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This was a home health federal complaint
investigation survey.
Complaint #: IN00121369 -
Unsubstantiated: Lack of sufficient
evidence. A deficiency unrelated to the
allegation is cited.
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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 The Director of Nursing has 02/15/2013
Based on clinical record review, policy provided education and in
review, and interview, the agency failed servicing to all home health aide
’ > & ,y staff on the need to follow the
to ensure home health aide services were Plan of Care as outlined by the
provided as ordered on the plan of care Registered Nurse Case Manager
for 2 of 4 records reviewed (#2 and 4) and documenting the care on the
. . . aide assignment sheet.The
with the potential t.o .affect all the patle.nts Director of Nursing will do 100%
of the agency receiving home health aide audit on all home health aide
services. documentation to ensure that the
home health aide is documenting
Findines include: care provided as outlined on the
& ) Plan of Care by Registered Nurse
Case Manager. Quarterly audits
1. Clinical record #2 included a plan of will be performed with a minimal
care dated 9/9/12 - 11/7/12 with orders for of 10% of the home health aide
home health aide services "5 hours/day X visit repord o 'observe for
. compliance with correct
[times] 6 days X 9 weeks up to 30 documentation of Plan of Care.
hours/week to assist with personal care, The DON has instructed and
bathing, dressing ... and to maintain a re-educated the aides (chart #2
clean and safe environment." The record and chart #4) on the need of
. . k following the Plan of Care and
failed to evidence any baths were given that deletions or additions to the
the weeks of 9/9/12 and 9/30/12. assignment can only be done by
the RN Case Manager. The
On 1/17/2013 at 2:00 PM, employee D|rector.of Nursing wil ,be_
he al . Lo responsible of the monitoring and
M, the alternate a<'im1nlstrato.r, indicated completion of these measures to
the home health aide notes did not correct deficiency and prevent it
evidence a bath had been given during from recur.
those weeks.
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2. Clinical record #4 included plans of
care dated 10/22/13 - 12/20/13 and
12/21/12 - 2/18/13 with orders for home
health aide services "8 hours/day X 7
days/week X 9 weeks up to 56 hrs/week
to assist with personal care, bathing ...
mouth care, assist with ambulation... to
maintain a clean and safe environment."
The record failed to evidence mouth care
had been given the weeks of 11/25/13,
12/9/12, 12/16/12, 12/23/12, and
12/30/12.

3. The undated agency policy titled
"Home Health Aide Services" states, "The
aide will follow the care plan and will not
initiate new services or discontinue
services without contacting the
supervising nurse."
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This was a home health state complaint

investigation survey.

Complaint #: IN00121369 -

Unsubstantiated: Lack of sufficient

evidence. A deficiency unrelated to the

allegation is cited.

Survey date: 1/16-17/2013

Facility #: 012120

Medicaid Vendor: 200944890

Surveyor: Dawn Snider, RN, PHNS

Quality Review: Joyce Elder, MSN, BSN,
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January 29, 2013
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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 The Director of Nursing has 02/15/2013
provided education and in
Based on clinical record review, polic servicing to all home health aide
i ) ) P ) y staff on the need to follow the
review, and interview, the agency failed Plan of Care as outlined by the
to ensure home health aide services were Registered Nurse Case Manager
provided as ordered on the plan of care and documenting the care on the
. aide assignment sheet.The
fo.r 2of4 recor.ds reviewed (#2 and 4_) Director of Nursing will do 100%
with the potential to affect all the patients audit on all home health aide
of the agency receiving home health aide documentation to ensure that the
services. home health aide is documenting
care provided as outlined on the
L . Plan of Care by Registered Nurse
Findings include: Case Manager. Quarterly audits
will be performed with a minimal
1. Clinical record #2 included a plan of of 10% of the home health aide
care dated 9/9/12 - 11/7/12 with orders for visit repord to 'observe for
. . compliance with correct
home health aide services "5 hours/day X documentation of Plan of Care.
[times] 6 days X 9 weeks up to 30 The DON has instructed and
hours/week to assist with personal care, re-educated the aides (chart #2
bathing, dressing ... and to maintain a and chart #4) on the need of
. " following the Plan of Care and
clean and safe environment." The record that deletions or additions to the
failed to evidence any baths were given assignment can only be done by
the weeks of 9/9/12 and 9/30/12. the RN Case Manager. The
Director of Nursing will be
) responsible of the monitoring and
On 1/17/2013 at 2:00 PM, employee completion of these measures
M, the alternate administrator, indicated to correct deficiency and prevent
the home health aide notes did not it from recurring
evidence a bath had been given during
those weeks.
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2. Clinical record #4 included plans of
care dated 10/22/13 - 12/20/13 and
12/21/12 - 2/18/13 with orders for home
health aide services "8 hours/day X 7
days/week X 9 weeks up to 56 hrs/week
to assist with personal care, bathing ...
mouth care, assist with ambulation... to
maintain a clean and safe environment."
The record failed to evidence mouth care
had been given the weeks of 11/25/13,
12/9/12, 12/16/12, 12/23/12, and
12/30/12.

3. The undated agency policy titled
"Home Health Aide Services" states, "The
aide will follow the care plan and will not
initiate new services or discontinue
services without contacting the
supervising nurse."
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