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Bldg. 00

This was a federal home health
recertification survey. This was an
extended survey.

Survey Dates: June 14, 15, 16, 17, 20
and 21, 2016

Partial Extended Dates: June 15, 2016
Extended Dates: June 16, 17, 20 and 21,
2016

Facility Number: 004998
Medicaid Number: 15K108

Census Service Type:
Skilled: 8

Home Health Aide Only: 47
Personal Care Only: 0
Total: 55

Sample:

RR w/HV: 4
RR w/o HV: 13
Total: 17

Home Healthcare Associates, Inc. is
precluded from providing its own home
health aide training and competency
evaluation program for a period of 2
years beginning June 21, 2016 for being
found out of compliance with the

G 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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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Conditions of Participation 42 CFR
484.20 Reporting OASIS Information;
484.36 Home Health Aide Services; and
484.48: Clinical Records.
G 0102 484.10(a)(1)
NOTICE OF RIGHTS
Bldg. 00 The HHA must provide the patient with a
written notice of the patient's rights in
advance of furnishing care to the patient or
during the initial evaluation visit before the
initiation of treatment.
Based on document review, and G 0102 A. 1a. Agency audited 100% of 07/15/2016
interview, the agency failed to ensure the patient charts to determine the
. . . . presence of consents. Consents
patient was provided a written notice of were found on 100% of current
the patient's rights in advance of patient charts. A. 1b. Agency
furnishing care to the patient or during will complete patient consents
the initial evaluation visit before the prior to provision OT Services. ,A'
. £ i1 of 14 4 2. Agency will continue to audit
1n1t.1at10n of treatment in 1 of 14 records 100% of patient charts for
reviewed. (#7) compliance with obtaining
consents prior to provision of
Findings include services until 100% compliance
has been achieved for 6 months
o ) and then agency will continue to
1. The clinical record for patient #7 was audit 10% of all patient charts to
reviewed on 6/17/16. Start of care date determine ongoing compliance
9/22/14. The record failed to evidence with standard. - Director of
h ent had siened f Nursing will be responsible for
the patlen a s1gne. a conse'nt or ensuring ongoing compliance with
services form and failed to evidence the G0102.
agency retained notification of patient
rights for this admission.
2. During interview on 6/17/16, at 11:30
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AM, the Alternate Administrator stated
she could not find the consent for
services for 9/22/14.
G 0103 484.10(a)(2)
NOTICE OF RIGHTS
Bldg. 00 The HHA must maintain documentation
showing that it has complied with the
requirements of this section.
Based on document review, and G 0103 A. 1. Agency audited 100% of 07/15/2016
interview, the agency failed to ensure the patient charts to determine the
. . . . presence of consents. Consents
patient was provided a written notice of were found on 100% of current
the patient's rights in advance of patient charts. A. 2. Agency will
furnishing care to the patient or during continue to audit 100% of patient
the initial evaluation visit before the crtw):tar.ts.for comphatmce.wnth
e . obtaining consents prior to
1n1t.1at10n of treatment in 1 of 14 records provision of services until 100%
reviewed. (#7) compliance has been achieved
for 6 months and then agency will
Findings include continue to audit 10% of all
patient charts to determine
o ) ongoing compliance with
1. The clinical record for patient #7 was standard. Director of Nursing will
reviewed on 6/17/16. Start of care date be responsible for ensuring
9/22/14. The record failed to evidence ongoing compliance with G0103.
the patient had signed a consent for
services form and failed to evidence the
agency retained notification of patient
rights for this admission.
2. During interview on 6/17/16, at 11:30
AM, the Alternate Administrator stated
she could not find the consent for
services for 9/22/14.
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G 0121 484.12(c)
COMPLIANCE W/ ACCEPTED
Bldg. 00 | PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
Based on observation, document review, G 0121 A. 1a. Agency has educated all 07/15/2016
and interview, the agency failed to ensure staff on .the following: 1. Hand
. . Rub Policy and Procedure 2.
all staff followed infection control Hand Washing Policy and
policies and procedures for 2 of 5 home Procedure A. 1b. Agency
visits. (patient # 1 and 14) evaluated education using written
exam to determine competency
indi includ regarding hand rub and hand
Findings include wash policies and procedures. B.
Agency will ensure compliance
1. During home visit observation with with G0121 by unannounced on
patient #1 on 6/15/16 at 2:00 PM site visits until 100% compliance
1 C (Al N. . ’ is achieved for 6 months. Agency
cmp Oy.ee (Alternate ursmg ) will track this using a hand
Supervisor) was observed providing care. rub/hand wash evaluation form
Upon arrival to the home, employee C completed by RN staff. Director
was observed to wash hands for only 15 of Nursmg will .be respor?s|ble fo.r
d Lti ensuring ongoing compliance with
seconds total time. G0121.
2. During interview on 6/16/16 at 2:40
PM, the Alternate Administrator stated
the hand washing policy is 40-60 seconds
for the entire hand wash procedure.
3. During home visit observation with
patient # 14 on 6/16/16 at 1:45 PM,
employee F, home health aide, was
observed. After emptying the dishwasher
and washing dirty dishes, employee F
removed gloves and washed hands for
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 4 of 188
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G 0133

Bldg. 00

approximately 5 seconds. Employee F
failed to wash her hands longer than 5
seconds.

A. After sweeping the kitchen floor
and removing gloves, employee F failed
to wash her hands for more than 10
seconds.

4. The agency's procedure titled "Patient
Safety," from the World Health
Organization, revised August 2009 stated
"Save Lives Clean Your Hands ... How?
... Wash your hands with soap and water
when hands are visibly dirty or visibly
soiled with blood or other body fluids or
after using the toilet. ... Duration of the
entire procedure: 20-30 seconds."

484.14(c)

ADMINISTRATOR

The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
organizes and directs the agency's ongoing
functions; maintains ongoing liaison among
the governing body, the group of
professional personnel, and the staff.

Based on document review and
interview, the Administrator failed to
ensure the day-to-day operations of the
agency including accuracy of clinical
records, employee qualifications
oversight, Outcome Assessment
Information Set (OASIS) transmission
oversight and validation, and Quality

G 0133

Section 1 (G0236): A. 1. The
agency will complete all discharge
summaries within 30 days of
discharge for all discharged
patients. A. 2. The Agency will
audit 100% of discharge
summaries until 100%
compliance is maintained for a
period of 6 months to ensure all
discharge summaries are

07/15/2016
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Assessment and Performance completed and sent to physician
Improvement (QAPI) review and within 30 F‘ays- After that th.e
. Agency will continue to audit 10%
oversight for 1 of 1 agency. of the discharge summaries on
an ongoing basis to ensure
Findings include continued compliance with this
requirement. B.1. Upon review of
‘o ol : the policy and in light of the
1. The agency's job description titled
" K -g y "J P technological difficulties, which
Administrator," no number, no date, include lack of internet access in
stated "Position Overview Responsible the field, that make compliance
for the administration and direction for impossible with the previous
Home Healthcare Associates' policy that required employees to
. .. . submit documentation in
professional. clinical, and clerical ready-for-review status within 24
services in accordance with established hours, the Agency has revised
policies, program objectives, and state the policy to include a 72 hour
and federal standards. ... Essential Job time frgmg for co'm.pletlon and
. . ddi h transmission of visit notes. The
Functions Organlzes ar'l irects the agency will have all visit notes in
agency's ongoing functions. ... Employs ready-for-review status within 72
qualified personnel and ensures adequate hours of patient visit. B. 2. The
staff education and evaluations. ... Agency will audit 100% of visit
Eval i £ d notes until 100% compliance is
va .uates quality o .programs an ] maintained for a period of 6
services, report findings to the governing months to ensure all visit notes
board, implement recommendations for are in ready-for-review status
continuous improvement of services within 72 hours. After that the .
offered Evaluates the agency's Agency will continue to audit 10%
Co .g Y of the visit notes on an ongoing
overall programs and efficiency." basis to ensure continued
compliance with this standard.
2. During interview on 6/14/16 at 10:30 C. 1. Agency audited 100% of
AM. the Administrator stated th patient charts to determine the
> the Administrator state ¢ agency presence of consents. Consents
allows 7 days for documents to be filed were found on 100% of current
within the patient records if they are patient charts. C. 2. Agency will
paper charting, but electronic notes continue to audit 100% of patient
. charts for compliance with
should be synced to the computer daily. obtaining consents prior to
provision of services until 100%
3. During interview on 6/14/16 at 10:35 compliance has been achieved
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AM, the Administrator stated quality for 6 months and then agency will
: e
assessment includes chart audits which con.tmue to audit 10% Of all
. patient charts to determine
are continual but at least every 60 days ongoing compliance with
and any trends of problems are standard. D. 1. Agency audited
investigated' 100% of patient charts to
determine the presence of Start
.. . . of Care(SOC) OASIS. A SOC
4. Clinical record review evidenced the OASIS is found on 100% of
Administrator failed to ensure the current skilled patient charts.
accuracy of clinical records and the D.2. Agency will continue to audit
education and supervision of HHAs and 100%|,°f patle.rt1rt1 c:)?rt.s for
. . . compliance with obtaining
identify the follow1.ng problems (Se.e G consents prior to provision of
236 and G 303): Discharge summaries services until 100% compliance
failed to include the summary of care has been achieved for 6 months
provided, and failed to be completed and then agency will continue to
ithin 30 d £ discharee: H audit 10% of all patient charts to
within i ays o lsf" arge; tome o determine ongoing compliance
Health Aide and Registered Nurse visit with standard. E. 1. The agency
notes were not recorded timely (See will complete all discharge
G236); consent for services was not Zymrr‘nanesf W|tr|1I|r;.30hdays c?f
. . L ischarge for all discharge
signed prlor.to providing car.e (See G 102 patients. E. 2. The Agency will
and 103); failed to ensure skilled nurse audit 100% of discharge
(SN) assessments were completed within summaries until 100%
48 hours of ordered dates (See G 170 and comp(;|a?%e 1 mtilnttalned for a"
) . period of 6 months to ensure a
G 332); SN follo?v'ed did not follow plans discharge summaries are
of care, missed visits were not reported to completed and sent to physician
physician, and plans of care frequencies within 30 days. After that the
of serciecs were not accurate (See G A]?t‘;”cé'.w': continue to audit 10%
] of the discharge summaries on
158); QASIS da.ta. was got collec‘Fed on an ongoing basis to ensure
all patients receiving skilled services (See continued compliance with this
G 334); and failed to oversee the standard. Section 2 (G0303): A.
supervision of HHAs by the RN to 1. The agency will complete all
. discharge summaries within 30
ensure appropriate care, scope, and .
o i days of discharge for all
supervision was provided (See G 226 and discharged patients. A. 2. The
229). Agency will audit 100% of
discharge summaries until 100%
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5. Home visits evidenced the compliance is maintained for a
Administrator failed to ensure all staff pgrlod of 6 months. to ensure all
. , . discharge summaries are
were following agency's policies and completed and sent to physician
procedures for infection control (See G within 30 days. After that the
121). Agency will continue to audit 10%
of the discharge summaries on
. . an ongoing basis to ensure
6. Employee file reviewed evidenced the continued compliance with this
Administrator failed to oversee the requirement. Section 3 (G0102):
education and qualifications of Agency audited 100% of patient
employees and failed to identify c?arts to (ieteémlne trle presence
of consents. Consents were
problems (See G 141): 1 HHA had an found on 100% of current patient
expired certification and was not on the charts. Agency will continue to
Indiana Nurse Aide Registry and was audit 100% of patient charts for
providing care to patients; criminal compliance with obtaining
back d check leted consents prior to provision of
a.c groun checks Were HOF complete services until 100% compliance
within 3 days of starting patient care for 3 has been achieved for 6 months
of 6 employees; 3 of 4 HHAs did not take and then agency will continue to
a HHA competency test; annual audit 10% of all patient charts to
luati ¢ ’ leted for 1 of 2 determine ongoing compliance
evalua 10ns.were. n.o comp .ete orlo with standard. Section 4
RNs; and didactic information was not (G0103): Agency audited 100%
separated from medical information for 1 of patient charts to determine the
of 6 files reviewed. presence of consents. Consents
were found on 100% of current
) patient charts.  Agency will
7. Review of OASIS data reports continue to audit 100% of patient
evidenced the Administrator failed to charts for compliance with
oversee and identify the following obtaining consents prior to
roblems for the agency: monthl provision of services until 100%
probie . S. or the agency: monthly compliance has been achieved
transmission Of OASIS data (See G 321), for 6 months and then agency will
the accuracy of OASIS data (see G 322); continue to audit 10% of all
and monitor and follow up with final patient charts to determine
alidation reports to ensure correction of ongoing compliance with
v i ) P U standard. Section 5 (G0170): A.
any identified errors (See G 324). The Agency will complete all
start-of- care comprehensive
8. The agency's document titled "Quality assessments within 48 hours of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 8 of 188
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Performance Improvement Review," referral or on the physician
dated 1st quarter January February and ordered start-gf— care date.. B.
. . The Agency will track all missed
March 2016 failed to evidence OASIS visits in the Brightree system
validations were reviewed and any (EMR) by documenting the
problems were identified. The missed visits in the Missed Visit
Administrator failed to evaluate the ng. C. _T,he Agency will track all
'S OASIS missed visits and the 60-day
agency’s program. summary will include
documentation of the missed
A. The Governing Body board visits to ensure the physician is
meeting dated 2/15/16 failed to include notified of the missed visits. D.
| £l . d OASIS . The Agency has educated all
employce Lile review, an review clinicians and support staff on the
(See G 244). following: 1. The requirement to
perform the start-of- care
9. The agency's policy titled comprehensive assessment
"0 - ational Perf within 48 hours of referral or on
rganizational Performance the physician ordered start-of-
Improvement Plan," no number, no date, care date. 2. The necessity to
stated "Purpose: ... Identify, on an inform the physician of all missed
ongoing basis and in a coordinated and visits and to include o
llaborati f documentation of all missed visits
?0 aborative rpanner, are.:as or on the 60 day summary. 3. The
improvement in the quality of care, Missed Visit Log book to
treatment and services. ... Policy: ... document the tracking of missed
Home Healthcare Associates visits. The Agency will audit
£ . t plan i 100% of all referrals and dates of
pertormance improvement pian 1s ) the start-of- care comprehensive
evaluated at least annually and revised as assessments until 100%
necessary. ... Information from compliance is maintained for a
departments/services and the findings of period of 6 months to ensure all
di ¢ f . ¢ patient admissions are
Iscrete pertormance improvemen conducted within 48 hours of the
activities are analyzed to detect trends, referral or on the physician
patterns of performance or potential ordered start-of- care date. After
problems that may impact more than one that the Agency will continue to
. audi % of the clinical records
(1) department/service Scope of dit 10% of the cl ! d
) p o p on an ongoing basis to ensure
Activities: The cope of the continued compliance with this
organizational performance improvement requirement. The Agency will
program includes an overall assessment audit 100% of all 60 day
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of the efficacy of performance summaries to ensure all missed
improvement activities with a focus on V'S'ts, are repgrted to the .
. X K physician until 100% compliance
continually improving care, treatment and is maintained for a period of 6
services and patient and staff safety months to ensure physicians are
practices. The program consists of these notified of missed visits. After
focus components: performance that.the Agency will continue to
. . . audit 10% of the 60 day
improvement, patient/staff safety, quality summaries to ensure continued
assessment/improvement and quality compliance with this requirement.
control activities. ... Assessment of the Section 6 (G0332): A. The
performance of the following patient care Agency will comp!ete all start-of-
. . care comprehensive
and organizational functions are assessments within 48 hours of
included: ... Provision of Care, referral or on the physician
Treatment and Services ... Leadership ordered start-of- care date. B.
... Surveillance, Prevention and Control The Agency has educated all
. . .. clinicians and support staff on the
of Infection ... Improving Organization following: The requirement to
Performance." perform the start-of- care
comprehensive assessment
within 48 hours of referral or on
the physician ordered start-of-
care date. C. The Agency will
audit 100% of all referrals and
dates of the start-of- care
comprehensive assessments until
100% compliance is maintained
for a period of 6 months to ensure
all patient admissions are
conducted within 48 hours of the
referral or on the physician
ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. Section 7 (G0158):
A. The Agency will complete all
start-of- care comprehensive
assessments within 48 hours of
referral or on the physician
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ordered start-of- care date. B.
The Agency scheduling
department will actively work to
replace employees who “call-off”
for their assigned visit. The
patient/caregiver will be notified of
the call-off and the replacement
options. C. The Agency will track
all missed visits in the Brightree
system (EMR) by documenting
the missed visits in the Missed
Visit Log. D. The Agency will
track all missed visits and the
60-day summary will include
documentation of the missed
visits to ensure the physician is
notified of the missed visits. E.
The Agency will accurately
document each patient’s visit
frequency on all Plans of Care
and the Agency will not utilize “0”
as a visit frequency. F. The
Agency will obtain physician
orders for all discipline visits. G.
The Agency has educated all
clinicians and support staff on the
following: 1. The requirement to
perform the start-of- care
comprehensive assessment
within 48 hours of referral or on
the physician ordered start-of-
care date. 2. The necessity to
inform the physician of all missed
visits and to include
documentation of all missed visits
on the 60 day summary. 3. The
Missed Visit Log book to
document the tracking of missed
visits. 4. To accurately document
visit frequencies and that “0” is
not a valid frequency. 5. To
obtain physician orders for all
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home health visits. The Agency
will audit 100% of all referrals and
dates of the start-of- care
comprehensive assessments until
100% compliance is maintained
for a period of 6 months to ensure
all patient admissions are
conducted within 48 hours of the
referral or on the physician
ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all 60 day
summaries to ensure all missed
visits are reported to the
physician until 100% compliance
is maintained for a period of 6
months to ensure physicians are
notified of missed visits. After
that the Agency will continue to
audit 10% of the 60 day
summaries to ensure continued
compliance with this requirement.
The Agency will audit 100% of the
medical Plans-of- Care and
Physician verbal orders ,
specifically the ordered visit
frequencies, to ensure the
accurate visit frequencies are
documented and physician orders
are obtained for any additional
visits . The Agency will audit
100% of the medical Plans-of-
Care and Physician verbal orders
until 100% compliance is
maintained for a period of 6
months. After that the Agency will
continue to audit 10% of all
Medical Plans-of- Care and
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Physician verbal orders for
accurate visit orders and
frequencies on an ongoing basis
to ensure continued compliance
with this requirement. Section 8
(G0334): The Agency will
complete all start-of- care
comprehensive assessments
within 48 hours of referral or on
the physician ordered start-of-
care date. The Agency has
educated all clinicians and
support staff on the following: The
requirement to perform the
start-of- care comprehensive
assessment within 48 hours of
referral or on the physician
ordered start-of- care date,
including OASIS collection at start
of care or within 5 calendar days
after the start of care. The
Agency will audit 100% of all
referrals and dates of the start-of-
care comprehensive
assessments until 100%
compliance is maintained for a
period of 6 months to ensure all
patient admissions are
conducted within 48 hours of the
referral or on the physician
ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all OASIS
assessments for timeliness of
completion until 100%
compliance is achieved for 6
months. After that the Agency will
continue to audit 10% of all
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OASIS assessments to ensure
continued compliance with this
requirement. Section 9 (G0226):
A. 1. Agency educated all clinical
staff on the policy regarding the
administration of medication with
specific attention to medicated
lotions. A. 2. Agency will ensure
continued compliance by
unannounced site visits to ensure
compliance until 100%
compliance is achieved for 6
months, and then ongoing
surveillance via unannounced site
visits will be conducted to ensure
continued compliance with
standard. Section 10 (G0229):
A. 1. Agency educated all clinical
staff regarding standard that all
skilled patients receiving home
health aide services must have a
supervisory visit completed every
14 days. Agency developed a
supervisory visit tracking tool to
track supervisory visits. A. 2.
Agency will audit 100% of all
supervisory visits to ensure
compliance until 100%
compliance is maintained for 6
months and then 10% of
supervisory visits will be audited
to ensure ongoing compliance
with standard. Section 11
(G0121): Agency has educated
all staff on the following: 1. Hand
Rub Policy and Procedure 2.
Hand Washing Policy and
Procedure Agency evaluated
education using written exam to
determine competency regarding
hand rub and hand wash policies
and procedures. Agency will
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ensure compliance with G0121 by
unannounced on site visits until
100% compliance is achieved for
6 months. Agency will track this
using a hand rub/hand wash
evaluation form completed by RN
staff. Section 12 (G0141): A. 1.
Agency audited 100% of
employee files for compliance
with HHA certification. 100% of
current employees were found to
have current HHA certification. A.
2. Agency will ensure continuing
compliance by auditing 100% of
employee files prior to patient
contact until 100%compliance
has been achieved for 6 months,
and then 10% of all employee
files will be audited for
compliance with this standard
prior to patient contact. B. 1.
Agency audited 100% of
employee files for compliance
with Criminal background check
reports. 100% of current
employees were found to have
current Criminal background
check reports. B. 2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until
100%compliance has been
achieved for 6 months, and then
10% of all employee files will be
audited for compliance with this
standard prior to patient contact.
C. 1. Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
annual evaluations were located
after the survey was completed
and have been placed in the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

