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G000000
G000000
This was a federal home health
recertification survey. The survey was
partial extended
Survey dates: 8/5/2014 through 8/8/2014
Facility # IN004617
Medicaid # 200533880
Surveyors: Nina Koch, RN, PHNS
Deborah Franco, RN, PHNS
Census: 216 Skilled unduplicated
admissions, twelve months
60 Active patients
Quality Review: Joyce Elder, MSN,
BSN, RN
August 12,2014
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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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G000159 | 484.18(a)
PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
G000159 08/14/2014
Based on clinical record and agency Re-education with all agency staff
. . .. . regarding expectations as the
policy review, home visit observation, garding p. ; ; Y
. . . relate to provision of care in
and interview, the agency failed to ensure accordance with physician orders
the plans of care included specific was done at the 8/14/14 mandatory
interventions with measurable goals for 3 staff meeting conducted by the
of 12 clinical records reviewed (#s 2, 3, Director of Nursing/Director of
and 12) and included durable medical Professional Services (DPS).
equipment (DME) required for 1 of 12
(#5) clinical records reviewed with the
potential to affect all of the agency's 60 Re-education including review of
current active patients. policies & requirements as they
relate to: plan of care and provision
. of care in accordance with physician
Findings: I. . W P
orders, including: 1. Medical plan of
care shall include all services to be
1. Clinical record number 2, primary provided including the types of
diagnosis CHF (congestive heart failure) services and equipment required. 2.
and start of care 2/19/2014, contained a Medical plan shall include specific
plan of care for the certification period intervention with measurable goals.
All staff were re-educated in the
2/19/2014 through 4/19/2014 The plan o . )
. . principles of the following policy:
of care failed to evidence measurable
goals with specific interventions and -2.17 Plan of Care
teaching for CHF.
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2. Clinical record number 3, primary All written plans of care (485s) will
diagnosis diabetes and start of care be re.Viewed_ by Directors of
Nursing/designee, as part of the
10/11/2013, contained a plan of care for admission review, for inclusion of
the certification period 8/7/2014 through types of service and equipment
10/5/2014 that stated "Goals: ... required and specific interventions
Administration of insulin, patient / with measurable goals.
caregiver will verbalize purpose, action,
response and side effects of insulin by the
end of episode." A comprehensive Ongoing monitoring of
assessment of the patient completed on documentation will be performed by
8/4/2014 indicated the patient has the DPS/designee monthly as part of
dementia, is able to follow only one step the quarterly 10% Performance
commands, is unable to take injectable mfprovement c.hart audit. The.DPS
L will be responsible for monitoring
meds unless administered by another these corrective actions to ensure
person, and has no willing Caregiver- that this deficiency is corrected.
3. Clinical record number 5, primary
diagnosis of Left Hip Total Joint
Replacement and start of care 6-16-2014,
contained a plan of care for the
certification period 6-16-2014 to
8-14-2014 that stated under item 14,
DME and Supplies, "NONE." During a
home visit on 8-6-2014 beginning at
10:00 AM, a wheelchair, 2 canes, 2
walkers, a bath chair, and an elevated
toilet seat were observed to be in the
home and used for ADL and with the
Occupational Therapist during the
therapy session.
4. Clinical record number 12, diagnoses
hypertension, CHF, diabetes, and start of
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care 2/14/2014, contained a plan of care
for the certification period 4/15/2014
through 6/13/2014 that failed to evidence
measurable goals with specific
interventions for hypertension, diabetes,
and CHF.

5. An agency policy dated 4/1998 and
revised 1/2007 titled 2.17 Plan of Care
states "The plan will identify medical and
or psychosocial problems and methods to
resolve prevent or decrease those
problems. The patient's needs, goals,
specific time frames, settings and
services needed as identified by
assessment data obtained during patient
visits will determine the development of
a patient specific plan for care, treatment
and services."

