485
weekly for 6 months for
agency. compliance by Clinical
Coordinator/DON/Alternate DON.
The findings include: 100% of Home Health Aide notes
will be audited by Staffing
1. Administrative d ts failed t Coordinator weekly for
T ministrative documents fatied to compliance of frequencies of
evidence the agency conducted an annual specific assigned duties to match
evaluation of its program which included home health aide care plan. Any
a review of policies and procedures and lﬂcoglsllsfter:cy will be reported to
. . . . . e Clinica
an. ad.rnlnlstrfitn.fe. review, 1nclu‘d1ng Coordinator/DON/Alternate
criteria to prioritize the resolution of any DON.Recert audits to be
identified problems, and address how performed at end of each 60 day
monitoring of the effectiveness of the episode by Clinical Coordinator
1db lished and and filed on site. Any trends shall
program would be accomplished an be placed on Plan of Action form
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documented. with goal dates by DON/Alternate
DON. Professional Advisory
. . .. Committee has been assigned by
2. The agency policy titled "Clinical
g . YI: y Administrator. Members have
Record Review" approval date 1/28/11 been notified and accepted date
states, "A clinical record review will be of scheduled meeting. An annual
conducted to determine the extent to calender developed for scheduled
which CJ 's Abundant Care staff P meetings. The P OA will be
. . . presented and reviewed at annual
complies with accepted professional PAC meeting.
standards and principles, federal and state Administrator/DON will ensure
regulations, and accreditation standards. recommendations made by PAC
This review will be completed by are met by goal dgte on POA.

. . Revised agenda in place to meet
refpr?se'ntatlves of appropriate health care State and Federal requirements.
disciplines. ... Purpose: To evaluate Each committee member shall
appropriate admission and discharge. To have signed orientation sheet to
evaluate the appropriateness, adequacy PAC. Rewsed Annual Agency

d effecti £ . dentif evaluation form in place.
and effectiveness of services. To identify Scheduled PAC meeting .POA
over - under utilization of services. To with every Pl will be the written
identify gaps in agency service, and need ongoing agency plan as to how
for in-service education, staffing, agency will continue self

1t . d lici evaluation.100% of active

consulting services, and agency policies. patients charts to be audited by
To ensure records reflect care and / or Administrator/Clinical
service provided, the client 's current Coordinator/DON and any
condition, and the client ' s progress professional staff for last two
¢ d | d diti t the ti £ certification periods by
owards goals and condifion at the time o 1/5/2012 with Plan of action
discharge. To ensure documentation is developed for findings with
complete, accurate, and timely. To ensure specific goal dates . Then
compliance with the OASIS data Assigned audit sheets to

llecti d utilizati £ ¢ appropriate health professionals
co e.c ion an. utilization of assessmen each quarter with 10% of
data in ongoing plan s of care. To evaluate census ,( mininum 10)
adverse outcome reports and identify active/discharged being audited
documentation limitations or the need for with review by DON/Alternate
f d olan to i lient out DON with Plan of Action

ocused plan to 1@pr0ve c.1en ou corpes developed with goals dates to
through targeted interventions. Special address and act upon
Instructions: The Clinical Record Review trends.Recert audits to be
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Committee is a subcommittee of the
Professional Advisory Committee.

The responsibility for the review program
is primarily assigned to the Director of
Nursing / designee. The committee is
responsible for client care evaluation.
The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
administrator to review. ... The
Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

3. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from CJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the

performed at end of each 60 day
episode by Clinical Coordinator
and filed on site. Any trends shall
be placed on Plan of Action form
with goal dates.

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 145 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing
processes and outcomes and identify /
design new processes based on priorities,
standards, and resources."

4. The document titled "Self Evaluation
Summary" dated "Year 2010" states,
"Date Submitted to Professional Advisory
Committee 1-28-11 Comments /
Recommendations / Action Taken: See
Attached PAC meeting."

The document titled "Professional
Advisory Board Meeting Minutes Date
1/28/11 Time 11 AM - 1 PM" states,
"PAC committee reviewed from QA
meeting held on 1/27/11. INFECTION
CONTROL - ... determined that it is vital
to continually educate staff and clients on
universal precautions, especially hand
washing. ... CUSTOMER
SATISFACTION - ... The biggest
complaint being that staff is not arriving
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on time." The agency failed to evidence
that they took action on the problems
identified from their 2010 Annual
Evaluation, as recommended by the PAC.

5. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist that
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program."

6. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
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of the same audit states, "No skilled nurse
ordered. "

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated 2011,
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "ltems
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
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Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence of the 15
clinical record reviews.

F. The document titled "Clinical
Record Review Results" dated 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don't match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.

Use insert for UTT high risk patients for
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education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

7. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
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and indicated there was no further
documentation to evidence.
G0249 Mechanisms are established in writing for the
collection of pertinent data to assist in
evaluation.
Based on policy and administrative G0249 Performance Improvement 01/05/2012
documents review and interview, the Commlttee a_s&gned. Plan of
i . action form in place to be
agency failed to ensure a plan was in completed with each quarterly Pl
place for collection of pertinent data to by DON/Alternate DON. POA
assist in evaluation for 1 of 1 agency with form will have goal date. POA
the potential to affect all 73 patients of the fOI'm‘W‘I” be rewewgd by )
Administrator. Audit form revised
agency. to include patient name, auditors
name/title and certification period
The findings include: being audited. 100% of nursing
notes will be audited to 485
.. . . weekly for 6 months for
1. .Admmlstratlve documents failed to compliance by Clinical
evidence the agency conducted an annual Coordinator/DON/Alternate DON.
evaluation of its program which included 100% of Home Health Aide notes
a review of policies and procedures and will be audited by Staffing
dministrati . includi Coordinator weekly for
an. a .rnlnls rja 1Y§ review, Inc u ng compliance of frequencies of
criteria to prioritize the resolution of any specific assigned duties to match
identified problems, and address how home health aide care plan. Any
monitoring of the effectiveness of the inconsistency will be reported to
1db lished and the Clinical
program would be accomplished an Coordinator/DON/Alternate
documented. DON.Recert audits to be
performed at end of each 60 day
2. The agency policy titled "Clinical episode by Clinical Coordinator
Record Review" approval date 1/28/11 and filed on site. Any trends shall
"A clinical d revi 1 be placed on Plan of Action form
states, clinica rec?or review will be with goal dates by DON/Alternate
conducted to determine the extent to DON. Professional Advisory
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which CJ's Abundant Care staff Committee has been assigned by
complies with accepted professional Administrator. Members have
L been notified and accepted date
standards and principles, federal and state of scheduled meeting. An annual
regulations, and accreditation standards. calender developed for scheduled
This review will be completed by Pl meetings. The POA will be
representatives of appropriate health care gféentedt'and reviewed at annual
S ] meeting.
disciplines. ... Purpose: To evaluate Administrator/DON will ensure
appropriate admission and discharge. To recommendations made by PAC
evaluate the appropriateness, adequacy are met by goal date on POA.
and effectiveness of services. To identify Revised agenda in place to meet
d Tizati £ . T State and Federal requirements.
9ver - under u.t1 ization o se.rwces. 0 Each committee member shall
identify gaps in agency service, and need have signed orientation sheet to
for in-service education, staffing, PAC. Revised Annual Agency
consulting services, and agency policies. evaluation form in place.
T ds refl 4/ Scheduled PAC meeting .POA
0 ensure records reflect care and / or with every Pl will be the written
service provided, the client 's current ongoing agency plan as to how
condition, and the client ' s progress agency will continue self
towards goals and condition at the time of evaluation.100% of active
disch T d tation i patients charts to be audited by
ischarge. To ensure oc.umen ation is Administrator/Clinical
complete, accurate, and timely. To ensure Coordinator/DON and any
compliance with the OASIS data professional staff for last two
collection and utilization of assessment certification periods by
data i . 1 £ T luat 1/5/2012 with Plan of action
ata in ongoing plan s o care.. 0 éva uate developed for findings with
adverse outcome reports and identify specific goal dates . Then
documentation limitations or the need for Assigned audit sheets to
focused plan to improve client outcomes appropriate health professionals
. . . each quarter with 10% of
through targeted interventions. Special .
] o ] census ,( mininum 10)
Instructions: The Clinical Record Review active/discharged being audited
Committee is a subcommittee of the with review by DON/Alternate
Professional Advisory Committee. ... DON with Plan of Action
o1 . developed with goals dates to
The responsibility for the review program
o ) ) ) address and act upon
is primarily assigned to the Director of trends.Recert audits to be
Nursing / designee. The committee is performed at end of each 60 day
responsible for client care evaluation. episode by Clinical Coordinator
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The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
administrator to review. ... The
Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

3. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from CJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the
responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure

and filed on site. Any trends shall
be placed on Plan of Action form
with goal dates.
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process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing
processes and outcomes and identify /
design new processes based on priorities,
standards, and resources."

4. The document titled "Self Evaluation
Summary" dated "Year 2010" states,
"Date Submitted to Professional Advisory
Committee 1-28-11 Comments /
Recommendations / Action Taken: See
Attached PAC meeting."

The document titled "Professional
Advisory Board Meeting Minutes Date
1/28/11 Time 11 AM - 1 PM" states,
"PAC committee reviewed from QA
meeting held on 1/27/11. INFECTION
CONTROL - ... determined that it is vital
to continually educate staff and clients on
universal precautions, especially hand
washing. ... CUSTOMER
SATISFACTION - ... The biggest
complaint being that staff is not arriving
on time." The agency failed to evidence
that they took action on the problems
identified from their 2010 Annual
Evaluation, as recommended by the PAC.

5. On December 7, 2011, at 1:45 PM,
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employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist that
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program."

6. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
ordered. "

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
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clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated 2011,
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "ltems
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
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Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence of the 15
clinical record reviews.

F. The document titled "Clinical
Record Review Results" dated 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don't match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTT high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
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[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

7. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
and indicated there was no further
documentation to evidence.
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G0250 At least quarterly, appropriate health
professionals, representing at least the scope
of the program, review a sample of both
active and closed clinical records to determine
whether established policies are followed in
furnishing services directly or under
arrangement.
Based on document and policy review and G0250 Performance Improvement 01/05/2012
interview, the agency failed to ensure Commlttee gs&gned. Plan of
. action form in place to be
quarterly chart audits were conducted as completed with each quarterly Pl
part of the evaluation process for 1 of 1 by DON/Alternate DON. POA
agency with the potential to affect all 73 form will have goal date. POA
patients of the agency. fOI”m.W.I” be rewewgd by )
Administrator. Audit form revised
o ) to include patient name, auditors
Findings include: nameftitle and certification period
being audited. 100% of nursing
1. The agency policy titled "Clinical notes will be audited to 485
Record Review" | date 1/28/11 weekly for 6 months for
ecorn eV1.e\'>v approva a. © ) compliance by Clinical
states, "A clinical record review will be Coordinator/DON/Alternate DON.
conducted to determine the extent to 100% of Home Health Aide notes
which CJ's Abundant Care staff will be audited by Staffing
. . . Coordinator weekly for
complies with accepted professional compliance of frequencies of
standards and principles, federal and state specific assigned duties to match
regulations, and accreditation standards. home health aide care plan. Any
This review will be completed by inconsistency will be reported to
tati £ ate health the Clinical
representatives ot appropriate health care Coordinator/DON/Alternate
disciplines. ... Purpose: To evaluate DON.Recert audits to be
appropriate admission and discharge. To performed at end of each 60 day
evaluate the appropriateness, adequacy episode by Clinical Coordinator
d effecti £ . To identif and filed on site. Any trends shall
and etiec 1venets.s 0 .SCI'VICGS. .O ldentily be placed on Plan of Action form
over - under utlllZatlon of services. To with goa] dates by DON/Alternate
identify gaps in agency service, and need DON. Professional Advisory
for in-service education, staffing, Com.mllttee has been assigned by
consulting services, and agency policies Administrator. Members have
ulting > gency p ’ been notified and accepted date
To ensure records reflect care and / or of scheduled meeting. An annual
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service provided, the client's current calender developed for scheduled
condition, and the client ' s progress Erlerzgr?ttler;g:ﬁdTpeiicpe?vgdvgltl :r?nual
towards goals and condition at the time of PAC meeting.
discharge. To ensure documentation is Administrator/DON will ensure
complete, accurate, and timely. To ensure recommendations made by PAC
compliance with the OASIS data aée metdby goac: dgte Ion P?A‘ )
. o evised agenda in place to mee
collef:tlon an.d utilization of assessment State and Federal requirements.
data in ongoing plan s of care. To evaluate Each committee member shall
adverse outcome reports and identify have signed orientation sheet to
documentation limitations or the need for PAC. Revised Annual Agency
f dol . i evaluation form in place.
ocused plan to 1r.nprove cllent outcomes Scheduled PAC meeting .POA
through targeted interventions. Special with every Pl will be the written
Instructions: The Clinical Record Review ongoing agency plan as to how
Committee is a subcommittee of the agency will continue self
Professional Advi C it evaluation.100% of active
ro essmna. - .VISOI’y omm.1 ee. . patients charts to be audited by
The responsibility for the review program Administrator/Clinical
is primarily assigned to the Director of Coordinator/DON and any
Nursing / designee. The committee is professional staff for last two
ble for client luati certification periods by
responsi § or clien car‘e evaluation. 1/5/2012 with Plan of action
The committee shall review a random developed for findings with
sample of at least 10% of the agency specific goal dates . Then
client base, but not less than 10 records Assigned ta“:'t slt:eetsfto onal
. appropriate health professionals
each quarter. ... The committee s-hall each quarter with 10% of
make recommendations about specific census ,( mininum 10)
client documentation issues to the active/discharged being audited
administrator to review. ... The with review by DON/Alternate
. . . DON with PI f Acti
Committee shall routinely examine the ON wi an ot Action
i i ) developed with goals dates to
findings of the previous reviews to address and act upon
determine focus and assure quality client trends.Recert audits to be
care." The agency documents failed to performed at end of each 60 day
id th had leted episode by Clinical Coordinator
cvidence the agency ad compfiete . and filed on site. Any trends shall
quarterly chart audits per agency policy be placed on Plan of Action form
since June 17, 2011. with goal dates.
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2. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist that
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program."

3. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
ordered. "

B. The document titled "Clinical
Record Review Roster" dated as 2011
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Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated 2011,
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
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3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence of the 15
clinical record reviews.

F. The document titled "Clinical
Record Review Results" dated 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don't match."

I. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTT high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
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G0251

significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

4. The agency documents failed to
evidence the agency had completed chart
audits per agency policy since June 17,
2011.

There is a continuing review of clinical records
for each 60-day period that a patient receives
home health services to determine adequacy
of the plan of care and appropriateness of
continuation of care.

Based on document review and interview,
the agency failed to ensure a continuing
review of clinical records was completed
to determine adequacy of the plan of care and

appropriateness of continuation of care for each

be audited by

Administrator/Clinical
Coordinator/DON and any
professional staff of last two
certification periods by
1/5/2012 with Plan of action

G0251 100% of active patients charts to 01/05/2012
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60 day period a patient receives services developed for findings with
for 1 of 1 agency. specific goal dates . Then
geney Assigned audit sheets to
o ' appropriate health professionals
Findings include: each quarter with 10% of
census ,( mininum 10)
1. The agency policy titled "Clinical agtlve/d!scharged being audited
4 Review" | date 1/28/11 with review by DON/Alternate
Record Review" approval date DON with Plan of Action
states, "A clinical record review will be developed with goals dates to
conducted to determine the extent to address and act upon
which CJ 's Abundant Care staff trends.Recert audits to be
i ith d orofessional performed at end of each 60 day
complies wit ac.cel.ote protessiona episode by Clinical Coordinator
standards and principles, federal and state and filed on site. Any trends shall
regulations, and accreditation standards. be placed on Plan of Action form
This review will be completed by with goal dates by DON/Alternate
. . DON.
representatives of appropriate health care
disciplines. ... Purpose: To evaluate
appropriate admission and discharge. To
evaluate the appropriateness, adequacy
and effectiveness of services. To identify
over - under utilization of services. To
identify gaps in agency service, and need
for in-service education, staffing,
consulting services, and agency policies.
To ensure records reflect care and / or
service provided, the client's current
condition, and the client ' s progress
towards goals and condition at the time of
discharge. To ensure documentation is
complete, accurate, and timely. To ensure
compliance with the OASIS data
collection and utilization of assessment
data in ongoing plan s of care. To evaluate
adverse outcome reports and identify
documentation limitations or the need for
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focused plan to improve client outcomes
through targeted interventions. Special
Instructions: The Clinical Record Review
Committee is a subcommittee of the
Professional Advisory Committee. ...
The responsibility for the review program
is primarily assigned to the Director of
Nursing / designee. The committee is
responsible for client care evaluation.
The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
administrator to review. ... The
Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed chart
audits per agency policy since June 17,
2011.

2. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist that
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program."
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3. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another areca
of the same audit states, "No skilled nurse
ordered. "

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated 2011,
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
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to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
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agency failed to evidence of the 15
clinical record reviews.

F. The document titled "Clinical
Record Review Results" dated 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don't match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTI high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
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G0330

resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

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

Based on clinical record and policy
review and interview, it was determined
the agency failed to ensure the registered
nurse did the initial evaluation in 3 of 3
clinical records reviewed of patients with
skilled services since the recertification

G0330

100% of Nurses in-serviced on
OASIS policy including SOC,
RECERT, Resumptions, D/C and
a SCIC.All original assessments
will be turned into Clinical
Coordinator/DON/Alternate DON
to be reviewed and Data entered.