HIR011 Facility ID: 004998 If continuation sheet

Page 15 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15K108

X2) MULTIPLE CONSTRUCTION
A. BUILDING 00

B. WING

X3) DATE SURVEY
COMPLETED

06/21/2016

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD

HOME HEALTHCARE ASSOCIATES INC

FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

correct order in the employee file.
100% of current employees
employed greater than 12 months
were found to have annual
evaluations in their employee file.
C. 2. Agency will ensure
continuing compliance by auditing
100% of employee files until
100% compliance has been
achieved for6 months, and then
10% of all employee files will be
audited for compliance with this
standard. D.1. Agency audited
100% of employee files for
compliance with written
competency evaluations. Home
Health Aides that did not have a
written competency evaluation
were given the written
competency evaluation, 100% of
the Home Health Aides given the
written competency evaluation
passed the exam, and 100% of
current employees were found to
have current HHA written
examination results in their
employee file. D.2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until
100%compliance has been
achieved for 6 months, and then
10% of all employee files will be
audited for compliance with this
standard prior to patient contact.
E. 1. Agency developed policy
and procedure for order of
employee documents in
employee files. 100% of
employee files were audited for
compliance with this policy and
procedure and any deviations
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from this were corrected. 100% of
employee files are now in
compliance with new agency
policy and procedure related to
employee document order. E.2.
Agency will ensure compliance by
auditing100% of employee files
until 100% compliance has been
achieved for 6 months,and then
10% of employee files will be
audited for maintained
compliance with this standard.
Section 13 (G0321): To correct
the errors that are on some
patient records, the Agency
worked with both QIES and
Brightree (EMR) representatives
to correct coding errors. The
Agency spoke to Dawn at
Brightree (EMR) on July 5, 2016
at 1:54 pm regarding the fact that
the CCN number being reported
within the OASIS is 8888888888.
This number should only be a 6
digit number and our correct
number is 15K108. Both the
representative and the Agency
tried to correct the number within
the Brightree system and it would
not allow for this change. The
Brightree representative
escalated the problem to the next
tier of support, with the results
being that they believed the
number was incorrect because
the CCN contained a letter. The
Agency then spoke to Roger from
the QIES helpline on July 7, 2016
who confirmed that the CCN
number provided was indeed the
correct number for our facility.
The Agency made a return phone
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call to Dawn at Brightree and the
tier 2 support team was able to
figure out how to correct the
problem. The OASIS were able to
be corrected and re-sent
successfully. Regarding the
NEW RECORD issue, the
Agency spoke with QIES for
assistance with this issue. The
Agency spoke with Nick at the
QIES helpline July 14, 2016
regarding each OASIS
transaction stating it was a "NEW
RECORD". Nick informed the
Agency that each record will
always state that it is a new
record because it is indeed a new
record. Each OASIS sent will
always be a NEW RECORD
unless it is a correction. He
explained, that if you have a
previous accepted OASIS that
was pulled back and a correction
made within the assessment, it
would then be labeled a
correction. In the section labeled
RFA, Branch ID is where you find
a 2 digit code which tells you what
kind of OASIS the record is. For
example 09 would be a
discharge. This is the delineation
for the type of record it is, not the
NEW RECORD in the validation
report. The Agency will transmit
all available OASIS data to the
state agency monthly and within
30 days after the assessment is
completed. The Agency will
monitor and review final validation
reports and correct errors. The
Agency will ensure all OASIS
data submitted is not rejected.
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The Agency will ensure correction
of rejected data. The Agency will
ensure error reports are
monitored. The Agency will audit
100% of all OASIS assessments
for timeliness of submission until
100% compliance is achieved for
6 months. After that the Agency
will continue to audit 10% of all
OASIS assessments to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all OASIS reports
to monitor and review final
validation reports and correct
errors and ensure all OASIS data
submitted is not rejected to
ensure timeliness, to ensure
accuracy, to ensure correction of
rejected OASIS data until 100%
compliance has been achieved
for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
Section 14 (G0322): To correct
the errors that are on some
patient records, the Agency
worked with both QIES and
Brightree (EMR) representatives
to correct coding errors. The
Agency spoke to Dawn at
Brightree (EMR) on July 5, 2016
at 1:54 pm regarding the fact that
the CCN number being reported
within the OASIS is 8888888888.
This number should only be a 6
digit number and our correct
number is 15K108. Both the
representative and the Agency
tried to correct the number within
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the Brightree system and it would
not allow for this change. The
Brightree representative
escalated the problem to the next
tier of support, with the results
being that they believed the
number was incorrect because
the CCN contained a letter. The
Agency then spoke to Roger from
the QIES helpline on July 7, 2016
who confirmed that the CCN
number provided was indeed the
correct number for our facility.
The Agency made a return phone
call to Dawn at Brightree and the
tier 2 support team was able to
figure out how to correct the
problem. The OASIS were able to
be corrected and re-sent
successfully. Regarding the
NEW RECORD issue, the
Agency spoke with QIES for
assistance with this issue. The
Agency spoke with Nick at the
QIES helpline July 14, 2016
regarding each OASIS
transaction stating it was a "NEW
RECORD". Nick informed the
Agency that each record will
always state that it is a new
record because it is indeed a new
record. Each OASIS sent will
always be a NEW RECORD
unless it is a correction. He
explained, that if you have a
previous accepted OASIS that
was pulled back and a correction
made within the assessment, it
would then be labeled a
correction. In the section labeled
RFA, Branch ID is where you find
a 2 digit code which tells you what
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kind of OASIS the record is. For
example 09 would be a
discharge. This is the delineation
for the type of record it is, not the
NEW RECORD in the validation
report. The Agency will transmit
all available OASIS data to the
state agency monthly and within
30 days after the assessment is
completed. The Agency will
monitor and review final validation
reports and correct errors. The
Agency will ensure all OASIS
data submitted is not rejected.
The Agency will ensure correction
of rejected data. The Agency will
ensure error reports are
monitored. The Agency will audit
100% of all OASIS assessments
for timeliness of submission until
100% compliance is achieved for
6 months. After that the Agency
will continue to audit 10% of all
OASIS assessments to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all OASIS reports
to monitor and review final
validation reports and correct
errors and ensure all OASIS data
submitted is not rejected to
ensure timeliness, to ensure
accuracy, to ensure correction of
rejected OASIS data until 100%
compliance has been achieved
for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
Section 15 (G0324): To correct
the errors that are on some
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patient records, the Agency
worked with both QIES and
Brightree (EMR) representatives
to correct coding errors. The
Agency spoke to Dawn at
Brightree (EMR) on July 5, 2016
at 1:54 pm regarding the fact that
the CCN number being reported
within the OASIS is 8888888888.
This number should only be a 6
digit number and our correct
number is 15K108. Both the
representative and the Agency
tried to correct the number within
the Brightree system and it would
not allow for this change. The
Brightree representative
escalated the problem to the next
tier of support, with the results
being that they believed the
number was incorrect because
the CCN contained a letter. The
Agency then spoke to Roger from
the QIES helpline on July 7, 2016
who confirmed that the CCN
number provided was indeed the
correct number for our facility.
The Agency made a return phone
call to Dawn at Brightree and the
tier 2 support team was able to
figure out how to correct the
problem. The OASIS were able to
be corrected and re-sent
successfully. Regarding the
NEW RECORD issue, the
Agency spoke with QIES for
assistance with this issue. The
Agency spoke with Nick at the
QIES helpline July 14, 2016
regarding each OASIS
transaction stating it was a "NEW
RECORD?". Nick informed the
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Agency that each record will
always state that it is a new
record because it is indeed a new
record. Each OASIS sent will
always be a NEW RECORD
unless it is a correction. He
explained, that if you have a
previous accepted OASIS that
was pulled back and a correction
made within the assessment, it
would then be labeled a
correction. In the section labeled
RFA, Branch ID is where you find
a 2 digit code which tells you what
kind of OASIS the record is. For
example 09 would be a
discharge. This is the delineation
for the type of record it is, not the
NEW RECORD in the validation
report. The Agency will transmit
all available OASIS data to the
state agency monthly and within
30 days after the assessment is
completed. The Agency will
monitor and review final validation
reports and correct errors. The
Agency will ensure all OASIS
data submitted is not rejected.
The Agency will ensure correction
of rejected data. The Agency will
ensure error reports are
monitored. The Agency will audit
100% of all OASIS assessments
for timeliness of submission until
100% compliance is achieved for
6 months. After that the Agency
will continue to audit 10% of all
OASIS assessments to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all OASIS reports
to monitor and review final
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validation reports and correct
errors and ensure all OASIS data
submitted is not rejected to
ensure timeliness, to ensure
accuracy, to ensure correction of
rejected OASIS data until 100%
compliance has been achieved
for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
Section 16 (G0244): A.1.
Governing Body met on
7/11/2016 to adopt plan to review
dashboard audit results and
quarterly reports at meetings
regarding employee file review
audit results and OASIS review
including but not limited to
transmission, timeliness of
completion, and accuracy. A. 2.
Governing Body will review 100%
of dashboard audit results and
quarterly reports at quarterly
meetings regarding employee file
review audit results and OASIS
review including but not limited to
transmission, timeliness of
completion, and accuracy until
100% compliance is maintained
for 6 months, and then at annual
meetings thereafter to ensure
continued compliance with this
requirement. B. 1. Agency will
timely complete, transmit, review
accuracy of information, note
trending of issues, identify
accuracy of transmission,
detection of errors, and correction
of any errors found of OASIS data
to evaluate the OASIS program.
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B.2. Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program until 100%
compliance is maintained for a
period of 6 months. After that,
the agency will audit 10% of all
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program to ensure
continued compliance with this
requirement. The Administrator
is responsible for ongoing
compliance with this G0133.
G 0141 484.14(e)
PERSONNEL POLICIES
Bldg. 00 Personnel practices and patient care are
supported by appropriate, written personnel
policies.
Personnel records include qualifications and
licensure that are kept current.
Based on document review and interview G 0141 A. 1. Agency audited 100% of 07/06/2016
the agency failed to ensure 1 of 4 Home employee f|Ie§ for .compllance
; . with HHA certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification. A.
Nurse Aide Registry (H); failed to ensure 2. Agency will ensure continuing
criminal background checks were compliancg by agditing 10_0% of
L. . employee files prior to patient
completed within 3 days of starting contact until 100%compliance
patient care for 3 of 6 employee files has been achieved for 6 months,
reviewed (B, H, and G); failed to ensure and then 10% of all employee
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3 of 4 HHAs completed the HHA files will be audited for
competency test (E, F, and H); failed to cqmphancg with this standard
. prior to patient contact. B. 1.
ensure 1 of 2 Registered Nurse (RN) files Agency audited 100% of
contained an annual evaluation; and employee files for compliance
failed to ensure didactic information was with Criminal background check
0,
separate from medical information for 1 reports. 100% of current
£6 fil . d employees were found to have
of 6 files reviewed (E). current Criminal background
check reports. B. 2. Agency will
Findings include ensure continuing compliance by
auditing 100% of employee files
. prior to patient contact until
1. Employee file H was rev?ewed on 100%compliance has been
6/20/16. Employee H was listed as a achieved for 6 months, and then
HHA, with date of hire 5/17/16 and first 10% of all employee files will be
patient contact date 6/7/16. The file atudltded;or <.:orrt1pllar:.ce E’V'th tthlst
. . . . standard prior to patient contact.
fa%led to ev%dence a HHA certification, C. 1. Agency audited 100% of
failed to evidence a HHA competency employee files for compliance
test, and failed to evidence a criminal with annual evaluations. Missing
background check had been conducted a;‘tn“tar'] evaluations were ")lc":‘tzd
. . after the survey was complete
untl? 6/20/16. The file contained a . and have been placed in the
partially completed Home Health Aide correct order in the employee file.
Registry Application signed by the 100% of current employees
employee on 5/17/16 stating the employed greater than 12 months
| " leted " were found to have annual
emp oy.ee compieted a (?ompe en(':y evaluations in their employee file.
evaluation program required by this C. 2. Agency will ensure
regulation;" this form failed to evidence continuing compliance by auditing
it was completed and signed by the 1883’ of emFoneehfllesbuntll
. - o compliance has been
Registered Nurse and the Administrator. achieved foré months, and then
10% of all employee files will be
A. During interview on 6/20/16 at audited for compliance with this
10:30 AM, employee I (Office Manager) :?gsar?- D-1|- Age;llcy ?Ud'ted
stated this employee's HHA number o Of employee 1ies for
) compliance with written
expired so the agency had to do an competency evaluations. Home
application to the Indiana Nurse Aide Health Aides that did not have a
registry but they had not sent it in yet, written competency evaluation
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and the test is probably with other were given the written
1 o,
missing items. Employee I stated she ran competency evaluapon, 1,00 % of
the Home Health Aides given the
the background check for employee H on written competency evaluation
date of hire, but cannot find it. Employee passed the exam, and 100% of
I stated this aide has been providing care current employees were found to
for 2 patients since 6/7/16. have .curr.ent HRA w.rltten.
examination results in their
employee file. D.2. Agency will
B. A check of the Indiana Professional ensure continuing compliance by
Licensing Agency website on 6/20//16 at auditing 100% of employee files
11:40 AM evidenced employee H's HHA prior to patient contact unti
fication had ired 1121/1 100%compliance has been
certihication had expired on 5. achieved for 6 months, and then
10% of all employee files will be
C. On 6/21/16 at 11:15 AM, the Daily audited for compliance with this
Notes for patients # 15 and 16 were standard prior to patient contact.
. . E. 1. Agency developed policy
provided. These r%otes evidenced and procedure for order of
employee H provided care on 6/7, 8, 9, employee documents in
and 10, 2016 for both patients. employee files. 100% of
employee files were audited for
compliance with this policy and
2. Emp loyee file B.(Alternate. procedure and any deviations
Administrator/Nursing Supervisor) was from this were corrected. 100% of
reviewed on 6/20/16. Date of hire and employee files are now in
first patient contact dates 12/12/13. The corjpllan((j:e with gew ag|e?cgt
. . . policy and procedure related to
file failed to evidence the crl.mlnal. employee document order. E.2.
background check was sent in until Agency will ensure compliance by
12/18/13, and failed to evidence annual auditing100% of employee files
performance evaluations for 2014 and until 100% compliance has been
2015 achieved for 6 months,and then
’ 10% of employee files will be
audited for maintained
A. During interview on 6/20/16 at compliance with this standard.
10:15 AM, employee I (Office Manager) Administrator will be responsible
. . f i i li
stated employee B was part time and just \;’i'; hefés;{ﬂg ongoing compliance
hired full time within the last 3 months,
so not sure how much she worked prior
to that.
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B. During interview on 6/20/16 at
11:30 AM, the Alternate Administrator
stated she was PRN for 2 years and
probably only made 2 visits- she does not
know that an annual evaluation was
completed. She stated she recently took
the Alternate Administrator/Nursing
Supervisor positions around February of
this year.

3. Employee file G, RN, was reviewed
on 6/20/16. Date of hire 3/10/14, first
patient contact date 3/14/14. The file
failed to evidence the criminal
background check was sent in until
4/29/14.

A. During interview on 6/21/16 at
9:10 AM, the Alternate Administrator
stated these older criminal checks were in
storage, but the Administrator could not
locate the original for employee G.

4. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
test.

5. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
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test.

A. Employee F's medical file
contained a Use and disclosure form, and
Certificate of Completion for Adult First
Aid/CPR [cardiopulmonary resuscitation]
and failed to evidence all documents
were medical related.

B. During interview on 6/20/16 at
9:20 AM, employee I stated those two
forms should not be in the medical
portion of the file.

C. During interview on 6/20/16 at
11:00 AM, the Alternate Administrator
stated they do not see a policy for the
order of employee files information.

6. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure on the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
perform duties of the job requiring the
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documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

7. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meets the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

8. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."

9. The agency's policy titled "Employee
Background Check," Version 1, reviewed
6/1/15, stated "Pre-Offer Background
Check. Before extending an offer of
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employment to a job applicant: a. For
individuals who have not lived outside of
the state of Indiana in the previous two
years, HHCA will obtain a copy of the
individual's limited criminal history
check from the Indiana State Police
Repository."
10. The agency's policy titled
"Performance Evaluations," no number,
no date stated "Annual Performance
Evaluation for all Employees: This
document is completed on the employee's
anniversary date for all employees who
have successfully completed their first
year of employment."
G 0158 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on document review and G 0158 A. The Agency will complete all 07/15/2016
interview, the agency's failed to ensure start-of- care cgmprehenswe
. assessments within 48 hours of
the Registered Nurse completed the start referral or on the physician
of care as ordered for 1 of 10 records ordered start-of- care date. B.
reviewed (#8); failed to ensure missed The Agency scheduling
visits were reported to the physicians for deplartment ‘?"” actlverlly Yf’or:l( t?cr,
.. . replace employees who “call-o
4 0f 10 chn%cal records' reviewed (# 2, 3, for their assigned visit. The
5,and 8); failed to obtain an order for 1 patient/caregiver will be notified of
extra HHA visit (#2); and failed to ensure the call-off and the replacement
discipline frequencies did not include a optlops. C. -T-he Agency YV'" track
all missed visits in the Brightree
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frequency of 0 (zero) for 4 of 10 clinical system (EMR) by documenting
records reviewed (# 3, 4, 6 and 9) the missed visits in the Missed
T ) Visit Log. D. The Agency will
track all missed visits and the
Findings include 60-day summary will include
documentation of the missed
1. During interview on 6/16/16 at 3:00 V'St'_tfs, ‘g eneure the %hy?'i'a”és
. . notified of the missed visits. E.
PM, the Nursing Supervisor/Alternate The Agency will accurately
Administrator stated the agency has to document each patient’s visit
enter a 0 for some frequencies which only frequency on all Plans of Care
have a day or two at the beginning of the and th.elf\]?ency will nlc:>t ;J_tr:hze 0
. . . as a visit frequency. F. The
certification period so that the computer Agency will obtain physician
will accept the information for visits, the orders for all discipline visits. G.
0 frequency visit is not a billable visit; The Agency has educated all
and this includes having to enter skilled ?"IT'C'?nS a1ndeF]upport staff or; Ihe
.. . ollowing: 1. The requirement to
nurse (SN) VIS.ltS for Hgme Health Aide perform the start-of- care
(HHA) supervisory visits even when comprehensive assessment
patients are HHA only. within 48 hours of referral or on
the physician ordered start-of-
.. . care date. 2. The necessity to
2. During 1nt§w1ew on §/17/16 at 1:20 inform the physician of all missed
PM, the Nursing Supervisor/Alternate visits and to include
Administrator stated the agency does not documentation of all missed visits
send missed visit notifications to the Ic\)/ln thedG\(/). d?yL S”rgmiri" 3. The
S . ssed Visit Log book to
physicians if the patient refuses care or dc:cumenlt tlhe tr?acking of missed
has an appointment, but they do for other visits. 4. To accurately document
reasons. The Nursing Supervisor stated visit frequencies and that “0” is
the 6/11 miss for patient #2 was a no call ng: a va::d f're.quen((:jy. 5]; To |
obtain physician orders for a
no show by th.e HHA and .the agency was home health visits. The Agency
not aware until the following day. will audit 100% of all referrals and
dates of the start-of- care
3. During interview on 6/17/16 at 1:25 :ggﬂ;rehensl?ve aSéeSSm*atnFS Ugt“
o compliance is maintaine
PM, em]?l(.)yee I (Office Manager) stated for a period of 6 months to ensure
the physician was not notified about all patient admissions are
patient #2's missed visit from 6/11, that conducted within 48 hours of the
patient lives in a group home and they referral or on the physician
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recertification paper work.

such."

group home does not like to give the
agency time to find replacement staff.

4. During interview on 6/17/16 at 1:35
PM, employee I stated she usually does
not put anything in communication notes
when there is a missed visit, she just
documents the missed visit in the
computer with reason for the miss.