6. The administrator and Director of
Nursing agreed during exit conference on
8/8/2014 at 4 PM that the plan of care
should be patient specific and contain
measurable goals and interventions and
the 7 items of DME for #5 were not on
the plan of care and should have been.
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G000164 | 484.18(b)
PERIODIC REVIEW OF PLAN OF CARE
Agency professional staff promptly alert the
physician to any changes that suggest a
need to alter the plan of care.
G000164 08/14/2014
Based on clinical record and agency Re-education with all agency staff
. . . regarding expectations as they
policy review, the agency failed to ensure N )
. relate to provision of care in
professional staff promptly alerted the accordance with policy and
physician to abnormal blood sugar levels regulations in regards to
for 2 (# 7 and 8) of 12 records reviewed professional staff to promptly alert
with the potential to affect all of the the physician to any changes that
agency’s 60 active patients. suggest a need to alter the plan of
care at the 8/14/14 mandatory staff
L meeting conducted by the Director
Fmdmgs‘ of Nursing/Director of Professional
o ] Services (DPS).
1. Clinical record number 7 included a
plan of care established by the physician
for the certification period 6/5/2014
. . Conti - tion of all
through 8/3/2014 that identified the ontinued re-education of all agency
. 5 3 . staff on the requirements as they
patient had a diagnosis of diabetes - -
] relate to physician notification of
mellitus type 2 and parameters to report any changes that suggest the need
FBS (fasting blood sugars) less than 80 to alter the plan of care.
and greater than 180 to the patient's Re-education to be completed by
physician. DPS by 8/21/14.
. . All staff will be re-educated in the
A. The 6/10/2014 skilled nursing principles of the following policies:
visit note evidenced the patient's FBS
glucometer readings ranged from 232- 2.3 Physician Responsibility
525. The record failed to evidence the
2.6 Assessment/Reassessment
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physician was notified about the elevated
FBS 2.17 Plan of Care
. . 2.18 Verbal Orders
B. The 7/17/2014 skilled nursing
visit note evidenced the patient's FBS
ranged from 90-525. The record failed to
evidence the physician was notified about Ongoing monitoring of prompt
physician notification of clinical
the elevated FBS.
changes documentation will be
performed by the DPS/designee
C. In a medical record coordination monthly as part of the quarterly 10%
note completed by the RN (registered Performance Improvement chart
nurse) case manager, dated 6/10/2014, audit. The DPS will be responsible
the nurse documented, "Last physician for monitoring these corrective
isit to PCP [ rimarv care ph sician] actions to ensure that this deficiency
Vv
P ry phy is corrected.
5/30/2014, ... the patient does not
monitor blood glucose [BG] routinely, Additionally every agency receives at
last BG 381 on 6/8/2014." The clinical least one corporate audit annually.
record failed to evidence the physician The purpose of this internal audit is
. . t li ith all
was notified of the patient's to ensure compliance with a
. . X . internal policy and procedures and
non-compliance with BG monitoring and )
external standards and regulations.
elevated FBS. It is unannounced and encompasses
medical record review, HR file
2. Clinical record number 8 included a review, home visits and a facility
plan of care established by the physician review. The overall goal is 50%
. . . li for th dit. Th
for the certification period 6/16/2014 compliance for the audit. The
. . agency must submit a corrective
through 8/14/2014 that identified the ) ) .
action plan for any item which
patient had a d1agn0s1s of diabetes scores less than the established
mellitus type 2 and parameters to report benchmarks. This corrective action
FBS of less than 80 and greater than 180 plan is submitted to the Internal
to the patient’s physician Audit Department for review and
approval. Follow up audits are
L. . X completed, if indicated. The DPS is
The clinical record evidenced skilled ) . ‘
] ultimately responsible for ongoing
nursing notes from numerous dates compliance.
(6/17,6/19, 6/20, 6/23, 6/24, 7/10, 7/11,
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7/15,7/16, 7/30, and 7/31/2014) the
patient had FBS readings outside of the
parameters ordered. The record failed to
evidence the physician was notified.
3. An agency policy dated 11/1996 and
revised 9/2005 titled "2.3 Physician
Responsibility" states, "The homecare
organization is equally responsible for
providing information on a regular basis
to the physician to assist the provision of
care and delivery of services to the
patient."
G000173 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse initiates the plan of
care and necessary revisions.
Based on clinical record review and G000173 08/14/2014
interview, the registered nurse failed to Re-education with all registered
revise the plan of care for a change in nurse Sta,ff regarding professional
. i . expectations as they relate to the
diagnosis for 1 of 12 clinical records responsibility to update and revise
reviewed (#1) with the potential to affect the plan of care was performed at
all agency patients receiving skilled the 8/14/14 mandatory staff
nursing services. meeting. This re-education was
completed by the Director of
Findings included: Nursing/Director of Professional
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Services on 8/14/14.
1. Clinical record number #1, start of _ _
care date 12-20-2013, included a plan of f:??;::j ;ii:ti:co;no:hzn
care established by the physician for the reiuirements as they relate to the
certification period 4-19-014 through responsibility to update and revise
6-17-2014. the plan of care including revising
At start of care on 12-20-2013, the diagnosis. Re-education to be
medications included Warfarin 4 mg Comp'e_md by DPS by 8/ 2.2/ 14 Al
(milligram) daily. By physician order Stéff TN'” be re_Educate_d " th? )
Warfarin was discontinued on 1-3-2014. principles of the following poficies
Warfarin was removed from the 2.6 Assessment/Reassessment
medication profile. The plan of care for
the 2nd certification period of 2-18-2014 2.17 Plan of Care
to 4-18-2014 continued to list "Encounter
Long-Term Use Anticoagulant" as a
diagnosis. The plan of care for the 3rd DPS and/or CLM will complete 100%
certification period of 4-19-2014 to review of all Initial Comprehensive
6-17-2014 continued to list "Encounter Assessments and POC at the start of
Long—Term Use Anticoagulant" as a care, recertification and resumption
. . of care to ensure proper
d1agnos1s. establishment of the POC, including
revision of diagnosis.
2. The Administrator and DON agreed
during exit conference on 8-8-2014 at 4 Additionally every agency receives at
PM the plans of care established for the least one corporate audit annually.
2nd and 3rd certification periods for The purpose of t,hls 'ntefnal auditis
] . to ensure compliance with all
patient #1 (after the Warfarin had been internal policy and procedures and
discontinued on 1-3-2014) should have external standards and regulations.
been revised to remove the diagnosis of It is unannounced and encompasses
"Encounter Long-Term Use of medical record review, HR file
Anticoagulant" as an other diagnosis. review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
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benchmarks. This corrective action
plan is submitted to the Internal
Audit Department for review and
approval. Follow up audits are
completed, if indicated. The DPS is
