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This was a revisit for the federal home
health recertification survey completed
on 4-2-14, 4-3-14, 4-4-14, 4-7-14, and
4-8-14.

Survey Date: 5-22-14

Facility #: 004372

Medicaid Vendor #: 200272600A
Surveyor: Vicki Harmon, RN, PHNS

Three (3) conditions of participation and
13 standards were found to be corrected
during this survey. Three (3) standards
remain uncorrected and were re-cited.

American Nursing Care continues to be
precluded from providing its own home
health aide training and/or competency
evaluation program for a period of two
(2) years beginning 4-14-14 due to being
found out of compliance with Conditions
of Participation 42 CFR 484.18
Acceptance of Patients, Plans of Care,
and Medical Supervision; 42 CFR 484.30
Skilled Nursing Services; and 42 CFR
Comprehensive Assessment of Patients.

The administrator and the supervising
nurse were informed of the above-stated
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continued preclusion at the exit
conference held at this agency on 5-22-14
at 12:45 PM.
Quality Review: Joyce Elder, MSN,
BSN, RN
May 30, 2014
G000158 | 484.18
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.
Based on clinical record and agency G000158 G158 Mandatory inservices were 06/20/2014
policy review and interview, the agency held 069414 and 060514 fgr
. . Professional staff by the Director
failed to ensure physician orders had of Clinical Services (DCS) and
been obtained for all services provided in Clinical Educator regarding Policy
1 (# 11) of 4 records reviewed. # 33.24 Plan of Care and
Physician Orders. The inservices
. . included information that all
The findings include: treatments, care and services are
provided according to physician
1. Clinical record number 11 included a orders. Educational packets to
skilled nurse visit note dated 5-14-14 that be mailed to all Profgssmngl staff
d dth had assisted th unable to attend the inservices by
evidence the nurse had assisted the 061014. Patient #11- Late order
patient to perform a blood glucose for blood glucose check obtained
monitoring check. The plan of care for on 052214 from physician. To
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the certification period 5-7-14 to 7-5-14 ensure compliance with the
failed to evidence an order for the blood above policies gnd progedures
the DCS or designee will conduct
glucose check. 4 random clinical record reviews
per month to monitor that
2. The supervising nurse stated, on treatments, care and services
5-22-14 at 12:35 PM, "There is no order were performed per physicians
" orders for 3 months starting week
for the blood glucose check. of 6/09/14 and then ongoing as
part of the agency quarterly
3. The agency's undated "Plan of Care review. This compliance process
and Physician Orders" policy number will be .ur.wder the d|r§ct
33.24 states. "Th lof th supervision of the Director of
: .S a.es, ) ¢ goal ol the Operations with oversight by the
organization is to develop an Regional Clinical Manager and
individualized plan of care for every Regional Vice President.
client in conjunction with their
attending/treating physician and to
provide our clients with services and care
consistent with their plan of care . . . All
care and services provided is according to
current physician orders."
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.
Based on clinical record and agency G000159 G159 Mandatory inservices were 06/20/2014
policy review and interview, the agency held 069414 and 060514 fgr
Professional staff by the Director
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failed to ensure plans of care included all of Clinical Services (DCS) and
services in 2 (#s 11 and 15) of 4 records Clinical Educator regarding Policy
. # 33.24 Plan of Care and
reviewed. Physician Orders and Policy
#33.20 Case
The findings include: Conference-Interdisciplinary
Group Meeting/Coordination of
.. . Service. Information regarding
1. Clinical record number 11 included a coordination of care and
start of care comprehensive assessment importance of including other
dated 5-7-14 that states,"Pt [patient] has healthcare providers services to
homaker [sic] attendent [sic] 3 X/W [3 the plan of care was
. Kl-3h it " emphasized. Educational
times per week] - 3 hrs a visit. packets to be mailed to all
Professional staff unable to
The plan of care for the certification attend the inservices by 061014.
period 5-7-14 to 7-5-14 failed to include Patient #11- Physician was
he h ker/ d . notified of homemaker and
the homemaker/attendant care services. attendant care services on
060214. Patient #15- Physician
2. Clinical record number 15 included a was notified of homemaker
recertification comprehensive assessment serwcres on Of_st?ft:f' TS ensure
" compliance with the above
dated 5-13-14 that states, "has [name of policies and procedures the DCS
other agency] hmk [homemaker] 2H or designee will conduct 4
[hours] daily." random clinical record reviews
per month to monitor the plans of
. . care to ensure all services and
The plan of care for the cc?rtlﬁcat1on treatments for the patient are
period 5-16-14 to 7-14-14 failed to included per physicians orders for
include the homemaker services provided 3 months starting week of 6/09/14
by another agency. and then ongoing as part of the
agency quarterly review. This
o o compliance process will be under
3. The supervising nurse indicated, on the direct supervision of the
5-22-14 at 12:30 PM, the plans of care Director of Operations with
included in records numbered 11 and 15 lc\J/lverS|ght bydth; R?Q'OF\?! Clinical
did not included the anager and Regional Vice
) President.
homemaker/attendant care services
provided by other agencies.
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4. The agency's undated "Plan of Care
and Physician Orders" policy number
33.24 states, "The plan of care should be
based upon a current assessment of the
client's needs for care. The plan of care
must include: . . . types of services . . . all
treatments."
G000170 | 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on clinical record and agency G000170 | G170 Mandatory inservices were 06/20/2014
policy review and interview, the agency held 060414 and 060514 for
. . . Professional staff by the Director
failed to ensure physician orders had of Clinical Services (DCS) and
been obtained for all services provided by Clinical Educator regarding Policy
the registered nurse (RN) in 1 (# 11) of 4 #33.24 Planof Careand
records reviewed. F’hysnmaq Orders: The inservices
included information that all
' ' treatments, care and services are
The findings include: provided according to physician
orders. Educational packets to
1. Clinical record number 11 included a be rglalkted t(t)t aIIdPtrhofgsswngl sta;f
. .. unable to attend the inservices by
skl.lled nurse visit note dated 5-14-14 that 061014. Patient #11- Late order
evidenced the RN, employee A, had for blood glucose check obtained
assisted the patient to perform a blood on 052214 from physician. To
glucose monitoring check. The plan of ensure compliance with the
for th ficati i0d 5-7-14 above policies and procedures
care for t. e certl 1c.at10n period >-/-14 to the DCS or designee will conduct
7-5-14 failed to evidence an order for the 4 random clinical record reviews
blood glucose check. per month to monitor that
treatments, care and services
. . were performed per physicians
2. The supervising nurse state.d, on orders for 3 months starting week
5-22-14 at 12:35 PM, "There is no order of 6/09/14 and then ongoing as
for the blood glucose check." part of the agency quarterly
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3. The agency's undated "Plan of Care
and Physician Orders" policy number
33.24 states, "The goal of the
organization is to develop an
individualized plan of care for every
client in conjunction with their
attending/treating physician and to
provide our clients with services and care
consistent with their plan of care . . . All
care and services provided is according to
current physician orders."