12/28/2011
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survey 7/11 with the potential to affect all When data entry complete and
new patients of the agency (See G 331), locked Data entry employee will
. . file Original assessments into
failed to ensure the registered nurse patients chart.100% of nursing
reevaluated the patient after a significant notes will be audited to 485
change condition in 1 of 1 record weekly for 6 months for
reviewed of patients with a significant compli.ance by Clinical
. .. . ] Coordinator/DON/Alternate DON
change in condition with the potential to to ensure appropriate
affect all the agency's patients (See G assessment being completed
338), and failed to ensure the registered including SCIC.
nurse completed a recertification
comprehensive assessment in 5 of 5
clinical records reviewed of patients
receiving services over 60 days with the
potential to affect all the agency's patients
who receive services longer than 60 days
(See G 339).
The cumulative effect of these systemic
problems resulted in the agency's inability
to provide a patient-specific,
comprehensive assessment that accurately
reflected the patient's health status and to
meet the requirements of the Condition of
Participation 484.55: Comprehensive
Assessment potentially affecting all 73
patients of the agency.
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G0331 A registered nurse must conduct an initial
assessment visit to determine the immediate
care and support needs of the patient; and,
for Medicare patients, to determine eligibility
for the Medicare home health benefit,
including homebound status.
Based on clinical record review and G0331 100% of Nurses in-serviced on 12/22/2011
interview, the agency failed to ensure the OASIS policy including SOC,
. ) . . RECERT, Resumptions, D/C and
registered nurse did the initial evaluation a SCIC.All original assessments
in 3 of 3 clinical records reviewed of will be turned into Clinical
patients with skilled services since the Coordinator/DON/Alternate DON
recertification survey 7/11 with the to be reviewed and Data entered.
. . When data entry complete and
potential to affect all new patients of the locked Data entry employee wil
agency. (4, 6, and 7) file Original assessments into
patients chart.
Findings:
1. Clinical record 4, start of care (SOC)
10/27/11, evidenced a plan of care for the
certification period 10/27/11 to 12/25/11
with orders for skilled nursing and home
health aide services. The clinical record
failed to evidence an initial assessment by
the registered nurse.
2. Clinical record 6, SOC 10/5/11,
evidenced a plan of care for the
certification period 10/5/11-12/3/11 with
orders for skilled nursing, home health
aide, and physical therapy services. The
clinical record failed to evidence an initial
assessment by the registered nurse.
3. Clinical record 7, SOC 8/4/11,
evidenced a plan of care for the
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certification period 8/4/11 to 10/2/11 with
orders for skilled nursing, home health
aide, occupational therapy, physical
therapy, attendant care and homemaker
services. The clinical record failed to
evidence a initial assessment by the
registered nurse.
4. December 5, 2011, at 12 PM, the
Clinical Coordinator Employee E
indicated all assessment forms had been
shredded and the only forms available
were computer generated Oasis forms.
G0338 The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) as frequently as
the patient's condition warrants due to a major
decline or improvement in the patient's health
status.
Based on clinical record and policy G0338 100% of Nurses in-serviced on 12/22/2011
review and interview, the agency failed to OASIS policy |nclud.|ng SOC,
. RECERT, Resumptions, D/C and
ensure the registered nurse reevaluated the a SCIC.All original assessments
patient after a significant change will be turned into Clinical
condition in 1 of 1 record reviewed of Coordinator/DON/Alternate DON
patients with a significant change in to be reviewed and Data
diti h th ol £ 1 entered. When data entry
condition wit t' € potential to affect a complete and locked Data entry
the agency's patients. (#8) employee will file Original
assessments into patients chart.
Findings: 100% of nursing notes will be
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1. Clinical Record # 8, start of care
8/4/11, evidenced a plan of care for the
certification period 10/3/11 through
12/1/11 with orders for the skilled nurse
(SN) was to visit once a day, seven days a
week for 9 weeks. The clinical record
evidenced a skilled nurse visit note dated
10/31/11 at 4 PM, written by employee I,
that states, "Client seized for about 5
minutes, ... medics alerted, ... transferred
per ambulance to hospital." The clinical
record failed to evidence a visit note or a
missed visit notification for 11/1/11. The
clinical record evidenced a skilled nurse
visit note dated 11/2/11 written by
employee I which indicates the patient
was home on 11/2/11. The clinical record
failed to evidence an other follow up
assessment was completed when the
patient returned home from the seizure
episode.

On December 7, 2011, at 4:05 PM,
employee F indicated there was not a
reassessment of the patient upon return
from the seizure episode nor was there
sufficient documentation in the clinical
record to know when the patient returned
home from the hospital, the condition of
the patient upon return, or what treatment
the patient received.

2. A policy approved 1/28/11, "Client

audited to 485 weekly for 6
months for compliance by Clinical
Coordinator/DON/Alternate DON
to ensure appropriate
assessment being completed
including SCIC.
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Reassessment/Update of Comprehensive
Assessment", C-155, states, "The
Comprehensive Assessment will be
updated and revised as often as the client's
condition warrants due to major decline or
improvement in health status.
Reassessments must be done at least: 1.
Every second calendar month beginning
with start of care (within last 5 days of the
episode, including day 60), 2. Within 48
hours of (or knowledge of) client return
home from hospital admission of more
than 24 hours for any reason other than
diagnostic testing or other changes
representing a SCIC (Significant Change
in Condition ). 3. Within 48 hours of (or
knowledge of ) discharge or transfer."

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 175 of 312




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

PRINTED: 01/06/2012
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: 00 COMPLETED
A. BUILDING
157579 L WING 12/08/2011
NAME OF PROVIDER OR SUPPLIER
523 W PLUM ST
CJ'S ABUNDANT CARE CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
GO0339 The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) the last 5 days of
every 60 days beginning with the start of care
date, unless there is a beneficiary elected
transfer; or significant change in condition
resulting in a new case mix assessment; or
discharge and return to the same HHA during
the 60 day episode.
G0339 100% of Nursing staff in-serviced 12/22/2011
Based on clinical record and policy on recerhflcat.lon, reassessmgnt
. . . . for 60 day episode, post hospital,
review and interview, the agency failed to o significant change in condition.
ensure the registered nurse completed a Clinical
recertification comprehensive assessment Coordinator/DON/Alternate DON
. . . . i i 0
in 5 of 5 clinical records reviewed of will review 100% of )
. .. . assessments of professional
patients receiving services over 60 days documentation to ensure
with the potential to affect all the agency's complianceAudit form revised to
patients who receive services longer than include patient name, auditors
60 days. (#6,7, 8,9 and 10) na.me/tltle' and cerhﬁcatnonl period
being audited. Recert audits to
o be performed at end of each 60
Findings: day episode by Clinical
Coordinator and filed on site. Any
1. Clinical record 6, SOC 10/5/11, trends shall be placed on Plan of
id dapl £ for th Action form with goal dates.All
evi .ence. ap ar.l of care for the ) original assessments will be
certification period 12/4/11 to 2/2/12 with turned into Clinical
orders for skilled nursing, home health Coordinator/DON/Alternate DON
aide, and physical therapy. The clinical to be reviewed and Data entered.
d failed t d th stered When data entry complete and
record failed to evidence e.regls.ere locked Data entry employee will
nurse had completed a recertification file Original assessments into
comprehensive assessment. patients chart. In-serviced internal
staff for record retention of
.. documents.
2. Clinical record 7, SOC 8/4/11,
evidenced a plan of care for the
certification period 10/3/11 to 12/1/11
with orders for skilled nursing, home
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health aide, physical therapy, attendant
care, and homemaker. The clinical record
failed to evidence the registered nurse had
completed a recertification comprehensive
assessment.

3. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned start of
care assessment dated 8/4/11. The
recertification assessment dated 9/28/11
was also unsigned.

4. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification periods 7/15/11 to 9/12/11,
9/13/11 to 11/11/11, and 11/12/11 to
1/10/12. The clinical record failed to
evidence the registered nurse had
completed a recertification comprehensive
assessment for the certification periods
identified.

5. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification periods 8/18/11 to 10/16/11
and 10/17/11 to 12/15/11. The clinical
record failed to evidence the registered
nurse had completed a recertification
comprehensive assessment for the
certification periods identified.

6. December 5, 2011, at 12 PM, the
Clinical Coordinator, Employee E,
indicated all assessment forms had been
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shredded and the only forms available
were computer generated Oasis forms.
7. The policy titled "Client Reassessment
/ Update of the Comprehensive
Assessment" states, The comprehensive
assessment will be updated and revised as
often as the clients condition warrants due
to a major decline ... Within 48 hours of
or knowledge of client return from a
hospital admission of more than 24 hours,
... or other changes representing a SCIC
(significant change in condition).
PURPOSE To identify decline or
improvement in health status, modify the
plan of care and document changes that
may affect care and reimbursement."
N0446 Rule 12 410 IAC 17-12-1(c)(3)
Sec. 1(c)(3) The administrator, who may also
be the supervising physician or registered
nurse required by subsection (d), shall do the
following:
(3) Employ qualified personnel and ensure
adequate staff education and evaluations.
N0446 On 12/12/2011 Administrator 12/23/2011
Based on personnel record review and resigned. Alternate D,ON
i . L . replaced, Board of Directors
interview, the administrator failed to appointed new
ensure a the employee was oriented by an Administrator/Alternate DON:
appropriate person for 3 of 4 records Sonya Welch BSN RN On
reviewed of professional staff (A, C, E, 12/12/2011 Human- Resource
. Manager was terminated and new
and I) and annual evaluations were employee assigned and
completed for 12 of 13 home health aide oriented to position.12/12/2011
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 178 of 312




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

PRINTED: 01/06/2012
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: 00 COMPLETED
A. BUILDING
157579 L WING 12/08/2011
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
523 W PLUM ST
CJ'S ABUNDANT CARE CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
records reviewed (J, K, L, Q,R, S, T, U, Clinical Coordinator replaced with
V,W, X, AA) with the potential to affect expenencgd Home Health Care
th , . RNNew orientation
all the agency's patients. processes implemented for
all Professional and
Findings: non-professional staff.
In-serviced Clinical Coordinator
1 1 4 A evid dth and implemented Orientation
- P grsonne re'cor : eVl. ence' the processes. Processes to include
physical therapist orientation being for Therapist/NursesReview
performed by the agency consultant. P&P: 1. Wound Care2.Ostomy
Care3. Documentation4. Case
. Conference/Coordination of
2. P‘.srsonnel re.cord .C eV1.dence(.1 the Care5. V/S6.Physician Orders?.
physical therapist orientation being Performance Improvements.
performed by human resource personnel. Clinical Record Review9. HHA
Supervisory/Care
. Plan/Documentation10. Client
3. ?ersonnel record E 'eYldenced tl.le Admission11. Oasis Policy12.
registered nurse and clinical coordinator Plan of Care13. Medical
orientation being performed by human Supervison14. In-services15.
resource personnel. Prgssure Ulcer Preventiqn16.
Pain Management17. Skilled
Nursing ServicesChart Audit with
4. Personnel records J, K, L, Q, R, S, T, reviewSelf Skills CheckOn site
U, V, W, X, and AA, all home health visit with Clinical
aides, evidenced the orientation was gg?\;d';at?trr/] DO?)T)/ glterr;ate g
. x2 within aysPsuedo
cond.ucted ata dlffere.nt age.ncy and faxed patient visit with Clinical
to this agency. All orientations were Coordinator/DON/Alternate
signed by the scheduler. DON utilizing
OASIS/Comprehensive
Assessment Procedures to be
5. December 8, 2011, at 3:30 PM, the )
) competency checked off for SN:
home health aide scheduler, employee By Clinical
BB, indicated the forms had been faxed Coordinator/DON/Alternate
from a different agency and were not DON as procedure arises: a.
£ d at thi Venipunctures b.
periormed at this agency. Catheterization ¢. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
specific)Non-professionals:Will
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be skills checked by contracted
qualified RNCompetency
testedAnnual evaluations to be
performed on site by employees
of CJs Abundant Care Clinical
Coordinator/DON/Administrator.
Utilizing new process: The
employee anniversary date will
be tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON 100%
of New Personnel orientation will
be reviewed by
Administrator/Alternate
Administrator/DON/Alternate
DON to ensure compliance of
new orientation process.
N0456 Rule 12 Sec. 1(e) The administrator shall be
responsible for an ongoing quality assurance
program designed to do the following:
(1) Obijectively and systematically monitor
and evaluate the quality and appropriateness
of patient care.
(2) Resolve identified problems.
(3) Improve patient care.
Based on document review, policy N0456 To ensure 01/05/2012
review, and interview, the administrator comphance:Performgnce
. . . Improvement committee
failed to ensure the ongoing quality assigned. Plan of action form in
assurance program was designed to place to be completed with each
objectively and systematically monitor quarterly PI by DON/Alternate
and evaluate the quality and DON. POA form W!" have goal
. . date. POA form will be reviewed
appropriateness of patient care, resolve by Administrator. Audit form
identified problems, and improve patient revised to include patient name,
care. auditors namet/title and
certification period being audited.
100% of nursing notes will be
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Findings include: audited to 485 weekly for 6
months for compliance by Clinical
lioy i "Clinical Coordinator/DON/Alternate DON.
1. The agency policy titled "Clinica 100% of Home Health Aide notes
Record Review" approval date 1/28/11 will be audited by Staffing
states, "A clinical record review will be Coordinator weekly for
conducted to determine the extent to Compflllance 'Of frzqdui.nmets of .
) . specific assigned duties to matc
which 'CJ s Abundant Care staff home health aide care plan. Any
complies with accepted professional inconsistency will be reported to
standards and principles, federal and state the Clinical
regulations, and accreditation standards. Coordinator/ DON/ Alternate
Thi . 11b leted b DON.Recert audits to be
1S reV1evY will be comp -ete y performed at end of each 60 day
representatives of appropriate health care episode by Clinical Coordinator
disciplines. ... Purpose: To evaluate and filed on site. Any trends shall
appropriate admission and discharge. To b'ja’ placed on Plan of Action form
1 h . d with goal dates by DON/Alternate
evaluate t.e approprlaten.ess, a ec'luacyf DON and reviewed by
and effectiveness of services. To identify Administrator/Alternate
over - under utilization of services. To Administrator.In-serviced SN of
identify gaps in agency service, and need following policies and
for i . ducati taffi procedures:1. Wound
or 1n-s§rV1ce e' ucation, staffing, N Care2.Ostomy Care3.
consulting services, and agency policies. Documentation4. Case
To ensure records reflect care and / or Conference/Coordination of
service provided, the client 's current Care5. V/S6.Physician
diti d the client ' Orders/Physician Notification?.
condition, and the ¢ 1en. .S progress. Performance Improvement8.
towards goals and condition at the time of Clinical Record Review9. HHA
discharge. To ensure documentation is Supervisory/Care
complete, accurate, and timely. To ensure Z?n( chu;n;anéatlgn Lo'l_C“?gt
. . mission11. Oasis Policy12.
comph.ance Wlth.ﬂ'le QASIS data Plan of Care13. Medical
collection and utilization of assessment Supervison14. In-services15.
data in ongoing plan s of care. To evaluate Pressure Ulcer Prevention16.
adverse outcome reports and identify Pain Management17. Skilled
. T Nursing ServicesPhysician Verbal
documentation limitations or the need for .
) ) Order form changed to include
focused plan to improve client outcomes VO date and time on
through targeted interventions. Special 12/9/2011Clinical
Instructions: The Clinical Record Review Coordinator/DON/Alternate
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since June 17, 2011.

Committee is a subcommittee of the

findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy

2. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative

and / or outcomes. ... Activities for
performance improvement will be the

Professional Advisory Committee. ...
The responsibility for the review program
is primarily assigned to the Director of
Nursing / designee. The committee is
responsible for client care evaluation.
The committee shall review a random
sample of at least 10% of the agency
client base, but not less than 10 records
each quarter. ... The committee shall
make recommendations about specific
client documentation issues to the
administrator to review. ... The
Committee shall routinely examine the

approach to assessing and improving
organizational structure. ... To identify
deviations from CJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events

DON/Administrator to co-sign all
Physician Orders and
Notifications and coordinate
care. To ensure compliance by
weekly case conference.

Policy revision of Physicians
Orders completed. All SN
providing care are to recieve copy
of Plan of CarePhysicians orders
will have attached confirmation
fax sheet. A log book is in place
and all orders not returned within
7 days will be refaxed followed by
phone notification of returned
fax.Clinical
Coordinator/DON/Alternate DON
to review log book weekly to
ensure compliance.All original
assessments will be turned into
Clinical
Coordinator/DON/Alternate DON
to be reviewed and Data
entered. .Original assessments
will be filed in patients chart after
data entry and locking by Data
entry employee.
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responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing
processes and outcomes and identify /
design new processes based on priorities,
standards, and resources."

3. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist who
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program.

4. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
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record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
ordered."

B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."
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D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence the 15 clinical
record reviews.

F. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
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few frequencies don ' t match."

I. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTT high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

5. On December 7, 2011, at 4 PM,
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N0458

employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
and indicated there was no further
documentation to evidence.

Rule 12 Sec. 1(f) Personnel practices for
employees shall be supported by written
policies. All employees caring for patients in
Indiana shall be subject to Indiana licensure,
certification, or registration required to
perform the respective service. Personnel
records of employees who deliver home
health services shall be kept current and shall
include documentation of orientation to the
job, including the following:

(1) Receipt of job description.

(2) Qualifications.

(3) A copy of limited criminal history pursuant
to IC 16-27-2.

(4) A copy of current license, certification, or
registration.

(5) Annual performance evaluations.

Based on personnel record review and
interview, the agency failed to ensure an
orientation was performed by the
appropriate staff for 3 of 4 records

N0458

100% of personnel files have
been audited, 20% of personnel
files or mininum of 10 records will
continue to be audited for TB,
Home Health Aide certification,
Limited Criminal History,
Performance Evaluations, Job

12/23/2011
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reviewed of professional staff (A, C, and descriptions, and qualifications
E) and 12 of 13 home health aide files quarterly for Performance
. Improvement. Audits to be
reviewed (J, K, L, Q,R, S, T, U, V.W, X, performed by HR Supervisor.
AA) Administrator/DON will audit
100% of all new personnel files
Findings: before flrst.patlent contact. To
ensure Indiana State-Federal
requirements are met. New
1. Personnel record A evidenced the orientation
physical therapist orientation being processes implemented for
performed by the agency consultant. all Professpnal and
non-professional staff.
) In-serviced Clinical Coordinator
2. Personnel record C evidenced the and implemented Orientation
physical therapist orientation being processes. Processes to include
performed by human resource personnel. for Therapist/NursesReview
P&P: 1. Wound Care2.0stomy
) Care3. Documentation4. Case
3. Personnel record E evidenced the Conference/Coordination of
registered nurse and clinical coordinator Care5. V/S6.Physician Orders7.
orientation being performed by human Performance Improvements.
| Clinical Record Review9. HHA
resource personnel. Supervisory/Care
Plan/Documentation10. Client
4. Personnel records J, K, L, Q, R, S, T, Admission11. Oasis Policy12.
U, V, W, X, and AA, all home health Plan of Care13. Medical
d d dth entati Supervison14. In-services15.
aides, evidence i ¢ orientation was Pressure Ulcer Prevention16.
conducted at a different agency and faxed Pain Management17. Skilled
to this agency. All orientations were Nursing ServicesChart Audit with
signed by the scheduler. r(.avllew.SeIf .Slfllls CheckOn site
visit with Clinical
Coordinator/DON/Alternate
5. December 8, 2011, at 3:30 PM, the DON x2 within 30 daysPsuedo
home health aide scheduler, employee patient visit with Clinical
BB, indicated the forms had been faxed Coordinator/DON/Alternate
from a different agency and were not DON utilizing
agency OASIS/Comprehensive
performed at this agency. Assessment Procedures to be
competency checked off for SN:
By Clinical
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 188 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

X3) DATE SURVEY

00 COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

Coordinator/DON/Alternate

DON as procedure arises: a.
Venipunctures b.
Catheterization c¢. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
specific)Non-professionals:Will
be skills checked by contracted
qualified RNCompetency
testedAnnual evaluations to be
performed on site by employees
of CJs Abundant Care Clinical
Coordinator/DON/Administrator.
Utilizing new process: The
employee anniversary date will
be tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON 100%
of New Personnel orientation will
be reviewed by
Administrator/Alternate
Administrator/DON/Alternate
DON to ensure compliance of
new orientation process.
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NO0464

Rule 12 Sec. 1(i) The home health agency
shall ensure that all employees, staff
members, persons providing care on behalf of
the agency, and contractors having direct
patient contact are evaluated for tuberculosis
and documentation as follows:

(1) Any person with a negative history of
tuberculosis or a negative test result must
have a baseline two-step tuberculin skin test
using the Mantoux method or a
quantiferon-TB assay unless the individual
has documentation that a tuberculin skin test
has been applied at any time during the
previous twelve (12) months and the result
was negative.