ultimately responsible for ongoing
compliance.
G000176 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse prepares clinical and
progress notes, coordinates services,
informs the physician and other personnel of
changes in the patient's condition and
needs.
G000176 08/14/2014
Based on clinical record and agency Re-education with all agency staff
. . . regarding expectations as they
policy review, the agency failed to ensure N )
. relate to provision of care in
the registered nurse promptly alerted the accordance with policy and
physician to abnormal blood sugar levels regulations in regards to
for 2 (# 7 and 8) of 12 records reviewed professional staff to promptly alert
with the potential to affect all of the the physician to any changes that
agency’s 60 active patients. suggest a need to alter the plan of
care at the 8/14/14 mandatory staff
L meeting conducted by the Director
Fmdmgs‘ of Nursing/Director of Professional
Services (DPS).
1. Clinical record number 7 included a
plan of care established by the physician
for the certification period 6/5/2014
. . i - i f all
through 8/3/2014 that identified the Continued re-education of all agency
. 5 . . staff on the requirements as they
patient had a diagnosis of diabetes . -
] relate to physician notification of
mellitus type 2 and parameters to report any changes that suggest the need
FBS (fasting blood sugars) less than 80 to alter the plan of care.
and greater than 180 to the patient's Re-education to be completed by
physician. DPS by 8/21/14.
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A. The 6/10/2014 skilled nursing Al staff will be re-educated in the
visit note evidenced the patient's FBS principles of the following policies:
glucometer readings ranged from 232- » .
i . 2.3 Physician Responsibility
525. The record failed to evidence the
physician was notified about the elevated 2.6 Assessment/Reassessment
FBS.
2.17 Plan of Care
B. The 7/17/2014 skilled nursing
. . . 2.18 Verbal Orders
visit note evidenced the patient's FBS
ranged from 90-525. The record failed to
evidence the physician was notified about
the elevated FBS Ongoing monitoring of prompt
physician notification of clinical
. . . changes documentation will be
C. In a medical record coordination performed by the DPS/designee
note Completed by the RN (rengtered monthly as part of the quarterly 10%
nurse) case manager, dated 6/10/2014, Performance Improvement chart
the nurse documented, "Last physician audit. The DPS will be responsible
visit to PCP [primary care physician] for monitoring these corrective
. actions to ensure that this deficienc
5/30/2014, ... the patient does not ) Y
. . is corrected.
monitor blood glucose [BG] routinely,
last BG 381 on 6/8/2014." The clinical Additionally every agency receives at
record failed to evidence the physician least one corporate audit annually.
was notified of the patient's The purpose of this internal audit is
non-compliance with BG monitoring and to ensure compliance with all
internal policy and procedures and
elevated FBS. )
external standards and regulations.
It is unannounced and encompasses
2. Clinical record number 8 included a medical record review, HR file
plan of care established by the physician review, home visits and a facility
for the certification period 6/16/2014 review. The overall goal is 90%
through 8/14/2014 that identified the compliance for the audit. The
. . . . agency must submit a corrective
patient had a diagnosis of diabetes : ) )
] action plan for any item which
mellitus type 2 and parameters to report scores less than the established
FBS of less than 80 and greater than 180 benchmarks. This corrective action
to the patient's physician. plan is submitted to the Internal
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Audit Department for review and
The clinical record evidenced skilled approval. Follow up audits are
. completed, if indicated. The DPS is
nursing notes from numerous dates ) _ _
ultimately responsible for ongoing
(6/17,6/19, 6/20, 6/23, 6/24, 7/10, 7/11, compliance
7/15,7/16, 7/30, and 7/31/2014) the
patient had FBS readings outside of the
parameters ordered. The record failed to
evidence the physician was notified.
3. An agency policy dated 11/1996 and
revised 9/2005 titled "2.3 Physician
Responsibility" states, "The homecare
organization is equally responsible for
providing information on a regular basis
to the physician to assist the provision of
care and delivery of services to the
patient."
G000321 | 484.20(a)
ENCODING OASIS DATA
The HHA must encode and be capable of
transmitting OASIS data for each agency
patient within 30 days of completing an
OASIS data set.
Based on Indiana State Department of G000321 08/14/2014
Health (ISDH) document review and Re-education with all agency staff
. . . i fessional i
interview, the agency failed to ensure regarding professiorial expectations
i L as they relate to OASIS data must be
OASIS data had been transmltted within transmitted within 30 days of
30 days of the M0090 date in 3 (#s 1, 3 completion was performed during
and 12 ) of 12 records reviewed of the mandatory staff meeting. This
patients whose OASIS should have been education was completed by the
transmitted within 30 days creating the DON/DPS on 8/14/14.
potential to affect all of the agency's
patients who require OASIS to be
transmitted. Continued re-education of staff on
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 11 of 29
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policies & requirements as they
Findings: relate to: OASIS data must be
transmitted within 30 days of
1. An ISDH d dated 8/1/2014 completion . Re-Education to be
o n ocument date completed by DPS by 8/22/14. All
evidenced a transfer assessment had been staff will be re-educated in and
completed on 4/23/2014 for patient principles of the following policies:
number 1. The document evidenced the
OASIS data had not been transmitted 5.2 Information Management
until 5/29/2014. A recertification All OASIS data will be
assessment was completed on 4/14/2014. transmitted within no greater than
The ISDH document evidenced the 30 days following completion of the
OASIS data had not been transmitted data set.
until 5/29/2014.
2. An ISDH document dated 8/1/2014 The DPS will monitor using the
evidenced a recertification assessment OASIS Validation Reports that are
was completed for patient number 3 on obtained with each submission;
4/4/2014. The document evidenced the Additionally every quarter the DPS
OASIS data had not been submitted until W'lclj review the submission :tat'St:
and error summary report from the
5/29/2014. yrep
Casper reports.
3. An ISDH document dated 8/1/2014 Additionally every agency receives at
evidenced a start of care assessment had least one corporate audit annually.
been completed on 2/14/2014 for patient The purpose of this internal audit is
. t li ith all
number 12. The document evidenced the © ensure complance with a
. internal policy and procedures and
OASIS data had not been transmitted )
. . external standards and regulations.
until 4/23/2014. A discharge assessment It is unannounced and encompasses
was completed on 6/11/2014. The ISDH medical record review, HR file
document evidenced the OASIS data had review, home visits and a facility
not been transmitted until 7/24/2014. review. The overall goal is 90%
compliance for the audit. The
. . agency must submit a corrective
4. The Director of Nursing and the : . .
action plan for any item which
Administrator were unable to provide any scores less than the established
additional documentation and/or benchmarks. This corrective action
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 12 of 29




