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This visit was a home health federal G0000
recertification survey. This was a partial
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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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ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
GO158 G158 The Administrator and 08/28/2012
Based on clinical record review, Director of Nursing has
. . i . in-serviced nursing staff, home
observation, job description review, and .
) . . health aides, and case
interview, the agency failed to ensure the managers on following the Plan of
care provided was ordered on the plan of Care and Plan of Care
care for 3 of 11 patients with the potential Policy.Supervisory Nurses will
, . conduct a field audit at least 120
to affect all the agency's patients. (# 2, 3, days of not less than 10% of
8) Patients to ensurecompliance
with Plan of Care. Director of
Findings: Nursing will be responsible for
monitoring these corrective
o . ; actions to ensure thatthis
1. Clinical record #2 contained "PA deficiency is corrected. The
Home Health Aide Weekly Note[s]" dated Director of Nursing will report any
June 25-28, and 30; July 1-6, 9, 10, findings to the administrator.
12-14, and 16; and August 1-3, 2012, The§e findings WI|.| also be use.d
. . . "ROM / and incorporated into the Quality
that identified the aide performed Assurance Meetings to evaluate
Passive ROM". The plans of care for the care.
certification periods 6-1-12 to 7-30-12
and 7-31-12 to 9-28-12 failed to evidence
an order for range of motion.
The "Aide / Homemaker Care Plan"
dated 5-29-12 and with review date of 7-
26-12, failed to evidence the aide had
been assigned to perform range of motion.
2. Clinical record #3 contained "PA
Home Health Aide Weekly Note[s]" dated
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July 1-3, 5, 7-10, 12-17, 19-21, 23, 24,
and 26-31; August 1-4, 6, 7, and 9-11,
2012, that identified the aide performed a
"Bed Bath." The plan of care for the
certification period 6-17-12 to 8-15-12
failed to evidence an order for a bed bath.

A. The "PA Home Health Aide
Weekly Note[s]" dated July 1-3, 5, 9, 10,
12-17,19-21, 23, 24, and 26-31; August
2,3,6,7,and 8-11, 2012, identified the
aide performed "Hand / foot Care ...
Brace." The plan of care for the
certification period of 6-17-12 to 8-15-12
failed to evidence an order for a brace.

B. The "PA Home Health Aide
Weekly Note[s]" dated July 1-3, 5, 9, 10,
12-17,19-21, 23, 24, and 26-31; August
2,3,6,7,and 9-12, 2012, identified the
aide performed "ROM / Passive ROM ...
PROM." The plan of care for the
certification period 6-17-12 to 8-15-12
failed to evidence an order for passive
range of motion.

C. The "Aide / Homemaker Care
Plan" dated 12-15-11 and with review
dates of 2-13-12, 4-13-12, 6-12-12, and 8-
11-12 failed to evidence the aide had been
assigned to perform passive range of
motion.

D. On 8-21-12 at 9 AM, employee D,
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home health aide, was observed giving
patient #2 a bed bath.

3. Clinical record #8 contained "PA
Home Health Aide Weekly Note[s]" dated
August 8-10, 2012, that identified the aide
performed "Offer Oral Supplement." The
plan of care for the certification period
8-8-12 to 10-6-12 failed to evidence an
order for offering of oral supplements.

4. The undated document titled "Home
Health Aide Job Description" states "The
Home Health Aide performs personal care
activities contained in a written
assignment by the case manager which
includes: personal hygiene, assisting with
ambulation, oral care, skin care, hair care,
cooking, feeding, dressing, shaving, vital
signs, and nail care. Follows a written
plan of care, which includes realistic
goals and interventions, and is prepared
by the case manager."