5. During interview on 6/15/16 at 12:00
PM, the Administrator stated the plan of
care summaries are the 60 day summaries
which are sent to the physicians with the

6. The agency's policy titled "Missed
Visits," no number, no date, stated
"Procedure: If the staff member is unable
to replaced and the patient's Plan of Care
visit frequency is not met, the missed
visit will be recorded and the patient's
physician will be notified on the next
plan of care. If the patient has several
missed visits due to staff call off or at
patient's request, the physician will be
notified immediately either in writing or
verbally via telephone and documented as

7. The clinical record for patient #2 was
reviewed on 6/17/16. Start of Care date
3/10/16. The plan of care dated
5/9-7/7/16 contained orders for Aide 6

ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all 60 day
summaries to ensure all missed
visits are reported to the
physician until 100% compliance
is maintained for a period of 6
months to ensure physicians are
notified of missed visits. After
that the Agency will continue to
audit 10% of the 60 day
summaries to ensure continued
compliance with this requirement.
The Agency will audit 100% of the
medical Plans-of- Care and
Physician verbal orders ,
specifically the ordered visit
frequencies, to ensure the
accurate visit frequencies are
documented and physician orders
are obtained for any additional
visits . The Agency will audit
100% of the medical Plans-of-
Care and Physician verbal orders
until 100% compliance is
maintained for a period of 6
months. After that the Agency will
continue to audit 10% of all
Medical Plans-of- Care and
Physician verbal orders for
accurate visit orders and
frequencies on an ongoing basis
to ensure continued compliance
with this requirement. The
Director of Nursing is responsible
for ensuring ongoing compliance
with G158.
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times a week for 1 week, 7 times a week
for 7 weeks, and 5 times a week for 1
week. Diagnosis was Profound
Intellectual Disability. The record failed
to evidence HHA visits were conducted
on 5/23, 5/24, 5/28, and 6/11/16. The
record failed to evidence an order was
obtained for an extra HHA visit the week
of 4/7-4/9/16.

A. The documents titled "Daily
Schedule" for patient #2 dated 5/23, 5/24,
5/28, and 6/11/16 stated "Comments-
Staff refused alternate caregiver." These
forms failed to evidence the physician
was notified of the missed visits for 5/23,
5/24, and 5/28 immediately in writing or
verbally via telephone as per agency
policy. The 6/11 missed visit form failed
to state this was a no call no show by the
HHA.

8. The clinical record for patient # 3 was
reviewed on 6/17/16. Start of care date
12/19/13. The plan of care dated
4/7-6/5/16 contained orders for SN every
30 days for 60 days with 2 PRN for
supervision of HHA, change in condition
and recertification; and beginning 4/7/15
HHA 2 times a week for 1 week, 6 times
a week for 8 weeks, and 0 times a week
for 1 week. The last week of the
certification period started 6/5/16, the
frequency should have included HHA 1
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time for 1 week. The record evidenced 3
visits were conducted by the HHA, and
failed to evidence the physician was
notified of 4 missed visits.

A. During interview on 6/15/16, the
Nursing Supervisor stated 6/5 should
have been listed as 1 time a week for 1
week.

B. The record evidenced HHA
services were provided 3 times in the first
week of care on 4/7, 4/8, and 4/9/16. The
agency failed to follow the frequency
ordered, and failed to obtain an order for
this extra visit.

C. The record evidenced 4 missed
HHA visits on 4/23, 5/14, 5/15, and
6/3/16; the "Daily Schedule" note for
patient #8 dated 4/23 stated "Staff
declined alt aide and time;" the "Daily
Schedule" note dated 5/14 and 5/15/16
stated "Staff refused alternate time or
caregiver;" the "Daily Schedule" note
dated 6/3/16 stated "Staff refused
alternate time."

D. During interview on 6/17/16 at
2:30 PM, employee I stated the physician
was not notified of the missed visits for
patient #3 and on 5/14 and 5/15 the
assigned HHA was in the hospital and the
group home said it was okay to not send
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other staff.

9. The clinical record for patient # 4 was
reviewed on 6/20/16. Start of care
2/9/16. The plan of care dated 4/9-6/7/16
contained orders for Aide 0 times a week
fro 1 week, 5 times a week for 8 weeks
and 2 times a week for 1 week. The
frequency for the first week should not
have been 0.

10. The clinical record for patient # 5
was reviewed on 6/20/16. Start of care
7/18/14. The plan of care dated
5/8-7/6/16 contained orders for SN 30
days for 60 days and 2 PRN for change in
condition, HHA supervision and
recertification in last 5 days of
certification period; and beginning on
5/8/16, Aide 5-10 times a week for 8
weeks, 3-6 times a week for 1 week, each
visit up to 10 hours total, may do
multiple visits a day as needed to
accommodate patients outside
appointments. The record failed to
evidence the physician was notified of a
missed visit on 5/30/16.

A. The record evidenced a missed
HHA visit on 5/30/16.

B. During interview on 6/20/16 at
2:45 PM, the Nursing Supervisor stated
she does not see documentation of a
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reason for the 5/30 missed visit, and the
physician was not notified.

11. The clinical record for patient # 6
was reviewed on 6/15/16. The plan of
care dated 4/16-6/14/16 contained orders
for Skilled Nurse (SN) 0 times a week for
1 week; 3 times a week for 8 weeks; and
1 time a week for 3 weeks; and HHA 1
time a week for 1 week, 7 times a week
for 8 weeks, and 3 times a week for 1
week. The record failed to evidence a SN
frequency other than 0 for week 1.

12. The clinical record for patient # 8
was reviewed on 6/17/16. Start of care
date 4/8/16. The plan of care dated
4/8-6/6/16 contained orders for SN every
2 weeks for 8 weeks, and 2 PRN for
medication set up, change in in
condition, and recertification; beginning
week of 4/12/16 SN to assess and
evaluate 4/8-4/10/16. The record failed
to evidence the physician was notified of
a missed SN visit the week of
5/15-5/21/16, and the record failed to
evidence the SN assess and evaluate was
completed per date physician ordered.

A. The Initial Evaluation visit was
not conducted until 4/11/16. The record
failed to evidence a reason for the initial
visit not being done between 4/8-4/10/16
per physician orders.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

HIR011 Facility ID:

004998 If continuation sheet

Page 37 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15K108

A. BUILDING 00
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

G 0170

B. The record failed to evidence a SN
visit was conducted the week of
5/15-5/21/16.

C. During interview on 6/17/16 at
10:30 AM, the Nursing Supervisor stated
she could not find a reason for the missed
visit the week of 5/15-/521, and there are
not any notes in the computer stating a
visit was missed.

D. The Plan of Care Summary dated
certification end 6/6/2016 failed to
evidence an missed visits were reported
to the physician.

E. The Skilled Nurse Visit Note dated
5/4/16 stated "Anticipated next visit
scheduled: 05/17/2016.

13. The agency's policy titled "Plan of
Care," no number, no date, stated "The
Nursing Plan of Care must contain the
following: ... The frequency and
duration of visits."

484.30
SKILLED NURSING SERVICES
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Bldg. 00 | The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on document review and G 0170 A. The Agency will complete all 07/15/2016
interview, the agency failed to ensure the start-of- care cgmprehenswe
. L. assessments within 48 hours of
Registered Nurse completed the initial referral or on the physician
assessment/start of care within the date ordered start-of- care date. B.
range ordered by the physician for 1 of 10 The Agency will track all missed
clinical records reviewed (#10). visits in the Brlghtreg system
(EMR) by documenting the
missed visits in the Missed Visit
Findings include Log. C. The Agency will track all
missed visits and the 60-day
1. The clinical record for patient # 8 was summary Wi_" include )
) don6/17/16. S ¢ d documentation of the missed
reviewed on - Start ot care date visits to ensure the physician is
4/8/16. The plan of care dated 4/8-6/6/16 notified of the missed visits. D.
contained orders for SN every 2 weeks The Agency has educated all
for 8 weeks, and 2 PRN for medication clinicians and support staff on the
h .. diti d following: 1. The requirement to
set up? c ar.lge in 11.1 C(?n ition, an perform the start-of- care
recertification beginning week of comprehensive assessment
4/12/16; SN to assess and evaluate within 48 hours of referral or on
4/8-4/10/16. The record failed to the physician ordered start-of-
d the hvsici tified of care date. 2. The necessity to
eV.1 ence e-p ) ysician was notitied ot a inform the physician of all missed
missed SN visit the week of visits and to include
5/15-5/21/16, and the record failed to documentation of all missed visits
evidence the SN assess and evaluate was on the 60 day summary. 3. The
leted date physici dered Missed Visit Log book to
compieted per date physician ordered. document the tracking of missed
visits. The Agency will audit
A. The Initial Evaluation visit was 100% of all referrals and dates of
not conducted until 4/11/16. The record the start-of- care 'comprehenswe
failed t id for the initial assessments until 100%
a.u 'e 0 eV.l ence a reason for the initia compliance is maintained for a
visit not belng dOIle between 4/8'4/10/16 period of 6 months to ensure all
per physician orders. patient admissions are
conducted within 48 hours of the
. . referral or on the physician
. B The record failed to evidence a SN ordered start-of- care date. After
visit was conducted the week of that the Agency will continue to
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5/15-5/21/16. audit 10% of the clinical records
on an ongoing basis to ensure
. . continued compliance with this
C. During interview on 6/17/16 at requirement. The Agency wil
10:30 AM, the Nursing Supervisor stated audit 100% of all 60 day
she could not find a reason for the missed summaries to ensure all missed
visit the week of 5/15-/521, and there are V'S'ts_ are repgrted to the )
) th . physician until 100% compliance
nf)t. any not?s 1n the computer stating a is maintained for a period of 6
visit was missed. months to ensure physicians are
notified of missed visits. After
D. The Plan of Care Summary dated that the Agency will continue to
. . . audit 10% of the 60 day
ceﬁlﬁcatlon en'd 6/6/2'0.16 failed to summaries to ensure continued
evidence an missed visits were reported compliance with this
to the physician. requirement.Director of Nursing
will be responsible for ongoing
. .. compliance with G0170.
E. The Skilled Nurse Visit Note dated P
5/4/16 stated "Anticipated next visit
scheduled: 05/17/2016.
2. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Initial Assessment: A registered nurse
will conduct an initial assessment visit to
determine the immediate care and
support needs of the patient and
eligibility. This initial assessment visit
will be within 48 hours of the referral or
within 48 hours of the patient's return
home or as ordered by the physician. If
the visit can not be made within the
required 48 hours, the reason for such
must be documented."
GO0176 | 484.30(a)
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DUTIES OF THE REGISTERED NURSE
Bldg. 00 | 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.
Based on document review and G 0176 A. 1. The agency will complete all 07/15/2016
interview, the agency failed to ensure the dlschargg summaries within 30
. days of discharge for all
Registered Nurse (RN) prepared discharged patients. B. 1a.
discharge summaries to include care Upon review of the policy and in
provided for 2 of 4 discharge records light of the technological
reviewed (# 9, and 10); failed to ensure ?A:Z?:g;e:c’cvézg:?n'?;éu]g;éa?:a?f
discharge summaries were completed make compliance impossil;Ie with
within 30 days of discharge for 1 of 4 the previous policy that required
discharge records reviewed (# 9); and employees to submit
failed to ensure RNs documented visits doc;mfentatlgn in tat thin 24
timely for 3 of 10 clinical records Liirz, tc;]reri\gz\:ci i:: rv(;/\llislgd
reviewed (# 4, 5, and 6). the policy to include a 72 hour
time frame for completion and
Findings include transmission of visit notes. B.
1b. The agency will have all visit
notes in ready-for-review status
1. The agency's policy titled within 72 hours of patient visit.
"Documentation Standards and The Agency will audit 100% of
Guidelines," no number, no date, stated discharge summaries until 100%
" . compliance is maintained for a
Procedure: ... 2. Current: Timely period of 6 months to ensure all
documentation, as near to the time of discharge summaries are
occurrence as feasible. Entire are always completed and sent to physician
dated when they were made, i.e. no within 30 days. After that the
o Agency will continue to audit 10%
backdating. of the discharge summaries on
an ongoing basis to ensure
2. The agency's policy titled "Electronic continued compliance with this
Charting," no number, no date, stated "eqd‘ft'r?(r;(‘;/”t' fThgtAgizncy V‘;':'
"Staff must document prior to leaving ?301% comoplci)ar\:::s; izc:nzsinﬁgi;e d
clients home and have documentation in for a period of 6 months to ensure
"ready to review" status within 24 hours. all visit notes are in
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... Nursing staff will have the ability to ready-for-review status within 72

hours. After that the Agency will
continue to audit 10% of the visit
notes on an ongoing basis to
completed pI'iOI' to leaving the client's ensure continued compliance with
home at the end of the shift. this requirement. Administrator
will be responsible for ongoing
compliance for standard G0176.

electronically chart in the home. It is
expected that all documentation be

Documentation will be reviewed by an
Administrative RN and will be "rejected"
to the documenting field nurse as needed
for correction. The filed nurse will then
have 24 hours to correct and resubmit any
documentation."

3. The clinical record for patient # 4 was
reviewed on 6/20/16. Start of care date
2/9/16. The initial start of care
assessment completed by employee C,
RN, failed to evidence it was
electronically signed until 2/18/16, 9 days
post start of care.

A. During interview on 6/14/16 at
10:30 AM, the Administrator stated the
agency allows 7 days for documents to be
filed within the patient records if they are
paper charting, but electronic notes
should be synced to the computer daily.

*#* The clinical record for patient # 5
was reviewed on 6/20/16. Start of care
date 7/18/14. The plan of care dated
5/8-7/6/16 contained orders for HHA
services. The record failed to evidence
the electronic RN visit notes were
completed in a timely manner.
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A. The electronic recertification visit
note dated 5/5/15 by employee C was not
signed until 5/9/16, 4 days after the visit.

4. The clinical record for patient # 6 was
reviewed on 6/15/16. Start of care date
12/28/13. The record failed to evidence
timely submission of electronic visit
notes.

A. The SN visit dated 5/6/16 by
employee G (RN) was not signed until
6/7/16.

B. The SN visit dated 5/27/16 by
employee G was not singed until 6/7/16.

5. The clinical record for patient # 9 was
reviewed on 6/17/16. Start of care date
12/9/13. The patient was discharged on
1/5/16 to long term care. The Discharge
Summary section titled
"Summary/Notes" is blank. The
Discharge Summary was not completed
until 3/2/16, and failed to include a
summary of care provided.

A. During interview on 6/16/16 at
12:30 PM, the Nursing Supervisor stated
she was not here at that time, so she is
not sure why the discharge summary for
patient #9 was not completed until
March, but the discharge summaries are
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to include a summary of care provided,
per agency policy.
6. The clinical record for patient # 10
was reviewed on 6/16/17. Start of care
12/6/13. The patient was discharged to
home per patient and care giver request
on 2/2/16. The Discharge Summary
section titled "Summary/Notes" is blank.
The Discharge Summary failed to include
a summary of care provided.
G 0202 484.36
HOME HEALTH AIDE SERVICES
Bldg. 00
Based on document review and interview G 0202 A. 1. Agency audited 100% of 07/15/2016
the agency failed to ensure 1 of 4 Home employee f|Ie§ for .compllance
; . with HHA certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification. A.
Nurse Aide Registry; failed to ensure 3 of 2. Agency will ensure continuing
4 HHA files contained a copy of the compliance by auditing 100% of
employee files prior to patient
HHA competency test (See G 203, G contact until 100%compliance
21 1, G 212, and G 221); failed to ensure has been achieved for 6 months,
the Registered Nurse supervised the and then 10% of all employee
HHA to ensure they did not administer a files W,'" be au.dlted' for
.. dicationin 1 of 5 h compliance with this standard
prescription medication in 1 o ome prior to patient contact. B.1.
visits of HHA observations (See G 226); Agency audited 100% of
and failed to ensure the supervision of employee files for compliance
HHA every 2 weeks for 1 of 2 records with written competency
. d of pati ivine HHA and evaluations. Home Health Aides
reYlewe 0 .pat1ents receiving an that did not have a written
skilled services (See G 229). competency evaluation were
given the written competency
The cumulative effect of this systemic evaluation, 100% of the Home
Health Aides given the written
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problem resulted

in the agency being out

of compliance with the Condition of
Participation 484.36 Home Health Aide.

competency evaluation passed
the exam, and 100% of current
employees were found to have
current HHA written examination
results in their employee file. B.2.
Agency will ensure continuing
compliance by auditing 100% of
employee files prior to patient
contact until 100%compliance
has been achieved for 6 months,
and then 10% of all employee
files will be audited for
compliance with this standard
prior to patient contact. C. 1.
Agency educated all clinical staff
on the policy regarding the
administration of medication with
specific attention to medicated
lotions. C 2. Agency will ensure
continued compliance by
unannounced site visits to ensure
compliance until 100%
compliance is achieved for 6
months, and then ongoing
surveillance via unannounced site
visits will be conducted to ensure
continued compliance with
standard. D. 1. Agency
educated all clinical staff
regarding standard that all skilled
patients receiving home health
aide services must have a
supervisory visit completed every
14 days. Agency developed a
supervisory visit tracking tool to
track supervisory visits. D. 2.
Agency will audit 100% of all
supervisory visits to ensure
compliance until 100%
compliance is maintained for 6
months and then 10% of
supervisory visits will be audited
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to ensure ongoing compliance
with standard. Administrator will
be responsible for the above.
G 0203 484.36(a)
HOME HEALTH AIDE SERVICES
Bldg. 00 Home health aides are selected on the basis
of such factors as a sympathetic attitude
toward the care of the sick, ability to read,
write, and carry out directions, and maturity
and ability to deal effectively with the
demands of the job. They are closely
supervised to ensure their competence in
providing care. For home health services
furnished (either directly or through
arrangements with other organizations) after
August 14, 1990, the HHA must use
individuals who meet the personnel
qualifications specified in §484.4 for "home
health aide".
Based on document review and interview G 0203 A. 1. Agency audited 100% of 07/15/2016
the agency failed to ensure 1 of 4 Home employee files for compliance
£ .y . with HHA certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification. A.
Nurse Aide Registry (H); failed to ensure 2. Agency will ensure continuing
. I o
3 of 4 HHA files contained a copy of the compllancg by au.dltlng 10_0 o of
A d employee files prior to patient
HHA competency test (E, F, and H). contact until 100%compliance
has been achieved for 6 months,
Findings include and then 10% of all employee
files will be audited for
. compliance with this standard
1. Employee file H was reviewed on prior to patient contact. B.1.
6/20/16. Employee H was listed as a Agency audited 100% of
HHA, with date of hire 5/17/16 and first employee files for compliance
patient contact date 6/7/16. The file with written competency
failed d HHA ficati evaluations. Home Health Aides
a¥ ed to ev¥ ence a certification, that did not have a written
failed to evidence a HHA Competency competency evaluation were
test. The file contained a partially given the written competency
completed Home Health Aide Registry evaluation, 100% of the Home
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Application signed by the employee on Health Aides given the written
5/17/16 stating the employee "completed competency evaluation passed
. the exam, and 100% of current
a competency .evaluano.n programs employees were found to have
required by this regulation;" this form current HHA written examination
failed to evidence it was completed and results in their employee file. B.2.
signed by the Registered Nurse and the Agengy will ensure.cl:ontlnulng
dmini compliance by auditing 100% of
Administrator. employee files prior to patient
contact until 100%compliance
A. During interview on 6/20/16 at has been achieved for 6 months,
10:30 AM, employee I (Office Manager) gnd thgn 10% C?f all employee
d thi 1 'S HHA b files will be audited for
stated this employee's number compliance with this standard
expired so the agency had to do an prior to patient contact.
application to the Indiana Nurse Aide Administrator will be responsible
registry but they had not sent it in yet, for the above.
and the test is probably with other
missing items. Employee I stated this
aide has been providing care for 2
patients since 6/7/16.
B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
11:40 AM evidenced employee H's HHA
certification had expired on 11/21/15.
C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.
2. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
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test.

3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

4. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure o the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."
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G 0211

Bldg. 00

5. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meet the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

6. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."

484.36(b)(1)

COMPETENCY EVALUATION &
IN-SERVICE TRAI

An individual may furnish home health aide
services on behalf of an HHA only after that
individual has successfully completed a
competency evaluation program as
described in this paragraph.

Based on document review and interview
the agency failed to ensure 1 of 4 Home
Health Aides (HHA) had an active
certification and was on the Indiana
Nurse Aide Registry (H) prior to
providing care to patients, and failed to
ensure 3 of 4 HHA files contained a copy

G 0211

A. 1. Agency audited 100% of
employee files for compliance
with HHA certification. 100% of
current employees were found to

have current HHA certification. A.