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

PRINTED: 08/25/2014
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
157566 L WING 08/08/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
973 EMERSON PARKWAY SUITE B
ANGELS OF MERCY HOMECARE GREENWOOD, IN 46143
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
information when asked during the daily plan is submitted to the Internal
survey conference on 8-5-14 at 4 PM. Audit Department for review and
approval. Follow up audits are
completed, if indicated. The DPS is
ultimately responsible for ongoing
compliance.
NOO00000
N000000
This was a home health state reclicensure
survey
Survey dates: 8/5/2014 through 8/8/2014
Facility # IN004617
Medicaid # 200533880
Surveyors: Nina Koch, RN, PHNS
Deborah Franco, RN, PHNS
Census: 216 Skilled unduplicated
admissions, twelve months
60 Active patients
Quality Review: Joyce Elder, MSN,
BSN, RN
August 12,2014
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NO000456 | 410 IAC 17-12-1(e)
Home health agency
administration/management
Rule 12 Sec. 1(e) The administrator shall
be responsible for an ongoing quality
assurance program designed to do the
following:
(1) Objectively and systematically monitor
and evaluate the quality and
appropriateness of patient care.
(2) Resolve identified problems.
(3) Improve patient care.
N000456 09/05/2014
Based on agency policy review, agency The DPS/designee to perform the
. . . quarterly 10% Performance
document review, and interview, the )
. . Improvement chart audits, develop
administrator failed to ensure the agency plan of correction and conduct
had ongoing quality assurance program Performance Improvement meeting
designed to objectively evaluate the with evidence of Performance
quality and appropriateness of patient Improvement minutes by 9/5/14.
care, resolve identified problems, and
. . Ongoing monitoring of the quality
improve patient care for 1 of 1 agency -
. . assurance program to objectively
with the potential to affect all the and systematically monitor and
agency’s patients. evaluate the quality and
appropriateness of patient care will
Findings: be performed by the DPS/designee
monthly as part of the quarterly 10%
. . Performance Improvement chart
1. .Rev1ew of agency document§ fa¥led to audits. The DPS will be responsible
evidence the agency had a functioning for conducting a performance
quality improvement program. improvement meetings and action
plans. The DPS will be responsible
2. On 8/7/14 at 4:15 PM. the for monitoring these corrective
. . 2
.. .. ) hat this defici
Administrator indicated the agency had actions to ZnsurEt at this deficiency
. A is corrected.
not completed a quality improvement
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 14 of 29
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program. Additionally every agency receives at
least one corporate audit annually.
. The purpose of this internal audit is
3. An agency policy dated 12/00 and purp
. . " to ensure compliance with all
revised 6/06 titled "Performance ) )
internal policy and procedures and
n n
Improvement (PI)Plan" states, " The external standards and regulations.
performance improvement plan shall be It is unannounced and encompasses
evaluated at least annually and revised as medical record review, HR file
necessary ... The agency director is review, home visits and a facility
. . . review. The overall goal is 90%
responsible for (a) allocating appropriate
. compliance for the audit. The
resources necessary for assessing and . .
agency must submit a corrective
improving performance. Resources action plan for any item which
include adequate staffing, time and scores less than the established
training. (b) Directing activities such as benchmarks. This corrective action
communication, assignment of plan is submitted to the Internal
e eqe- . Audit Department for review and
responsibilities, and appropriate response )
dati dth h Pl approval. Follow up audits are
to recommendations generated throug completed, if indicated. The DPS is
s e
activities. ultimately responsible for ongoing
compliance.
NO000472 | 410 IAC 17-12-2(a)
Q A and performance improvement
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
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 15 of 29
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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.
N000472 09/05/2014
Based on policy and administrative The DPS/designee to perform the
. . . quarterly 10% Performance
document review and interview, the ,
. . . Improvement chart audits, develop
agency failed to implement and maintain plan of correction and conduct
a quality assessment and performance Performance Improvement meeting
improvement program that reflected the with evidence of Performance
complexity of the agency services, Improvement minutes by 9/5/14.
included actions for improvement and
. . Ongoing monitoring of the quality
used objective measures for 1 of 1 agency -
] . . assurance program to objectively
with the potential to affect all patients and systematically monitor and
served by the agency. evaluate the quality and
appropriateness of patient care will
Findings: be performed by the DPS/designee