(2) The second step of a two-step tuberculin
skin test using the Mantoux method must be
administered one (1) to three (3) weeks after
the first tuberculin skin test was administered.
(3) Any person with:

(A) a documented:

(i) history of tuberculosis;

(ii) previously positive test result for
tuberculosis; or

(iii)completion of treatment for tuberculosis; or
(B) newly positive results to the tuberculin
skin test;

must have one (1) chest rediograph to
exclude a diagnosis of tuberculosis.

(4) After baseline testing, tuberculosis
screening must:

(A) be completed annually; and

(B) include, at a minimum, a tuberculin skin
test using the Mantoux method or a
quantiferon-TB assay unless the individual
was subject to subdivision (3).

(5) Any person having a positive finding on a
tuberculosis evaluation may not:

(A) work in the home health agency; or

(B) provide direct patient contact;

unless approved by a physician to work.

(6) The home health agency must maintain
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documentation of tuberculosis evaluations
showing that any person:
(A) working for the home health agency; or
(B) having direct patient contact;
has had a negative finding on a tuberculosis
examination within the previous twelve (12)
months.
Based on clinical record and interview the NO0464 100% of personnel files have 12/23/2011
agency failed to ensure the occupational ?ee” aud.|t(.ed, 20% of personnell
. " ) . files or mininum of 10 records will
therapist completed a "Questionnaire for continue to be audited for TB,
Positive TB Skin Test Reactions" yearly Home Health Aide certification,
causing potential harm to all the patients Limited Criminal History,
being seen by the therapist. (P) Perform.a nee Evaluatlgps, ‘.JOb
descriptions, and qualifications
quarterly for Performance
Findings: Improvement. Audits to be
performed by HR Supervisor.
1. Personnel record P, date of hire ?‘g(r;l/'n:;jﬁr; lavogle\:glcir?:gltﬁles
. . (o)
10/23/08, failed to evidence a completed before first patient contact. To
"Questionnaire for Positive TB Skin Test ensure Indiana State-Federal
Reactions" in 2010. The last completed requirements are met. New
questionnaire was 7/15/09. The employee orientation
processes implemented for
left the agency 9/8/11. all Professional and
non-professional staff.
2. December 8, 2011, at 3 PM, employee In-serviced Clinical Coordinator
CC indicated the questionnaire had not and implemented Orientation
processes. Processes to include
been completed. for Therapist/NursesReview
P&P: 1. Wound Care2.0stomy
Care3. Documentation4. Case
Conference/Coordination of
Careb. V/S6.Physician Orders7.
Performance Improvement8.
Clinical Record Review9. HHA
Supervisory/Care
Plan/Documentation10. Client
Admission11. Oasis Policy12.
Plan of Care13. Medical
Supervison14. In-services15.
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Pressure Ulcer Prevention16.
Pain Management17. Skilled
Nursing ServicesChart Audit with
reviewSelf Skills CheckOn site
visit with Clinical
Coordinator/DON/Alternate
DON x2 within 30 daysPsuedo
patient visit with Clinical
Coordinator/DON/Alternate
DON utilizing
OASIS/Comprehensive
Assessment Procedures to be
competency checked off for SN:
By Clinical
Coordinator/DON/Alternate
DON as procedure arises: a.
Venipunctures b.
Catheterization c. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
specific)Non-professionals:Will
be skills checked by contracted
qualified RNCompetency
testedAnnual evaluations to be
performed on site by employees
of CJs Abundant Care Clinical
Coordinator/DON/Administrator.
Utilizing new process: The
employee anniversary date will
be tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON 100%
of New Personnel orientation will
be reviewed by
Administrator/Alternate
Administrator/DON/Alternate
DON to ensure compliance of
new orientation process.
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N0472 Rule 12 Sec. 2(a) The home health agency
must develop, implement, maintain, and
evaluate a quality assessment and
performance improvement program. The
program must reflect the complexity of the
home health organization and services
(including those services provided directly or
under arrangement). The home health
agency must take actions that result in
improvements in the home health agency's
performance across the spectrum of care.
The home health agency's quality assessment
and performance improvement program must
use objective measures.
Based on document review, policy N0472 To ensure 01/05/2012
review, and interview, the agency failed to comphance:Performgnce
. . Improvement committee
ensure the ongoing quality assurance assigned. Plan of action form in
program was designed to objectively and place to be completed with each
systematically monitored and evaluated quarterly Pl by DON/Alternate
the quality and appropriateness of patient DON. POA form W!" have goal
. . date. POA form will be reviewed
care, resolved identified problems, and by Administrator. Audit form
improved patient care. revised to include patient name,
auditors namel/title and
Findings include: certification period being audited.
100% of nursing notes will be
. . e audited to 485 weekly for 6
1. The agency policy titled "Clinical months for compliance by Clinical
Record Review" approval date 1/28/11 Coordinator/DON/Alternate DON.
states, "A clinical record review will be 100% of Home Health Aide notes
conducted to determine the extent to \g'” bg.autdned byk|StaIf|ng
which CJ ' s Abundant Care staff c:;LI;zchr o\;vfequ:en?:zes of
complies with accepted professional specific assigned duties to match
standards and principles, federal and state home health aide care plan. Any
regulations, and accreditation standards. |ncon§|§tency will be reported to
. . . the Clinical
This review will be completed by Coordinator/DON/Alternate
representatives of appropriate health care DON.Recert audits to be
disciplines. ... Purpose: To evaluate performed at end of each 60 day
episode by Clinical Coordinator
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appropriate admission and discharge. To and filed on site. Any trends shall
. be placed on Plan of Action form
evaluate the appropriateness, adequac
. pprop . q y with goal dates by DON/Alternate
and effectiveness of services. To identify DON and reviewed by
over - under utilization of services. To Administrator/Alternate
identify gaps in agency service, and need Administrator.In-serviced SN of
for in-service education, staffing, following policies and
i . d lici procedures:1. Wound
consulting services, and agency policies. Care2.Ostomy Care3.
To ensure records reflect care and / or Documentation4. Case
service provided, the client' s current Conference/Coordination of
condition, and the client ' s progress Care5. V/ SG.IP.hyS|C|a.n. )
d | d diti he ti £ Orders/Physician Notification7.
t(?war s goals and condition at t e. tnge (o] Performance Improvements.
discharge. To ensure documentation is Clinical Record Review9. HHA
complete, accurate, and timely. To ensure Supervisory/Care
compliance with the OASIS data Plan/Documentation10. Client
llecti d utilizati £ ¢ Admission11. Oasis Policy12.
co ef: ion an' utilization of assessmen Plan of Care13. Medical
data in ongoing plan s of care. To evaluate Supervison14. In-services15.
adverse outcome reports and identify Pressure Ulcer Prevention16.
documentation limitations or the need for Pain Management17. Skilled
f dolan to i lient out Nursing ServicesPhysician Verbal
ocused plan to lI'IlpI'OVC c'1en ou cor.nes Order form changed to include
through targeted interventions. Special VO date and time on
Instructions: The Clinical Record Review 12/9/2011Clinical
Committee is a subcommittee of the Coordinator/DON/Alternate
Professional Advi C it DON/Administrator to co-sign all
rofessiona A .VISOI'y omrrg ee. ... Physician Orders and
The responsibility for the review program Notifications and coordinate
is primarily assigned to the Director of care. To ensure compliance by
Nursing / designee. The committee is weekly case conference.
ble for client luati Policy revision of Physicians
responsi ? or clien car.e evaluation. Orders completed. All SN
The committee Shall review a random providing care are to recieve Copy
sample of at least 10% of the agency of Plan of CarePhysicians orders
client base, but not less than 10 records }""” h:"etatffheg co;flrmatlr)n
each quarter. ... The committee shall ax sheet. A log KooK [ In piace
. . and all orders not returned within
make recommendations about specific 7 days will be refaxed followed by
client documentation issues to the phone notification of returned
administrator to review. ... The fax.Clinical
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Committee shall routinely examine the
findings of the previous reviews to
determine focus and assure quality client
care." The agency documents failed to
evidence the agency had completed
quarterly chart audits per agency policy
since June 17, 2011.

2. The policy titled "Performance
Improvement" states, "Purpose: To
improve client and agency outcomes
through a coordinated collaborative
approach to assessing and improving
organizational structure. ... To identify
deviations from ClJ's and professional
standards and pursue improvement
opportunities by assessment, planning and
evaluation. ... To reduce factors that
contribute to unanticipated adverse events
and / or outcomes. ... Activities for
performance improvement will be the
responsibility of the Administrator.
Program will reflect participation by all
services and all levels of staff. Data will
be collected to allow the agency to
monitor its performance. ... Data will be
systematically collected to measure
process and outcome. ... Intensive
assessment will be completed when
undesirable patterns or trends in
performance is detected or important
sentinel events are identified. The plan
will target the performance of existing

processes and outcomes and identify /

Coordinator/DON/Alternate DON
to review log book weekly to
ensure compliance.All original
assessments will be turned into
Clinical
Coordinator/DON/Alternate DON
to be reviewed and Data
entered. .Original assessments
will be filed in patients chart after
data entry and locking by Data
entry employee.
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design new processes based on priorities,
standards, and resources."

3. On December 7, 2011, at 1:45 PM,
employee F indicated the extent of the
clinical record review and quality
assurance and improvement program
available was presented for review to the
surveyors and the physical therapist who
was to have developed a fall prevention
program had left the agency and the
agency management had yet to develop
and implement a program.

4. Eleven documents titled "Audit Tool"
were presented as evidence of the
agency's clinical record review ending
with the 3rd quarter in September of
2011. Each of the 11 Audit Tools
contained a patient's name and a list of
items the auditor was to determine if the
record had met compliance. Only 2 of the
Audit Tools completed included the name
of the auditor; 8 of the Audit Tools failed
to identify the Recertification period in
review; 5 of the Audit Tools failed to
identify the date the audit was completed.

A. One of the undated "Audit Tools"
states, "485 (5/21 to 7/19/11) had
diagnosis of pressure ulcer heel. She
doesn't have area on heel." In another area
of the same audit states, "No skilled nurse
ordered."
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B. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 2nd indicates that a total of 16
clinical records were reviewed. The
agency failed to evidence the 16 clinical
record reviews that were completed.

C. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 2nd indicates the agency's census
was 112 for the quarter and stated, "Items
not filled out in 7 charts, patient response
to teaching, coordination of care,
discharge planning, aide supervision, vital
signs, no orders for the Recertification.
Other findings: frequency off, discharge
summary not done, 60 day summary not
done, wrong diagnosis, diagnosis does not
match the 485, patient signatures and
orders not back."

D. The document titled "PI
Minutes" states, "2 nd Quarter 2011 ...
7/14/11 ... Infection Report 26 patient
infections ... Trends - 16 UTI (urinary
tract infections) Action - In service aides
on proper peri / cath care due to 11 /16
have anchored caths. ... Occurrence
Reports: 12 Patient reports ... 10 falls with
5 witnessed and 2 resulted in an ER visit
Trends None. Action - Continue to
Monitor and report. Therapist to continue
with developing a fall prevention
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program. ... 12 Total complaints received,
... Trends none ... Adverse Events: Did
have findings of 4 incidents, Trends - falls
3 with ER visit, 1 admitted. Action -
Continue with PT for fall prevention
Program." The document failed to
evidence a written plan with interventions
and measurable goals.

E. The document titled "Clinical
Record Review Roster" dated as 2011
Quarter 3rd indicates that a total of 15
clinical records were reviewed. The
agency failed to evidence the 15 clinical
record reviews.

F. The document titled "Clinical
Record Review Results" dated as 2011
Quarter 3rd indicates the agency's census
was 83 for the quarter states, "No trends,
few orders unsigned, coordination of care,
few frequencies don ' t match."

L. The document titled "PI
Minutes" states, "3 rd Quarter 2011 ...
11/11/11 ... Infection Report 21 patient
infections ... 13 UTI (urinary tract
infections) with only one having a urinary
catheter. Mediport infection reported 4
times from same patient, Trends UTI
Action - Review with nurses findings.
Use insert for UTI high risk patients for
education. ... Occurrence Reports: 20
Patient Occurrences ... All patient
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occurrences were falls, 17 due to loss of
balance, 3 other reasons, 2 resulted in
hospital admissions, 1 to ER, others no
significant injuries. Action - Once PT
[physical therapy] in place to research
falls and develop plan. Until then, staff to
monitor home safety with patients. ...
Complaint / Resolution 19 reported, 10
patients, 5 on aides that patient requested
new aide, some they felt was not doing
good job cleaning. 9 employees, 1
employee patient was doing illegal
activity, No Trends, All issues were
resolved, Cont to monitor.. ... Satisfaction
Surveys ... 5 returned from non - skilled
with showing 1 patient doesn't feel pain is
managed." The document failed to
evidence a written plan with interventions
and measurable goals.

5. On December 7, 2011, at 4 PM,
employee F indicated she had not had
contact with the Professional Advisory
Committee (PAC) as most of the
members of the PAC had left the agency.
A new group was formed, but she had not
had contact or meetings with the new
PAC. There was not any evidence of a
written ongoing agency plan or meeting
meetings that document the plan for the
administrative review as to how the
agency was continually evaluating itself,
and indicated there was no further
documentation to evidence.
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N0484 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.
NO0484 To ensure 12/28/2011
Based on clinical record and policy comphance:Performgnce
. . . . Improvement committee
review and interview, the agency failed to assigned. Plan of action form in
ensure the registered nurse and physician place to be completed with each
coordinated efforts in 2 of 2 clinical quarterly PI by DON/Alternate
records reviewed of patients whose care DON. POA form W!" have goal
lted ; . h h th ol date. POA form will be reviewed
resulted 1n patient harm with the potentia by Administrator. Audit form
to affect all the agency's patients. (#6 and revised to include patient name,
8) auditors namef/title and
certification period being audited.
Findines: 100% of nursing notes will be
1ndings. audited to 485 weekly for 6
months for compliance by Clinical
1. Clinical record 6, SOC 10/5/11, Coordinator/DON/Alternate DON.
evidenced a plan of care for 10/5/11 to 1_(|)|0t;% of g!?n;ebHZ?”prA'de notes
. . . will be audited by Staffing
12/3/11 with slfllled nursing, home? h-ealth Coordinator weekly for
aide, and physical therapy. The clinical compliance of frequencies of
record identified the patient was specific assigned duties to match
transferred to the hospital on 10/13/11 for home health aide care plan. Any
heduled left k 1 ¢ and inconsistency will be reported to
a scheduled left knee replacemen ar% the Clinical
returned home 10/19/11 on Coumadin Coordinator/DON/Alternate
with home health care orders that state, DON.Recert audits to be
"PT/INR on 10/25/11 and 10/27/11, then Perfofdme: aél‘?“_d cheacz_ﬁotday
. episode by Clinical Coordinator
eYery Monday and Thur.S(?ay until and filed on site. Any trends shall
discontinued." A "Physician Verbal be placed on Plan of Action form
Order" that is unsigned by the Supervisor with goal dates by DON/Alternate
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and the Physician and does not have a fax
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record failed to evidence the
physician was notified the family wished
to discontinue the draw to coordinate the
patient's care nor does it indicate the
family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.

A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite IV
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no

DON and reviewed by
Administrator/Alternate
Administrator.In-serviced SN of
following policies and
procedures:1. Wound
Care2.0stomy Care3.
Documentation4. Case
Conference/Coordination of
Care5. V/S6.Physician
Orders/Physician Notification7.
Performance Improvement8.
Clinical Record Review9. HHA
Supervisory/Care
Plan/Documentation10. Client
Admission11. Oasis Policy12.
Plan of Care13. Medical
Supervison14. In-services15.
Pressure Ulcer Prevention16.
Pain Management17. Skilled
Nursing ServicesPhysician Verbal
Order form changed to include
VO date and time on
12/9/2011Clinical
Coordinator/DON/Alternate
DON/Administrator to co-sign all
Physician Orders and
Notifications and coordinate
care. To ensure compliance by
weekly case conference.

Policy revision of Physicians
Orders completed. All SN
providing care are to recieve copy
of Plan of CarePhysicians orders
will have attached confirmation
fax sheet. A log book is in place
and all orders not returned within
7 days will be refaxed followed by
phone notification of returned
fax.Clinical
Coordinator/DON/Alternate DON
to review log book weekly to
ensure compliance.All original
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indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

3. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient

assessments will be turned into
Clinical
Coordinator/DON/Alternate DON
to be reviewed and Data
entered. .Original assessments
will be filed in patients chart after
data entry and locking by Data
entry employee.
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with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
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treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
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was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
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wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
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therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 207 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

I. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
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constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain-same ... old
dressing removed ... small amount green
brown drainage to old dressing."

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."
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N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
minimum amount of small amount green
brown drainage noted to old dressing."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

P. On December 7, 2011 at 10:20
AM, employee I indicated that she
completed the reassessment for the patient
# 8 and that she did not know what the
plan of care was to prevent the patients
skin from breaking down, and that she
had not contacted the hospital or
physician that treated the patient after the
injury to the left lower leg.

Q. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
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reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

R. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

S. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

T. The record failed to evidence the
patient's care was coordinated with the
physician at any time.
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NO0505 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 patient has the right to participate in
the planning of the care. The home health
agency shall advise the patient in advance of
the right to participate in planning the
following:
(AA) The care or treatment.
(BB) Changes in the care or treatment.
Based on clinical record review and NO0505 Administrator/DON 01/05/2012
interview the agency failed to ensure the '”_‘plemented revised
ent had b . Ived in the planni Discharge/Order Summary to
patient had been involved in the planning ensure patient involved in any
of care when the occupational therapist changes of the plan of care.
was terminated in 2 of 2 records reviewed Administrator/DON to review
of patients being seen by the occupational every Discharge/Order ,
h . d Summary form to ensure patient
therapist. (7 and 8 ) involved in any change in their
plan of care. The form will
Findings: include patient signature of
choice to remain with agency or
.. choose to transfer to provider that
1. .Chmcal record 7, start of care 8/4/11, can provide the discharge
evidenced a plan of care for the discipline. Form will then be
certification period 8/4/11 to 10/2/11 with faxed to physician for order to
orders for Occupational Therapy services. ensure patients participation in
The clinical d evid d care. In-serviced Clinical
‘.3’ clinical record evidenced a Coordinator and all nurses on
"Dlscharge Summary/Order" dated 9/8/11 implementation and purpose of
that states, "Effective 9/8/11, discharge form.
Occupational therapy at this time due to
termination of Occupational therapy
employee. If you wish for patient to be
transferred to another agency for
Occupational therapy please fax order."
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The clinical record failed to evidence the
patient was notified or given the option of
choosing another agency.