2. Agency will ensure continuing
compliance by auditing 100% of
employee files prior to patient
contact until 100%compliance

07/15/2016
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of the HHA competency test (E, F, and has been achieved for 6 months,
H) and then 10% of all employee
’ files will be audited for
o . compliance with this standard
Findings include prior to patient contact. B.1.
Agency audited 100% of
1. Employee file H was reviewed on employge files for compliance
. with written competency
6/20/16. Employee H was listed as a evaluations. Home Health Aides
HHA, with date of hire 5/17/16 and first that did not have a written
patient contact date 6/7/16. The file competency evaluation were
failed to evidence a HHA certification, glveln t?e wqggr;cofn:rp‘)etﬁncy
; . evaluation, % of the Home
failed to evidence a' HHA con?petency Health Aides given the written
test. The file contained a partlally Competency evaluation passed
completed Home Health Aide Registry the exam, and 100% of current
Application signed by the employee on employt/zeljxver(.ettfound . ha\ga
. " curren written examination
5/17/16 stating the employee completed results in their employee file. B.2.
a competency evaluation programs Agency will ensure continuing
required by this regulation;" this form compliance by auditing 100% of
failed to evidence it was completed and em;iloy,:ee '::‘3’15032'/” to p?tlent
. . contact unti scompliance
51gne.d jby the Registered Nurse and the has been achieved for 6 months,
Administrator. and then 10% of all employee
files will be audited for
A. During interview on 6/20/16 at cqmp>tllanc$ W'tth th'ts sttandard
] prior to patient contact.
10:30 AM’ employee I (Office Manager) Administrator will be responsible
stated this employee's HHA number for the above.
expired so the agency had to do an
application to the Indiana Nurse Aide
registry but they had not sent it in yet,
and the test is probably with other
missing items. Employee I stated this
aide has been providing care for 2
patients since 6/7/16.
B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
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11:40 AM evidenced employee H's HHA
certification had expired on 11/21/15.

C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.

2. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
test.

3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

4. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure o the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
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G 0212

Bldg. 00

employee will be considered unable to
perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

5. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meet the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

484.36(b)(1)

COMPETENCY EVALUATION &
IN-SERVICE TRAI

The HHA is responsible for ensuring that the
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individuals who furnish home health aide
services on its behalf meet the competency
evaluation requirements of this section.
Based on document review and interview G 0212 A.1. Agency audited 100% of 07/15/2016
the agency failed to failed to ensure 3 of employee files for compliance
. with written competency
4 HHA files contained a copy of the evaluations. Home Health Aides
HHA competency test (E, F, and H). that did not have a written
competency evaluation were
Findings include given the written competency
evaluation, 100% of the Home
) Health Aides given the written
1. Employee file H was reviewed on competency evaluation passed
6/20/16. Employee H was listed as a the exam, and 100% of current
HHA, with date of hire 5/17/16 and first emp'Oﬁt/ze'jxverith””d o _havt?
. curren written examination
pa.tlent contact date 6/7/16. The file results in their employee file. A.2.
failed to evidence a HHA competency Agency will ensure continuing
test. compliance by auditing 100% of
employee files prior to patient
.. . contact until 100%compliance
A. During interview on 6/20/16 at has been achieved for 6 months,
10:30 AM, employee I (Office Manager) and then 10% of all employee
stated this employee's HHA test is files will be audited for
probably with other missing items. compliance with this standard
Emol I stated this aide has b prior to patient contact.
mp.oyee state 1 a.1 © a§ cen Administrator will be responsible
providing care for 2 patients since 6/7/16. for the above.
B. On 6/21/16 at 11:15 AM, the
Daily Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.
2. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
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test.

3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

4. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure o the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

HIR011 Facility ID:

004998 If continuation sheet

Page 54 of 188




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

PRINTED: 08/02/2016
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: A. BUILDING 00 COMPLETED
15K108 B. WING 06/21/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
6431 GEORGETOWN NORTH BLVD
HOME HEALTHCARE ASSOCIATES INC FORT WAYNE, IN 46815
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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
5. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meet the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."
6. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."
G 0221 484.36(b)(5)
COMPETENCY EVALUATION &
Bldg. 00 | IN-SERVICE TRAI
The HHA must maintain documentation
which demonstrates that the requirements of
this standard are met.
Based on document review and interview G 0221 A.1. Agency audited 100% of 07/15/2016
the agency failed to ensure 3 of 4 HHA employee files for compliance
. with written competency
files contained a copy of the HHA evaluations. Home Health Aides
competency test (E, F, and H). that did not have a written
competency evaluation were
Findings include given the written competency
evaluation, 100% of the Home
) Health Aides given the written
1. Employee file H was reviewed on competency evaluation passed
the exam, and 100% of current
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6/20/16. Employee H was listed as a employees were found to have
HHA, with date of hire 5/17/16 and first current HHA written examination
. results in their employee file. A.2.
patient contact date 6/7/16. The file Agency will ensure continuing
failed to evidence a HHA certification, compliance by auditing 100% of
failed to evidence a HHA competency employee files prior to patient
. o .
test. The file contained a partially contact unti 1,00 /ocompliance
leted Ith Aid . has been achieved for 6 months,
comp ete? H(?me Health Aide Registry and then 10% of all employee
Application signed by the employee on files will be audited for
5/17/16 stating the employee "completed compliance with this standard
a competency evaluation programs prior to patient contact.
ired by thi lation:" this f Administrator is responsible for
required by this regulation, = this form ensuring ongoing compliance with
failed to evidence it was completed and G0221.
signed by the Registered Nurse and the
Administrator.
A. During interview on 6/20/16 at
10:30 AM, employee I (Office Manager)
stated this employee's HHA number
expired so the agency had to do an
application to the Indiana Nurse Aide
registry but they had not sent it in yet,
and the test is probably with other
missing items. Employee I stated this
aide has been providing care for 2
patients since 6/7/16.
B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
11:40 AM evidenced employee H's HHA
certification had expired on 11/21/15.
C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
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G 0226

Bldg. 00

employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.

2. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
test.

3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

4. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."

484.36(c)(2)

ASSIGNMENT & DUTIES OF HOME
HEALTH AIDE

The duties of a home health aide include the
provision of hands on personal care,
performance of simple procedures as an
extension of therapy or nursing services,
assistance in ambulation or exercises, and
assistance in administering medications that
are ordinarily self administered.

Based on observation, document review,

G 0226 A. 1. Agency educated all clinical

07/15/2016
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and interview, the agency failed to ensure staff on the policy regarding the
the Registered Nurse supervised the adml'nllstratlon. of medlcaltlon with
K specific attention to medicated
home health aide (HHA) to ensure they lotions. A. 2. Agency will ensure
did not administer a prescription continued compliance by
medication in 1 of 5 home visits of HHA unannounced site visits to ensure
. ' i 9
observations. (#3) compl!ance yntll 190 %
compliance is achieved for 6
o ) months, and then ongoing
Findings include surveillance via unannounced site
visits will be conducted to ensure
1. During home visit observation on c?nn;uzd S?mﬁl'anieNW'th "
] standard. Director of Nursing wi
6/16/16 at 12:30 PM, employee E (HHA) be responsible for ongoing
was observed providing care to patient # compliance with standard G0226.
3. Employee E was observed applying
Lac-Hydrin 12% lotion to the patient's
back, and legs. The bottle contained a
prescription label which read
"Lac-Hydrin 12 % Ammonium Lactate,
daily to dry skin and PRN (as needed)."
Patient # 3 lives in a group home.
A. The plan of care dated 6/6-8/4/16
contained diagnoses of Profound
Intellectual Disabilities and Cerebral
Palsy. The medication section listed the
lotion: Lac-Hydrin 12 % topical apply to
dry skin daily as needed."
B. The Home Health Aide Care plan
printed 6/14/16 failed to evidence
medication assistance was tasked for the
HHA.
C. During interview on 6/16/16 at
2:40 PM, employee B (Nursing
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Supervisor/Alternate Administrator)
stated if a HHA is checked off for
medication assistance, they are allowed
to assist with self-application, and the
agency's consultant told us if it's on the
medication list and part of personal care,
the HHA can apply it. The Nursing
Supervisor stated otherwise the group
home staff need to do it.

2. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "The Home Health Aide
(HHA) will only provide services within
their designated scope of practice."

3. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Essential Duties
and Responsibilities: ... Reminds client
to take prescribed medications as direct
by physician or home care nurse."

4. The agency's policy titled "Medication
assistance by HHA/Attendant
Caregivers," no number, no date, stated
"Medication assistance means "the
provision of assistance through reminders
or cues to take the medication, the
opening of pre-set medication containers,
and providing assistance in the handling
or ingesting of non-controlled substance
medications, including ...
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over-the-counter medications; and to an
individual who is unable to accomplish
the task due to an impairment and who is
either competent and has directed the
services or is incompetent and has the
services directly by a competent
individual who may consent it health care
for the impaired individual." Procedures:
Home Health Aides ... may assist
patients with medication in the manner
listed above as instructed by the
Supervising Nurse."
G 0229 | 484.36(d)2)
SUPERVISION
Bldg. 00 | The registered nurse (or another
professional described in paragraph (d)(1) of
this section) must make an on-site visit to
the patient's home no less frequently than
every 2 weeks.
Based on document review and G 0229 A. 1. Agency educated all clinical 07/15/2016
interview, the agency failed to ensure the stgff rega@ng stanc.ja.rd that all
. . skilled patients receiving home
supervision of Home Health Aides health aide services must have a
(HHA) every 2 weeks for 1 of 2 records supervisory visit completed every
reviewed of patients receiving HHA and 14 days. Agency developed a
skilled services. (#6) supervisory visit tracking tool to
' track supervisory visits. A. 2.
o _ Agency will audit 100% of all
Findings include supervisory visits to ensure
compliance until 100%
1. The clinical record for patient # 6 was comf[)tl:ancz |tshma|1n(;:$nefd for 6
. months and then 10% o
reviewed on 6/15/16. Th'e plan of care supervisory visits will be audited
dated 4/16-6/14/16 contained orders for to ensure ongoing compliance
Skilled Nurse (SN) 0 times a week for 1 with standard. Director of
week; 3 times a week for 8 weeks; and 1 Nursing will be responsible for
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G 0235

Bldg. 00

time a week for 3 weeks; and HHA 1
time a week for 1 week, 7 times a week
for 8 weeks, and 3 times a week for 1
week. The record failed to evidence
HHA supervisory visits were completed
every 14 days.

A. The previous HHA supervisory
visit was conducted with the
recertification SN visit on 4/11/16. The
record failed to evidence another HHA
supervisory visit was conducted until
5/6/16, 25 days later.

B. The record failed to evidence
another HHA supervisory visit was not
conducted until 5/27/16, 21 days later.

C. During interview on 6/15/16 at
12:35 PM, the Nursing Supervisor stated
she did not see anymore HHA
supervisory visits documented by the
nurse, so they were missed.

2. The agency's policy titled "Certified
Hoe Health Aide Services/Supervision,"
no number, no date, stated "Supervisory
Practice: If the patient receives skilled
nursing care, the registered nurse will
perform the supervisory visit no less than
every 2 weeks."

484.48
CLINICAL RECORDS

ongoing compliance with G0229.
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Based on document review and G 0235 A. 1. The agency will complete all 07/15/2016
interview, the agency failed to ensure the dlschargg summaries within 30
. days of discharge for all
Registered Nurse (RN) prepared discharged patients. A. 2. The
discharge summaries to include care Agency will audit 100% of
provided for 2 of 4 discharge records discharge summaries until 100%
reviewed; failed to ensure discharge compllance is maintained for a
. . period of 6 months to ensure all
summaries were completed within 30 discharge summaries are
days of discharge for 1 of 4 discharge completed and sent to physician
records reviewed (See G 303); and failed within 30 days. After that the
to ensure Home Health Aides (HHA) and Agency will continue to audit 10%
.. . . of the discharge summaries on
RNs completed visit notes in a timely an ongoing basis to ensure
manner and according to agency policy continued compliance with this
for 8 of 10 clinical records reviewed; requirement. B.1a. Upon review
failed to ensure consent for services was of the policy and in light of the
. . . technological difficulties, which
signed prior to providing care for 1 of 10 include lack of internet access in
clinical records reviewed; and failed to the field, that make compliance
ensure the Registered Nurse collected impossible with the previous
Outcome Assessment and Information policy that required employees to
. submit documentation in
Set data on start of care and failed to ready-for-review status within 24
ensure the information was completed hours, the Agency has revised
within 5 days of start of care for 1 of 4 the policy to include a 72 hour
records reviewed of patients receiving time frame for completion and
. . transmission of visit notes. B.1b.
skilled services (See G 236). The agency will have all visit
notes in ready-for-review status
within 72 hours of patient visit. B.
The cumulative effect of this systemic 2. The Agency will audit 100% of
problem resulted in the agency being out visit notes until 100% compliance
of compliance with the Condition of 1S m?t;nt?med fora FIJleF'IO'? Oft6
Participation 484.48 Clinical Records. ::'ce“}n fe;)d?:fsol:-r?e\?i e\\l/\:sslt;ﬂses
within 72 hours. After that the
Agency will continue to audit 10%
of the visit notes on an ongoing
basis to ensure continued
compliance with this requirement.
C. 1. Agency audited charts for
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compliance with OASIS
completion during initial
admission visit. All skilled patients
have OASIS completed. C. 2.
Agency will ensure compliance by
auditing 100% of OASIS for new
admissions to ensure OASIS is
completed, locked, and
transmitted until 100%
compliance is maintained for 6
months and then Agency will
audit 10% of OASIS to ensure
continued compliance. Director
of Nursing will be responsible for
the continued compliance with
G0235.
G 0236 484.48
CLINICAL RECORDS
Bldg. 00 A clinical record containing pertinent past
and current findings in accordance with
accepted professional standards is
maintained for every patient receiving home
health services. In addition to the plan of
care, the record contains appropriate
identifying information; name of physician;
drug, dietary, treatment, and activity orders;
signed and dated clinical and progress
notes; copies of summary reports sent to the
attending physician; and a discharge
summary.
Based on document review and G 0236 A. 1. The agency will complete all 07/15/2016
interview, the agency failed to ensure the dlschargg summaries within 30
. days of discharge for all
Registered Nurse (RN) prepared discharged patients. A.2. The
discharge summaries to include care Agency will audit 100% of
provided for 2 of 4 discharge records discharge summaries until 100%
reviewed (# 9, and 10); failed to ensure compllance is maintained for a
. . period of 6 months to ensure all
discharge summaries were completed discharge summaries are
within 30 days of discharge for 1 of 4 completed and sent to physician
discharge records reviewed (# 9); failed within 30 days. After that the
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to ensure Home Health Aides (HHA) and
RNs completed visit notes in a timely
manner and according to agency policy
for 8 of 10 clinical records reviewed (# 2,
3,4,5,6,8,9 and 10); failed to ensure
consent for services was signed prior to
providing care for 1 of 10 clinical records
reviewed (# 7); and failed to ensure the
Registered Nurse collected Outcome
Assessment and Information Set (OASIS)
data on start of care and failed to ensure
the information was completed within 5
days of start of care for 1 of 4 records
reviewed of patients receiving skilled
services. (#8)

Findings include

1. The agency's policy titled
"Documentation Standards and
Guidelines," no number, no date, stated
"Procedure: ... 2. Current: Timely
documentation, as near to the time of
occurrence as feasible. Entries are
always dated when they were made, i.e.
no backdating."

2. The agency's policy titled "Electronic
Charting," no number, no date, stated
"Staff must document prior to leaving
clients home and have documentation in
"ready to review" status within 24 hours.
... Nursing staff will have the ability to
electronically chart in the home. It is

Agency will continue to audit 10%
of the discharge summaries on
an ongoing basis to ensure
continued compliance with this
requirement. B.1. Upon review of
the policy and in light of the
technological difficulties, which
include lack of internet access in
the field, that make compliance
impossible with the previous
policy that required employees to
submit documentation in
ready-for-review status within 24
hours, the Agency has revised
the policy to include a 72 hour
time frame for completion and
transmission of visit notes. The
agency will have all visit notes in
ready-for-review status within 72
hours of patient visit. B. 2. The
Agency will audit 100% of visit
notes until 100% compliance is
maintained for a period of 6
months to ensure all visit notes
are in ready-for-review status
within 72 hours. After that the
Agency will continue to audit 10%
of the visit notes on an ongoing
basis to ensure continued
compliance with this standard.

C. 1. Agency audited 100% of
patient charts to determine the
presence of consents. Consents
were found on 100% of current
patient charts. C. 2. Agency will
continue to audit 100% of patient
charts for compliance with
obtaining consents prior to
provision of services until 100%
compliance has been achieved
for 6 months and then agency will
continue to audit 10% of all
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expected that all documentation be patient charts to determine
completed prior to leaving the client's ongoing compliance with .
. standard. D. 1. Agency audited
home at the end of the shift. 100% of patient charts to
Documentation will be reviewed by an determine the presence of Start
Administrative RN and will be "rejected" of Care(SOC) OASIS. A SOC
. i 0,
to the documenting field nurse as needed OASIS is found on 100% of
. . current skilled patient charts.
for correction. The filed nurse will then D.2. Agency will continue to audit
have 24 hours to correct and resubmit any 100% of patient charts for
documentation." compliance with obtaining
consents prior to provision of
3 Th s policy titled "Pati services until 100% compliance
g ¢ agency's policy title atient has been achieved for 6 months
Discharge (Summary)," no number, no and then agency will continue to
date, stated "All patient discharge audit 10% of all patient charts to
summaries must be complete within 30 dt?tt:rr?lnz 0290'291‘:0_"_?]‘:’“&‘”‘:9
. . with standard. E. 1. The agency
days of dlscharge.. ... The discharge will complete all discharge
summary should include: ... Summary of summaries within 30 days of
care provided ... The discharge summary discharge for all discharged
and other relevant clinical record patients. E. 2. The Agency will
d ts will b leted and audit 100% of discharge
oculpen § will be comp e.te ag ) summaries until 100%
submitted to the organization within compliance is maintained for a
seven days of discharge from the agency. period of 6 months to ensure all
... The agency will complete all discharge summaries are
dits to det ine th completed and sent to physician
necessary audits to de emlne .e' within 30 days. After that the
completeness of the patient's clinical Agency will continue to audit 10%
record within thirty days of the last home of the discharge summaries on
visit and discharge date." an ongoing basis to ensure
continued compliance with this
o . standard. Director of Nursing will
4. Durlng interview on 6/14/16 at 1030 be responsib|e for the Ongoing
AM, the Administrator stated the agency compliance with standard G0236.
allows 7 days for documents to be filed
within the patient records if they are
paper charting, but electronic notes
should be synced to the computer daily.
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5. The clinical record for patient # 2 was
reviewed on 6/17/16. Start of care date
3/10/16. The plan of care dated
5/9-7/7/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA visit notes were
completed in a timely manner.

A. The electronic HHA Visit Note
dated 5/29/16 by employee J (HHA) was
not signed until 6/15/16, 17 days after the
visit.

B. The electronic HHA Visit Note
dated 5/30 by employee K (HHA) was
not signed until 6/15/16, 16 days after the
visit.

C. The electronic HHA Visit Note
dated 5/13 by employee K was not signed
until 6/15/16, over 30 days after the visit.

D. The electronic HHA Visit Note
dated 5/11 by employee K was not signed
until 6/15/16, over 30 days after the visit.

E. The electronic HHA Visit Note
dated 5/9 by employee K was not signed
until 6/15/16, over 30 days after the visit.

F. The electronic HHA Visit Note
dated 5/6 by employee K was not signed
until 6/15/16, over 30 days after the visit.
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G. The electronic HHA Visit Note
dated 5/4 by employee K was not signed
until 6/15/16, over 30 days after the visit.

H. During interview on 6/17/16 at
1:25 PM, the Nursing Supervisor stated
employee K is out of compliance with
documentation, that aide is not the only
one, but the agency has not had a chance
to talk with employee K about this as she
is not returning their phone calls. The
Nursing Supervisor stated the agency has
been short staffed and not been able to
properly provide for discipline and
corrections.

I. During interview on 6/17/16 at 1:25
PM, employee I (Office Manager) stated
employee K is off the schedule.

6. The clinical record for patient # 3 was
reviewed on 6/17/16. Start of care
12/19/13. The plan of care dated
4/7-6/5/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA visit notes were
completed in a timely manner.

A. The electronic HHA Visit Note
dated 4/9/16 by employee K was not
signed until 4/19/16, over 10 days after
the visit.

7. The clinical record for patient # 4 was
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reviewed on 6/20/16. Start of care date
2/9/16. The plan of care dated 4/9-6/7/16
contained orders for HHA services. The
record failed to evidence the electronic
HHA notes and RN visit notes were
completed in a timely manner.

A. The initial start of care assessment
completed by employee C, RN, failed to
evidence it was electronically signed until
2/18/16, 9 days post start of care.

B. The electronic HHA note dated
6/2/16 by employee L (HHA) was not
signed until 6/12/16, 10 days after the
visit.

C. The electronic HHA note dated
5/31/16 by employee L was not signed
until 6/6/16, 6 days after the visit.

D. The electronic HHA note dated
5/19/16 by employee L was not signed
until 5/25/16, 5 days after the visit.

E. The electronic HHA note dated
5/18/16 by employee L was not signed
until 5/25/16, 7 days after the visit.

F. The electronic HHA note dated
5/17/16 by employee L was not signed
until 5/25/16, 8 days after the visit.

G. The electronic HHA note dated
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5/10/16 by employee L was not signed
until 5/15/16, 5 days after the visit.