5. On 8-22-12 at 115 PM, employee B
indicated all home health aides are
required to read the employee handbook
and, after orientation, a document stating
they have read and understand all of the
information, including the home health
aide job description which is signed and
dated by the home health aide.
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N0522 410 IAC 17-13-1(a)
Patient Care
Rule 13 Sec. 1(a) Medical care shall follow
a written medical plan of care established
and periodically reviewed by the physician,
dentist, chiropractor, optometrist or
podiatrist, as follows:
N0522 N 522 The Administrator and 08/28/2012
Based on clinical record review, Director of Nursing has
. . i . in-serviced nursing staff, home
observation, job description review, and .
) . . health aides, and case
interview, the agency failed to ensure the managers on following the Plan of
care provided was ordered on the plan of Care and Plan of Care
care for 3 of 11 patients with the potential Policy.Supervisory Nurses will
, . conduct a field audit at least 120
to affect all the agency's patients. (# 2, 3, days of not less than 10% of
8) Patients to ensurecompliance
with Plan of Care. Director of
Findings: Nursing will be responsible for
monitoring these corrective
o . ; actions to ensure thatthis
1. Clinical record #2 contained "PA deficiency is corrected. The
Home Health Aide Weekly Note[s]" dated Director of Nursing will report any
June 25-28, and 30; July 1-6, 9, 10, findipgs to the o .
12-14, and 16; and August 1-3, 2012, admlnlstratorThes.e findings will
. . . "ROM / also be used and incorporated
that identified the aide performed into the Quality Assurance
Passive ROM". The plans of care for the Meetings to evaluate care.
certification periods 6-1-12 to 7-30-12
and 7-31-12 to 9-28-12 failed to evidence
an order for range of motion.
The "Aide / Homemaker Care Plan"
dated 5-29-12 and with review date of 7-
26-12, failed to evidence the aide had
been assigned to perform range of motion.
2. Clinical record #3 contained "PA
Home Health Aide Weekly Note[s]" dated
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July 1-3, 5, 7-10, 12-17, 19-21, 23, 24,
and 26-31; August 1-4, 6, 7, and 9-11,
2012, that identified the aide performed a
"Bed Bath." The plan of care for the
certification period 6-17-12 to 8-15-12
failed to evidence an order for a bed bath.

A. The "PA Home Health Aide
Weekly Note[s]" dated July 1-3, 5, 9, 10,
12-17,19-21, 23, 24, and 26-31; August
2,3,6,7,and 8-11, 2012, identified the
aide performed "Hand / foot Care ...
Brace." The plan of care for the
certification period of 6-17-12 to 8-15-12
failed to evidence an order for a brace.

B. The "PA Home Health Aide
Weekly Note[s]" dated July 1-3, 5, 9, 10,
12-17,19-21, 23, 24, and 26-31; August
2,3,6,7,and 9-12, 2012, identified the
aide performed "ROM / Passive ROM ...
PROM." The plan of care for the
certification period 6-17-12 to 8-15-12
failed to evidence an order for passive
range of motion.

C. The "Aide / Homemaker Care
Plan" dated 12-15-11 and with review
dates of 2-13-12, 4-13-12, 6-12-12, and 8-
11-12 failed to evidence the aide had been
assigned to perform passive range of
motion.

D. On 8-21-12 at 9 AM, employee D,
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home health aide, was observed giving
patient #2 a bed bath.

3. Clinical record #8 contained "PA
Home Health Aide Weekly Note[s]" dated
August 8-10, 2012, that identified the aide
performed "Offer Oral Supplement." The
plan of care for the certification period
8-8-12 to 10-6-12 failed to evidence an
order for offering of oral supplements.

4. The undated document titled "Home
Health Aide Job Description" states "The
Home Health Aide performs personal care
activities contained in a written
assignment by the case manager which
includes: personal hygiene, assisting with
ambulation, oral care, skin care, hair care,
cooking, feeding, dressing, shaving, vital
signs, and nail care. Follows a written
plan of care, which includes realistic
goals and interventions, and is prepared
by the case manager."

5. On 8-22-12 at 115 PM, employee B
indicated all home health aides are
required to read the employee handbook
and, after orientation, a document stating
they have read and understand all of the
information, including the home health
aide job description which is signed and
dated by the home health aide.
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