December 8, 2011, at 11 AM,
Employee F indicated the clinical record
did not evidence the patient had been
informed they had the right to choose a
different agency in order to receive
Occupational Therapy.

2. Clinical Record # 8, start of care
8/4/11 evidenced a plan of care for the
certification period 8/4/11 through
10/2/11 included an order for
occupational therapy to evaluate and treat.
The clinical record evidenced that the
patient received occupational therapy
through 8/26/11. The clinical record
evidenced a document titled "Discharge /
Summary Order" dated 9/8/11 which
states, "D/C [discharge] OT [occupational
therapy] effective 9/8/11 due to
termination of OT. If you wish for patient
to be transferred to another agency for
OT, please fax order." The clinical
record failed to evidence the patient was
notified of the lack of occupational
therapist available within the agency and
given the option to change agencies or the
choice of another agency.

On 12/7/11 at 3:45 PM, employee F
indicated there was no documentation to
evidence the patient was given the
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opportunity to participate in the plan of
care, notified of the termination of the
only occupational therapist available with
the agency, and the opportunity to
exercise the right to transfer to another
agency that could provide OT.
NO0522 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 and policy N0522 100% of active patients charts to 01/05/2012
: : : . be audited by
review and interview, the agency failed to
. ' geney Administrator/Clinical
ensure visits and treatments were Coordinator/DON and any
provided as ordered on the plan of care professional staff of last two
and there were orders for all treatments in certification periods by
6 of 7 clinical records reviewed of 1/5/2012 with F.’Iar? of action
. . . . . . developed for findings with
patients with skilled nursing services with specific goal dates . Then
the potential to affect all the agency's Assigned audit sheets to
patients. (4,6,7,8, 9 and 10) appropriate health professionals
each quarter with 10% of
Findines: census ,( mininum 10)
ndings: active/discharged being audited
with review by DON/Alternate
1. Clinical record 4, SOC 10/27/11, DON with Plan of Action
evidenced a plan of care for the dg\éeloped ‘c’i‘”th tgoals dates to
. . . address and act upon
ce.rtlﬁcatlon perlo.d 10/27/1.1 to 12/25/11 trends. Recert audits to be
with orders for skilled nursing every other performed at end of each 60 day
week for 9 weeks and home health aide episode by Clinical Coordinator
services. The clinical record identified 3 and filed on site. Any trends shall
Killed isit durine the first K be placed on Plan of Action form
Skilled nurse visit during the Hrst wee with goal dates by DON/Alternate
(10/27/11), fourth week (11/17/11), and DON.Assignment of patients to
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seventh week (12/8/1 1) SN staff will have Plan of Care
reviewed with SN by Clinical
. . Coordinator/DON/Alternate
A. The plan of care failed to evidence DON Clinical
an order for homemaker services, but the Coordinator/DON/Alternate DON
clinical record identified the homemaker will review Plan of Care to ensure
provided services 10/27/11, 11/1/11, all d'SC'P"t“eS are,'”c'“‘?'ed’:“d
appropriate care is assigned as
11/10/11, 11/15/11, and 11/21/11. evaluating SN has deemed upon
SOC, and RECERT. Plan of
B. On December 5, 2011, at 2:15 Care will be signed by Clinical
PM, Employee F indicated the skilled Cgordlnator/ DON/ Allternate DON
. .. dered and th with copy to SN assigned to
nursing visits were not as ordered and the care.Scheduling to be monitored
homemaker services were not on the plan by Nursing Scheduler for Missed
of care. Visits, or Re-assignment of SN
for Missed Visits as
.. warranted.In-serviced nursing
2. .Chmcal record 6, SOC 10/5/11, staff on following Policies and
evidenced a plan of care for the Procedures 1. Wound
certification period 10/5/11 to 12/3/11 Care2.0Ostomy Care3.
with orders for skilled nursing, home Documentationd. Case
health aid d physical th Th Conference/Coordination of
éa. aide, an ' p y§1ca erap}f. € Care5. V/S6.Physician
clinical record identified the patient was Orders/Physician Notification7.
transferred to the hospital on 10/13/11 for Performance Improvements.
a scheduled left knee replacement. The gllnlcall Rec;)(;d Review. HHA
. upervisory/Care
patient returned home 10/19/11 on PIai/Docu%entatioMO Client
Coumadin with home health care orders Admission11. Oasis Policy12.
for "PT/INR on 10/25/11 and 10/27/11, Plan of Care13. Medical
then every Monday and Thursday until Supervison14. In-services15.
di tinued." A "Physician Verbal Pressure Ulcer Prevention16.
iscontinue - ) ysician yerba ] Pain Management17. Skilled
Order" that is unsigned by the Supervisor Nursing Services:and Braden
and the Physician and does not have a fax Scale.Braden Scale and Pain
date nor a repeat verify date and time assessment to be performed at
tates, ""Per patient and family - they stat SOC, Recert, and Resumption of
S ?S’ e. patie y - ey state Care. Also as indicated in
to discontinue PT/INR draws." The change of condition. With
clinical record does not identify the Physician notification for poor
physician was notified the family wished pain management per evaluations
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to discontinue to draw nor does it indicate and for high risk of skin
the family was educated about the breakdown for prgventgtlve
. .. measures.New orientation
consequences of discontinuing the draw. processes implemented for
The skilled nurse did not make a nursing all Professional and
visit after 10/27/11 until the resumption of non-professional staff.
care on 11/16/11. In-sgrwced Clinical (.?oordl.nator
and implemented Orientation
processes. Processes to include
3. Clinical record 7, SOC 8/4/1 1, for Therapist/NursesReview
evidenced a plan of care for the P&P: 1. Wound Care2.0Ostomy
certification period 10/3/11 to 12/1/11 Care3. Documentation4. Case
. .. Conference/Coordination of
with a physician order for every other Care5. V/S6.Physician Orders?7.
week for medication set-up by the skilled Performance Improvements.
nurse. The clinical record identified med Clinical Record Review9. HHA
set up occurred 10/18/11 and not again Supervisory/Care .
. Plan/Documentation10. Client
until 11/19/11. Admission11. Oasis Policy12.
Plan of Care13. Medical
Supervison14. In-services15.
Pressure Ulcer Prevention16.
Pain Management17. Skilled
Nursing ServicesChart Audit with
reviewSelf Skills CheckOn site
visit with Clinical Coordinator x2
within 30 days by Clinical
Coordinator/DON/Alternate
DONPsuedo patient visit with
Clinical
Coordinator/DON/Alternate
DON utilizing
OASIS/Comprehensive
Assessment Procedures to be
competency checked off for SN:
By Clinical
Coordinator/DON/Alternate
DON as procedure arises: a.
Venipunctures b.
Catheterization c. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
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4. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient was
able to get to and from the toilet, able to
dress upper body without assistance if
clothing was laid out or handed to the
patient, and able to bear weight and pivot
during the transfer process, but unable to
transfer self. An unsigned recertification
assessment dated 9/28/11 indicates the
patient was able to bear weight and pivot
during the transfer process but unable to
transfer self, unable to get to and from the
toilet but is able to use a bedside
commode, and requires a 2 handed device
(walker or crutches) to walk alone or
requires human assistance.

A. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment."

B. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit

specific)All SN providing care are
to recieve copy of Plan of Care
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note failed to evidence the patient was
assessed for pain.

C. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

D. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... Instructed of ice / heat
therapy for left foot." The clinical record
failed to evidence an order for ice or
heat."

F. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
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Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

G. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician. The orders may be initiated via
telephone or in writing and must be
countersigned by a physician in a a timely
manner."

5. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing 1 time a
day, 7 days a week for 9 weeks for
glucometer checks and insulin injection
using a sliding scale. Blood sugar results
between 141-180 were to receive 1 unit of
insulin. The clinical record evidenced, on
10/21/11, a blood sugar of 145 with 0
insulin given, 10/25/11 a blood sugar of
151 with 0 insulin given, 11/1/11 a blood
sugar of 155 with 0 insulin given, and on
11/4/11 a blood sugar of 161 with 0
insulin given. The clinical record failed
to evidence a visit for 11/8/11.
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N0527

6. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing 1 time a
day, 7 day a week, for 9 weeks for
glucometer checks and insulin
administration. The clinical record failed
to evidence the skilled nurse made a visit
10/26/11.

7. On December 8, 2011, at 10:30 AM,
Employee F indicated the findings in the
clinical record were correct.

8. A policy dated 1/28/22 titled "Skilled
Nursing Services", C-200, states "Skilled
nursing services will be provided by a
Registered nurse or a Licensed Practical /
Vocational Nurse under the supervision of
a Registered Nurse and in accordance
with a medically approved Plan of Care
(physician's orders)."

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.
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N0527 To ensure compliance Skilleq 12/28/2011
Based on clinical record and policy Nurses in-serviced on following
. . . h 1 policies and procedures:1.
review and interview, the agency failed to Wound Care2.Ostomy Care3.
ensure the physician was notified of Documentation4. Case
changes in the patient's condition or Conference/Coordination of
changes that could affect the patient's Care5. V/ SG.IP.hyS|C|a.n' .
L. £ clinical 4 Orders/Physician Notification7.
condition in 2 of 2 clinical records Performance Improvements.
reviewed of patients whose care resulted Clinical Record Review9. HHA
in patient harm with the potential to affect Supervisory/Care
all the agency's patients. (#6 and &) Plan( Dgcumentatlgn10. -Cllent
Admission11. Oasis Policy12.
o Plan of Care13. Medical
Findings: Supervison14. In-services15.
Pressure Ulcer Prevention16.
1. Clinical record 6, SOC 10/5/11, Ea'” ,Magage,me“;:j- ,'S'f'"es o
. ursing ServicesPhysician Verba
ev1denced.a pl@ of care 'for 10/5/11 to Order form changed to include
12/3/11 with skilled nursing, home health VO date and time on
aide, and physical therapy. The clinical 12/9/2011Clinical
record identified the patient was ggo,\;;i':;atqr/. DtOl;l/ Altternatg i
. ministrator to co-sign a
transferred to the hospital on 10/13/11 for Physician Orders and
a scheduled left knee replacement and Notifications and coordinate care
returned home 10/19/11 on Coumadin with weekly case conferences..
with home health care orders that state, gc;hcy rewsnclmt Zf Ifl’_hysu:lans
" rders completed. To ensure
PT/INR on 10/25/11 and 10/27/.11, then compliance SN staff in-serviced
every Monday and Thursday until on following policies:In-serviced
discontinued." A "Physician Verbal nursing staff on Braden
Order" that is unsigned by the Supervisor Scale.Braden Scale and Pain
d the Phvsici dd th £ assessment to be performed at
an ¢ rhysician an. 0ces no a.V€ afax SOC, Recert, and Resumption of
date nor a repeat verify date and time Care. Also as indicated in
states, "Per patient and family - they state change of condition. With
to discontinue PT/INR draws." The Physician notification for poor
clinical record failed to evidence the pain man.ager_nent per evaluations
o . . i and for high risk of skin
physician was notified the family wished breakdown for preventative
to discontinue the draw to coordinate the measures.In-serviced Home
patient's care nor does it indicate the Health Aides on Scope of
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family was educated about the Practice and When to notify
consequences of discontinuing the draw. supervisor Al SN providing care
. . . are to recieve copy of Plan of
The skilled nurse did not make a nursing CarePhysicians orders will have
visit after 10/27/11 until the resumption of attached confirmation fax sheet.
careon 11/16/11. A log book is in place and all
orders not returned within 7 days
A. "Centricity Clinical Information" :]VSLE fart?;ixc"afdr:g?rgzdf:i phone
dated 11/12/2011 indicates the patient Clinical
was airlifted from St. John's hospital in Coordinator/DON/Alternate DON
Anderson to Indiana Heart Hospital in to review log ?OOK weekly to
. . . ensure compliance.
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite [V
fluids and was tachycardia."
B. On December §, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.
C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
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physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

2. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient
with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
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was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
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bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
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foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
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the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 227 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.
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H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."
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L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same.
minimum amount of small amount green
brown drainage noted to old dressing."
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P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."
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N0532

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

Rule 13 Sec. 1(d) Home health agency
personnel shall promptly notify a patient's
physician or other appropriate licensed
professional staff and legal representative, if
any, of any significant physical or mental
changes observed or reported by the patient.
In the case of a medical emergency, the
home health agency must know in advance
which emergency system to contact.

Based on clinical record and policy
review and interview, the agency failed to
ensure the physician was notified of
changes in the patient's condition or
changes that could affect the patient's
condition in 2 of 2 clinical records

reviewed of patients whose care resulted

N0532

To ensure compliance Skilled
Nurses in-serviced on following
policies and procedures:1.
Wound Care2.0stomy Care3.
Documentation4. Case
Conference/Coordination of
Careb. V/S6.Physician
Orders/Physician Notification7.
Performance Improvement8.

12/22/2011
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in patient harm with the potential to affect Clinical Record Review9. HHA
: Supervisory/Care
all the agency's patients. (#6 and 8
gencysp ( ) Plan/Documentation10. Client
o Admission11. Oasis Policy12.
Findings: Plan of Care13. Medical
Supervison14. In-services15.
1. Clinical record 6, SOC 10/5/11, Pressure Ulcer Prevention16.
. 1 ¢ P Pain Management17. Skilled
evidenced a plan of care for 10/5/11 to Nursing ServicesPhysician Verbal
12/3/11 with skilled nursing, home health Order form changed to include
aide, and physical therapy. The clinical VO date and time on
record identified the patient was 2:2/ 9 501 ICI/IBIS?\;/AH ‘
. oordinator, ernate
transferred to the hospital on 10/13/11 for DON/Administrator to co-sign all
a scheduled left knee replacement and Physician Orders and
returned home 10/19/11 on Coumadin Notifications and coordinate care
with home health care orders that state, v;gtr:lweekI.y case ?;r;fergpces..
" olicy revision of Physicians
PT/INR on 10/25/11 and 10/27/.1 1, then Orders completed.
every Monday and Thursday until
discontinued." A "Physician Verbal
Order" that is unsigned by the Supervisor
and the Physician and does not have a fax
date nor a repeat verify date and time
states, "Per patient and family - they state
to discontinue PT/INR draws." The
clinical record failed to evidence the
physician was notified the family wished
to discontinue the draw to coordinate the
patient's care nor does it indicate the
family was educated about the
consequences of discontinuing the draw.
The skilled nurse did not make a nursing
visit after 10/27/11 until the resumption of
care on 11/16/11.
A. "Centricity Clinical Information"
dated 11/12/2011 indicates the patient
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was airlifted from St. John's hospital in
Anderson to Indiana Heart Hospital in
Indianapolis. "Blood pressure on arrival
was 77/51 mmHg with a pulse of 125
beats per minute that was irregular. The
patient was given fluid bolus. The patient
had some mild epigastric discomfort and
some problems with nausea and vomiting
over the last day or two. The prompted a
CAT scan ... witch showed a large
pericardial effusion. The patient is on
Coumadin anticoagulation therapy. A stat
INR came back elevated at 5.4. The
patient remained hypotensive despite IV
fluids and was tachycardia."

B. On December 8, 2011, at 11:20
AM, Employee F indicated there was no
indication the physician had been notified
of the family wanting to change the
PT/INR draw.

C. A policy titled "Physician Orders",
dated 1/28/11, C-635 states, "The orders
may be initiated via telephone or in
writing and must be countersigned by the
physician in a timely manner. ... Verbal
orders may be taken by licensed personnel
designated by the agency in accordance
with applicable le State and federal law
and organization policy. All verbal orders
must be "read back" to the physician to
verify the accuracy of the orders and to
decrease errors to inaccurate
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documentation of verbal orders. ... 4.
When agency staff obtain
verbal/telephone orders from the
physician, they must inform the
supervising nurse/therapist of the change.
The registered nurse or therapist
responsible for furnishing or supervising
the ordered service will co-sign the
telephone order form before it is sent tot
he physician. Orders can be initiated once
the supervising nurse/therapist has been
notified. ... 8. The nurse or therapist shall
document implementation of order
changes and instructions given to clients."

2. Clinical Record # 8, start of care
8/4/11, evidenced an unsigned assessment
dated 8/4/11 that indicated the patient
with diagnosis of Multiple Sclerosis,
chronic obstructive pulmonary disease,
seizures, chronic pain, had a suprapubic
catheter, a Braden score of 18, and was
determined to be at risk of developing
pressure ulcers. The patient was 6 feet
tall, weighed 328 pounds, had 1 - 3
episodes of bowel incontinence weekly,
was able to get to and from the toilet, able
to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
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assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
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nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
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lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
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ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
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pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.
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J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
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failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same.
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same.

Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
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employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
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health and personal care services."
T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."
NO0534 Rule 13 Sec. 3(b) The personal services
agency's manager or the manager's designee
shall prepare a service plan for a client before
providing personal services for the client. A
permanent change to the service plan
requires a written change to the service plan.
The service plan must:
(1) be in writing, dated, and signed by the
individual who prepared it;
(2) list the types and schedule of services to
be provided; and
(3) state that the services to be provided to
the client are subject to the client's right to:
(A) temporarily suspend;
(B) permanently terminate;
(C) temporarily add; or
(D) permanently add;
the provision of any service.
Based on clinical record review and NO0534 Assignment of patients to SN 12/28/2011
interview, the agency failed to ensure a Staff will haye Plan of C.are
. reviewed with SN by Clinical
service plan had been prepared for 5 of 7 Coordinator/DON/Alternate
records reviewed of patients needing DON.Clinical
personal services. (1’ 2,5,7,and 10) Coordinator/DON/Alternate DON
will review Plan of Care to ensure
.. all disciplines are included, and
Findings: appropriate care/service is
assigned as evaluating SN has
1. Clinical record 1, start of care (SOC) deemed upon SOC, Resumption,
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8/22/11, evidence a plan of care for the
certification period 10/21/11 to 12/19/11
with orders for homemaker services. The
"Homemaker Care Plan" dated 8/19/11
failed to evidence Frequency and
Comments for assigned duties and facility
signatures with Review Dates. The
clinical record evidenced homemaker
services were provided 10/21/11,
10/24/11-10/28/11, 10/31/11-11/4/11,
11/7/11-11/11/11, and 11/14/11-11/18/11.

2. Clinical record 2, SOC 6/2/11,
evidence a plan of care for the
certification period 9/30/11 to 11/28/11
with orders for homemaker services. The
"Homemaker Care Plan" dated 6/2/11
failed to evidence frequency and
Comments for assigned duties and dates
of review. The clinical record evidenced
homemaker services were provided
10/3/11, 10/10/11, 10/17/11, 10/25/11,
10/31/11, 11/7/11, 11/15/11 and 11/21/11.

3. Clinical record 5, SOC 2/5/09,
evidence a plan of care for the
certification period 9/23/11 to 11/21/11
with orders for attendant and homemaker
services. The clinical record failed to
evidence a "Homemaker Care Plan."