H. The electronic HHA note dated
5/9/16 by M (HHA) was not signed until
5/16/16, 7 days after the visit.

I. The electronic HHA note dated
5/5/16 by employee L was not signed
until 5/15/16, 10 days after the visit.

J. The electronic HHA note dated
5/4/16 by employee L was not signed
until 5/15/16, 11 days after the visit.

K. The electronic HHA note dated
5/3/16 by employee L was not signed
until 5/15/16, 12 days after the visit.

L. The electronic HHA note dated
4/22/16 by employee N (HHA) was not
signed until 4/28/16, 6 days after the
visit.

M. The electronic HHA note dated
4/21/16 by employee N was not signed
until 4/28/16, 7 days after the visit.

8. The clinical record for patient # 5 was
reviewed on 6/20/16. Start of care date
7/18/14. The plan of care dated
5/8-7/6/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA and RN visit notes
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were completed in a timely manner.

A. The electronic recertification visit
note dated 5/5/15 by employee C was not
signed until 5/9/16, 4 days after the visit.

B. The electronic HHA note dated
5/10/16 by employee O (HHA) was not
signed until 5/14/16, 4 days after the
visit.

C. The electronic HHA note dated
5/12/16 by employee P (HHA) was not
signed until 5/16/16, 6 days after the
visit.

D. The electronic HHA note dated
5/13/16 by employee P was not signed
until 5/16/16, 3 days after the visit.

E. The electronic HHA note dated
5/19/16 by employee P was not signed
until 5/24/16, 5 days after the visit.

F. The electronic HHA note dated
5/20/16 by employee P was not signed
until 5/24/16, 4 days after the visit.

G. The electronic HHA note dated
5/27/16 by employee P was not signed
until 5/31/16, 4 days after the visit.

H. The electronic HHA note dated
5/30/16 by employee O, a missed visit,
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was not signed until 6/15/16, 16 days
post missed visit.

I. The electronic HHA note dated
6/3/16 by employee P was not signed
until 6/8/16, 5 days after the visit.

J. The electronic HHA note dated
6/2/16 by employee P was not signed
until 6/8/16, 6 days after the visit.

9. The clinical record for patient # 6 was
reviewed on 6/15/16. Start of care date
12/28/13. The record failed to evidence
timely submission of electronic visit
notes.

A. The SN visit dated 5/6/16 by
employee G (RN) was not signed until
6/7/16.

B. The SN visit dated 5/27/16 by
employee G was not singed until 6/7/16.

10. The clinical record for patient #7 was
reviewed on 6/17/16. Start of care date
9/22/14. The record failed to evidence
the patient had signed a consent for
services form and failed to evidence the
agency retained notification of patient
rights for this admission.

A. During interview on 6/17/16, at
11:30 AM, the Alternate Administrator
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stated she could not find the consent for
services for 9/22/14.

11. The clinical record for patient # 8
was reviewed on 6/17/16. Start of care
date 4/8/16. The plan of care dated
4/8-6/6/16 contained orders for SN every
2 weeks for 8 weeks, and 2 PRN for
medication set up, change in in condition,
and recertification; beginning week of
4/12/16 SN to assess and evaluate
4/8-4/10/16. The record failed to
evidence the electronic RN and HHA
visit notes were completed in a timely
manner, and failed to evidence the RN
collected OASIS data on admission or
within 5 days of start of care.

A. The Initial Evaluation RN visit
note dated 4/11/16 by employee C failed
to evidence the initial start of care
assessment included OASIS data, and
failed to evidence a reason the visit was
not completed until 4/11/16. Employee
C failed to electronically sign this
document until 4/15/16, 4 days after the
visit.

B. The SN Visit note dated 5/4/16 by
employee C was not signed until 5/9/16,
4 days after the visit.

C. During interview on 6/17/16 at
10:10 AM, the Nursing Supervisor stated
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the start of care OASIS information is not
showing up in the computer, but there is
not a way to do any other OASIS
assessments without one in the computer.
The Nursing Supervisor stated there is
not a reason in the computer as to why
the RN did not assess for start of care
until 4/11/16.

12. The clinical record for patient # 9
was reviewed on 6/17/16. Start of care
date 12/9/13. Discharge date 1/5/16 to
long term care. The Discharge Summary
was not completed until 3/2/16 and failed
to include a summary of care provided.
The Discharge Summary section titled
"Summary/Notes" is blank.

A. The Discharge Summary section
titled "Summary/Notes" is blank.

B. During interview on 6/16/16 at
12:30 PM, the Nursing Supervisor stated
she was not here at that time, so she is
not sure why the discharge summary for
patient #9 was not completed until
March, but the discharge summaries are
to include a summary of care provided,
per agency policy.

13. The clinical record for patient # 10
was reviewed on 6/16/17. Start of care
12/6/13. The patient was discharged to
home per patient and care giver request
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G 0244

Bldg. 00

on 2/2/16. The Discharge Summary
section titled "Summary/Notes" is blank.
The Discharge Summary failed to include
a summary of care provided.

14. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Home Healthcare Associates will
comply with State and federal guidelines
with regards to OASIS data collection
and reporting. ... Comprehensive
Assessment: (to include the
administration of the OASIS) Each
patient will receive a patient specific,
comprehensive assessment that
accurately reflects the patient's current
health status ... This assessment (start of
care) will be completed by a registered
nurse in a timely manner, consistent with
patient's immediate needs, but no later
than 5 calendar days from the start of
care. ... The Comprehensive Assessment
will incorporate the use of current OASIS
items."

484.52

EVALUATION OF THE AGENCY'S
PROGRAM

The evaluation consists of an overall policy
and administrative review and a clinical
record review.

Based on document review and

G 0244 A.1. Governing Body met on

7/11/2016 to adopt plan to review

07/15/2016
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interview, the agency's failed to ensure
the annual evaluation conducted in
November 2015 included oversight of
Outcome Assessment and Information
Set (OASIS) data final validation reports
and possible error correction for 1 of 1
agency.

Findings include

1. The Governing Body board meeting
dated 2/15/16 failed to include employee
file review, and OASIS review.

2. During interview on 6/14/15 at 10:35
AM, the Administrator stated the agency
does do look back evaluations of OASIS
data to make sure they get the same
scores as the assessments by the nurses.

3. During interview on 6/15/16 at 10:20
AM, the Administrator stated the
agency's process is that she and the
Alternate Administrator review all
OASIS assessments for accuracy within
the EMR, lock them, and the office
manager (employee I) submits the data
via the OASIS designated computer. The
Administrator stated the agency's
electronic medical records (EMR) system
Brightree is connected to report the
OASIS data and the agency has not had
any error reports in 2 years except for
about 1 year ago when it kept giving

dashboard audit results and
quarterly reports at meetings
regarding employee file review
audit results and OASIS review
including but not limited to
transmission, timeliness of
completion, and accuracy. A. 2.
Governing Body will review 100%
of dashboard audit results and
quarterly reports at quarterly
meetings regarding employee file
review audit results and OASIS
review including but not limited to
transmission, timeliness of
completion, and accuracy until
100% compliance is maintained
for 6 months, and then at annual
meetings thereafter to ensure
continued compliance with this
requirement. B. 1. Agency will
timely complete, transmit, review
accuracy of information, note
trending of issues, identify
accuracy of transmission,
detection of errors, and correction
of any errors found of OASIS data
to evaluate the OASIS program.
B.2. Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program until 100%
compliance is maintained for a
period of 6 months. After that,
the agency will audit 10% of all
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
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them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.

4. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency; and the ER
was set up to electronically send error
reports to the agency versus the agency
having to print out all those final
validation reports- but all OASIS eligible
records have been submitted, and all
patients are Medicaid patients.

5. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not

of issues, and accuracy of
transmission to evaluate the
OASIS program to ensure
continued compliance with this
requirement. The Administrator
will be responsible for ensuring
ongoing compliance with G0244.
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G 0303

Bldg. 00

aware of the location of the submission
report.

6. The agency's document titled
"Quality Performance Improvement
Review," dated st quarter January
February and March 2016 identified
client infections and need for hand
washing education among staff to help
stop the spread of infections. This was
the only document with identified trends
in the Quality Review notes for 1st
quarter 2016. The QAPI book for 2016
evidenced the agency reviewed
complaints, falls, incidents, infections,
record review, and sharps injuries. The
QAPI book failed to evidence OASIS
validations were reviewed and any
problems were identified. The
Administrator failed to evaluate the
agency's OASIS program.

484.48

CLINICAL RECORDS

The HHA must inform the attending
physician of the availability of a discharge
summary. The discharge

summary must be sent to the attending
physician upon request and must include the
patient's medical and health status at
discharge.

Based on document review and
interview, the agency failed to ensure the
Registered Nurse (RN) prepared

discharge summaries to include care

G 0303 A. 1. The agency will complete all
discharge summaries within 30
days of discharge for all
discharged patients. A. 2. The
Agency will audit 100% of

07/15/2016
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provided for 2 of 4 discharge records
reviewed (# 9, and 10), and failed to
ensure discharge summaries were
completed within 30 days of discharge
for 1 of 4 discharge records reviewed (#
9).

Findings include

1. The agency's policy titled
"Documentation Standards and
Guidelines," no number, no date, stated
"Procedure: ... 2. Current: Timely
documentation, as near to the time of
occurrence as feasible. Entire are always
dated when they were made, i.e. no
backdating."

2. The agency's policy titled "Electronic
Charting," no number, no date, stated
"Staff must document prior to leaving
clients home and have documentation in
"ready to review" status within 24 hours.
... Nursing staff will have the ability to
electronically chart in the home. It is
expected that all documentation be
completed prior to leaving the client's
home at the end of the shift.
Documentation will be reviewed by an
Administrative RN and will be "rejected"
to the documenting field nurse as needed
for correction. The filed nurse will then
have 24 hours to correct and resubmit any
documentation."

discharge summaries until 100%
compliance is maintained for a
period of 6 months to ensure all
discharge summaries are
completed and sent to physician
within 30 days. After that the
Agency will continue to audit 10%
of the discharge summaries on
an ongoing basis to ensure
continued compliance with this
requirement. Director of Nursing
is responsible for ensuring
ongoing compliance with G0303.
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3. The agency's policy titled "Patient
Discharge (Summary)," no number, no
date, stated "All patient discharge
summaries must be complete within 30
days of discharge. ... The discharge
summary should include: ... Summary of
care prided ... The discharge summary
and other relevant clinical record
documents will be completed and
submitted to the organization within
seven days of discharge from the agency.
... The agency will complete all
necessary audits to determine the
completeness of the patient's clinical
record within thirty days of the last home
visit and discharge date."

4. During interview on 6/14/16 at 10:30
AM, the Administrator stated the agency
allows 7 days for documents to be filed
within the patient records if they are
paper charting, but electronic notes
should be synced to the computer daily.

5. The clinical record for patient # 9 was
reviewed on 6/17/16. Start of care date
12/9/13. The patient was discharged on
1/5/16 to long term care. The Discharge
Summary section titled
"Summary/Notes" is blank. The
Discharge Summary was not completed
until 3/2/16, and failed to include a
summary of care provided.
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A. During interview on 6/16/16 at
12:30 PM, the Nursing Supervisor stated
she was not here at that time, so she is
not sure why the discharge summary for
patient #9 was not completed until
March, but the discharge summaries are
to include a summary of care provided,
per agency policy.
6. The clinical record for patient # 10
was reviewed on 6/16/17. Start of care
12/6/13. The patient was discharged to
home per patient and care giver request
on 2/2/16. The Discharge Summary
section titled "Summary/Notes" is blank.
The Discharge Summary failed to include
a summary of care provided.
G 0320 484.20
REPORTING OASIS INFORMATION
Bldg. 00 HHAs must electronically report all OASIS
data collected in accordance with §484.55
Based on document review and G 0320 A. The Agency will transmit all 07/15/2016
interview, the agency failed to ensure available OASIS data to the state
. agency monthly and within 30
Outcome Assessment Information Set days after the assessment is
(OASIS) data had been transmitted to the completed. B. The Agency will
state agency monthly and within 30 days monitor and review final validation
after the assessment was completed for 7 frehpo'l;t‘s and co.r“rect errorsl.l gASIS
. e Agency will ensure a
of 7 patients whose OASIS data should data submitted is not rejected. D.
have been transmitted (See G 321); failed The Agency will ensure correction
to ensure the accuracy of OASIS data for of rejected data. E. The Agency
7 of 7 patients whose OASIS data should will ensure error reports are
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have been transmitted, and failed to monitored. The Agency will audit
o,
monitor and review final validation 1OO,A’ Of, all OASIS as.ses.sment.s
_ for timeliness of submission until
reports and correct errors (See G 322); 100% compliance is achieved for
failed to ensure all OASIS data submitted 6 months. After that the Agency
was not rejected; failed to ensure the will continue to audit 10% of all
monitoring of error reports, and failed to OAS,IS assessm.ents to ensure
. . continued compliance with this
ensure the correction of rejected OASIS requirement. The Agency wil
data for 1 of 1 agency (See G 324). audit 100% of all OASIS reports
to monitor and review final
The cumulative effects of this systemic validation reports and correct
bl lted in th bei errors and ensure all OASIS data
problem resulted 1n the agency being out submitted is not rejected to
of compliance with the Condition of ensure timeliness, to ensure
Participation 484.20 Reporting OASIS. accuracy, to ensure correction of
rejected OASIS data until 100%
compliance has been achieved
for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
The Administrator will be
responsible for ensuring ongoing
compliance with G0320.
G 0321 484.20(a)
ENCODING OASIS DATA
Bldg. 00 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 document review and G 0321 A. 1. To correct the errors that 07/15/2016
interview, the agency failed to ensure are on some patlgnt records, the
. Agency worked with both QIES
Outcome Assessment Information Set and Brightree (EMR)
(OASIS) data had been transmitted to the representatives to correct coding
state agency monthly and within 30 days errors.  A. 2. The Agency spoke
after the assessment was completed for 7 30 szgg;:gg?t;iepﬁ'\:IeF;)a‘:g_ng
. uly 5, : i
of 7 patients whose OASIS data should the fact that the CCN number
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have been transmitted. (# 6, 7, 8, 11, 12, being reported within the OASIS
13 and 17) is 8888888888. ThIS' n'umber
should only be a 6 digit number
o . and our correct number is
Findings include 15K108. Both the representative
and the Agency tried to correct
1. The Indiana State Department of thetnumbe(; \_';”th'n It:e Btr'?lhtref
system and it would not allow for
Health CASPER report dated this change. The Brightree
12/01/2015-05/31/2016 evidenced the representative escalated the
agency failed to submit information problem to the next tier of
monthly, and evidenced the agency failed tsr:thptErt Vg't? thedretzﬁults bet|)ng
. . . at they believed the number
to submit OASIS information for was incorrect because the CCN
December 2015, January 2016, February contained a letter. The Agency
2016, and April 2016. then spoke to Roger from the
QIES helpline on July 7, 2016
who confirmed that the CCN
A. The ISDH CASPER Reporjt f.‘or number provided was indeed the
Home Health Agency (HHA) Activity correct number for our facility.
dated 12/01/2015 thru 05/31/2015 stated The Agency made a return phone
"No Data Returned for Selected Criteria." gall ;o Dawnrtatt Brightree zrdtthe
ier 2 support team was able to
figure out how to correct the
B. The ISDH CASPER Report fro problem. The OASIS were able to
HHA Submission Statistics by Agency be corrected and re-sent
dated 12/31/2015 thru 05/31/2016 successfully. A.3.Regarding
d dth bmitted the NEW RECORD issue, the
cvidenced the agency submitied on ) Agency spoke with QIES for
03/15/3016 at 13:40:30 83 records with assistance with this issue. The
100% rejected, and at 13:41:03 5 records Agency spoke with Nick at the
with 100 % rejected; and on 05/10/2016 Q'Esdhe'P"ne thZ\ ;fé2016
en. . o regarding eac
at.13.53.01 5 records with 100 % . transaction stating it was a "NEW
rejected, and at 13:53:10 5 records with RECORD". Nick informed the
100 % rejected. Agency that each record will
always state that it is a new
record because it is indeed a new
C. The ISDH CASPER Report for record. Each OASIS sent will
HHA Error Summary by Agency dated always be a NEW RECORD
12/2015 thru 05/2016 evidenced multiple unless it is a correction. He
errors including Incorrect Format, explained, that if you have a
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Incorrect CCN, Inconsistent Dates, previous accepted OASIS that
Records Submitted Late, Incorrect xzzgwﬁji:?:: :::ezscrsg:ftil?n
For.mat, Inconsis.tent Record Sequence, would then be labeled a
Patient Information Mismatch, and correction. In the section labeled
Record T]m]ng Invalid. RFA, Branch ID is where you find
a 2 digit code which tells you what
. kind of OASIS the record is. For
2. On 6/15/16, The agency p.rov.lded The example 09 would be a
Centers for Medicare & Medicaid discharge. This is the delineation
Services (CMS) Submission Report for the type of record it is, not the
OASIS Agency Final Validation Report NEWrtREBC(')I'EDAI\n the vall'::llatlon
L | report. B. The Agency wi
dated 03/15/2016 at 13:41:03 stated "# transmit all available OASIS data
Records Processed: 5, # Production to the state agency monthly and
Records Accepted: 0; # Production within 30 days after the
Records Rejects: 5." assessment is completed. C.
’ The Agency will monitor and
) ) ) review final validation reports and
A. This report failed to list survey correct errors. D. The Agency will
patient #6 (start of care date 12/28/13). ensure all OASIS data submitted
Patient #6 had a recertification |s.|r|10t rejected. E.t.The ?Q?niyd
. will ensure correction of rejecte
assessment dated 2/1 1—2/15./16, which data. F. The Agency will ensure
should have been repOrted in March. error reports are monitored. The
This report failed to reflect patient #6 Agency will audit 100% of all
February recertification was submitted. OASIS assessments for
timeliness of submission until
) ) i 100% compliance is achieved for
B. This report listed survey patient # 6 months. After that the Agency
7 (start of care date 9/22/14). The report will continue to audit 10% of all
stated "M0090 Date: 01/13/2016 and OA?'S ajsessml?”ts to etzstl:e
- continued compliance with this
Type of Transgctlon. NEW RECORD requirement. The Agency wil
... Date Submltted: 8888888888, audit 100% of all OASIS reports
Message Number/Severity: -5280 to monitor and review final
FATAL." This should have been labeled valldatlondreports a'}rjgzrsrfs‘:td
. . t
as a recertification, not a new record. ©rrors and ensure a aa
submitted is not rejected to
ensure timeliness, to ensure
C. The report listed survey patient #8 accuracy, to ensure correction of
(start of care date 4/8/16). The report rejected OASIS data until 100%
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stated "M0090 Date: 03/01/2016 ... compliance has been achieved
NEW RECORD ." The OASIS cannot for & months. Ater that, the
. Agency will continue to audit 10%
be collected prior to the start of care date, of the OASIS final validation
the clinical record evidenced the referral reports to ensure continued
was not made to the agency until 4/8/16. compliance with this requirement.
The Administrator will be
D. The report listed survey patient # 11 ;isrsglri‘:ﬂs \]:a:hegs&)usnznﬁ ongoing
(start of care date 6/10/15). The report
stated "M0090 Date: 01/04/2016 ...
Type of Transaction: NEW RECORD ...
Message: Record Submitted Late: The
submission date is more than 30 days
after M0090 on this new record." The
clinical record for patient # 11 evidenced
the most recent recertification prior to
1/4/16 was completed on 12/2/2015.
This submission was over 30 days late
and was not a new record.
1. The next recertification for patient
#11 was completed on 2/1/16, and should
have been submitted within 30 days.
E. The report listed survey patient #
12 (start of care date 7/4/14). The report
stated "M0090 Date 12/22/2015 ... NEW
RECORD ." The submission is over 30
days late, and was not a new record.
1. The clinical record for patient #12
evidenced 12/22/2015 was a
recertification and should have been
submitted in January.
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F. This report listed survey patient #
17 (discharged 2/26/16). The report
stated "M0090 Date: 02/29/2016 and
Type of Transaction: NEW RECORD ...
Date Submitted: 8888888888, Message
Number/Severity: -5280 FATAL ...
OASIS Item(s): M0010_CCN, Stored
Value ... Message: Incorrect CCN:
MO0010 does not match the CMS
Certification Number (CCN) in the QIES
ASAP System database for the agency
identified in the file." This record was a
discharge, not a new record.