This was a revisit for the State home
health re-licensure survey completed on
4-2-14,4-3-14,4-4-14, 4-7-14, and
4-8-14.

Survey Date: 5-22-14

Facility #: 004372

Medicaid Vendor #: 200272600A
Surveyor: Vicki Harmon, RN, PHNS
Twelve (12) deficiencies were found to
be corrected as a result of this survey.

Three (3) deficiencies remain uncorrected
and were re-cited.

N000000

review. This compliance process
will be under the direct
supervision of the Director of
Operations with oversight by the
Regional Clinical Manager and
Regional Vice President.
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Quality Review: Joyce Elder, MSN,
BSN, RN
May 30, 2014
N000522 | 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:
Based on clinical record and agency N000522 N522 Mandatory inservices were 06/20/2014
policy review and interview, the agency held 060414 and 060514 fgr
. . Professional staff by the Director
failed to ensure physician orders had of Clinical Services (DCS) and
been obtained for all services provided in Clinical Educator regarding Policy
1 (# 11) of 4 records reviewed. # 33.24 Plan of Care and
Physician Orders. The inservices
. . included information that all
The findings include: treatments, care and services are
provided according to physician
1. Clinical record number 11 included a orders. Educational packets to
skilled nurse visit note dated 5-14-14 that be mailed to all Profe.ssmnfal staff
d dth had assisted th unable to attend the inservices by
evidenced the nurse had assisted the 061014. Patient #11- Late order
patient to perform a blood glucose for blood glucose check obtained
monitoring check. The plan of care for on 052214 from physician. To
the certification period 5-7-14 to 7-5-14 egsure col'm.pllancs with tZe
. . above policies and procedures
failed to evidence an order for the blood the DCS or designee will conduct
glucose check. 4 random clinical record reviews
per month to monitor that
2. The supervising nurse stated, on treatmer;:s, carde and T]erv.lc?es
) " . were performed per physicians
5-22-14 at 12:35 PM, "There is no order orders for 3 months starting week
for the blood glucose check. of 6/09/14 and then ongoing as
part of the agency quarterly
3. The agency's undated "Plan of Care review. This compliance process
d Phvsician Orders" poli b will be under the direct
an ysiclan Lrders policy humber supervision of the Director of
33.24 states, "The goal of the
State Form Event ID: HFO0T12 Facility ID: 004372 If continuation sheet Page 7 of 11
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N000524

organization is to develop an
individualized plan of care for every
client in conjunction with their
attending/treating physician and to
provide our clients with services and care
consistent with their plan of care . . . All
care and services provided is according to
current physician orders."