4. Clinical record 7, SOC 8/4/11,
evidence a plan of care for the
certification period 10/3/11 to 12/1/11

Recert and SCIC. Plan of Care
will be signed by Clinical
Coordinator/DON/Alternate DON
with copy to SN assigned to care
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NO0537

with orders for homemaker services. The
"Homemaker Care Plan" dated 11/4/11
failed to evidence a Review Date and
Signature of agency staff. The clinical
record evidenced the homemaker
provided services twenty-one times
throughout the certification period.

5. Clinical record 10, SOC 4/25/10,
evidence a plan of care for the
certification period 10/17/11 to 2/15/11
with a "HHA/Homemaker Careplan"
dated 10/13/11. The homemaker services
and home health aide services were
combined on the same care plan without
differentiating who was responsible for
what activities. Nutrition services were
not ordered. The clinical record
evidenced the attendant provided
nutritional services on 11/17/11 and
11/20/11.

5. December 8, 2011, at 11 AM,
Employee F indicated the Careplans were
not correct.

Rule 1 Sec. 1(a) The home health agency
shall provide nursing services by a registered
nurse or a licensed practical nurse in
accordance with the medical plan of care as
follows:

Based on clinical record and policy
review and interview, the agency failed to
ensure the skilled nurse provided visits
and treatments as ordered on the plan of

N0537 To ensure compliance Skilled
Nurses in-serviced on following
policies and procedures:1.
Wound Care2.0stomy Care3.

12/28/2011
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care and there were orders for all Documentation4. Case
treatments in 6 of 7 clinical records Conference/ Coorqlqatlon of
. . th skill . Care5. V/S6.Physician
reviewed of patients with skilled nursing Orders/Physician Notification7.
services with the potential to affect all the Performance Improvement8.
agency's patients. (4,6,7,8, 9 and 10) Clinical Record Review9. HHA
Supervisory/Care
e Plan/Documentation10. Client
Findings: Admission11. Oasis Policy12.
Plan of Care13. Medical
1. Clinical record 4, SOC 10/27/11, Supervison14. In-services15.
evidenced a plan of care for the ErgssMure Ulcer Prﬁ\;enst'srg'
. . . ain Management17. Skille
certification period 10/27/11 to 12/25/11 Nursing ServicesPhysician Verbal
with orders for skilled nursing every other Order form changed to include
week for 9 weeks and home health aide VO date and time on
services. The clinical record identified 3 12/9/2011Clinical
Killed isit durine the fi K Coordinator/DON/Alternate
skilled nurse visit during the first wee DON/Administrator to co-sign alll
(10/27/1 1), fourth week (1 1/17/1 1), and Physician Orders and
seventh week (12/8/11). Notifications and coordinate care
with weekly case conferences..
) Policy revision of Physicians
On Deceglbér 5,2011, at.2.15 Orders completed. In-serviced
PM, Employee F indicated the skilled SN of f0||owing po"cies and
nursing visits were not as ordered on the procedures:1. Wound
plan of care. Care2.0stomy Care3.
Documentation4. Case
o Conference/Coordination of
2. Clinical record 6, SOC 10/5/11, Care5. V/S6.Physician
evidenced a plan of care for the Orders/Physician Notification7.
certification period 10/5/11 to 12/3/11 Performance Improvements.
. . . Clinical Record Review9. HHA
with orders for skilled nursing, home .
] j Supervisory/Care
health aide, and physical therapy. The Plan/Documentation10. Client
clinical record identified the patient was Admission11. Oasis Policy12.
transferred to the hospital on 10/13/11 for :Ian of.Car?JSi Medical .5
a scheduled left knee replacement. The upervison 14, In-SeVices 1v.
] Pressure Ulcer Prevention16.
patient returned home 10/19/11 on Pain Management17. Skilled
Coumadin with home health care orders Nursing ServicesPhysician Verbal
for "PT/INR on 10/25/11 and 10/27/11, Order form changed to include
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then every Monday and Thursday until VO date and time on
discontinued." A "Physician Verbal 12/91 2011 Clinical
" that i . h . Coordinator/DON/Alternate
Order" that is unsigned by the Supervisor DON/Administrator to co-sign all
and the Physician and does not have a fax Physician Orders and
date nor a repeat verify date and time Nptifications and coordinate care
states, "Per patient and family - they state with weekly case -
di . / d " Th conferences. Policy revision of
to discontinue PT/INR draws.” The Physicians Orders completed. All
clinical record does not identify the SN providing care are to recieve
physician was notified the family wished copy of Plan of CarePhysicians
to discontinue to draw nor does it indicate orders will have attached
he famil d dab h confirmation fax sheet. A log
the family was educated about the book is in place and all orders not
consequences of discontinuing the draw. returned within 7 days will be
The skilled nurse did not make a nursing refaxed followed by phone
visit after 10/27/11 until the resumption of notification of returned fax.
11/16/11 Clinical
care on : Coordinator/DON/Alternate DON
to review log book weekly to
3. Clinical record 7, SOC 8/4/11, ensure compliance.Assignment of
evidenced a plan of care for the patients to SN staff will have Plan
. . . of Care reviewed with SN by
certification period 10/3/11 to 12/1/11 Clinical
with a physician order for every other Coordinator/DON/Alternate
week for medication set-up by the skilled DON.Clinical
nurse. The clinical record identified med Coordinator/DON/Alternate DON
¢ 4 10/18/11 and not . will review Plan of Care to ensure
s¢ .up occurre and not again all disciplines are included, and
until 11/19/11. appropriate care/service is
assigned as evaluating SN has
4. Clinical Record # 8, start of care deemed upon SOC, Resumption,
8/4/11, evidenced an unsigned assessment Rﬁlcsrt and Scht:Cb IP'?” IOf Care
. . will be signed by Clinica
dated 8/4/11 that indicated th.e patient was Coordinator/DON/Alternate DON
able to get to and from the toilet, able to with copy to SN assigned to
dress upper body without assistance if care.Scheduling to be monitored
clothing was laid out or handed to the by Nursing Scheduler for Missed
tient. and able to b ioht and pivot Visits, or Re-assignment of SN
pa 1.en , and able to bear weight and pivo for Missed Visits as
during the transfer process, but unable to warranted.In-serviced nursing
transfer self. An unsigned recertification staff on Pain Management,
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assessment dated 9/28/11 indicates the and Braden Scale.Braden Scale
atient was able to bear weight and pivot and Pain assessment to be
P . g P performed at SOC, Recert, and
during the transfer process but unable to Resumption of Care. Also as
transfer self, unable to get to and from the indicated in change of condition.
toilet but is able to use a bedside With Physician notification for
commode, and requires a 2 handed device poor pain managemgnt per
Ik h Ik al evaluations and for high risk of
(walker or crutches) to walk alone or skin breakdown for preventative
requires human assistance. measures.In-service staff
on: Skilled Nursing
A. The plan of care for the gecr'wce/;ihy.sguan
. . . rders/Physician
certlﬁcaflon perlod 10/ 3/_ 11 through Notification:Compliance manual
12/1/11 identified the skilled nurse (SN) implemented to match visit
was to visit once a day, seven days a week frequency against orders to
for 9 weeks. The plan of care states, "SN ensure visits made as per Plan of
1 1 fpai d Care by Clinical
to evaluate all aspects of pain an Coordinator/Nursing SchedulerAll
treatment." original assessments will be
turned into Clinical
B. The clinical record evidenced a Coordinator/DON/Alternate DON
d t titled "Nursine Visit Note" to be reviewed and Data entered.
ocument title ursing Visit Note After data entry and locking
dated 11/16/11 at 1130 that states, Original assessments will be filed
"Reason for visit ... Wound dressing in patients chart by data entry
change ... soiled wound dressing removed employee.Physwuar)s orgers will
d d f 4" The visit have attached confirmation fax
an wqun care Per ormed. ] e vist sheet. Alog book is in place and
note failed to evidence the patient was all orders not returned within 7
assessed for pain. days will be refaxed followed by
phone notification of returned fax.
C. The clinical d evid d Clinical
) e' chinica refzor ?V.l eheeda Coordinator/Administrator/DON/AI
document titled "Nursing Visit Note" ternate DON to review log book
dated 11/17/11 at 1100 that states, weekly to ensure
"Reason for visit ... Wound dressing compliance.Assignment of
" .. patients to SN staff will have Plan
change ... wound cleaned." The visit note . .
] i ; of Care reviewed with SN by
failed to evidence the patient was assessed Clinical
for pain. Coordinator/DON/Alternate
DON.Clinical
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D. The clinical record evidenced a Coordinator/DON/Alternate DON
document titled "Nursing Visit Note" will review Plan of Care to ensure
dated 11/18/11 th " P all disciplines are included, and
?t.e 8/11 that states, Rea§0n or appropriate care is assigned as
visit ... Wd [wound] care ... pain - worse evaluating SN has deemed upon
origin It [left] foot location - left foot. ... SOC, Resumption, Recert and
old dressing removed ... small amount E’Cg _PITn of Care will be signed
. . y Clinica
green brown drainage ... Instructed of ice Coordinator/DON/Alternate DON
/ heat therapy for left foot." The clinical with copy to SN assigned to
record failed to evidence the physician care.Scheduling to be monitored
was contacted regarding the increased bY Nur3|ng ScheFiuIer for Missed
. d failed t d der f Visits, or Re-assignment of SN
Pam and failed to evidence an order for for Missed Visits as
ice or heat." warranted.In-serviced nursing
staff on Pain Management,
E. The clinical record evidenced a and Brgden Scale.Braden Scale
d ¢ titled "Nursine Visit Note" and Pain assessment to be
ocument title ursing Visit Note performed at SOC, Recert, and
dated 11/19/11 that states, "Reason for Resumption of Care. Also as
visit ... Wd care ... Instructed of ice / heat indicated in change of condition.
therapy for left foot." The clinical record With Physician notlflca?on for
. . . poor pain management per
failed to evidence an order for ice or evaluations and for high risk of
heat." skin breakdown for preventative
measures.:Compliance manual
F. Agency policy #C-580, not dated, ;’mplemented to n:atc; ws}:t
. N " " requency against orders to
titled "Plan of Qare states, .POLICY ensure visits made as per Plan of
Home care services are furnished under Care by Clinical
the supervision and direction of the Coordinator/Nursing Scheduler
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."
G. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
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provided to clients must be ordered by a
physician. The orders may be initiated via
telephone or in writing and must be
countersigned by a physician in a a timely
manner."

5. Clinical record 9, SOC 3/17/11,
evidenced a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing 1 time a
day, 7 days a week for 9 weeks for
glucometer checks and insulin injection
using a sliding scale. Blood sugar results
between 141-180 were to receive 1 unit of
insulin. The clinical record evidenced, on
10/21/11, a blood sugar of 145 with 0
insulin given, 10/25/11 a blood sugar of
151 with 0 insulin given, 11/1/11 a blood
sugar of 155 with 0 insulin given, and on
11/4/11 a blood sugar of 161 with 0
insulin given. The clinical record failed
to evidence a visit for 11/8/11.

6. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing 1 time a
day, 7 day a week, for 9 weeks for
glucometer checks and insulin
administration. The clinical record failed