monthly as part of the quarterly 10%
. . Performance Improvement chart
1) A_ review of agency d(?cuments failed audits. The DPS will be responsible
to evidence performance improvement for conducting a performance
committee meeting minutes, data improvement meetings and action
collection and analysis to improve patient plans. The DPS will be responsible
outcomes, and evaluation of the agency's for monitoring these corrective
. . actions to ensure that this deficiency
performance with recommendations for )
. . .. . is corrected.
improving policies and services.
Additionally every agency receives at
2) An agency policy dated 12/2000 and least one corporate audit annually.
revised 6/2006, titled " Performance The purpose of this internal audit is
Improvement (PI) Plan" states. "The to ensure compliance with all
9
. . internal policy and procedures and
performance improvement committee )
. external standards and regulations.
conducts a formal meeting at least It is unannounced and encompasses
quarterly. ... A copy of the Quarterly PI medical record review, HR file
report is maintained by the director in review, home visits and a facility
each office for a minimum of three review. The overall goal is 90%
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 16 of 29
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years." compliance for the audit. The
agency must submit a corrective
3) On 8/7/14 at 4:15 PM, the action plan for any item which
L. L scores less than the established
Administrator indicated the agency had benchmarks. This corrective action
not completed quality improvement plan is submitted to the Internal
documentation and there were no Audit Department for review and
documented minutes for performance approval. Follow up audits are
improvement committee meetings. completed, if indicated. The DPS is
ultimately responsible for ongoing
compliance.
N000524 | 410 IAC 17-13-1(a)(1)
Patient Care
Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:
(A) Be developed in consultation with the
home health agency staff.
(B) Include all services to be provided if a
skilled service is being provided.
(B) Cover all pertinent diagnoses.
(C) Include the following:
(i)  Mental status.
(i) Types of services and equipment
required.
(i) Frequency and duration of visits.
(iv) Prognosis.
(v) Rehabilitation potential.
(vi) Functional limitations.
(vii) Activities permitted.
(viii) Nutritional requirements.
(ix) Medications and treatments.
(x)  Any safety measures to protect
against injury.
(xi) Instructions for timely discharge or
referral.
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 17 of 29
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(xii) Therapy modalities specifying length of
treatment.
(xiii) Any other appropriate items.
N000524 08/14/2014
Based on clinical record and agency Re-education with all agency staff
. . .. . regarding expectations as the
policy review, home visit observation, garding p. ; ; Y
. . . relate to provision of care in
and interview, the agency failed to ensure accordance with physician orders
the plans of care included specific was done at the 8/14/14 mandatory
interventions with measurable goals for 3 staff meeting conducted by the
of 12 clinical records reviewed (#s 2, 3, Director of Nursing/Director of
and 12) and included durable medical Professional Services (DPS).
equipment (DME) required for 1 of 12
(#5) clinical records reviewed with the
potential to affect all of the agency's 60 Re-education including review of
current active patients. policies & requirements as they
relate to: plan of care and provision
.. of care in accordance with physician
Findings: I. . W P
orders, including: 1. Medical plan of
care shall include all services to be
1. Clinical record number 2, primary provided including the types of
diagnosis CHF (congestive heart failure) services and equipment required. 2.
and start of care 2/19/2014, contained a Medical plan shall include specific
plan of care for the certification period intervention with measurable goals.
All staff were re-educated in the
2/19/2014 through 4/19/2014 The plan o . )
. . principles of the following policy:
of care failed to evidence measurable
goals with specific interventions and -2.17 Plan of Care
teaching for CHF.
2. Clinical record number 3, prim
. C .Ca . ecord number 3, primary All written plans of care (485s) will
diagnosis diabetes and start of care be reviewed by Directors of
10/11/2013, contained a plan of care for Nursing/designee, as part of the
the certification period 8/7/2014 through admission review, for inclusion of
10/5/2014 that stated "Goals: ... types of service and equipment
Administration of insulin, patient / required and specific interventions
. . . ’ . with measurable goals.
caregiver will verbalize purpose, action,
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 18 of 29
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response and side effects of insulin by the
end of episode." A comprehensive
assessment of the patient completed on
8/4/2014 indicated the patient has
dementia, is able to follow only one step
commands, is unable to take injectable
meds unless administered by another
person, and has no willing caregiver.