2. On 6/15/16 the agency provided The
CMS Submission Report OASIS Agency
Final Validation Report dated 3/15/2016
at 13:40:30. This report stated "#
Records Process: 83 ... # Production
Records Accepted: 0 ... # Production
Records Rejected: 83."

A. The report listed survey patient #
13 (start of care date 10/23/14). The
report stated "M0090 Date: 6/19/15 ...
NEW RECORD;" and "M0090 Date:
08/13/2015 ... NEW RECORD;" and
"MO0090 Date: 10/16/2015 ... NEW
RECORD." These submissions would
not have been new records.

B. This patient (#13) record
evidenced recertifications were
completed on 12/16/15 and 2/10/2016

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 85 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15K108

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

and 4/14/16. The 12/16/15 recertification
should have been submitted in January,
and the 2/10/16 recertification should
have been submitted in March. No
information was provided for May 2016
submissions.

3. The agency submitted two documents
titled "OASIS File Submission" dated
3/15/2016 at 13:41:03, and 05/10/2016 at
13:53:10. Both documents stated "Your
submission file will be processed for
errors within 24 hours. The Final
Validation Report, which contains
detailed information about your
submission, may be accessed in the
CASPER Reporting application. It is
recommended that you print and retain
the Final Validation Reports."

4. On 6/14/16 at 10:25 AM, the January
OASIS File Submission Report and Final
Validation Report was requested. As of
6/21/16 at 11:30 AM, these documents
had not been provided.

5. During interview on 6/15/16 at 10:20
AM, the Administrator stated the
agency's process is that she and the
Alternate Administrator review all
OASIS assessments for accuracy within
the EMR, lock them, and the office
manager (employee I) submits the data
via the OASIS designated computer. The
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Administrator stated the agency's
electronic medical records (EMR) system
Brightree is connected to report the
OASIS data and the agency has not had
any error reports in 2 years except for
about 1 year ago when it kept giving
them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.

6. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency, and they will
have to start printing them again, but all
OASIS eligible records have been
submitted, and all patients are Medicaid
patients.

7. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
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submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
aware of the location of the submission
report.

8. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Procedure: HHA will encode and
electronically transmit each completed
OASIS assessment to the State agency's
or the CMS OASIS contractor, regarding
the beneficiary with respect to which
such information is required to be
transmitted within 30 days of completing
the assessment of the beneficiary."

484.20(b)

ACCURACY OF ENCODED OASIS DATA
The encoded OASIS data must accurately
reflect the patient's status at the time of
assessment.

Based on document review and
interview, the agency failed to ensure the
accuracy of Outcome Assessment
Information Set (OASIS) data for 7 of 7
patients whose OASIS data should have
been transmitted (# 6, 7, 8, 11, 12, 13 and
17); and failed to monitor and review
final validation reports and correct errors

G 0322

A. 1. To correct the errors that
are on some patient records, the
Agency worked with both QIES
and Brightree (EMR)
representatives to correct coding
errors. A. 2. The Agency spoke
to Dawn at Brightree (EMR) on
July 5, 2016 at 1:54 pm regarding
the fact that the CCN number
being reported within the OASIS

07/15/2016
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for1 of 1 agency. is 8888888888. This number
should only be a 6 digit number
.. . and our correct number is
Findings include 15K108. Both the representative
and the Agency tried to correct
1. The Indiana State Department of the number within the Brightree
Health CASPER report dated system and it would not allow for
. this change. The Brightree
12/01/2015-05/31/2016 evidenced the representative escalated the
agency failed to submit information problem to the next tier of
monthly, and evidenced the agency failed support, with the results being
to submit OASIS information for that t.hey bellteged the ntlémt?é \
was incorrect because the
December 201.5, January 2016, February contained a letter. The Agency
2016, and April 2016. then spoke to Roger from the
QIES helpline on July 7, 2016
A. The ISDH CASPER Report for who gonf'rm‘?g tgat the %CNd "
.. number provided was indeed the
Home Health Agency (HHA) Activity correct number for our facility.
dated 12/01/2015 thru 05/31/2015 stated The Agency made a return phone
"No Data Returned for Selected Criteria." call to Dawn at Brightree and the
tier 2 support team was able to
figure out how to correct the
B. The ISDH CAS_PER Report fro problem. The OASIS were able to
HHA Submission Statistics by Agency be corrected and re-sent
dated 12/31/2015 thru 05/31/2016 successfully. A. 3. Regarding
evidenced the agency submitted on K‘e NEW Ricoir?(lnslsllzuse;‘the
i . gency spoke wi or
03/15/3916 at 13:40:30 83 records with assistance with this issue. The
100% rejected, and at 13:41:03 5 records Agency spoke with Nick at the
with 100 % rejected; and on 05/10/2016 QIES helpline July 14, 2016
at 13:53:01 5 records with 100 % :egard"zlg eatcht_OAf'S NEW
. en. . ransaction stating it was a
rejected, f'md at 13:53:10 5 records with RECORD". Nick informed the
100 % rejected. Agency that each record will
always state that it is a new
C. The ISDH CASPER Report for record because it is indeed a new
record. Each OASIS sent will
HHA Error Summary by. Agency date.d always be a NEW RECORD
errors including Incorrect Format, explained, that if you have a
Incorrect CCN, Inconsistent Dates, previous accepted OASIS that
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Records Submitted Late, Incorrect was pulled back and a correction
Format, Inconsistent Record Sequence, made within the assessment, it
. . K would then be labeled a
Patient In.f01?mat10n M1smatch, and correction. In the section labeled
Record Timing Invalid. RFA, Branch ID is where you find
a 2 digit code which tells you what
2. On 6/15/16, The agency provided The kind of OASIS the record is. For
C f di & dicaid example 09 would be a
ent-ers or Medicare i Me 1cal discharge. This is the delineation
Services (CMS) Submission Report for the type of record it is, not the
OASIS Agency Final Validation Report NEW RECORD in the validation
dated 03/15/2016 at 13:41:03 stated "# :eport. ) B|.|The'|A%|en(3/Av§|”S »
. ransmit all available ata
Records Processed: 5, # Production to the state agency monthly and
Records Accepted: 0; # Production within 30 days after the
Records Rejects: 5." assessment is completed. C.
The Agency will monitor and
. . . review final validation reports and
A' This report failed to list survey correct errors. D. The Agency will
patient #6 (start of care date 12/28/13). ensure all OASIS data submitted
Patient #6 had a recertification is not rejected. E. The Agency
assessment dated 2/11-2/15/16, which ‘(;""tl enls:ur_?hco;\rectlon of“rejected
. ata. F. The Agency will ensure
sh(?uld have b.een reported in March. error reports are monitored. The
This report failed to reflect patient #6 Agency will audit 100% of all
February recertification was submitted. OASIS assessments for
timeliness of submission until
. . . 100% compliance is achieved for
B. This report listed survey patient # 6 months. After that the Agency
7 (start of care date 9/22/14). The report will continue to audit 10% of all
stated "M0090 Date: 01/13/2016 and OASIS assessments to ensure
Type of Transaction: NEW RECORD continued compliance with this
. . requirement. The Agency will
... Date Submitted: 8838888888, audit 100% of all OASIS reports
Message Number/Severity: -5280 to monitor and review final
FATAL." This should have been labeled validation reports and correct
as a recertification, not a new record. errors and ensure all OASIS data
submitted is not rejected to
) ) ensure timeliness, to ensure
C. The report listed survey patient #3 accuracy, to ensure correction of
(start of care date 4/8/16). The report rejected OASIS data until 100%
stated "M0090 Date: 03/01/2016 ... compliance has been achieved
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NEW RECORD ." The OASIS cannot
be collected prior to the start of care date,
the clinical record evidenced the referral
was not made to the agency until 4/8/16.

D. The report listed survey patient # 11
(start of care date 6/10/15). The report
stated "M0090 Date: 01/04/2016 ...
Type of Transaction: NEW RECORD ...
Message: Record Submitted Late: The
submission date is more than 30 days
after M0090 on this new record." The
clinical record for patient # 11 evidenced
the most recent recertification prior to
1/4/16 was completed on 12/2/2015.
This submission was over 30 days late
and was not a new record.

1. The next recertification for patient
#11 was completed on 2/1/16, and should
have been submitted within 30 days.

E. The report listed survey patient #
12 (start of care date 7/4/14). The report
stated "M0090 Date 12/22/2015 ... NEW
RECORD ." The submission is over 30
days late, and was not a new record.

1. The clinical record for patient #12
evidenced 12/22/2015 was a
recertification and should have been
submitted in January.

F. This report listed survey patient #

for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
The Administrator will be
responsible for ensuring ongoing
compliance with G0322.
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17 (discharged 2/26/16). The report
stated "M0090 Date: 02/29/2016 and
Type of Transaction: NEW RECORD ...
Date Submitted: 8888888888, Message
Number/Severity: -5280 FATAL ...
OASIS Item(s): M0010_CCN, Stored
Value ... Message: Incorrect CCN:
MO0010 does not match the CMS
Certification Number (CCN) in the QIES
ASAP System database for the agency
identified in the file." This record was a
discharge, not a new record.

2. On 6/15/16 the agency provided The
CMS Submission Report OASIS Agency
Final Validation Report dated 3/15/2016
at 13:40:30. This report stated "#
Records Processed: 83 ... # Production
Records Accepted: 0 ... # Production
Records Rejected: 83."

A. The report listed survey patient #
13 (start of care date 10/23/14). The
report stated "M0090 Date: 6/19/15 ...
NEW RECORD;" and "M0090 Date:
08/13/2015 ... NEW RECORD;" and
"M0090 Date: 10/16/2015 ... NEW
RECORD." These submissions would
not have been new records.

B. This patient (#13) record
evidenced recertifications were
completed on 12/16/15 and 2/10/2016
and 4/14/16. The 12/16/15 recertification
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should have been submitted in January,
and the 2/10/16 recertification should
have been submitted in March. No
information was provided for May 2016
submissions.

3. The agency submitted two documents
titled "OASIS File Submission" dated
3/15/2016 at 13:41:03, and 05/10/2016 at
13:53:10. Both documents stated "Y our
submission file will be processed for
errors within 24 hours. The Final
Validation Report, which contains
detailed information about your
submission, may be accessed in the
CASPER Reporting application. It is
recommended that you print and retain
the Final Validation Reports."

4. On 6/14/16 at 10:25 AM, the January
OASIS File Submission Report and Final
Validation Report was requested. As of
6/21/16 at 11:30 AM, these documents
had not been provided.

5. During interview on 6/15/16 at 10:20
AM, the Administrator stated the
agency's process is that she and the
Alternate Administrator review all
OASIS assessments for accuracy within
the EMR, lock them, and the office
manager (employee I) submits the data
via the OASIS designated computer. The
Administrator stated the agency's
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electronic medical records (EMR) system
Brightree is connected to report the
OASIS data and the agency has not had
any error reports in 2 years except for
about 1 year ago when it kept giving
them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.

6. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency; and the ER
was set up to electronically send error
reports to the agency versus the agency
having to print out all those final
validation reports- but all OASIS eligible
records have been submitted, and all
patients are Medicaid patients.

7. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
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the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
aware of the location of the submission
report.

8. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Procedure: HHA will encode and
electronically transmit each completed
OASIS assessment to the State agency's
or the CMS OASIS contractor, regarding
the beneficiary with respect to which
such information is required to be
transmitted within 30 days of completing
the assessment of the beneficiary."

484.20(c)(2)

TRANSMITTAL OF OASIS DATA

The HHA must, for all assessments
completed in the previous month, transmit
OASIS data in a format that meets the
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requirements of paragraph (d) of this
section.
Based on document review and G 0324 A. 1. To correct the errors that 07/15/2016
interview, the agency failed to ensure all are on some patient records, the
. Agency worked with both QIES
Outcome Assessmeflt Information Set and Brightree (EMR)
(OASIS) data submitted was not rejected; representatives to correct coding
failed to ensure the monitoring of error errors.  A. 2. The Agency spoke
reports, and failed to ensure the 30 P%W';;;:”??t;e (EMR) 03_
. ) uly 5, at 1:54 pm regarding
correction of rejected OASIS data for 1 the fact that the CCN number
of 1 agency. being reported within the OASIS
is 8888888888. This number
Findings include should only be a 6 digit number
and our correct number is
) 15K108. Both the representative
1. The Indiana State Department of and the Agency tried to correct
Health CASPER report dated the number within the Brightree
12/01/2015-05/31/2016 evidenced the system and it would not allow for
failed bmit inf . this change. The Brightree
agency failed to .su mit information ) representative escalated the
monthly, and evidenced the agency failed problem to the next tier of
to submit OASIS information for support, with the results being
December 2015, January 2016, February that they believed the number
2016. and Aoril 2016 was incorrect because the CCN
» and Apn : contained a letter. The Agency
then spoke to Roger from the
A. The ISDH CASPER Report for QIES helpline on July 7, 2016
Home Health Agency (HHA) Activity who k():onflrmgcc’i tgat the C(;:ICNd "
number provided was indeed the
dated 12/01/2015 thru 05/31/2015 s.tatc.ad correct number for our facility.
"No Data Returned for Selected Criteria." The Agency made a return phone
call to Dawn at Brightree and the
B. The ISDH CASPER Report fro tier 2 support team was able to
.. - figure out how to correct the
HHA Submission Statistics by Agency problem. The OASIS were able to
dated 12/3 1/2015 thru 05/3 1/2016 be corrected and re-sent
evidenced the agency submitted on successfully. A. 3. Regarding
03/15/3016 at 13:40:30 83 records with X\e NEW RiCO_FfE(;Ege}the
100% rejected, and at 13:41:03 5 records gency spoke with & or
] ’ assistance with this issue. The
with 100 % rejected; and on 05/10/2016 Agency spoke with Nick at the
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at 13:53:01 5 records with 100 % QIES helpline July 14, 2016
rejected, and at 13:53:10 5 records with regardm.g each _OA_SIS .
9% rei d transaction stating it was a "NEW
100 % rejected. RECORD". Nick informed the
Agency that each record will
C. The ISDH CASPER Report for always state that it is a new
HHA Error Summary by Agency dated record because it is indeed a new
. . record. Each OASIS sent will
12/2015 thru 05/2016 evidenced multiple always be a NEW RECORD
errors including Incorrect Format, unless it is a correction. He
Incorrect CCN, Inconsistent Dates, explained, that if you have a
Records Submitted Late, Incorrect previous accepted OASIS that
F I . R d4s was pulled back and a correction
ormat, Inconsistent Record Sequence, made within the assessment, it
Patient Information Mismatch, and would then be labeled a
Record Timing Invalid. correction. In the section labeled
RFA, Branch ID is where you find
. a 2 digit code which tells you what
2. On 6/15/16, The agency p.rov.lded The kind of OASIS the record is. For
Centers for Medicare & Medicaid example 09 would be a
Services (CMS) Submission Report discharge. This is the delineation
OASIS Agency Final Validation Report E’éweéé%eooééego{g it Isi'c?ott' the
i in the validation
dated 03/15/2016 at 13:41:03 stat.ed # report. B. The Agency wil
Records Processed: 5, # Production transmit all available OASIS data
Records Accepted: 0; # Production to the state agency monthly and
Records Rejects: 5." within 30 days after the
assessment is completed. C.
) The Agency will monitor and
3. On 6/15/16 the agency provided The review final validation reports and
CMS Submission Report OASIS Agency correct errors. D. The Agency will
Final Validation Report dated 3/15/2016 gnsutre all ?%SIE d‘I?rtwa ?bm'tted
e . " is not rejected. E. The Agency
at 13:40:30. This report stated "# ) will ensure correction of rejected
Records Processed: 83 ... # Production data. F. The Agency will ensure
Records Accepted: 0 ... # Production error reports are monitored. The
Records Rejected: 83." Agency will audit 100% of all
OASIS assessments for
) timeliness of submission until
4. The agency submitted two documents 100% compliance is achieved for
titled "OASIS File Submission" dated 6 months. After that the Agency
3/15/2016 at 13:41:03, and 05/10/2016 at will continue to audit 10% of all
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13:53:10. Both documents stated "Y our OASIS assessments to ensure
submission file will be processed for conti.nued compliance with th'is
L . requirement. The Agency will
errors within 24 hours. The Final audit 100% of all OASIS reports
Validation Report, which contains to monitor and review final
detailed information about your validation reports and correct
submission, may be accessed in the :Lrjrt?r:fit?en;ji:nnsc:irfe?e”ctcéﬁilns data
CASPER Reporting application. It is ensure timeliness, to ensure
recommended that you print and retain accuracy, to ensure correction of
the Final Validation Reports." rejected OASIS data until 100%
compliance has been achieved
5. During interview on 6/15/16 at 10:20 ’f:\)gr fnrcnyo\r’wvti:sc.oﬁr\]?iiijteh?;, at:zit 10%
AM, the Administrator stated the of the OASIS final validation
agency's process is that she and the reports to ensure continued
Alternate Administrator review all compliance with this requirement.
OASIS assessments for accuracy within The Administrator will be .
responsible for ensuring ongoing
the EMR, lock them, and the office compliance with G0324.
manager (employee I) submits the data
via the OASIS designated computer. The
Administrator stated the agency's
electronic medical records (EMR) system
Brightree is connected to report the
OASIS data and the agency has not had
any error reports in 2 years except for
about 1 year ago when it kept giving
them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.
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6. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency; and the ER
was set up to electronically send error
reports to the agency versus the agency
having to print out all those final
validation reports- but all OASIS eligible
records have been submitted, and all
patients are Medicaid patients.

7. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
aware of the location of the submission
report.

8. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Procedure: HHA will encode and
electronically transmit each completed
OASIS assessment to the State agency's
or the CMS OASIS contractor, regarding
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the beneficiary with respect to which
such information is required to be
transmitted within 30 days of completing
the assessment of the beneficiary."
G 0332 | 484.55(a)(1)
INITIAL ASSESSMENT VISIT
Bldg. 00 | The initial assessment visit must be held
either within 48 hours of referral, or within 48
hours of the patient's return home, or on the
physician-ordered start of care date.
Based on document review and G 0332 A. The Agency will complete all 07/15/2016
interview, the agency failed to ensure the start-of- care comprehensive
. L. assessments within 48 hours of
Registered Nurse conducted the initial referral or on the physician
start of care assessment within 48 hours ordered start-of- care date. B.
or on the physician ordered date for 1 of The Agency has educated all
10 records reviewed. (# 8) clinicians and support staff on the
) following: The requirement to
o . perform the start-of- care
Findings include comprehensive assessment
within 48 hours of referral or on
1. The clinical record for patient # 8 was the pzy.tsman_rcr)]rdired start-llclnf- dit
. care date. e Agency will audi
reviewed on 6/17/16. Start of care date 100% of all referrals and dates of
4/8/16. The plan of care dated 4/8-6/6/16 the start-of- care comprehensive
contained orders for SN every 2 weeks assessments until 100%
for 8 weeks, and 2 PRN for medication compliance is maintained for a
h .. diti d period of 6 months to ensure all
set up., ¢ al.lge n 1n' co.n Ition, an patient admissions are
recertification; beginning week of conducted within 48 hours of the
4/12/16 SN to assess and evaluate referral or on the physician
4/8-4/10/16. The record failed to ordered start-of- care date. After
id the SN ¢ start of that the Agency will continue to
cvidence the assess at s a. .0 care audit 10% of the clinical records
was completed per date physician on an ongoing basis to ensure
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ordered.

A. The Initial Evaluation visit was
not conducted until 4/11/16. The record
failed to evidence a reason for the initial
visit not being done between 4/8-4/10/16
per physician orders.

B. During interview on 6/17/16 at
10:30 AM, the Nursing Supervisor stated
she could not find any notes in the
computer as to why the start of care was
not completed in the ordered time frame.

2. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Initial Assessment: A registered nurse
will conduct an initial assessment visit to
determine the immediate care and
support needs of the patient and
eligibility. This initial assessment visit
will be within 48 hours of the referral or
within 48 hours of the patient's return
home or as ordered by the physician. If
the visit can not be made within the
required 48 hours, the reason for such
must be documented."

continued compliance with this
requirement. Director of Nursing
will be responsible for ongoing
compliance with G0170.
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G 0334 484.55(b)(1)
COMPLETION OF THE COMPREHENSIVE
Bldg. 00 | ASSESSMENT
The comprehensive assessment must be
completed in a timely manner, consistent
with the patient's immediate needs, but no
later than 5 calendar days after the start of
care.
Based on document review and G 0334 A. The Agency will complete all 07/15/2016
interview, the agency failed to ensure the start-of- care comprehensive
. assessments within 48 hours of
Registered Nurse collected Outcome referral or on the physician
Assessment and Information Set (OASIS) ordered start-of- care date. B.
data on start of care and failed to ensure The Agency has educated all
the information was completed within 5 Cl'n'c'?ns and Squ_Ort staff on the
following: The requirement to
days of start of care for 1 of 3 records perform the start-of- care
reviewed of patients receiving skilled comprehensive assessment
services. (#8) within 48 hours of referral or on
the physician ordered start-of-
indi nclud care date, including OASIS
Findings include collection at start of care or within
5 calendar days after the start of
1. The clinical record for patient # 8 was care. The Agency will audit
reviewed on 6/17/16. Start of care date t1h00°/lt; CI’_I alfl referrals and :ate§ of
e start-of- care comprehensive
4/8/1?. The plan of care dated 4/8-6/6/16 assessments until 100%
contained orders for SN every 2 weeks compliance is maintained for a
for 8 weeks, and 2 PRN for medication period of 6 months to ensure all
set up, change in in condition, and patient admissions are
rtification beginni K of conducted within 48 hours of the
recertification beginiing week o referral or on the physician
4/12/16, SN to assess and evaluate ordered start-of- care date. After
4/8-4/10/16. The record failed to that the Agency will continue to
evidence the SN assess and evaluate was audit 10% of the clinical records
loted date phvsici dered on an ongoing basis to ensure
comp .e cd pet .a ¢ physician ordered, continued compliance with this
and failed to evidence the RN collected requirement. The Agency will
OASIS data on admission or within 5 audit 100% of all OASIS
days of start of care. assessments for timeliness of
completion until 100%
compliance is achieved for 6
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A. The Initial Evaluation visit was
not conducted until 4/11/16. The record
failed to evidence a reason for the initial
visit not being done between 4/8-4/10/16
per physician orders.

B. The Initial Evaluation visit dated
4/11/16, failed to evidence the initial start
of care assessment included OASIS data,
and failed to evidence a reason the visit
was not completed until 4/11/16.

C. During interview on 6/17/16 at
10:10 AM, the Nursing Supervisor stated
the start of care OASIS information is not
showing up in the computer, but there is
not a way to do any other OASIS
assessments without one in the computer.
The Nursing Supervisor stated there is
not a reason in the computer as to why
the RN did not assess for start of care
until 4/11/16.

2. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Home Healthcare Associates will
comply with State and federal guidelines
with regards to OASIS data collection
and reporting. ... Comprehensive
Assessment: (to include the
administration of the OASIS) Each
patient will receive a patient specific,
comprehensive assessment that

continue to audit 10% of all
OASIS assessments to ensure
continued compliance with this

will be responsible for ensuring
ongoing compliance with G033

months. After that the Agency will

requirement. The Administrator

4.
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accurately reflects the patient's current
health status ... This assessment (start of
care) will be completed by a registered
nurse in a timely manner, consistent with
patient's immediate needs, but no later
than 5 calendar days from the start of
care. ... The Comprehensive Assessment
will incorporate the use of current OASIS
items."

N 0000

Bldg. 00
This was a home health state licensure
survey.

Survey Dates: June 14, 15, 16, 17, 20
and 21, 2016

Facility Number: 004998
Medicaid Number: 15K108

Census Service Type:
Skilled: 8

Home Health Aide Only: 47
Personal Care Only: 0
Total: 55

N 0000
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Sample:
RR w/HV: 4
RR w/o HV: 13
Total: 17
N 0444 410 IAC 17-12-1(c)(1)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(c) An individual need not be
a home health agency employee or be
present full time at the home health agency
in order to qualify as its administrator. The
administrator, who may also be the
supervising physician or registered nurse
required by subsection (d), shall do the
following:
(1) Organize and direct the home health
agency's ongoing functions.
Based on document review and N 0444 Section 1 (NOG08): A. The 07/15/2016
interview, the Administrator failed to agency \,N'" C‘?m_plete all discharge
. summaries within 30 days of
ensure the day-to-day operations of the discharge for all discharged
agency including accuracy of clinical patients. B. Upon review of the
records, employee qualifications policy and in light of the
oversight, Outcome Assessment Fechnologlcal dllffICU|tIeS, wh|ch'
f . .. include lack of internet access in
Information Set (OASIS) transmission the field, that make compliance
oversight and validation, and Quality impossible with the previous
Assessment and Performance policy that required employees to
Improvement (QAPI) review and submit documentatlon n-
ioht for 1 of 1 ready-for-review status within 24
oversight for 1 of 1 agency. hours, the Agency has revised
o . the policy to include a 72 hour
Findings include time frame for completion and
transmission of visit notes. C.
1. The agency's job description titled The agency will have .aII visit
" Admini " b d notes in ready-for-review status
Administrator,” no number, no date, within 72 hours of patient visit. D.
stated "Position Overview Responsible Agency audited 100% of patient
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for the administration and direction for charts to determine the presence
Home Healthcare Associates' of consents. Consents were.
. .. . found on 100% of current patient
professional. clinical, and clerical charts. E. Agency will complete
services in accordance with established patient consents prior to provision
policies, program objectives, and state of services. F. The Agency will
and federal standards. ... Essential Job fransmit all available OASIS data
F . o . ddi h to the state agency monthly and
unctions rgamzes arll rects the within 30 days after the
agency's ongoing functions. ... Employs assessment is completed. G.
qualified personnel and ensures adequate The Agency will monitor and
staff education and evaluations review final validation reports and
Eval lity of ] d correct errors. H. The Agency will
va .uates quality o .programs an ) ensure all OASIS data submitted
services, report findings to the governing is not rejected. |. The Agency will
board, implement recommendations for ensure correction of rejected
continuous improvement of services data. J. The Agency will ensure
ffered Evaluates th , error reports are monitored. The
ottered. ... bvaluates the z.lgency s Agency will audit 100% of
overall programs and efficiency." discharge summaries until 100%
compliance is maintained for a
2. During interview on 6/14/16 at 10:30 3?“?10' of 6 months to ensure all
.. ischarge summaries are
AM, the Administrator stated the agency completed and sent to physician
allows 7 days for documents to be filed within 30 days. After that the
within the patient records if they are Agency will continue to audit 10%
paper charting, but electronic notes of the d'_SChirg"? stummanes on
. an ongoing basis to ensure
should be synced to the computer daily. continued compliance with this
requirement. The Agency will
3. During interview on 6/14/16 at 10:35 audit 100% of visit notes until
AM, the Administrator stated quality 100% compliance is maintained
t includes chart audits which for a period of 6 months to ensure
assessm.en includes chart audits whic all visit notes are in
are Contlnual but at leaSt eVeI’y 60 dayS ready_for-review status within 72
and any trends of problems are hours. After that the Agency will
investigated. continue to audit 10% of the visit
notes on an ongoing basis to
o ) ) ensure continued compliance with
4. Clinical record review evidenced the this requirement. Agency will
Administrator failed to ensure the continue to audit 100% of patient
accuracy of clinical records and the charts for compliance with
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education and supervision of HHAs and obtaining consents prior to
identify the following problems (See N provision of services until _1 00%
8 K K compliance has been achieved
608: Discharge summaries failed to for 6 months and then agency wil
include the summary of care provided, continue to audit 10% of all
and failed to be completed within 30 days patient charts to determine
of discharge; Home Health Aide and ongoing compliance with ) )
. . . standard. The Agency will audit
Registered Nurse visit notes were not 100% of all OASIS assessments
recorded timely; consent for services was for timeliness of submission until
not signed prior to providing care (See n 100% compliance is achieved for
494; failed to ensure skilled nurse (SN) 6 months. After that the Agency
s will continue to audit 10% of all
assessments were completed within 48 OASIS assessments to ensure
hours of ordered dates (See N 537); SN continued compliance with this
followed did not follow plans of care, requirement. The Agency will
missed visits were not reported to audit 100% of all OASIS reports
.. . to monitor and review final
physician, and plans of care frequencies validation reports and correct
were not accurate (See N 522); and failed errors and ensure all OASIS data
to oversee the supervision of HHAs by submitted is not rejected to
the RN to ensure appropriate care, ensure timeliness, to ensure
.. . accuracy, to ensure correction of
scope, and supervision was provided (See rejected OASIS data until 100%
N 596). compliance has been achieved
for 6 months. After that, the
5. Home visits evidenced the Agency will continue to audit 10%
Administrator failed to ensure all staff S;;Z?tsotﬁselr?sﬂ?jlc\;?tﬁﬁ;n
were following agency's policies and compliance with this requirement.
procedures for infection control (See N Section 2 (N0494): A. 1. Agency
470). audited 100% of patient charts to
determine the presence of
consents. Consents were found
6. Employee file reviewed evidenced the on 100% of current patient
Administrator failed to oversee the charts. A. 2. Agency will
education and qualifications of continue to audit 100% of patient
. . . charts for compliance with
employees and failed to identify L .
’ obtaining consents prior to
following problems (See N 458 and 460): provision of services until 100%
1 HHA had an expired certification and compliance has been achieved
was not on the Indiana Nurse Aide for 6 months and then agency will
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Registry and was providing care to
patients; criminal background checks
were not completed within 3 days of
starting patient care for 3 of 6 employees;
3 of 4 HHAs did not take a HHA
competency test; annual evaluations were
not completed for 1 of 2 RNs; and
didactic information was not separated
from medical information for 1 of 6 files
reviewed (See N 466).

7. Review of QAPI evidenced the
Administrator failed to oversee and
identify the following problems for the
agency: monthly transmission of OASIS
data; the accuracy of OASIS data and
monitor and follow up with final
validation reports to ensure correction of
any identified errors (See N 456).

8. The agency's document titled "Quality
Performance Improvement Review,"
dated 1st quarter January February and
March 2016 identified client infections
and need for hand washing education
among staff to help stop the spread of
infections. This was the only document
with identified trends in the Quality
Review notes for 1st quarter 2016. The
QAPI book for 2016 evidenced the
agency reviewed complaints, falls,
incidents, infections, record review, and
sharps injuries. The QAPI book failed to
evidence OASIS validations were

continue to audit 10% of all
patient charts to determine
ongoing compliance with
standard. Section 3 (N0537): A.
The Agency will complete all
start-of- care comprehensive
assessments within 48 hours of
referral or on the physician
ordered start-of- care date. B.
The Agency has educated all
clinicians and support staff on the
following: The requirement to
perform the start-of- care
comprehensive assessment
within 48 hours of referral or on
the physician ordered start-of-
care date. The Agency will audit
100% of all referrals and dates of
the start-of- care comprehensive
assessments until 100%
compliance is maintained for a
period of 6 months to ensure all
patient admissions are
conducted within 48 hours of the
referral or on the physician
ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. Section 4 (N0522):
A. The Agency will complete all
start-of- care comprehensive
assessments within 48 hours of
referral or on the physician
ordered start-of- care date. B.
The Agency will track all missed
visits in the Brightree system
(EMR) by documenting the
missed visits in the Missed Visit
Log. C. The Agency will track all
missed visits and the 60-day
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reviewed and any problems were summary will include
identified. The Administrator failed to dpgumentatlon of the m'_ss_ed )
, visits to ensure the physician is
evaluate the agency's OASIS program. notified of the missed visits. D.
The Agency will accurately
A. The Governing Body board document each patient’s visit
meeting dated 2/15/16 only included the frequency on all Plans of Care
. . and the Agency will not utilize “0
agency's budget and changes in staff, and as a visit frequency. E. The
failed to include employee file review, Agency has educated all
and OASIS review. clinicians and support staff on the
following: 1. The requirement to
, S perform the start-of- care
9. The. age.ncy s policy titled comprehensive assessment
"Organizational Performance within 48 hours of referral or on
Improvement Plan," no number, no date, the physician ordered start-of-
stated "Purpose: ... Identify, on an care date. 2. The necessity to
. . . . inform the physician of all missed
ongoing basis and in a coordinated and visits and to include
collaborative manner, areas for documentation of all missed visits
improvement in the quality of care, on the 60 day summary. 3. The
treatment and services. ... Policy: ... Missed Visit Log book to
H Health A it document the tracking of missed
ome tea -care ssociates ] visits. 4. To accurately document
performance improvement plan is visit frequencies and that "0" is
evaluated at least annually and revised as not a valid frequency. 5. To
necessary. ... Information from ;’bta'n:hﬁ;‘]c'?nts ord_lt_er:s ‘Z’r all
. . ome health visits. The Agency
dfapartments/serwces ?nd the findings of will audit 100% of all referrals and
discrete performance improvement dates of the start-of- care
activities are analyzed to detect trends, comprehensive assessments until
patterns of performance or potential 100% compliance is maintained
roblems that may impact more than on for a period of 6 months to ensure
probiems y 1' pact more one all patient admissions are
(1) department/service. ... Scope of conducted within 48 hours of the
Activities: The cope of the referral or on the physician
organizational performance improvement ordered start-of- care date. After
rogram includes an overall assessment that the Agency will continue to
prog u v audit 10% of the clinical records
of the efficacy of performance on an ongoing basis to ensure
improvement activities with a focus on continued compliance with this
continually improving care, treatment and requirement. The Agency will
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services and patient and staff safety
practices. The program consists of these
focus components: performance
improvement, patient/staff safety, quality
assessment/improvement and quality
control activities. ... Assessment of the
performance of the following patient care
and organizational functions are
included: ... Provision of Care,
Treatment and Services ... Leadership
... Surveillance, Prevention and Control
of Infection ... Improving Organization

Performance."

audit 100% of all 60 day
summaries to ensure all missed
visits are reported to the
physician until 100% compliance
is maintained for a period of 6
months to ensure physicians are
notified of missed visits. After
that the Agency will continue to
audit 10% of the 60 day
summaries to ensure continued
compliance with this requirement.
The Agency will audit 100% of the
medical Plans-of- Care and
Physician verbal orders ,
specifically the ordered visit
frequencies, to ensure the
accurate visit frequencies are
documented and physician orders
are obtained for any additional
visits . The Agency will audit
100% of the medical Plans-of-
Care and Physician verbal orders
until 100% compliance is
maintained for a period of 6
months. After that the Agency will
continue to audit 10% of all
Medical Plans-of- Care and
Physician verbal orders for
accurate visit orders and
frequencies on an ongoing basis
to ensure continued compliance
with this requirement. Section 5
(N0596): A. Agency audited
100% of employee files for
compliance with written
competency evaluations. Home
Health Aides that did not have a
written competency evaluation
were given the written
competency evaluation, 100% of
the Home Health Aides given the
written competency evaluation
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passed the exam, and 100% of
current employees were found to
have current HHA written
examination results in their
employee file. B. The Agency will
complete home health aide
competency evaluation program
prior to patient contact. (For a
period of two years beginning
June 21, 2016, this competency
evaluation program will be
conducted by an independent
outside provider as Home
Healthcare Associates is
prohibited from providing said
program during that time frame.)
The Agency will ensure
continuing compliance by auditing
100% of employee files for
presence of HHA written
competency evaluation prior to
patient contact until 100%
compliance has been achieved
for 6 months, and then 10% of all
employee files will be audited for
compliance with this standard
prior to patient contact. Section
6 (N0458): A. 1. Agency audited
100% of employee files for
compliance with HHA
certification. 100% of current
employees were found to have
current HHA certification. A. 2.
Agency will ensure continuing
compliance by auditing 100% of
employee files prior to patient
contact until 100%compliance
has been achieved for 6 months,
and then 10% of all employee
files will be audited for
compliance with this standard
prior to patient contact. B. 1.
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Agency audited 100% of
employee files for compliance
with Criminal background check
reports. 100% of current
employees were found to have
current Criminal background
check reports. B. 2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until 100%
compliance has been achieved
for 6 months, and then 10% of all
employee files will be audited for
compliance with this standard
prior to patient contact. C. 1.
Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
annual evaluations were located
after the survey was completed
and have been placed in the
correct order in the employee file.
100% of current employees
employed greater than 12 months
were found to have annual
evaluations in their employee file.
C. 2. Agency will ensure
continuing compliance by auditing
100% of employee files until
100% compliance has been
achieved for6 months, and then
10% of all employee files will be
audited for compliance with this
standard. D.1. Agency audited
100% of employee files for
compliance with written
competency evaluations. Home
Health Aides that did not have a
written competency evaluation
were given the written
competency evaluation, 100% of
the Home Health Aides given the
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written competency evaluation
passed the exam, and 100% of
current employees were found to
have current HHA written
examination results in their
employee file. D.2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until
100%compliance has been
achieved for 6 months, and then
10% of all employee files will be
audited for compliance with this
standard prior to patient contact.
E. 1. Agency developed policy
and procedure for order of
employee documents in
employee files. 100% of
employee files were audited for
compliance with this policy and
procedure and any deviations
from this were corrected. 100% of
employee files are now in
compliance with new agency
policy and procedure related to
employee document order. E.2.
Agency will ensure compliance by
auditing100% of employee files
until 100% compliance has been
achieved for 6 months,and then
10% of employee files will be
audited for maintained
compliance with this standard.
Section 7 (N0460): A. 1. Agency
audited 100% of employee files
for compliance with Criminal
background check reports. 100%
of current employees were found
to have current Criminal
background check reports. A. 2.
Agency will ensure continuing
compliance by auditing 100% of
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employee files prior to patient
contact until 100% compliance
has been achieved for 6 months,
and then 10% of all employee
files will be audited for
compliance with this standard
prior to patient contact. B. 1.
Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
annual evaluations were located
after the survey was completed
and have been placed in the
correct order in the employee file.
100% of current employees
employed greater than 12 months
were found to have annual
evaluations in their employee file.
B. 2. Agency will ensure
continuing compliance by auditing
100% of employee files until
100% compliance has been
achieved for6 months, and then
10% of all employee files will be
audited for compliance with this
standard. C.1. Governing Body
met on 7/11/2016 to adopt plan to
review dashboard audit results
and quarterly reports at meetings
regarding employee file review
audit results and OASIS review
including but not limited to
transmission, timeliness of
completion, and accuracy. C. 2.
Governing Body will review 100%
of dashboard audit results and
quarterly reports at quarterly
meetings regarding employee file
review audit results and OASIS
review including but not limited to
transmission, timeliness of
completion, and accuracy until
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100% compliance is maintained
for 6 months, and then at annual
meetings thereafter to ensure
continued compliance with this
requirement. D. 1. Agency will
timely complete, transmit, review
accuracy of information, note
trending of issues, identify
accuracy of transmission,
detection of errors, and correction
of any errors found of OASIS data
to evaluate the OASIS program.
D. 2. Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program until 100%
compliance is maintained for a
period of 6 months. After that,
the agency will audit 10% of all
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program to ensure
continued compliance with this
requirement. E. 1. The Agency
will review the OASIS program as
part of the QAPI program. E.2.
The Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
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findings as part of the QAPI
program until 100% compliance is
maintained for a period of 6
months. After that, the agency
will audit 10% of all skilled patient
OASIS assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
findings as part of the QAPI
program to ensure continued
compliance with this requirement.
Section 8 (N0466): A. 1. Agency
developed policy and procedure
for order of employee documents
in employee files. 100% of
employee files were audited for
compliance with this policy and
procedure and any deviations
from this were corrected. 100% of
employee files are now in
compliance with new agency
policy and procedure related to
employee document order. The
Agency will ensure that medical
information is kept separate from
administrative records. A.2.
Agency will ensure compliance by
auditing 100% of employee files
to ensure that confidential
medical information is kept
separate from administrative
records until 100% compliance
has been achieved for 6
months,and then 10% of
employee files will be audited for
maintained compliance with this
standard. Section 9 (N0456): A.
The Agency will transmit all
available OASIS data to the state
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N 0449