to evidence the skilled nurse made a visit
10/26/11.
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7. On December 8, 2011, at 10:30 AM,
Employee F indicated the findings in the
clinical record were correct.
8. A policy dated 1/28/22 titled "Skilled
Nursing Services", C-200, states "Skilled
nursing services will be provided by a
Registered nurse or a Licensed Practical /
Vocational Nurse under the supervision of
a Registered Nurse and in accordance
with a medically approved Plan of Care
(physician's orders)."
N0540 Rule 14 Sec. 1(a) (1)(A) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(A) Make the initial evaluation visit.
Based on clinical record review and NO0540 To ensure compliance Skilled 12/28/2011
interview, the agency failed to ensure the Nurs.es in-serviced on following
. . o . policies and procedures:1.
registered nurse did the initial evaluation Wound Care2.Ostomy Care3.
in 3 of 3 clinical records reviewed of Documentation4. Case
patients with skilled services since the Conference/Coordination of
recertification survey 7/11 with the Care5. V/ 86..P.hyS|C|a.n. )
. . Orders/Physician Notification7.
potential to affect all new patients of the Performance Improvements
agency. (4, 6,and 7) Clinical Record Review9. HHA
Supervisory/Care
Findings: PIan(chumentatigMO. .Client
Admission11. Oasis Policy12.
o Plan of Care13. Medical
1. Clinical record 4, start of care (SOC) Supervison14. In-services15.
10/27/11, evidenced a plan of care for the Pressure Ulcer Prevention16.
Pain Management17. Skilled
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certification period 10/27/11 to 12/25/11 Nursing ServicesPhysician Verbal
with orders for skilled nursing and home nggzr;gfggidnto include
health aide services. The clinical record 12/9/2011Clinical
failed to evidence an initial assessment by Coordinator/DON/Alternate
the registered nurse. DON/Administrator to co-sign all
Physician Orders and
Notifications and coordinate
care. with weekly case
2. Clinical record 6, SOC 10/5/1 1, conference. Policy revision of
evidenced a plan of care for the Physicians Orders completed. All
certification period 10/5/11-12/3/11 with original assessments will be
. . turned into Clinical
orders for skilled nursing, home health Coordinator/DON/Alternate DON
aide, and physical therapy services. The to be reviewed and Data entered.
clinical record failed to evidence an initial Original assessments will be filed
assessment by the registered nurse. in patients chart.Physicians
orders will have attached
confirmation fax sheet. A log
3. Clinical record 7, SOC 8/4/11, book is in place and all orders not
evidenced a plan of care for the returned within 7 days will be
certification period 8/4/11 to 10/2/11 with refaxed followed by phone
. . notification of returned fax.
orders for skilled nursing, home health Clinical
aide, occupational therapy, physical Coordinator/Administrator/DON/AI
therapy, attendant care and homemaker ternate DON to review log book
services. The clinical record failed to weekly to ensure
. ... compliance.Assignment of
evidence a initial assessment by the patients to SN staff will have Plan
registered nurse. of Care reviewed with SN by
Clinical
4. December 5, 2011, at 12 PM, the Coordinator/DON/Alternate
.. . DON.Clinical
Clinical Coordinator Employee E Coordinator/DON/Alternate DON
indicated all assessment forms had been will review Plan of Care to ensure
shredded and the only forms available all disciplines are included, and
were computer generated Oasis forms. appropriate care is assigned as
evaluating SN has deemed upon
SOC, Resumption, Recert and
SCIC. Plan of Care will be signed
by Clinical
Coordinator/DON/Alternate DON
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with copy to SN assigned to
care.Scheduling to be monitored
by Nursing Scheduler for Missed
Visits, or Re-assignment of SN
for Missed Visits as
warranted.In-serviced nursing
staff on Pain Management,
and Braden Scale.Braden Scale
and Pain assessment to be
performed at SOC, Recert, and
Resumption of Care. Also as
indicated in change of condition.
With Physician notification for
poor pain management per
evaluations and for high risk of
skin breakdown for preventative
measures.:Compliance manual
implemented to match visit
frequency against orders to
ensure visits made as per Plan of
Care by Clinical
Coordinator/Nursing Scheduler
NO0541 Rule 14 Sec. 1(a) (1)(B) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(B) Regularly reevaluate the patient's nursing
needs.
Based on clinical record and policy NO0541 To ensure compliance Skilled 12/28/2011
review and interview, the agency failed to Nurs.es in-serviced on following
. policies and procedures:1.
ensure the registered nurse reevaluated the Wound Care2.Ostomy Care3.
patient's needs after a significant change Documentation4. Case
condition in 1 of 1 record reviewed of Conference/Coordination of
patients with a significant change in Care5. V/ S6..P.hyS|C|a.n. )
.. Orders/Physician Notification7.
condition (#8) and completed a Performance Improvements.
recertification comprehensive assessment Clinical Record Review9. HHA
in 5 of 5 clinical records reviewed of Supervisory/Care
patients receiving services over 60 days Plan( Dgcumentatlgn10. 'Cl|ent
Admission11. Oasis Policy12.
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with the potential to affect all the agency's Plan of Care13. Medical
patients who receive services longer than Supervison14. In-services15.
Pressure Ulcer Prevention16.
60 days. (#6,7, 8,9 and 10) Pain Management17. Skilled
Nursing ServicesPhysician Verbal
Findings: Order form changed to include
VO date and time on
.. 12/9/2011Clinical
1. Clinical Record # 8, start of care Coordinator/DON/Alternate
8/4/11, evidenced a plan of care for the DON/Administrator to co-sign all
certification period 10/3/11 through Physician Orders and
12/1/11 with orders for the skilled nurse NOt'f'Ca,t'Ons and coordinate
SN .. d d care. with weekly case
(SN) was to visit once a ?y’. seven days a conference. Policy revision of
week for 9 weeks. The clinical record Physicians Orders completed. Al
evidenced a skilled nurse visit note dated original assessments will be
10/31/11 at 4 PM, written by employee I, turned into Clinical
that states. "Client seized for about 5 Coordinator/DON/Alternate DON
at states, “LAient seized for abou to be reviewed and Data entered.
minutes, ... medics alerted, ... transferred Original assessments will be filed
per ambulance to hospital." The clinical in patients chart.Physicians
record failed to evidence a visit note or a ord?.rs W't!l hafve a:ac?ei |
. .. . . confirmation fax sheet. A log
m}s§ed visit notlﬁcatlon for 1?/1/1 1. The book is in place and all orders not
clinical record evidenced a skilled nurse returned within 7 days will be
visit note dated 11/2/11 written by refaxed followed by phone
employee I which indicates the patient g(l).tlfllcaltlon of returned fax.
.. inica
was home on 11/2/11. The clinical record Coordinator/Administrator/DON/AI
failed to evidence an other follow up ternate DON to review log book
assessment was completed when the weekly to ensure
patient returned home from the seizure compliance.Assignment of
isod patients to SN staff will have Plan
episode. of Care reviewed with SN by
Clinical
On December 7, 2011, at 4:05 PM, Coordinator/DON/Alternate
employee F indicated there was not a DON.Clinical
. Coordinator/DON/Alternate DON
reassessment of the patient upon return . )
) ) will review Plan of Care to ensure
from the seizure episode nor was there all disciplines are included, and
sufficient documentation in the clinical appropriate care is assigned as
record to know when the patient returned evaluating SN has deemed upon
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home from the hospital, the condition of SOC, Resumption, Recert and
the patient upon return, or what treatment ;?g’i'nigjn of Care will be signed
the patient received. Coordinator/DON/Alternate DON
with copy to SN assigned to
2. Clinical record 6, SOC 10/5/11, care.Scheduling to be monitored
evidenced a plan of care for the bY !\lursing ScheQuIer for I\;Ii;sed
certification period 12/4/11 to 2/2/12 with el Of R assignment of SN
orders for skilled nursing, home health warranted.In-serviced nursing
aide, and physical therapy. The clinical staff on Pain Management,
record failed to evidence the registered and Brgden Scale.Braden Scale
. . and Pain assessment to be
nurse had completed a recertification performed at SOC, Recert, and
comprehensive assessment. Resumption of Care. Also as
indicated in change of condition.
3. Clinical record 7, SOC 8/4/11, With Physician notification for
. poor pain management per
evidenced 2 plan of care for the evaluations and for high risk of
certification period 10/3/11 to 12/1/11 skin breakdown for preventative
with orders for skilled nursing, home measures.:Compliance manual
health aide, physical therapy, attendant implemented to match visit
.. frequency against orders to
care, and homemaker. The clinical record ensure visits made as per Plan of
failed to evidence the registered nurse had Care by Clinical
completed a recertification comprehensive Coordinator/Nursing
assessment. SchedulerAssignment of patients
to SN staff will have Plan of Care
reviewed with SN by Clinical
4. Clinical Record # 8§, start of care Coordinator/DON/Alternate
8/4/11, evidenced an unsigned start of DON.Clinical
care assessment dated 8/4/11. The Coordinator/DON/Alternate DON
recertification assessment dated 9/28/11 will review Plan Of. Care to ensure
) all disciplines are included, and
was also unsigned. appropriate care is assigned as
evaluating SN has deemed upon
5. Clinical record 9, SOC 3/17/11, SOC, and RECERT. Plan of
. Care will be signed by Clinical
evidenced a plan of care for the Coordinator/DON/Alternate DON
certification periods 7/15/11 to 9/12/11, with copy to SN assigned to
9/13/11to 11/11/11, and 11/12/11 to care.Scheduling to be monitored
1/10/12. The clinical record failed to by Nursing Scheduler for Missed
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evidence the registered nurse had Visits, or Re-assignment of SN
completed a recertification comprehensive for Missed Visits as ,
. . . warranted.In-serviced nursing
?sses§ment for the certification periods staff on following Policies and
identified. Procedures Braden Scale and
Pain assessment to be performed
6. Clinical record 10, SOC 4/25/10, a; gOC, F;«Tcert, a!ng'Rets:mpnon
) of Care. Also as indicated in
evidenced a plan of care for the change of condition. With
certification periods 8/18/11 to 10/16/11 Physician notification for poor
and 10/17/11 to 12/15/11. The clinical pain management per evaluations
record failed to evidence the registered znd fkodr h'ghfr'Sk of Sk'tn ’
. . reakdown for preventative
nurse had co-mpleted a recertification measures.New orientation
comprehensive assessment for the processes implemented for
certification periods identified. all Professional and
non-professional staff.
In-serviced Clinical Coordinator
7. .D'ecember 5_’ 2011, at 12 PM, the and implemented Orientation
Clinical Coordinator, Employee E, processes. Processes to include
indicated all assessment forms had been for Therapist/NursesReview
shredded and the only forms available E&P:; .DWound (Zta:gZ.fs,ct;omy
. are3. Documentation4. Case
were computer generated Oasis forms. Conference/Coordination of
Careb. V/S6.Physician Orders7.
8. A policy approved 1/28/11 "Client Performance Improvements.
Reassessment/Update of Comprehensive gllnlcall Rec;)(;d Review. HHA
upervisory/Care
Assessment"_C—lSS states, "Th-e PIai/Docurr};entatiomo. Client
Comprehensive Assessment will be Admission11. Oasis Policy12.
updated and revised as often as the client's Plan of Care13. Medical
condition warrants due to major decline or Supervison14. In-services15.
improvement in health status Pressure Ulcer Prevention16.
T Pain Management17. Skilled
Reassessments must be done at least: 1. Nursing ServicesChart Audit with
Every second calendar month beginning reviewSelf Skills CheckOn site
with start of care (within last 5 days of the V'i'rtfw';%g“”'ci' C&?"f"”lato" X2
. . . oo within ays by Clinica
episode, including day 60), 2. .Wlthln 48 Coordinator/DON/Alternate
hours of (or knowledge of) client return DONPsuedo patient visit with
home from hospital admission of more Clinical
than 24 hours for any reason other than Coordinator/DON/Alternate
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diagnostic testing or other changes DON utilizing
representing a SCIC (Significant Change OASIS/Comprehensive
. .- thin 48 h £ Assessment Procedures to be
in Condition ). 3. Within 48 hours of (or competency checked off for SN:
knowledge of ) discharge or transfer." By Clinical
Coordinator/DON/Alternate
DON as procedure arises: a.
Venipunctures b.
Catheterization c. Wound Care
d. Ostomy Care e. Other
procedures as they arise (patient
specific)All SN providing care are
to recieve copy of Plan of Care
NO0542 Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(C) Initiate the plan of care and necessary
revisions.
Based on clinical record and policy N0542 To ensure compliance SN staff 12/28/2011
review, observation, and interview, the |n-s-,e.rV|ced on followmg i
K . policies:In-serviced nursing staff
agency failed to ensure the registered on Braden Scale.Braden Scale
nurse initiated revisions in to the plan of and Pain assessment to be
care in 1 of 2 records reviewed of patients performed at SOC, Recert, and
who experienced harm with the potential Re;umptpn of Care. Also as
f 1 th , . 2 indicated in change of condition.
to affect all the agency's patients. (#8) With Physician notification for
poor pain management per
Findings: evaluations and for high risk of
skin breakdown for preventative
.. measures.Skilled Nursing
1. 2. Clinical Record # 8, start of care in-serviced on following Policies
8/4/11, evidenced an unsigned assessment and Procedures:1. Wound
dated 8/4/11 that indicated the patient Care2.0Ostomy Care3.
with diagnosis of Multiple Sclerosis, Documentationd. Case
Conference/Coordination of
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chronic obstructive pulmonary disease, Care5. V/S6.Physician
seizures, chronic pain, had a suprapubic Orders/Physician Nofification?.
Performance Improvement8.
catheter, a Braden score of 18, and was Clinical Record Review9. HHA
determined to be at risk of developing Supervisory/Care
pressure ulcers. The patient was 6 feet Plan/Documentation10. Client
tall, weighed 328 pounds, had 1 - 3 Admission11. Oasis Eollcy12.
sodes of b li . Kl Plan of Care13. Medical
episodes of bowel incontinence weekly, Supervison14. In-services15.
was able to get to and from the toilet, able Pressure Ulcer Prevention16.
to dress upper body without assistance if Pain Management17. Skilled
clothing is laid out or handed to the Nursing ServicesPhysician Verbal
. d bl b oht and Order form changed to include
pgtlent, ap was able to bear weight an VO date and time on
pivot during the transfer process but 12/9/2011Clinical
unable to transfer self. Coordinator/DON/Alternate
DON/Administrator to co-sign all
. . . Physician Orders and
A. Anunsigned recerftlﬁ(.:anon Notifications and coordinate
assessment dated 9/28/11 indicates the carewith weekly case
patient experienced pain all the time with conferences. Policy revision of
movement and ambulation, a "popped Physicians Orders
blist ink bed" on buttocks with completed. Assignment of
1ster - pl.n © 9n UHOCKS Wi patients to SN staff will have Plan
serosanguinous drainage, was able to bear of Care reviewed with SN by
weight and pivot during the transfer Clinical
process but unable to transfer self, unable Coordinator/DON/Alternate
to get to and from the toilet but is able t DON.Clinical
0 get to and trom the foriet but 1s able to Coordinator/DON/Alternate DON
use a bedside commode, requires a 2 will review Plan of Care to ensure
handed device (walker or crutches) to all disciplines are included, and
walk alone or requires human assistance. appropriate care/service is
assigned as evaluating SN has
deemed upon SOC, Resumption,
B. The plan of care for the Recert and SCIC. Plan of Care
certification period 10/3/11 through will be signed by Clinical
12/1/11 identified the skilled nurse (SN) Coordinator/DON/Alternate DON
.. with copy to SN assigned to
was to visit once a day, seven days a week . )
care.Scheduling to be monitored
for 9 weeks. The plan of care states, "SN by Nursing Scheduler for Missed
to evaluate all aspects of pain and Visits, or Re-assignment of SN
treatment. ... Physical therapy 1 - 3 times for Missed Visits as
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a week for 9 weeks for gait training, warranted.In-serviced nursing
therapeutic exercises, neuromuscular :f:g;g;nsl\g:;agggz:t‘Scale
re-education, home exercise program, and and Pain assessrﬁent to be
safety awareness. ... Home health aide 1 - performed at SOC, Recert, and
3 times a week ... and Home health aide 4 Resumption of Care. Also as
- 8 hours for 1-3 times a day, 4 - 7 times a indicated in change of condition.
7 . With Physician notification for
Weel.<, for 9 wgeks fo.r asmstan.ce with poor pain management per
bathing, dressing, skin and hair care, other evaluations and for high risk of
ADL'S [activities of daily living], skin breakdown for preventative
assistance with nutrition, light meassll(J{lesaI'r\ll-semce staff
. . . on: Skilled Nursing
housekeeping duties, as assigned ... ServicesPhysician
attendant care 1 - 5 hours a day, 1 - 5 Orders/Physician
times a week, for 9 weeks for assistance Notification:Compliance manual
with bathing, dressing, skin and hair care, implemented to match visit
ist with other ADL' ist with frequency against orders to
ass1s' .Wl '0 er S as.s1s Wl. ensure visits made as per Plan of
nutrition. light housekeeping duties as Care by Clinical
assigned. HMK [homemaking] 1 - 3 Coordinator/Nursing
hours per day, 1 - 3 times a week for 9 ﬁChi‘:]”A‘?;'”'seWged Hor?e
. . . ealth Aides on Scope o
We.ek.s'for assistance with homemaking Practice and When to notify
activities." supervisor.All original
assessments will be turned into
C. During a home visit on December g"n";"’." (or/DON/Alternate DON
. oordinator, ernate
6,2011, at .12 PM, to the hom.e of pat1e.nt to be reviewed and Data entered.
#8, the patient was observed in a hospital Original assessments will be filed
bed, had a cast on the right ankle and foot, in patients chart.Physicians
and the left leg and foot was rotated left ord?.rs Wltl'l hafve a:ac?ei |
. nfirmation )
and outward. The patient was observed to contirmation fax snee o9
) book is in place and all orders not
have no independent movement of the left returned within 7 days will be
leg. The patient required maximum refaxed followed by phone
assistance of the aide for bed mobility g‘l).t'f'calt'on of returned fax.
. o . inica
from a supine position to a left and right Coordinator/Administrator/DON/AI
side lying position and then when returned ternate DON to review log book
back to the supine position. The patient weekly to ensure
was able to use bilateral upper extremities compliance.Assignment of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BWIQ11 Facility ID: 004091 If continuation sheet Page 260 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

X2) MULTIPLE CONSTRUCTION

_—————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
523 W PLUM ST

X3) DATE SURVEY

00 COMPLETED

12/08/2011

CJ'S ABUNDANT CARE CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
to aide in the bed mobility, but did not patients to SN staff will have Plan
exhibit independent movement of the gfliﬁiiﬁ reviewed with SN by
lower extremities. With assistance of the Coordinator/DON/Alternate
aide, the patient was able to bend the right DON.Clinical
knee slightly, the patient grimaced with Cpordipator/DON/AIternate DON
any movement of the left leg and / or foot will review Plan Of, Care to ensure
hen the ai hed the | all disciplines are included, and
and when the aide touched the leg and appropriate care is assigned as
foot to wash and dry during the bath. The evaluating SN has deemed upon
patient verbalized experiencing severe SOC, Resumption, Recert and
pain in the left leg and foot with and SCIC. Plan of Care will be signed
ith Th . indi d by Clinical
without movement. € patient indicate Coordinator/DON/Alternate DON
the right ankle was fractured while with copy to SN assigned to
transferring between surfaces at home in care.Scheduling to be monitored
October and then the left foot was by Nursing Scheduler for Missed
f d and with iniuri he lef Visits, or Re-assignment of SN
racture a'm with mjuries .tot. e lett for Missed Visits as
lower leg in November while in an warranted.In-serviced nursing
electric wheelchair. The patient indicated staff on Pain Management,
the foot pedal for the wheel chair had and Braden Scale.Braden Scale
b d b ¢ fit for th and Pain assessment to be
een removed, ecagse 0 poo'r it for the performed at SOC, Recert, and
left leg, and that while propelling onto a Resumption of Care. Also as
mobile chair van at home for transport to indicated in change of condition.
a doctors appointment, the left leg was With Physician not|f|ca:|on for
. poor pain management per
caught e-md Pull.ed under the Whee.lchalr. evaluations and for high risk of
The patient indicated an agency aide was skin breakdown for preventative
with the patient during the incident and measures.:Compliance manual
the patient was then taken to the hospital implemented to match visit
. . frequency against orders to
and examined in the emergency room. o
i ensure visits made as per Plan of
She was informed the left foot was broken Care by Clinical
and that there were other injuries to the Coordinator/Nursing Scheduler
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
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out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
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personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound." The record failed to
evidence a revision to the plan of care to
address the bedbound status.
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G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence a revision to the
plan of care to address the patient's
increased pain and an order for ice or
heat.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat.

I. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
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failed to evidence a revision to the plan of
care to address the patient's increased lack
of a caregiver on a regular basis.

J. On December 7, 2011, at 10:20
AM, employee I indicated that she
completed the reassessment for the patient
# 8 and that she did not know what the
plan of care was to prevent the patients
skin from breaking down, and that she
had not contacted the hospital or
physician that treated the patient after the
injury to the left lower leg.

2. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

3. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 265 of 312




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

PRINTED: 01/06/2012
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: 00 COMPLETED
A. BUILDING
157579 L WING 12/08/2011
T ————

STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER

523 W PLUM ST
CJ'S ABUNDANT CARE CHESTERFIELD, IN46017
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)

PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

4. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

6. The policy titled "Client Reassessment
/ Update of the Comprehensive
Assessment" states, The comprehensive
assessment will be updated and revised as
often as the clients condition warrants due
to a major decline ... Within 48 hours of
or knowledge of client return from a
hospital admission of more than 24 hours,
... or other changes representing a SCIC
(significant change in condition).
PURPOSE To identify decline or
improvement in health status, modify the
plan of care and document changes that
may affect care and reimbursement."”
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NO0543 Rule 14 Sec. 1(a) (1)(D) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(D) Initiate appropriate preventive and
rehabilitative nursing procedures.
Based on clinical record and policy N0543 To ensure 01/05/2012
review and interview, the agency failed to comphance:Performgnce
. T Improvement committee
ensure the registered nurse initiated assigned. Plan of action form in
preventative nursing procedures to place to be completed with each
prevent patient harm in 2 of 2 clinical quarterly PI by DON/Alternate
records reviewed of patients whose care DON. POA form W!" have goal
. . . . date. POA form will be reviewed
resulted in patient harm with the potential by Administrator. Audit form
to affect all the agency's patients. (#6 and revised to include patient name,
8) auditors namet/title and
certification period being audited.
Findines: 100% of nursing notes will be
ndings. audited to 485 weekly for 6
months for compliance by Clinical
1. Clinical record 6, SOC 10/5/11, Coordinator/DON/Alternate DON.
evidenced a plan of care for 10/5/11 to 1_(|)|0b% of E?n;eng?ItfhrAlde notes
. . . will be audited by Staffing
12/3/1 1 with sl.<111ed nursing, home? h'ealth Coordinator weekly for
aide, and physical therapy. The clinical compliance of frequencies of
record identified the patient was specific assigned duties to match
transferred to the hospital on 10/13/11 for home health aide care plan. Any
heduled left k | t and inconsistency will be reported to
a scheduled left knee replacemen ar% the Clinical
returned home 10/19/11 on Coumadin Coordinator/DON/Alternate
with home health care orders that state, DON.Recert audits to be
"PT/INR on 10/25/11 and 10/27/11, then Perfogmes aél‘?ffd ngaCZ_GOtday
. episode by Clinical Coordinator
e\.lery Monday and Thur'sd'ay until and filed on site. Any trends shall
discontinued." A "Physician Verbal be placed on Plan of Action form
Order" that is unsigned by the Supervisor with goal dates by DON/Alternate
and the Physician and does not have a fax DON and reviewed by
dat ¢ ify dat dti Administrator/Alternate
atenora repe? verity da e. and time Administrator In-serviced SN of
states, "Per patient and family - they state following policies and
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to discontinue PT/INR draws." The procedures:1. Wound Care
clinical record failed to evidence the 2.Ostomy QareS.
.. . . . Documentation4. Case
physician was notified the family wished Conference/Coordination of
to discontinue the draw to coordinate the Care5. V/S6.Physician
patient's care nor does it indicate the Orders/Physician Notification7.
family was educated about the Performance Improvements.
. . Clinical Record Review9. HHA
consequences of discontinuing the draw. Supervisory/Care
The skilled nurse did not make a nursing Plan/Documentation10. Client
visit after 10/27/11 until the resumption of Admission11. Oasis Policy12.
care on 11/16/11. Plan of.Care13. Medlc_al
Supervison14. In-services15.
o o ) Pressure Ulcer Prevention16.
A. "Centricity Clinical Information" Pain Management17. Skilled
dated 11/12/2011 indicates the patient Nursing ServicesPhysician Verbal
was airlifted from St. John's hospital in Order form changed to include
And Indi H Hospital i VO date and time on
n : erson tlo ndiana Heart Hospita 1.n 12/9/2011Clinical
Indianapolis. "Blood pressure on arrival Coordinator/DON/Alternate
was 77/51 mmHg with a pulse of 125 DON/Administrator to co-sign alll
beats per minute that was irregular. The Physician Orders and
tient . fluid bol The patient Notifications and coordinate care
patient was gwen. ul ) 0 1.18' ¢ patien with weekly case conference. To
had some mild epigastric discomfort and ensure compliance by onsight
some problems with nausea and vomiting weekly case conference.
over the last day or two. The prompted a Policy revision of Physicians
CAT ich sh dal Orders completed. All SN
) scgn w1.c showe a. arge providing care are to recieve copy
pericardial effusion. The patient is on of Plan of CarePhysicians orders
Coumadin anticoagulation therapy. A stat will have attached confirmation
INR came back elevated at 5.4. The fax sheet. A log bookis in place
tient ined hvootensive despite TV and all orders not returned within
pa .1en rematned hypo 611.51116 espite 7 days will be refaxed followed by
fluids and was tachycardia. phone notification of returned fax.
Clinical
B. On December §, 2011, at 11:20 tCoorc!inatlor/DbONliAIterrlllatc? DON
AM, Employee F indicated there was no O FOVIBW ‘0g book WeSkl 10
T o . ensure compliance.All original
indication the physician had been notified assessments will be turned into
of the family wanting to change the Clinical
PT/INR draw. Coordinator/DON/Alternate
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DON for review and Data
C. A policy titled "Physician Orders" entered. Original assessments
"Th ’ will be filed in patients chart once
dated 1/28/11, C-635 states, "The orders data entried and locked by Data
may be initiated via telephone or in entry employee.New orientation
writing and must be countersigned by the processes implemented for
physician in a timely manner. ... Verbal all F’rofefsspnal Tn;j .
) non-professional staff.
orders may be taken by licensed personnel In-serviced Clinical Coordinator
designated by the agency in accordance and implemented Orientation
with applicable le State and federal law processes. Processes to include
and organization policy. All verbal orders E)é;'hfr?/slst/l\gurcseszegltatw
" | . : 1. Wound Care2.Ostomy
mu§t be "read back" to the physician to Care3. Documentationd. Case
verify the accuracy of the orders and to Conference/Coordination of
decrease errors to inaccurate Careb. V/S6.Physician Orders7.
documentation of verbal orders. ... 4. Pgrformance Improyement&
Wh taff obtai Clinical Record Review9. HHA
en agency stall obtain Supervisory/Care
verbal/telephone orders from the Plan/Documentation10. Client
physician, they must inform the Admission11. Oasis Policy12.
supervising nurse/therapist of the change. glan of.Car<1a‘113i Medical .5
. . upervison14. In-services15.
The reg¥stered nurSf? or. therapist o Pressure Ulcer Prevention16.
responsible for furnishing or supervising Pain Management17. Skilled
the ordered service will co-sign the Nursing ServicesChart Audit with
telephone order form before it is sent tot r?‘{f"‘{ﬁfgfk'”ﬁ ghechntS|te2
iy L visit with Clinical Coordinator x
he phys101a.1n.. Orders can be-mltlated once within 30 days by Clinical
the supervising nurse/therapist has been Coordinator/DON/Alternate
notified. ... 8. The nurse or therapist shall DONPsuedo patient visit with
document implementation of order g"n"?' (o DON/Alternat
. . . . " oordinator, ernate
changes and instructions given to clients. DON utilizing
OASIS/Comprehensive
3. Clinical Record # 8, start of care Assessment Procedures to be
8/4/11, evidenced an unsigned assessment (éonép;.et.enlcy checked off for SN:
L . y Clinica
da.ted ?/4/ 11 j[hat 1nd1c;‘1ted the patl.ent Coordinator/DON/Alternate
with diagnosis of Multiple Sclerosis, DON as procedure arises: a.
chronic obstructive pulmonary disease, Venipunctures b.
seizures, chronic pain, had a suprapubic Catheterization c. Wound Care
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catheter, a Braden score of 18, and was d. Ostomy Care e. Other
determined to be at risk of developing procedures as they arise (patient
. specific)Non-professionals:Will
pressure ulcers. The patient was 6 feet be skills checked by contracted
tall, weighed 328 pounds, had 1 - 3 qualified RNCompetency
episodes of bowel incontinence weekly, testedAnnual evaluations to be
was able to get to and from the toilet, able gfgjgm:suﬁzas:teggr:gf::::ges
to dress upper body without assistance if Coordinator/DON/Administrator
clothing is laid out or handed to the on employee anniversary date as
patient, and was able to bear weight and tracked in Software and pulled
pivot during the transfer process but previou§ month to perform
evaluations for upcoming
unable to transfer self. month.100% of Home Health
Aides where given an annual
A. An unsigned recertification performance re-evaluation by
assessment dated 9/28/11 indicates the Clinical Coordinator/DON
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.
B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
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re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
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lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
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the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
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employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
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change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
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Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
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minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
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visit ... Wd care ... pain - same. ...
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NO0545

weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

U. The record failed to evidence the
patient's care was coordinated with the
physician at any time.

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.
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N0545 To ensure 01/05/2012
Based on clinical record and policy comphance:Performg nee
. . . . Improvement committee
review and interview, the agency failed to assigned. Plan of action form in
ensure the registered nurse coordinated place to be completed with each
services with the physician to prevent quarterly PI by DON/Alternate
patient harm in 2 of 2 clinical records DON. POA form W!" have goal
. foati h I date. POA form will be reviewed
reviewed of patients whose care resulted by Administrator. Audit form
in patient harm with the potential to affect revised to include patient name,
all the agency's patients. (#6 and 8) auditors namef/title and
certification period being audited.
Findines: 100% of nursing notes will be
Indings: audited to 485 weekly for 6
months for compliance by Clinical
1. Clinical record 6, SOC 10/5/11, Coordinator/DON/Alternate DON.
evidenced a plan of care for 10/5/11 to 1,30;/" of g',?n;eng?lt]:,A'de notes
. . . will be audited by Staffing
12/3/11 with skilled nursing, home health Coordinator weekly for
aide, and physical therapy. The clinical compliance of frequencies of
record identified the patient was specific assigned duties to match
transferred to the hospital on 10/13/11 for home hetalth a'd‘?”‘::re plar:t. (’:‘?y
inconsistency will be reported to
a scheduled left knee replacement and the Clinical y P
returned home 10/19/11 on Coumadin Coordinator/DON/Alternate
with home health care orders that state, DON.Recert audits to be
"PT/INR on 10/25/11 and 10/27/11, then Perfozjmes aél?“_d ngacféﬁotday
. episode by Clinical Coordinator
eYery Monday and Thur.S(%ay until and filed on site. Any trends shall
discontinued." A "Physician Verbal be placed on Plan of Action form
Order" that is unsigned by the Supervisor with goal dates by DON/Alternate
and the Physician and does not have a fax DON and reviewed by
date nor a r t verify date and tim Administrator/Alternate
atenora epe? verily da e. a ¢ Administrator In-serviced SN of
states, "Per patient and family - they state following policies and
to discontinue PT/INR draws." The procedures:1. Wound Care
clinical record failed to evidence the S.Ostomyf[ ?_aref-c
. . . . ocumentation4. Case
phy.s1c1an .was notified the famlly wished Conference/Coordination of
to discontinue the draw to coordinate the Care5. V/S6.Physician
patient's care nor does it indicate the Orders/Physician Notification7.
family was educated about the Performance Improvements.
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consequences of discontinuing the draw. Clinical Record Reviewd. HHA
The skilled nurse did not make a nursing Supervisory/ Care. ,
.. . . Plan/Documentation10. Client
visit after 10/27/11 until the resumption of Admission11. Oasis Policy12.
care on 11/16/11. Plan of Care13. Medical
Supervison14. In-services15.
A. "Centricity Clinical Information" irgssMure Ulcer Prﬁ\;enst';rg'
. . ain Management17. Skille
dated 11/12/2011 indicates the patient Nursing ServicesPhysician Verbal
was airlifted from St. John's hospital in Order form changed to include
Anderson to Indiana Heart Hospital in VO date and time on
Indianapolis. "Blood pressure on arrival 12/9/ 2,01 1Clinical
77/51 He with Ise of 125 Coordinator/DON/Alternate
was n_lm gwitha Ru seo DON/Administrator to co-sign all
beats per minute that was irregular. The Physician Orders and
patient was given fluid bolus. The patient Notifications and coordinate care
had some mild epigastric discomfort and with weekly case conference. To
bl ith d ... ensure compliance by onsight
some problems with nausea and vomiting weekly case conference.
over the last day or two. The prompted a Policy revision of Physicians
CAT scan ... witch showed a large Orders completed. All SN
pericardial effusion. The patient is on providing care are to recieve copy
C di f lation th A stat of Plan of CarePhysicians orders
oumadin anticoaguiation therapy. A sta will have attached confirmation
INR came back elevated at 5.4. The fax sheet. A log book is in place
patient remained hypotensive despite [V and all orders not returned within
fluids and was tachycardia." 7 days WI” pe r.efaxed followed by
phone notification of returned fax.
Clinical
B. On December 8, 2011, at 11:20 Coordinator/DON/Alternate DON
AM, Employee F indicated there was no to review log book weekly to
indication the physician had been notified ensure compliance.All original
. . assessments will be turned into
of the family wanting to change the Clinical
PT/INR draw. Coordinator/DON/Alternate
DON for review and Data
C. A policy titled "Physician Orders", er_‘lfebre‘:;l gr.'g'”at'_ as;ses;m:nts
dated 1/28/11, C-635 states, "The orders Wit be Tied In patients chart once
T ] ) data entried and locked by Data
may be initiated via telephone or in entry employee.New orientation
writing and must be countersigned by the processes implemented for
physician in a timely manner. ... Verbal all Professional and
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orders may be taken by licensed personnel non-professional staff.
designated by the agency in accordance In-serviced Clinical (?oordllnator
. . and implemented Orientation
with applicable le State and federal law processes. Processes to include
and organization policy. All verbal orders for Therapist/NursesReview
must be "read back" to the physician to P&P: 1. Wound Care2.Ostomy
verify the accuracy of the orders and to Care3. Documenta.non'4. Case
4 . Conference/Coordination of
ccrease errhors to maccurate Careb. V/S6.Physician Orders7.
documentation of verbal orders. ... 4. Performance Improvements.
When agency staff obtain Clinical Record Review9. HHA
verbal/telephone orders from the Supervisory/ Care. )
hvsici h i h Plan/Documentation10. Client
physician, they must nform the Admission11. Oasis Policy12.
supervising nurse/therapist of the change. Plan of Care13. Medical
The registered nurse or therapist Supervison14. In-services15.
responsible for furnishing or supervising Pressure Ulcer Prevention16.
h dered . 1 . h Pain Management17. Skilled
the ordered service will co-sign the Nursing ServicesChart Audit with
telephone order form before it is sent tot reviewSelf Skills CheckOn site
he physician. Orders can be initiated once visit with Clinical Coordinator x2
the supervising nurse/therapist has been within 30 days by Clinical
tified. . 8. Th th st shall Coordinator/DON/Alternate
notitied. e ¢ nurs'e or therapist sha DONPsuedo patient visit with
document implementation of order Clinical
changes and instructions given to clients." Coordinator/DON/Alternate
DON utilizing
.. OASIS/Comprehensive
3. Chmcaiﬂ Record # 8, s.tart of care Assessment Procedures to be
8/4/11, evidenced an unsigned assessment competency checked off for SN:
dated 8/4/11 that indicated the patient By Clinical
with diagnosis of Multiple Sclerosis, Coordinator/DON/Alternate
. . . DON as procedure arises: a.
chronic obstructive pulmonary disease, .
) ] 5 i Venipunctures b.
seizures, chronic pain, had a suprapubic Catheterization c. Wound Care
catheter, a Braden score of 18, and was d. Ostomy Care e. Other
determined to be at risk of developing procedures as they arise (patient
ressure ulcers. The patient was 6 feet specific)Non-professionals: Wil
p ) ) P be skills checked by contracted
tall, weighed 328 pounds, had 1 - 3 qualified RNCompetency
episodes of bowel incontinence weekly, testedAnnual evaluations to be
was able to get to and from the toilet, able performed on site by employees
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to dress upper body without assistance if
clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other

of CJs Abundant Care Clinical
Coordinator/DON/Administrator
on employee anniversary date as
tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON
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ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours aday, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 283 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

00

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
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was up ambulating with assistance of one
and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
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leg, and a plan of care for the increased
immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
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document titled "Nursing Visit Note"
dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."
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L. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same.
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
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document titled "Nursing Visit Note"
dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
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NO0546

titled "Plan of Care" states, "POLICY
Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."

T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."

U. The record failed to evidence the
patient's care was coordinated with the
physician at any time.

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 and policy

N0546

To ensure
compliance:Performance

01/05/2012
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review and interview, the agency failed to Improvement committee .
ensure the physician was notified of ;a);sclzzrlidﬁepcls;;Ife?g:jlc\)/\r/]itfr?:en;é:
. . .
changes in the patient's condition or quarterly Pl by DON/Alternate
changes that could affect the patient's DON. POA form will have goal
condition in 2 of 2 clinical records date. POA form will be reviewed
reviewed of patients whose care resulted by Admm@trator. Aqut form
. . . . revised to include patient name,
in patient harm w1th the potential to affect auditors name/title and
all the agency's patients. (#6 and 8) certification period being audited.
100% of nursing notes will be
Findings: audited to 485 weekly for 6
’ months for compliance by Clinical
o Coordinator/DON/Alternate DON.
1. Clinical record 6, SOC 10/5/11, 100% of Home Health Aide notes
evidenced a plan of care for 10/5/11 to will be audited by Staffing
12/3/11 with skilled nursing, home health COOFC:.InatOF \;v;aekly for .
. . .. compliance of frequencies o
aide, al?d ph.ys1cal therapy. The clinical specific assigned duties to match
record identified the patient was home health aide care plan. Any
transferred to the hospital on 10/13/11 for inconsistency will be reported to
a scheduled left knee replacement and té‘e C(;'.”'Cta' DON/Alternat
. oordinator, ernate
rejturned home 10/19/11 on Coumadin DON Recert audits to be
with home health care orders that state, performed at end of each 60 day
"PT/INR on 10/25/11 and 10/27/11, then episode by Clinical Coordinator
every Monday and Thursday until and filed on site. Any trends shall
. . WA .. be placed on Plan of Action form
dlscontlnueq. A. Physician Verbal . with goal dates by DON/Alternate
Order" that is unsigned by the Supervisor DON and reviewed by
and the Physician and does not have a fax Administrator/Alternate
date nor a repeat verify date and time fAcIilmlr?lstrath).r !n-ser\gced SN of
" . . ollowing policies an
state.s, Pe.r patient and family - they state procedures:1. Wound Care
to discontinue PT/INR draws." The .2.0stomy Care3.
clinical record failed to evidence the Documentation4. Case
physician was notified the family wished gonfgrey/céeé%ohorq”?atlon of
. . . are5. .Physician
to c.hscontmue the draW t9 c90rd1nate the Orders/Physician Notification?.
patient's care nor does it indicate the Performance Improvements.
family was educated about the Clinical Record Review9. HHA
consequences of discontinuing the draw. Supervisory/Care
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The skilled nurse did not make a nursing Plan/Documentation10. Client
visit after 10/27/11 until the resumption of Admission11. Oasis Policy12.
Plan of Care13. Medical
care on 11/16/11. Supervison14. In-services15.
Pressure Ulcer Prevention16.
A. "Centricity Clinical Information" Pain Management17. Skilled
dated 11/12/2011 indicates the patient Nursing SerwcesPhyanan Verbal
lifted ho's hospital i Order form changed to include
was airlifted from St. John's hospital in VO date and time on
Anderson to Indiana Heart Hospital in 12/9/2011Clinical
Indianapolis. "Blood pressure on arrival Coordinator/DON/Alternate
was 77/51 mmHg with a pulse of 125 DON/Administrator to co-sign all
b . h . | Th Physician Orders and
ea.ts per mln}lte t atlwas lrreguiar. ) ¢ Notifications and coordinate care
patient was given fluid bolus. The patient with weekly case conference. To
had some mild epigastric discomfort and ensure compliance by onsight
some problems with nausea and vomiting weekly case conference.
he last d Th d Policy revision of Physicians
over the last a}.l or two. € prompted a Orders completed. All SN
CAT scan ... witch showed a large providing care are to recieve copy
pericardial effusion. The patient is on of Plan of CarePhysicians orders
Coumadin anticoagulation therapy. A stat will have attached confirmation
INR back clevated at 5.4. Th fax sheet. A log book is in place
) came ‘?C clevate a. T 'e and all orders not returned within
patient remained hypotensive despite IV 7 days will be refaxed followed by
fluids and was tachycardia." phone notification of returned fax.
Clinical
Coordinator/DON/Alternate DON
B. On Decem.ber. 8,2011,at11:20 {0 review log book weeKy to
AM, Employee F indicated there was no ensure compliance.All original
indication the physician had been notified assessments will be turned into
of the family wanting to change the Clinical
PT/INR d Coordinator/DON/Alternate
Taw. DON for review and Data
entered. Original assessments
C. A policy titled "Physician Orders", will be filed in patients chart once
dated 1/28/11, C-635 states, "The orders da:a e”t”“id and,\llocked. byt Eigta
may be initiated via telephone or in entry employee. Mew orentation
7. ) processes implemented for
writing and must be countersigned by the all Professional and
physician in a timely manner. ... Verbal non-professional staff.
orders may be taken by licensed personnel In-serviced Clinical Coordinator
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designated by the agency in accordance and implemented Orientation
with applicable le State and federal law processes. Processes to include
L. . for Therapist/NursesReview
and organization policy. All verbal orders P&P: 1. Wound Care2.Ostomy
must be "read back" to the physician to Care3. Documentation4. Case
verify the accuracy of the orders and to Conference/Coordination of
decrease errors to inaccurate Careb. V/S6.Physician Orders7.
. Performance Improvement8.
documentation of verbal orders. ... 4. Clinical Record Review9. HHA
When agency staff obtain Supervisory/Care
verbal/telephone orders from the Plan/Documentation10. Client
physician, they must inform the Admission11. Oasis Eollcy12.
. Jih st of the ch Plan of Care13. Medical
superv1sjmg nurse/therapist o t e change. Supervison14. In-services15.
The registered nurse or therapist Pressure Ulcer Prevention16.
responsible for furnishing or supervising Pain Management17. Skilled
the ordered service will co-sign the Nursmg Slfgvlﬁlesgsartkg“d't,tw'th
o reviewSelf Skills CheckOn site
telephone order form before it is sent tot visit with Clinical Coordinator x2
he physician. Orders can be initiated once within 30 days by Clinical
the supervising nurse/therapist has been Coordinator/DON/Alternate
notified. ... 8. The nurse or therapist shall EIQNPT“edO patient visit with
. . inica
document 1m'plement[at10n .of order . Coordinator/DON/Alternate
changes and instructions given to clients." DON utilizing
OASIS/Comprehensive
2. Clinical Record # 8, start of care Assess;ment Phrocidgrefsf :O bSeN
. . competency checked off for SN:
8/4/11, evidenced an unsigned assessment By CF:i nical y
dated 8/4/1 1 that indicated the patlent Coordinator/DON/Alternate
with diagnosis of Multiple Sclerosis, DON as procedure arises: a.
chronic obstructive pulmonary disease, \c/:e?r:thm(‘:tuTS b. Wound G
. . . atheterization c. Wound Care
seizures, chronic pain, had a suprapubic d. Ostomy Care e. Other
catheter, a Braden score of 18, and was procedures as they arise (patient
determined to be at risk of developing specific)Non-professionals:Will
pressure ulcers. The patient was 6 feet be 3|';'”Z i?ﬁf;ked byt contracted
. qualifie ompetency
tal'l, weighed 328 poundsf had 1 -3 testedAnnual evaluations to be
episodes of bowel incontinence weekly, performed on site by employees
was able to get to and from the toilet, able of CJs Abundant Care Clinical
to dress upper body without assistance if Coordinator/DON/Administrator
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clothing is laid out or handed to the
patient, and was able to bear weight and
pivot during the transfer process but
unable to transfer self.

A. An unsigned recertification
assessment dated 9/28/11 indicates the
patient experienced pain all the time with
movement and ambulation, a "popped
blister - pink bed" on buttocks with
serosanguinous drainage, was able to bear
weight and pivot during the transfer
process but unable to transfer self, unable
to get to and from the toilet but is able to
use a bedside commode, requires a 2
handed device (walker or crutches) to
walk alone or requires human assistance.