3. Clinical record number 5, primary
diagnosis of Left Hip Total Joint
Replacement and start of care 6-16-2014,
contained a plan of care for the
certification period 6-16-2014 to
8-14-2014 that stated under item 14,
DME and Supplies, "NONE." During a
home visit on 8-6-2014 beginning at
10:00 AM, a wheelchair, 2 canes, 2
walkers, a bath chair, and an elevated
toilet seat were observed to be in the
home and used for ADL and with the
Occupational Therapist during the
therapy session.

4. Clinical record number 12, diagnoses
hypertension, CHF, diabetes, and start of
care 2/14/2014, contained a plan of care
for the certification period 4/15/2014
through 6/13/2014 that failed to evidence
measurable goals with specific
interventions for hypertension, diabetes,
and CHF.

5. An agency policy dated 4/1998 and

Ongoing monitoring of
documentation will be performed by
the DPS/designee monthly as part of
the quarterly 10% Performance
Improvement chart audit. The DPS
will be responsible for monitoring
these corrective actions to ensure
that this deficiency is corrected.
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revised 1/2007 titled 2.17 Plan of Care
states "The plan will identify medical and
or psychosocial problems and methods to
resolve prevent or decrease those
problems. The patient's needs, goals,
specific time frames, settings and
services needed as identified by
assessment data obtained during patient
visits will determine the development of
a patient specific plan for care, treatment
and services."

6. The administrator and Director of
Nursing agreed during exit conference on
8/8/2014 at 4 PM that the plan of care
should be patient specific and contain
measurable goals and interventions and
the 7 items of DME for #5 were not on
the plan of care and should have been.

N000527 | 410 IAC 17-13-1(a)(2)

Patient Care

Rule 13 Sec. 1.(a)(2) The health care
professional staff of the home health agency
shall promptly alert the person responsible
for the medical component of the patient's
care to any changes that suggest a need to
alter the medical plan of care.

Based on clinical record and agency
policy review, the agency failed to ensure
professional staff promptly alerted the
physician to abnormal blood sugar levels
for 2 (# 7 and 8) of 12 records reviewed
with the potential to affect all of the
agency's 60 active patients.

N000527

Re-education with all agency staff
regarding expectations as they
relate to provision of care in
accordance with policy and
regulations in regards to
professional staff to promptly alert
the physician to any changes that
suggest a need to alter the plan of

