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This visit was a home health federal
recertification survey.

Survey dates: February 11, 12, 13, and
14,2014

Facility # 004390
Medicaid Vendor: # 200512710

Surveyor: Susan E. Sparks, RN, PH
Nurse Surveyor

Agency Census

Skilled Patients

423

Home Health Aide Only Patients
0

Personal Service Only Patients

0

Total

423

Quality Review: Joyce Elder, MSN,
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Based on observations and interview,
the facility failed to ensure staffed
followed professional standards in
providing wound care in 1 of 1
observation (#2) of wound care with the
potential to affect all patients that
receive wound care from employee C.

Findings:

1. On 2/12/14 at 12:30 PM, Employee
C, a Registered Nurse (RN), was
observed performing a wet to dry
bandage change with a medication
application. Patient #2 stood facing
away from the RN. The RN removed
the bandage from the coccyx. The
removal of the bandage tore the thin skin
and the coccyx began to bleed. The RN
used a 4 x 4 gauze to clean up the blood.
She placed the gauze, now
contaminated, on her barrier to her side.
The RN took the tube of medicated
ointment put her finger, also
contaminated, on the end of the tube,
then put her finger in the end of the
coccyx wound. The coccyx was still

all clinicalffield staff on the
agency'spolicies and procedures
related to "Infection Control
Program" #7.1; "Standard
Precautions" #7.4 and "Personal
Protective Equipment" #7.6. All
clinical/field staff will demonstrate
adherence to policies and
procedures as evidenced by:
performing return demonstration
of basic wound care within 14
days and annually thereafter to
ensure competency. The
Administrator will be responsible
for implementing and monitoring
these corrective actions to ensure
that the deficiency is corrected
and will not recur.
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COMPLIANCE W/ ACCEPTED

PROFESSIONAL STD

The HHA and its staff must comply with

accepted professional standards and

principles that apply to professionals

furnishing services in an HHA.
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bleeding where the bandage had been
taped. The RN picked up the previously
used gauze from the barrier and used it
again to clean off the new blood.

2. On 2/12/14 at 3 PM, Employee A,
the Administrator, indicated this is not
the normal work of this RN.
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Omni Home Care is incompliance with

the Indiana rules for home health

agencies 410 IAC Article 17
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