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.

(xii) Therapy modalities specifying length of
treatment.

(xiii) Any other appropriate items.

Based on clinical record and agency
policy review and interview, the agency

N000524

Operations with oversight by the
Regional Clinical Manager and
Regional Vice President.

N524 Mandatory inservices were
held 060414 and 060514 for

06/20/2014
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failed to ensure plans of care included all Professional staff by the Director
services in 2 (#s 11 and 15) of 4 records of.C.I|n|caI Services (DC_S) and )
. Clinical Educator regarding Policy
reviewed. # 33.24 Plan of Care and
Physician Orders and Policy
The findings include: #33.20 Case
Conference-Interdisciplinary
.. . Group Meeting/Coordination of
1. Clinical record number 11 included a Service. Information regarding
start of care comprehensive assessment coordination of care and
dated 5-7-14 that states,"Pt [patient] has importance of including other
homaker [sic] attendent [sic] 3 X/W [3 healthcare providers services to
. Kl-3h it the plan of care was
times per week] - 3 hrs a visit. emphasized. Educational
packets to be mailed to all
The plan of care for the certification Professional staff unable to
period 5-7-14 to 7-5-14 failed to include attend the inservices by 061014.
he h ker/ d . Patient #11- Physician was
the homemaker/attendant care services. notified of homemaker and
attendant care services on
2. Clinical record number 15 included a 060214. Patient #15- Physician
recertification comprehensive assessment was notified of homemaker
dated 5-13-14 that states. "h £ services on 060214. To ensure
ated o-15- at states, "has [name o compliance with the above
other agency] hmk [homemaker] 2H policies and procedures the DCS
[hours] daily." or designee will conduct 4
random clinical record reviews
. . per month to monitor the plans of
The plan of care for the cc?rtlﬁcat1on care to ensure all services and
period 5-16-14 to 7-14-14 failed to treatments for the patient are
include the homemaker services provided included per physicians orders for
by another agency. 3 months starting week of 6/09/14
and then ongoing as part of the
o oo agency quarterly review. This
3. The supervising nurse indicated, on compliance process will be under
5-22-14 at 12:30 PM, the plans of care the direct supervision of the
included in records numbered 11 and 15 Dlrect.orh:)Ltheregon.s WIThCI' al
did not included the oversight by e megiona ~inica
) Manager and Regional Vice
homemaker/attendant care services President.
provided by other agencies.
State Form Event ID: HFO0T12 Facility ID: 004372 If continuation sheet Page 9 of 11
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4. The agency's undated "Plan of Care
and Physician Orders" policy number
33.24 states, "The plan of care should be
based upon a current assessment of the
client's needs for care. The plan of care
must include: . . . types of services . . . all
treatments."
NO00537 | 410 IAC 17-14-1(a)
Scope of Services
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 agency N000537 N537 Mandatory inservices were 06/20/2014
policy review and interview, the agency held 069414 and 060514 fgr
. . Professional staff by the Director
failed to ensure physician orders had of Clinical Services (DCS) and
been obtained for all services provided by Clinical Educator regarding Policy
the registered nurse (RN) in 1 (# 11) of 4 # 33.24 Plan of Care and
records reviewed. .PhyS|C|an. Orders: The inservices
included information that all
) ) treatments, care and services are
The findings include: provided according to physician
orders. Educational packets to
1. Clinical record number 11 included a be n;lallted tﬁ alldljl;]ofgssmngl sta;f
. .. unable to attend the inservices by
skl.lled nurse visit note dated 5-14-14 that 061014. Patient #11- Late order
evidenced the RN, employee A, had for blood glucose check obtained
assisted the patient to perform a blood on 052214 from physician. To
glucose monitoring check. The plan of ensure compliance with the
for th ficati i0d 5-7-14 above policies and procedures
care for t' e certi 1c.at10n period 5>-7-14 to the DCS or designee will conduct
7-5-14 failed to evidence an order for the 4 random clinical record reviews
blood glucose check. per month to monitor that
treatments, care and services
. . were performed per physicians
2. The supervising nurse stated, on P perphy
State Form Event ID: HFO0T12 Facility ID: 004372 If continuation sheet Page 10 of 11
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5-22-14 at 12:35 PM, "There is no order orders for 3 months starting week
for the blood glucose check." of 6/09/14 and then ongoing as
part of the agency quarterly
review. This compliance process
3. The agency's undated "Plan of Care will be under the direct
and Physician Orders" policy number supervision of the Director of
33.24 states, "The goal of the Operations with oversight by the
T dovel Regional Clinical Manager and
organization is to develop an Regional Vice President.
individualized plan of care for every
client in conjunction with their
attending/treating physician and to
provide our clients with services and care
consistent with their plan of care . . . All
care and services provided is according to
current physician orders."
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