08/14/2014
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care at the 8/14/14 mandatory staff
Findings: meeting conducted by the Director
of Nursing/Director of Professional
1. Clinical record number 7 included a Services (DPS).
plan of care established by the physician
for the certification period 6/5/2014
through 8/3/2014 that identified the Continued re-education of all agency
patient had a diagnosis of diabetes staff on the requirements as they
mellitus type 2 and parameters to report relate to physician notification of
FBS (fasting blood sugars) less than 80 any changes that suggest the need
to alter the plan of care.
and greater than 180 to the patient's Re-education to be completed by
physician. DPS by 8/21/14.
A. The 6/10/2014 skilled nursing All staff will be re-educated in the
visit note evidenced the patient's FBS principles of the following policies:
glucometer readings ranged from 232- 2.3 Physician Responsibility
525. The record failed to evidence the
physician was notified about the elevated 2.6 Assessment/Reassessment
FBS.
2.17 Plan of Care
B. The 7/17/2014 skilled nursing 2.18 Verbal Orders
visit note evidenced the patient's FBS
ranged from 90-525. The record failed to
evidence the physician was notified about onai Corine of .
ngoing monitoring or prom
the elevated FBS. phfsiciagn notificatiin o:)clini::)al
changes documentation will be
C. In a medical record coordination performed by the DPS/designee
note completed by the RN (registered monthly as part of the quarterly 10%
nurse) case manager, dated 6/10/2014, Performance Improvement chart
the nurse documented, "Last physician audit. The DPS will be responsible
visit to PCP [primary care physician] for.monitoring these corr.’ectivle.
actions to ensure that this deficiency
5/30/2014, ... the patient does not is corrected.
monitor blood glucose [BG] routinely,
last BG 381 on 6/8/2014." The clinical Additionally every agency receives at
State Form Event ID: 8UTO11 Facility ID: 004617 If continuation sheet Page 21 of 29
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record failed to evidence the physician least one corporate audit annually.
was notified of the patient‘s The purpose of this internal audit is
non-compliance with BG monitoring and to ensure compliance with all
internal policy and procedures and
elevated FBS. .
external standards and regulations.
It is unannounced and encompasses
2. Clinical record number 8 included a medical record review, HR file
plan of care established by the physician review, home visits and a facility
for the certification period 6/16/2014 review. The overall goal is 90%
through 8/14/2014 that identified the compliance for the audit. The
. . . . agency must submit a corrective
patient had a diagnosis of diabetes ; . .
] action plan for any item which
mellitus type 2 and parameters to report scores less than the established
FBS of less than 80 and greater than 180 benchmarks. This corrective action
to the patient’s physician. plan is submitted to the Internal
Audit Department for review and
The clinical record evidenced skilled approval. F(.)”.OW,Up audits are _
. completed, if indicated. The DPS is
nursing notes from numerous dates . . .
ultimately responsible for ongoing
(6/17,6/19, 6/20, 6/23, 6/24, 7/10, 7/11, compliance.
7/15, 7/16, 7/30, and 7/31/2014) the
patient had FBS readings outside of the
parameters ordered. The record failed to
evidence the physician was notified.
3. An agency policy dated 11/1996 and
revised 9/2005 titled "2.3 Physician
Responsibility" states, "The homecare
organization is equally responsible for
providing information on a regular basis
to the physician to assist the provision of
care and delivery of services to the
patient."
N000546 | 410 IAC 17-14-1(a)(1)(G)
Scope of Services
Rule 14 Sec. 1(a) (1)(G) Except where
services are limited to therapy only, for
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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 agency N000546 08/14/2014
policy review, the agency failed to ensure Re-education with all agency staff
. regarding expectations as the
the registered nurse promptly alerted the garding p_ ; ; Y
s relate to provision of care in
physician to abnormal blood sugar levels accordance with policy and
for 2 (# 7 and 8) of 12 records reviewed regulations in regards to
with the potential to affect all of the professional staff to promptly alert
agency's 60 active patients. the physician to any changes that
suggest a need to alter the plan of
.- care at the 8/14/14 mandatory staff
Findings: _ /14/ Y
meeting conducted by the Director
linical el of Nursing/Director of Professional
1. Clinical record 1.1urnber 7 inc udeq 'a Services (DPS).
plan of care established by the physician
for the certification period 6/5/2014
through 8/3/2014 that identified the
. . . . Continued re-educati f all
patient had a diagnosis of diabetes entinted re-ectication ot atl agency
i 2 and staff on the requirements as they
mellitus type and parameters to report relate to physician notification of
FBS (fasting blood sugars) less than 80 any changes that suggest the need
and greater than 180 to the patient's to alter the plan of care.
physician. Re-education to be completed by
DPS by 8/21/14.
A. The 6/10/2014 skilled nursin
. . . & All staff will be re-educated in the
visit note evidenced the patient's FBS principles of the following policies:
glucometer readings ranged from 232-
525. The record failed to evidence the 2.3 Physician Responsibility
physician was notified about the elevated
2.6 Assessment/Reassessment
FBS.
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2.17 Plan of Care
B. The 7/17/2014 skilled nursing
visit note evidenced the patient's FBS 2-18 Verbal Orders
ranged from 90-525. The record failed to
evidence the physician was notified about
the elevated FBS. Ongoing monitoring of prompt
physician notification of clinical
C. In a medical record coordination CZ?:ogr::;;uT::;a;iso/r;::"::e
note completed by the RN (registered pmonthly as pzrt of the quafcerly 10%
nurse) case manager, dated 6/10/2014, Performance Improvement chart
the nurse documented, "Last physician audit. The DPS will be responsible
visit to PCP [primary care physician] for monitoring these corrective
5/30/2014, ... the patient does not actions to ensure that this deficiency
monitor blood glucose [BG] routinely, Is corrected.
last BG 381 on 6/8/2014." The clinical Additionally every agency receives at
record failed to evidence the physician least one corporate audit annually.
was notified of the patient's The purpose of this internal audit is
non-compliance with BG monitoring and to ensure compliance with all
elevated FBS. internal policy and procedures and
external standards and regulations.
2. Clinical record number 8 included a Ir;:dl::jrz:z:dc‘::v:z’e: ;(;irrepasses
plan of care established by the physician review, home visits and a facility
for the certification period 6/16/2014 review. The overall goal is 90%
through 8/14/2014 that identified the compliance for the audit. The
patient had a diagnosis of diabetes :fteiZiypr;;:s::r“:r:';iittz;o\:::icct:’e
mellitus type 2 and parameters to report scores less than the established
FBS of less than 80 and greater than 180 benchmarks. This corrective action
to the patient’s physician. plan is submitted to the Internal
Audit Department for review and
The clinical record evidenced skilled approval. Follow up audits are
nursing notes from numerous dates Zi?::;:jd’riinodri(s:iatflidf'oTrhjnDzisnis
(6/17,6/19, 6/20, 6/23, 6/24, 7/10, 7/11, Comp“anie. P gomns
7/15,7/16, 7/30, and 7/31/2014) the
patient had FBS readings outside of the
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S000458

parameters ordered. The record failed to
evidence the physician was notified.

3. An agency policy dated 11/1996 and
revised 9/2005 titled "2.3 Physician
Responsibility" states, "The homecare
organization is equally responsible for
providing information on a regular basis
to the physician to assist the provision of
care and delivery of services to the
patient."

410 IAC 17-12-1(f)

Home health agency
administration/management

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 file and policy
review and interview, the agency failed to
ensure annual performance evaluations

S000458

Empoyees B,H, and | to have
complete annual evaluation
including supervisory visit by 9/1/14.