B. The plan of care for the
certification period 10/3/11 through
12/1/11 identified the skilled nurse (SN)
was to visit once a day, seven days a week
for 9 weeks. The plan of care states, "SN
to evaluate all aspects of pain and
treatment. ... Physical therapy 1 - 3 times
a week for 9 weeks for gait training,
therapeutic exercises, neuromuscular
re-education, home exercise program, and
safety awareness. ... Home health aide 1 -
3 times a week ... and Home health aide 4
- 8 hours for 1-3 times a day, 4 - 7 times a
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],

on employee anniversary date as
tracked in Software and pulled
previous month to perform
evaluations for upcoming
month.100% of Home Health
Aides where given an annual
performance re-evaluation by
Clinical Coordinator/DON
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assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."

C. During a home visit on December
6,2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed, had a cast on the right ankle and foot,
and the left leg and foot was rotated left
and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
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pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
and examined in the emergency room.
She was informed the left foot was broken
and that there were other injuries to the
left lower leg and a soft cast was ordered
to be worn. The patient stated, "They said
to wear it when I am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago."
The patient indicated the soft cast had
never been worn. The patient and
caregiver indicated that up until the time
the right ankle was broken, the patient
was up ambulating with assistance of one

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 296 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

00

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

523 W PLUM ST
CHESTERFIELD, IN46017

X3) DATE SURVEY

COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

and the use of a walker and was able to
leave the bedroom. Then, after breaking
the right ankle, the patient could still use
the walker to assist with pivot transfers,
and use a bedside commode. The patient
and caregiver indicated that since the left
ankle was broken, the patient has not been
routinely out of bed, except for a doctors
appointment. The surveyor observed the
patient to have 2 open areas on the left
buttock. Employee J indicated that the
patient had been developing open areas
since the first foot was fractured and
applied to the patient's open skin areas on
the left buttock "Moisture Barrier Fungal
Cream." The patient indicated the tube of
ointment had been brought home from the
rehabilitation unit in July.

D. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F. The record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
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immobility.

E. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/14/11 at 0800 that states, "SN
assess completed. Pt [patient] BP [blood
pressure] increased than normal for
patient. Patient states she is having
increased pain related to injury to left foot
that occurred at MD [medical doctor]
appointment today. Patient left foot
became caught under wheel on electric
wheelchair. Patient seen in hospital left
foot wrapped and placed in boot, patient
instructed to take pain medication as
needed."

F. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/15/11 that states, "Unable to
leave home now, ... right cast left ace
wrap ... bedbound.

G. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/16/11 at 1130 that states,
"Reason for visit ... Wound dressing
change ... soiled wound dressing removed
and wound care performed." The visit
note failed to evidence the patient was
assessed for pain.

H. The clinical record evidenced a
document titled "Nursing Visit Note"
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dated 11/17/11 at 1100 that states,
"Reason for visit ... Wound dressing
change ... wound cleaned." The visit note
failed to evidence the patient was assessed
for pain.

J. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/18/11 that states, "Reason for
visit ... Wd [wound] care ... pain - worse
origin It [left] foot location - left foot. ...
old dressing removed ... small amount
green brown drainage ... Instructed of ice
/ heat therapy for left foot." The clinical
record failed to evidence the physician
was contacted regarding the increased
pain and failed to evidence an order for
ice or heat."

K. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/19/11 that states, "Reason for
visit ... Wd care ... pain - same origin It
[left] foot location - left foot - duration -
constant - Intensity 8-10 relief measures
pain med heat - ice. wd care done ...
small amount green brown drainage ...
Instructed of ice / heat therapy for left
foot." The clinical record failed to
evidence the physician was contacted
regarding the increased pain and failed to
evidence an order for ice or heat."

L. The clinical record evidenced a
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document titled "Nursing Visit Note"
dated 11/21/11 that states, "Reason for
visit ... Wd care ... pain - same. ... wd
care done ... small amount green brown
drainage. ... Has no family able to assist
on a regular basis." The clinical record
failed to evidence the physician was
contacted regarding the increased pain,
and failed to identify who was the primary
caregiver in the home between the visits
from the home health agency.

M. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/22/11 that states, "Reason for
visit ... Wd care ... pain - same ... old
dressing removed ... small amount green
brown drainage to old dressing."

N. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/23/11 that states, "Reason for
visit ... Wd care ... pain - none. ... wd
care performed."

O. The clinical record evidenced a
document titled "Nursing Visit Note"
dated 11/26/11 that states, "Reason for
visit ... Wd care ... pain - same.
minimum amount of small amount green
brown drainage noted to old dressing."

P. The clinical record evidenced a
document titled "Nursing Visit Note"
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dated 11/27/11 that states, "Reason for
visit ... Wd care ... pain - same. ...
Small amount of small amount red brown
drainage noted to old dressing."

Q. On December 7, 2011 at 10:20 AM,
employee I indicated that she completed
the reassessment for the patient # 8 and
that she did not know what the plan of
care was to prevent the patients skin from
breaking down, and that she had not
contacted the hospital or physician that
treated the patient after the injury to the
left lower leg.

R. The policy titled "Management /
Prevention of Pressure Ulcers" states,
"Prevention is the key to the management
of pressure ulcers. Risk factor reduction
must be a component of managing and
treating existing ulcers and preventing
them whenever possible. ... Identifying
Risk Factors and Implementing
Prevention Measures ... Turn and
reposition every two hours. ... Range of
Motion exercises. Lift rather than side
body or part. Avoid positions with direct
weight on bony prominence. ... Avoid
increased pressure. Individualize bathing
routines - Use pressure reducing
devices."

S. Agency policy #C-580, not dated,
titled "Plan of Care" states, "POLICY
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Home care services are furnished under
the supervision and direction of the
client's physician ... SPECIAL
INSTRUCTIONS 1. An individualized
Plan of Care signed by a physician shall
be required for each client receiving home
health and personal care services."
T. Agency policy #C-635, not dated,
titled "Physician Orders" states, "POLICY
All medications, treatments and services
provided to clients must be ordered by a
physician."
NO0550 Rule 14 Sec. 1(a) (1)(K) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(K) Delegate duties and tasks to licensed
practical nurses and other individuals as
appropriate.
Based on clinical record and policy N0550 To ensure compliance: 100% of 12/30/2011
review and interview, the agency failed to Home Health A',de notes YV'” be
h . h audited by Staffing Coordinator
ensure the reg¥stered'nurse updated the weekly for compliance of
home health aide assignment as the frequencies of specific assigned
patient's needs changed and mobility duties to match home health aide
decreased for 1 of 9 clinical records care plan. Any |ncon'S|'stency will
. . .. be reported to the Clinical
reviewed of patients receiving home Coordinator/DON/Alternate
health aide services. (# 8) DON.To ensure compliance,
purchased new Home Health
Findings include: A!de care plans and Home Health
Aide notes that coorelate with
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1. Clinical Record # 8, start of care care plan.Inserviced 100% of
8/4/11, evidenced a plan of care for the Nurses and Home Health Aides
Ficati iod 10/3/11 th h on new documents and proper
certification period 10/3/11 throug documentation on forms to match
12/1/11 that identified the skilled nurse Plan of Care.Inserviced 100% of
(SN) was to visit once a day, seven days a nurses on 12/22/2011 on
week for 9 weeks. The plan of care states, p9||cy/ Regu!ahon of Home Health
" I 1 £ vai d Aide supervisory and Home
SN to evaluate a ) aspects of pain an Health needing to be observed
treatment. ... Physical therapy 1 - 3 times providing personal care every 30
a week for 9 weeks for gait training, days. Aide Supervision form
therapeutic exercises, neuromuscular re.V|seld to ensure ,a'd? present
d on. h . d with aide/patient signing form and
re-education, home exercise prograrln, an with observation of personal care
safety awareness. ... Home health aide 1 - being performed every 30
3 times a week ... and Home health aide 4 days.Home Health Aide
- 8 hours for 1-3 times a day, 4 - 7 times a in-serviced on scope of practice
. . and when to report to supervisor.
week, for 9 weeks for assistance with
bathing, dressing, skin and hair care, other
ADL'S [activities of daily living],
assistance with nutrition, light
housekeeping duties, as assigned ...
attendant care 1 - 5 hours a day, 1 - 5
times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
assist with other ADL's assist with
nutrition. light housekeeping duties as
assigned. HMK [homemaking] 1 - 3
hours per day, 1 - 3 times a week for 9
weeks for assistance with homemaking
activities."
A. During a home visit on December
6, 2011, at 12 PM, to the home of patient
#8, the patient was observed in a hospital
bed with a cast on the right ankle and foot
and the left leg and foot was rotated left
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and outward. The patient was observed to
have no independent movement of the left
leg. The patient required maximum
assistance of the aide for bed mobility
from a supine position to a left and right
side lying position and then when returned
back to the supine position. The patient
was able to use bilateral upper extremities
to aide in the bed mobility, but did not
exhibit independent movement of the
lower extremities. With assistance of the
aide, the patient was able to bend the right
knee slightly, the patient grimaced with
any movement of the left leg and / or foot
and when the aide touched the leg and
foot to wash and dry during the bath. The
patient verbalized experiencing severe
pain in the left leg and foot with and
without movement. The patient indicated
the right ankle was fractured while
transferring between surfaces at home in
October and then the left foot was
fractured and with injuries to the left
lower leg in November while in an
electric wheelchair. The patient indicated
the foot pedal for the wheel chair had
been removed, because of poor fit for the
left leg, and that while propelling onto a
mobile chair van at home for transport to
a doctors appointment, the left leg was
caught and pulled under the wheelchair.
The patient indicated an agency aide was
with the patient during the incident and
the patient was then taken to the hospital
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and examined in the emergency room and
informed that the left foot was broken and
that there were other injuries to the left
lower leg and a soft cast was ordered to be
worn. The patient stated, "They said to
wear it when [ am up." The patient
indicated to understand the directions to
wear the soft cast was to be worn when up
out of bed, and then indicated that the last
time the patient was out of bed was when
the incident with the left leg occurred, and
stated, "It happened about a month ago"
and then indicated the soft cast had never
been worn. The patient and caregiver
indicated that up until the time the right
ankle was broken, the patient was up
ambulating with assistance of one and the
use of a walker and was able to leave the
bedroom. Then, after breaking the right
ankle, the patient could still use the
walker to assist with pivot transfers and
use a bedside commode. The patient and
caregiver indicated that since the left
ankle was broken, the patient had not
been routinely out of bed except for a
doctors appointment. The surveyor
observed the patient to have 2 open areas
on the left buttock. Employee J indicated
the patient had been developing open
areas since the first foot was fractured.
Employee J indicated the treatment and
applied to the patient's open skin areas on
the left buttock medication from the tube
labeled "Moisture Barrier Fungal Cream."
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The patient indicated the tube of ointment
had been brought home from the
rehabilitation unit in July.

B. The clinical record evidenced a
verbal order dated 11/29/11 and written
by employee I that states, "Recertification
for continuation of services provided by
HHA [home health aide], PT [physical
therapy], and SN [skilled nurse] for
personal care needs." On 12/7/11 at 4:05
PM, the clinical record was reviewed with
employee F, and the record failed to
evidence a written medical plan of care
that addressed the patients actual and
potential health issues and risk factors, a
plan to treat and prevent skin breakdown,
a plan of care for the injured left lower
leg, and a plan of care for the increased
immobility.

C. The "Home Health Aide
Assignment Sheet /Plan of Care" dated
11/29/11 had a column titled "Activities"
and, under the word ambulate, the
patient's mode of mobility with a walker
was part of the aide's assignment.

D. On 12/6/11 at 12 PM, employee J
indicated the patient was not ambulatory
as both feet were broken. The
assignment sheet failed to evidence it had
been updated to reflect this change.

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

ewIQ11 Facility ID:

004091 If continuation sheet

Page 306 of 312




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

PRINTED: 01/06/2012
FORM APPROVED
OMB NO. 0938-0391

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

157579

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

CJ'S ABUNDANT CARE

X2) MULTIPLE CONSTRUCTION

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

523 W PLUM ST
CHESTERFIELD, IN46017

X3) DATE SURVEY

00 COMPLETED

12/08/2011

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

NO0597

2. The policy titled "Home Health Aide
Services" states, Services will be provided
to appropriate clients ... under the direct
supervision of an agency registered nurse
/ therapist in accordance with a medically
approved plan of care. ... The aide will
follow the care plan and will not initiate
new services or discontinue services
without contacting the supervising nurse.
... Delegated nursing tasks performed by
home health aides must be properly
delegated and documented according to
specific state / federal and agency
policies."

3. The policy titled "Home Health Aide:
Assignment states, "To provide direction
and supervision of care provided by the
home health aides. ... Any change in the
assignment must be approved by the
professional managing the client's care. ...
All changes in the assignment will be
communicated to the Home Health Aide
and will be documented on a new Care

Plan."

Rule 14 Sec. (1)(I)(1) The home health aide
shall:

(B) be entered on and be in good standing on
the state aide registry.

Based on personnel file review, the
agency failed to ensure all aides were
entered on and in good standing on the
state aide registry for 3 of 16 home health
aide files reviewed (N, O, and W).

NO0597

Human Resource Supervisor
terminated from agency
12/09/2011. Orientated another
staff member to Human
Resource Supervisory position.
100% of all personnel files were
audited for

12/30/2011
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current license/certification
Findines include: verification. Indiana State Home
& Health Aide Registery was
checked to ensure employees in
Personnel files N, O, and W failed to good standing. If CNA checked
evidence verification the aide was entered CNA Registery to ensure CNA
on and in good standing on the state aide I|9ense in 9°°d, .star?dmg.l
. Licensure/Certification will be
registry. verified and in good standing
before hired by agency and
DON/Administrator to ensure this
rule is met before new staff
member has first patient contact.
N0606 Rule 14 Sec. 1(n) A registered nurse, or
therapist in therapy only cases, shall make the
initial visit to the patient's residence and make
a supervisory visit at least every thirty (30)
days, either when the home health aide is
present or absent, to observe the care, to
assess relationships, and to determine
whether goals are being met.
NO0606 To ensure compliance, 12/30/2011
Based on clinical record and policy pgrchased new Home Health
. . . . Aide care plans and Home Health
review and interview the agency failed to Aide notes that coorelate with
ensure the registered nurse supervised the care plan.Inserviced 100% of
aide every two weeks in 5 of 5 clinical Nurses and Home Health Aides
records reviewed of patients who on new d°°‘_’me”ts and proper
ved h health aid d skilled documentation on forms to match
recerved home health aide and skille Plan of Care.Inserviced 100% of
nurse services and the agency policy was nurses on 12/22/2011 on
congruent with federal requirements with policy/Regulation of Home Health
the potential to affect all the patients of Aide supervisory and Home
h vine h health aid Health needing to be observed
the égency receiving home healt 'al ¢ providing personal care every 30
services (4, 7, 8, 9 and 10) and failed to days. Aide Supervision form
ensure the aide was observed giving care revised to ensure aide present
every 30 days as required by agency w!th alde/patlgnt signing form and
liev in 3 of 4 clinical d . d with observation of personal care
po 1cy. n 0. clinical recor ?I’GVIGWG being performed every 30
of patients with home health aide only days.100% of nursing notes will
services with the potential to affect all the be audited to 485 weekly for 6
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patients of the agency receiving home gonth f(:r C;Bfg?\:'/i\f;fe b)([ ngﬁ'
: . oordinator, ernate .
health aide services (1,2 and 3). 100% of Home Health Aide notes
will be audited by Staffing
Findings: Coordinator weekly for
compliance of frequencies of
Related to home health aide and skilled specific assigqed duties to match
. home health aide care plan. Any
services: inconsistency will be reported to
the Clinical
1. Clinical record 4, start of care (SOC) Coordinator/DON/Alternate DON.
10/27/11, evidenced a plan of care with
orders for skilled nursing and home health
aide services for the certification period
10/27/11 to 12/25/11. The clinical record
failed to evidence a supervisory visits was
made for the home health aide until the
7th week.
2. Clinical record 7, SOC 8/4/11,
evidenced a plan of care with orders for
skilled nursing and home health aide
services for the certification period
10/3/11 to 12/1/11. The clinical record
evidenced a gap between supervisory
visits of 21 days between 11/1/11 to
11/22/11.
3. Clinical Record # 8, start of care
8/4/11, evidenced a plan of care for the
certification period 10/3/11 through
12/1/11 with orders for the skilled nurse
(SN) to visit once a day, seven days a
week for 9 weeks. ... Home health aide
1 - 3 times a week ... and Home health
aide 4 - 8 hours for 1-3 times a day, 4 - 7
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times a week, for 9 weeks for assistance
with bathing, dressing, skin and hair care,
other ADL'S [activities of daily living]."
The clinical record evidenced the
registered nurse supervised the aide on
11/14/11 and 11/29/11, a period of 15
days.

4. Clinical record 9, SOC 3/17/11,
evidences a plan of care for the
certification period 9/13/11 to 11/11/11
with orders for skilled nursing, home
health aide, and homemaker services. A
supervisory visit was not made until the
eighth week of the certification period on
10/31/11.

5. Clinical record 10, SOC 4/25/10,
evidenced a plan of care for the
certification period 10/17/11 to 12/15/11
with orders for skilled nursing, home
health aide, homemaking, and attendant
care services. A supervisory visit was
made 10/5/11 for the previous
certification period and another
supervisory visit was not made until 26
days later on 10/31/11.

6. On December 9, 2011, at 11:00 AM,
Employee F indicated the supervisory
visits had not been made as required.

7. A policy approved, 1/28/11, "Home
Health Aide Supervision" C-340 states,
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"3. Supervisory visits of Home Health
Aides shall be according to the following
frequency: a. When skilled services are
being provided to a client, a Registered
Nurse/therapist must make a supervisory
visit to the client's residence at last every
30 days (either when the Home Health
Aide is absent) to assess relationships and
determine whether goals are being met."

Related to supervisory visits while the aide was
providing care:

1. Clinical record 1, start of care (SOC)
8/22/11, evidenced a plan of care for
home health aide (HHA) 1 - 4 hours a
day, 3 - 6 times a week for 9 weeks for the
certification period 10/21/11 to 12/19/11.
The clinical record failed to evidence a
supervisory visit while the aide was
providing care.

2. Clinical record 2, SOC 6/2/11,
evidenced a plan of care for HHA 2-3
hours a day, 4-5 days a week, x 9 weeks
for the certification period 9/30/11 to
11/28/11. The clinical record failed to
evidence a supervisory visit while the aide
was providing care.

3. Clinical record 3, SOC 5/24/11,
evidenced a plan of care for HHA 1-2
hours a day, 2-3 times a week x 9 weeks
for the certification period 9/21/11 to
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11/19/11. The clinical record failed to
evidence a supervisory visit while the aide
was providing.

4. December 9, 2011, at 11:30 AM,
Employee indicated the aides were not
performing care during the supervisory
visits.

5. A policy approved 1/28/11 titled
"Home Health Aide Supervision", C-340,
states, "3. Supervisory visits of Home
Health Aides shall be according to the
following frequency: b. Home Health
Aide services only: When Home Health
Aide services are being furnished to a
client, who does not require the skilled
service of a nurse or therapist, a
Registered Nurse must make a
supervisory visit to the client's residence
at least once every 30 days. Each
supervisory visit must occur when the
Home Health Aide is providing client
care."
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