09/01/2014
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were performed for 3 of 5 (#s B, H, and |
) employee files reviewed with potential Re-education given 8/14/14 at the
. .. . mandatory staff meeting regardin
to affect all patients receiving services " & regarding
the requirement of an annual
from these employees. performance evaluation in addition
to an onsite supervisory visit for
Findings included: direct care workers annualy, as
stated in the policy:
1. The personnel files employees #B, H,
. . . 6.5 Performance Appraisals
and I failed to include evidence of annual
performance evaluations.
a. Employee B, an Occupational To ensure ongoing compliance, 5
Therapist, was hired on 11-10-2003. The personnel files will be audited
. quarterly to ensure that annual
most recent performance evaluation was ,
performance evaluations are
dated 1-6-2012. completed according Indiana
licensure certification requirements.
b. Employee H, a registered nurse (RN), Successful compliance will be
was hired 7-8-2011. The most recent 100%. All results are included in the
performance evaluation was dated Quarterly P'deeet:g minutes and
are approved by the Executive
1-9-2012. ) )
Director. Any concerns will be
immediately reported to the Agency
c. Employee I, a RN, was hired Director. Results will be submitted
1-22-2007. The most recent performance to the corporate office for review
evaluation was dated 10-27-2011. and analysis. Reinstruction will be
provided as needed. The DPSis
. ultimately responsible for ongoing
2. Agency policy 6.5 "Performance .
. compliance.
Appraisals", adopted 2-1991 and most
recently revised 5-2003, stated, Additionally every agency receives at
"PROCEDURE: 1. ... For direct patient least one corporate audit annually.
care staff, a supervisory visit is conducted The purpose of this internal audit is
. . to ensure compliance with all
annually and is included in the ) ] P
f sl " internal policy and procedures and
performance appraisal process. external standards and regulations.
It is unannounced and encompasses
3. During interview with Employee N, medical record review, HR file
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Director of Nursing, on 8-8-2014 at review, home visits and a facility
11:30 AM, Employee N indicated the review. The overall goal is 30%
compliance for the audit. The
employees should have had a P _ _
. agency must submit a corrective
performance evaluation annual, but none : . .
action plan for any item which
was performed. The purpose of the scores less than the established
annual evaluation is to evaluate the benchmarks. This corrective action
employees' competency to deliver care plan is submitted to the Internal
pursuant to agency policies and accepted Audit Department for review and
. I. Foll dit
standards of health care delivery. If no approval. FoTloW i audtts are
. . completed, if indicated. The DPS is
annual supervisory visit was conducted, ) . .
) ultimately responsible for ongoing
and no performance appraisal completed, compliance.
it cannot be determined these employees
were consistently delivering care safely
and competently to agency patients.
S000542 | 410 IAC 17-14-1(a)(1)(C)
Scope of Services
Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(C) Initiate the plan of care and necessary
revisions.
Based on clinical record review and S000542 08/14/2014
interview, the registered nurse failed to Re-education with all registered
. . nurse staff regarding professional
revise the plan of care for a change in _
. . L. expectations as they relate to the
diagnosis for 1 of 12 clinical records responsibility to update and revise
reviewed (#1) with the potential to affect the plan of care was performed at
all agency patients receiving skilled the 8/14/14 mandatory staff
nursing services. meeting. This re-education was
completed by the Director of
. . Nursing/Director of Professional
Findings included: A &/
Services on 8/14/14.
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1. Clinical record number #1, start of Continued re-education of all
care date 12-20-2013, included a plan of registered nurse staff on the
. .. i t th late to th
care established by the physician for the requirements as they refate fo the
. . . responsibility to update and revise
certification period 4-19-014 through - .
the plan of care including revising
6-17-2014. the diagnosis. Re-education to be
At start of care on 12-20-2013, completed by DPS by 8/22/14. All
medications included Warfarin 4 mg staff will be re-educated in the
(milligram) daily. By physician order principles of the following policies:
Warfarin was discontinued on 1-3-2014.
. 2.6 Assessment/Reassessment
Warfarin was removed from the
medication profile. The plan of care for 2.17 Plan of Care
the 2nd certification period of 2-18-2014
to 4-18-2014 continued to list "Encounter
Long-Term Use Anticoagulant" as a )

. . DPS and/or CLM will complete 100%
dlagn0s1s. The plan of care for the 3rd review of all Initial Comprehensive
certification period of 4-19-2014 to Assessments and POC at the start of
6-17-2014 continued to list "Encounter care, recertification and resumption
Long-Term Use Anticoagulant" as a of care to ensure proper
diagnosis establishment of the POC, including

revision of diagnosis.
2. The Administrator and DON agreed Additionally every agency receives at
during exit conference on 8-8-2014 at 4 least one corporate audit annually.
PM the plans of care established for the The purpose of this internal audit is
2nd and 3rd certification periods for to ensure compliance with all
. . internal policy and procedures and
patient #1 (after the Warfarin had been policyandp }
d&i i d 13 2014) hould h external standards and regulations.
1scon lr%ue on 1-3- s _Ou _ave It is unannounced and encompasses
been revised to remove the diagnosis of medical record review, HR file
"Encounter Long-Term Use of review, home visits and a facility
Anticoagulant” as an other diagnosis. review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective action
plan is submitted to the Internal
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Audit Department for review and
approval. Follow up audits are
completed, if indicated. The DPS is
ultimately responsible for ongoing
compliance.
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