Bldg. 00

410 IAC 17-12-1(c)(6)

Home health agency
administration/management

Rule 12 Sec. 1(c)(6) The administrator, who
may also be the supervising physician or

agency monthly and within 30
days after the assessment is
completed. B. The Agency will
monitor and review final validation
reports and correct errors. C.
The Agency will ensure all OASIS
data submitted is not rejected. D.
The Agency will ensure correction
of rejected data. E. The Agency
will ensure error reports are
monitored. The Agency will audit
100% of all OASIS assessments
for timeliness of submission until
100% compliance is achieved for
6 months. After that the Agency
will continue to audit 10% of all
OASIS assessments to ensure
continued compliance with this
requirement. The Agency will
audit 100% of all OASIS reports
to monitor and review final
validation reports and correct
errors and ensure all OASIS data
submitted is not rejected to
ensure timeliness, to ensure
accuracy, to ensure correction of
rejected OASIS data until 100%
compliance has been achieved
for 6 months. After that, the
Agency will continue to audit 10%
of the OASIS final validation
reports to ensure continued
compliance with this requirement.
The Administrator is responsible
for ongoing compliance with
N0444.
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registered nurse required by subsection (d),
shall do the following:
(6) Ensure that the home health agency
meets all rules and regulations for licensure.
Based on document review and N 0449 Section 1 (N0608): A. The 07/15/2016
interview, the Administrator failed to agency ‘,N'" cc?m.plete all discharge
. summaries within 30 days of
ensure the day-to-day operations of the discharge for all discharged
agency including accuracy of clinical patients. B. 1. Upon review of
records, employee qualifications the policy and in light of the
oversight, Outcome Assessment technological difficulties, which
N . include lack of internet access in
Information Set (OASIS) transmission the field, that make compliance
oversight and validation, and Quality impossible with the previous
Assessment and Performance policy that required employees to
Improvement (QAPI) review and submit documentatlon n
‘oht for 1 of 1 ready-for-review status within 24
oversight for 1 of 1 agency. hours, the Agency has revised
o _ the policy to include a 72 hour
Findings include time frame for completion and
transmission of visit notes. B. 2.
1. The agency's job description titled The agency will have all visit
"Administrator," no number, no date notes In ready for-review stafus
> > > within 72 hours of patient visit. C.
stated "Position Overview Responsible Agency audited 100% of patient
for the administration and direction for charts to determine the presence
Home Healthcare Associates' of consents. Consents were.
fessional. clinical. and clerical found on 100% of current patient
pro .essm.na - chinical, an. clerica ) charts. D. Agency will complete
services in accordance with established patient consents prior to provision
policies, program objectives, and state of services. E. The Agency will
and federal standards. ... Essential Job transmit all available OASIS data
F . o . ddi h to the state agency monthly and
unctions rgamzes 3.1.’1 rects the within 30 days after the
agency's ongoing functions. ... Employs assessment is completed. F.
qualified personnel and ensures adequate The Agency will monitor and
staff education and evaluations. ... review final validation reports and
Evaluat litv of ) d correct errors. G. The Agency
va .ua cs quality o 'programs an ) will ensure all OASIS data
services, report findings to the governing submitted is not rejected. H. The
board, implement recommendations for Agency will ensure correction of
continuous improvement of services rejected data. |. The Agency will
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offered. ... Evaluates the agency's ensure error reports are .
overall programs and efficiency." monltored: The Agency WI||. audit
100% of discharge summaries
until 100% compliance is
2. During interview on 6/14/16 at 10:30 maintained for a period of 6
AM, the Administrator stated the agency months to ensure all discharge
allows 7 days for documents to be filed summaries are con:}plleted and
ithin th . ds if th sent to physician within 30 days.
within the patient records it they are After that the Agency will continue
paper charting, but electronic notes to audit 10% of the discharge
should be synced to the computer daily. summaries on an ongoing basis
to ensure continued compliance
.. . with this requirement. The
3. During 1nt§rYlew on 6/14/16 at .10.35 Agency will audit 100% of visit
AM, the Administrator stated quality notes until 100% compliance is
assessment includes chart audits which maintained for a period of 6
are continual but at least every 60 days months to ensure all visit notes
d ds of probl are in ready-for-review status
?n ar%y trends of problems are within 72 hours. After that the
investigated. Agency will continue to audit 10%
of the visit notes on an ongoing
4. Clinical record review evidenced the basis to ensure continued
Administrator failed t th compliance with this requirement.
ministra or. ?l cd to ensure the Agency will continue to audit
accuracy of clinical records and the 100% of patient charts for
education and supervision of HHAs and compliance with obtaining
identify the following problems (See N consents prior to provision of
608): Disch ies failed t services until 100% compliance
) ): Discharge summaries faile ] 0 has been achieved for 6 months
include the summary of care provided, and then agency will continue to
and failed to be completed within 30 days audit 10% of all patient charts to
of discharge; Home Health Aide and determine ongoing compliance
Registered Nurse visit notes were not with standard. - The Agency wil
& FAUISe v were audit 100% of all OASIS
recorded timely; consent for services was assessments for timeliness of
not signed prior to providing care (See N submission until 100%
494); failed to ensure skilled nurse (SN) compliance is achieved for 6
- months. After that the Agency will
assessments were completed within 48 . . Ano
continue to audit 10% of all
followed did not follow plans of care, continued compliance with this
missed visits were not reported to requirement. The Agency will
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physician, and plans of care frequencies audit 100% of all OASIS reports
were not accurate (See N 522); and failed to r.non'ltor and review final
. validation reports and correct
to oversee the supervision of HHAs by errors and ensure all OASIS data
the RNs to ensure appropriate care, scope submitted is not rejected to
(See N 606). ensure timeliness, to ensure
accuracy, to ensure correction of
. . . rejected OASIS data until 100%
5. Home visits evidenced the compliance has been achieved
Administrator failed to ensure all staff for 6 months. After that, the
were following agency's policies and Agency will continue to audit 10%
procedures for infection control (See N of the OASIS final validation
470 reports to ensure continued
70). compliance with this requirement.
Section 2 (N0494): A. Agency
6. Employee file reviewed evidenced the audited 100% of patient charts to
Administrator failed to oversee the determine the presence of
ducati d lificati £ consents. Consents were found
education an qug thea 19ns 9 on 100% of current patient
employees and failed to identify charts.  Agency will continue to
following problems (See N 458 and audit 100% of patient charts for
N460): 1 HHA had an expired compliance 'Wlth obtan.'n!']g
ficati d he Indi consents prior to provision of
certi 1cat.10n an .was not on the nlla.lna services until 100% compliance
Nurse Aide Registry and was providing has been achieved for 6 months
care to patients; criminal background and then agency will continue to
checks were not completed within 3 days :u:ﬂt 10% of all patient c?arts to
. . etermine ongoing compliance
of starting patient care for 3 of 6 with standard. Section 3
employees; 3 of 4 HHAs did not take a (NO537): A. The Agency will
HHA competency test; annual complete all start-of- care
evaluations were not completed for 1 of 2 comprehensive assessments
RNs: and didactic inf " t within 48 hours of referral or on
§; and didactic 1n. or@a 1on Wfls no the physician ordered start-of-
of 6 files reviewed. educated all clinicians and
support staff on the following: The
. i tt rf th
7. Review of OASIS data reports requirernent to pertorm e
. o ) start-of- care comprehensive
evidenced the Administrator failed to assessment within 48 hours of
oversee and identify the following referral or on the physician
problems for the agency: monthly ordered start-of- care date. The
State Form Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 120 of 188




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

PRINTED: 08/02/2016
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: A. BUILDING 00 COMPLETED
15K108 B. WING 06/21/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
6431 GEORGETOWN NORTH BLVD
HOME HEALTHCARE ASSOCIATES INC FORT WAYNE, IN 46815
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
transmission of OASIS data to the State, Agency will audit 100% of all
the accuracy of OASIS data, and monitor ngf:;ap?shi?:;g the start-of-
and follow up with ﬁnal.vahdatlon assessments until 100%
reports to ensure correction of any compliance is maintained for a
identified errors (See N 472). period of 6 months to ensure all
patient admissions are
, . " . conducted within 48 hours of the
8. The agency's document titled "Quality referral or on the physician
Performance Improvement Review," ordered start-of- care date. After
dated 1st quarter January February and that the Agency will continue to
. . . . . i 0 ini
March 2016 identified client infections audit 10% (?f ths cl!nltcal records
. . on an ongoing basis to ensure
and need for hand washing education continued compliance with this
among staff to help stop the spread of requirement. Section 4 (N0522):
infections. This was the only document A. The Agency will complete all
with identified trends in the Quality start-of- Caff C?EPFZZGES'VG f
. assessments within ours o
Review notes for 1st qu?ner 2016. The referral or on the physician
QAPI book for 2016 evidenced the ordered start-of- care date. B.
agency reviewed complaints, falls, The Agency will track all missed
incidents, infections, record review, and E/IIESICIT?I)nbthz Bnghtre:z sytshtem
C . y documenting the
she.lrps injuries. The _QAI.)I book failed to missed visits in the Missed Visit
evidence OASIS validations were Log. C. The Agency will track all
reviewed and any problems were missed visits and the 60-day
identified. The Administrator failed to Zummarytwt'_" 'nleutie ssod
. ocumentation of the misse
evaluate the agency's OASIS program. Visits to ensure the physician is
notified of the missed visits. D.
A. The Governing Body board The Agency will accurately
meeting dated 2/15/16 only included the document each patient's visit
, . frequency on all Plans of Care
agency's budget and changes in staff, and and the Agency will not utilize 0"
failed to include employee file review, as a visit frequency. E. The
and OASIS review. Agency has educated all
clinicians and support staff on the
. . following: 1. The requirement to
9. The agency's policy titled
. e perform the start-of- care
Improvement Plan," no number, no date, within 48 hours of referral or on
stated "Purpose: ... Identify, on an the physician ordered start-of-
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ongoing basis and in a coordinated and care date. 2. The necessity to
collaborative manner, areas for |r?fc.>rm the physnman of all missed
X . K visits and to include
improvement in the quality of care, documentation of all missed visits
treatment and services. ... Policy: ... on the 60 day summary. 3. The
Home Healthcare Associates Missed Visit Log book to
performance improvement plan is dpgument the tracking of missed
) datl I d sed visits. 4. To accurately document
evaluated at least annually and revised as visit frequencies and that "0" is
necessary. ... Information from not a valid frequency. 5. To
departments/services and the findings of obtain physicians orders for all
discrete performance improvement home health visits. The Agency
. Ivzed to d d will audit 100% of all referrals and
activities are analyzed to detect trfan S, dates of the start-of- care
patterns of performance or potential comprehensive assessments until
problems that may impact more than one 100% compliance is maintained
(1) department/service. ... Scope of for a period of 6 months to ensure
Activities: Th fih all patient admissions are
¢ Wl‘ 1es.. ¢ cope ot the ) conducted within 48 hours of the
orgamzatlonal performance 1mprovement referral or on the physician
program includes an overall assessment ordered start-of- care date. After
of the efficacy of performance that.the Agency WI|'| c':ontlnue to
. t activiti tha f audit 10% of the clinical records
1mpr.ovemert1 ac 1v1. ies with a focus on on an ongoing basis to ensure
continually improving care, treatment and continued compliance with this
services and patient and staff safety requirement. The Agency will
practices. The program consists of these audit 100% of all 60 day
f ts: perfi summaries to ensure all missed
.ocus componen S pertormance ) visits are reported to the
improvement, patient/staff safety, quality physician until 100% compliance
assessment/improvement and quality is maintained for a period of 6
control activities. ... Assessment of the months to ensure physicians are
cforman £ the followine patient car notified of missed visits. After
perto .ce 9 ¢to OW & patient care that the Agency will continue to
and organizational functions are audit 10% of the 60 day
included: ... Provision of Care, summaries to ensure continued
Treatment and Services ... Leadership compliance with this requirement.
. . The Agency will audit 100% of the
... Surveillance, Prevention and Control .
i ) o medical Plans-of- Care and
of Infection ... Improving Organization Physician verbal orders ,
Performance." specifically the ordered visit
frequencies, to ensure the
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accurate visit frequencies are
documented and physician orders
are obtained for any additional
visits . The Agency will audit
100% of the medical Plans-of-
Care and Physician verbal orders
until 100% compliance is
maintained for a period of 6
months. After that the Agency will
continue to audit 10% of all
Medical Plans-of- Care and
Physician verbal orders for
accurate visit orders and
frequencies on an ongoing basis
to ensure continued compliance
with this requirement. Section 5
(N0606): A. 1. Agency educated
all clinical staff on the policy
regarding Home Health Aides and
the administration of medication
with specific attention to
medicated lotions. A. 2. Agency
will ensure continued compliance
by unannounced site visits to
ensure compliance until 100%
compliance is achieved for 6
months, and then ongoing
surveillance via unannounced site
visits will be conducted to ensure
continued compliance with
standard. Section 6 (N0470): A.
Agency will comply with infection
control policy and procedures.

B. Agency has educated all staff
on the following: 1. Hand Rub
Policy and Procedure 2. Hand
Washing Policy and Procedure
C. Agency evaluated education
using written exam to determine
competency regarding hand rub
and hand wash policies and
procedures. Agency will ensure
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compliance with N0470 by
unannounced on site visits until
100% compliance is achieved for
6 months. Agency will track this
using a hand rub/hand wash
evaluation form completed by RN
staff. Section 7 (N0458): A. 1.
Agency audited 100% of
employee files for compliance
with HHA certification. 100% of
current employees were found to
have current HHA certification.
A. 2. Agency will ensure
continuing compliance by auditing
100% of employee files prior to
patient contact until
100%compliance has been
achieved for 6 months, and then
10% of all employee files will be
audited for compliance with this
standard prior to patient contact.
B. 1. Agency audited 100% of
employee files for compliance
with Criminal background check
reports. 100% of current
employees were found to have
current Criminal background
check reports. B. 2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until 100%
compliance has been achieved
for 6 months, and then 10% of all
employee files will be audited for
compliance with this standard
prior to patient contact. C. 1.
Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
annual evaluations were located
after the survey was completed
and have been placed in the
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correct order in the employee file.
100% of current employees
employed greater than 12 months
were found to have annual
evaluations in their employee file.
C. 2. Agency will ensure
continuing compliance by auditing
100% of employee files until
100% compliance has been
achieved for6 months, and then
10% of all employee files will be
audited for compliance with this
standard. D.1. Agency audited
100% of employee files for
compliance with written
competency evaluations. Home
Health Aides that did not have a
written competency evaluation
were given the written
competency evaluation, 100% of
the Home Health Aides given the
written competency evaluation
passed the exam, and 100% of
current employees were found to
have current HHA written
examination results in their
employee file. D.2. Agency will
ensure continuing compliance by
auditing 100% of employee files
prior to patient contact until
100%compliance has been
achieved for 6 months, and then
10% of all employee files will be
audited for compliance with this
standard prior to patient contact.
E. 1. Agency developed policy
and procedure for order of
employee documents in
employee files. 100% of
employee files were audited for
compliance with this policy and
procedure and any deviations
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from this were corrected. 100% of
employee files are now in
compliance with new agency
policy and procedure related to
employee document order. E.2.
Agency will ensure compliance by
auditing100% of employee files
until 100% compliance has been
achieved for 6 months,and then
10% of employee files will be
audited for maintained
compliance with this standard.
Section 8 (N0460): A. 1. Agency
audited 100% of employee files
for compliance with Criminal
background check reports. 100%
of current employees were found
to have current Criminal
background check reports. A. 2.
Agency will ensure continuing
compliance by auditing 100% of
employee files prior to patient
contact until 100% compliance
has been achieved for 6 months,
and then 10% of all employee
files will be audited for
compliance with this standard
prior to patient contact. B. 1.
Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
annual evaluations were located
after the survey was completed
and have been placed in the
correct order in the employee file.
100% of current employees
employed greater than 12 months
were found to have annual
evaluations in their employee file.
B. 2. Agency will ensure
continuing compliance by auditing
100% of employee files until
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100% compliance has been
achieved for6 months, and then
10% of all employee files will be
audited for compliance with this
standard. C.1. Governing Body
met on 7/11/2016 to adopt plan to
review dashboard audit results
and quarterly reports at meetings
regarding employee file review
audit results and OASIS review
including but not limited to
transmission, timeliness of
completion, and accuracy. C. 2.
Governing Body will review 100%
of dashboard audit results and
quarterly reports at quarterly
meetings regarding employee file
review audit results and OASIS
review including but not limited to
transmission, timeliness of
completion, and accuracy until
100% compliance is maintained
for 6 months, and then at annual
meetings thereafter to ensure
continued compliance with this
requirement. D. 1. Agency will
timely complete, transmit, review
accuracy of information, note
trending of issues, identify
accuracy of transmission,
detection of errors, and correction
of any errors found of OASIS data
to evaluate the OASIS program.
D. 2. Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program until 100%
compliance is maintained for a
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period of 6 months. After that,
the agency will audit 10% of all
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program to ensure
continued compliance with this
requirement. E. 1. The Agency
will review the OASIS program as
part of the QAPI program. E.2.
The Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
findings as part of the QAPI
program until 100% compliance is
maintained for a period of 6
months. After that, the agency
will audit 10% of all skilled patient
OASIS assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
findings as part of the QAPI
program to ensure continued
compliance with this requirement.
Section 9 (N0472): A1.
Governing Body met on
7/11/2016 to adopt plan to review
dashboard audit results and
quarterly reports at meetings
regarding employee file review
audit results and OASIS review

State Form

Event ID:

HIR011 Facility ID: 004998 If continuation sheet

Page 128 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15K108

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

including but not limited to
transmission, timeliness of
completion, and accuracy. A. 2.
Governing Body will review 100%
of dashboard audit results and
quarterly reports at quarterly
meetings regarding employee file
review audit results and OASIS
review including but not limited to
transmission, timeliness of
completion, and accuracy until
100% compliance is maintained
for 6 months, and then at annual
meetings thereafter to ensure
continued compliance with this
requirement. B. 1. Agency will
timely complete, transmit, review
accuracy of information, note
trending of issues, identify
accuracy of transmission,
detection of errors, and correction
of any errors found of OASIS data
to evaluate the OASIS program.
B. 2. Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program until 100%
compliance is maintained for a
period of 6 months. After that,
the agency will audit 10% of all
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program to ensure
continued compliance with this
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requirement. C. 1. The Agency
will review the OASIS program as
part of the QAPI program. C.2.
The Agency will audit 100% of
skilled patient OASIS
assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
findings as part of the QAPI
program until 100% compliance is
maintained for a period of 6
months. After that, the agency
will audit 10% of all skilled patient
OASIS assessments for timely
completion, timely transmission,
accuracy of information, trending
of issues, and accuracy of
transmission to evaluate the
OASIS program and track these
findings as part of the QAPI
program to ensure continued
compliance with this requirement.
The Administrator is responsible
for ensuring ongoing compliance
with N0449.
N 0456 410 IAC 17-12-1(e)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(e) The administrator shall
be responsible for an ongoing quality
assurance program designed to do the
following:
(1) Obijectively and systematically monitor
and evaluate the quality and
appropriateness of patient care.
(2) Resolve identified problems.
(3) Improve patient care.
Based on document review and N 0456 A. The Agency will transmit all 07/15/2016
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interview, the agency's failed to ensure available OASIS data to the state
the annual evaluation conducted in agency monthly and within ,30
. . days after the assessment is
November 2015 included oversight of completed. B. The Agency wil
Outcome Assessment and Information monitor and review final validation
Set (OASIS) data final validation reports reports and correct errors. C.
and possible error correction for 1 of 1 The Agengy W'”_ ensure.all OASIS
data submitted is not rejected. D.
agency. The Agency will ensure correction
_ _ of rejected data. E. The Agency
Findings include will ensure error reports are
monitored. The Agency will audit
1. The Governing Body board meeting 100% Of, all OASIS assessments
. s for timeliness of submission until
dated 2./15/16 failed to mcll.lde employee 100% compliance is achieved for
file review, and OASIS review. 6 months. After that the Agency
will continue to audit 10% of all
2. During interview on 6/14/15 at 10:35 OAS,IS assessmgnts to ensure
A he Admini dth continued compliance with this
M, the Administrator stated the agency requirement. The Agency will
does do look back evaluations of OASIS audit 100% of all OASIS reports
data to make sure they get the same to monitor and review final
scores as the assessments by the nurses. validation reports and correct
errors and ensure all OASIS data
o ) submitted is not rejected to
3. Durlng interview on 6/15/16 at 10:20 ensure timeliness, to ensure
AM, the Administrator stated the accuracy, to ensure correction of
agency's process is that she and the rejectgd OASIS data until .100%
Al Admini . 1 compliance has been achieved
ternate Administrator review a o for 6 months. After that, the
OASIS assessments for accuracy within Agency will continue to audit 10%
the EMR, lock them, and the office of the OASIS final validation
manager (employee I) submits the data reportrs . ens.t:rr]et;:.ontmu(.ad .
. . compliance with this requirement.
via the .OASIS designated computer. The The Administrator will be
Administrator stated the agency's responsible for ensuring ongoing
electronic medical records (EMR) system compliance with N0456.
Brightree is connected to report the
OASIS data and the agency has not had
any error reports in 2 years except for
about 1 year ago when it kept giving
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them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.

4. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency; and the ER
was set up to electronically send error
reports to the agency versus the agency
having to print out all those final
validation reports- but all OASIS eligible
records have been submitted, and all
patients are Medicaid patients.

5. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
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N 0458

Bldg. 00

aware of the location of the submission
report.

6. The agency's document titled
"Quality Performance Improvement
Review," dated st quarter January
February and March 2016 identified
client infections and need for hand
washing education among staff to help
stop the spread of infections. This was
the only document with identified trends
in the Quality Review notes for 1st
quarter 2016. The QAPI book for 2016
evidenced the agency reviewed
complaints, falls, incidents, infections,
record review, and sharps injuries. The
QAPI book failed to evidence OASIS
validations were reviewed and any
problems were identified. The
Administrator failed to evaluate the
agency's OASIS program.

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:
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(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 document review and interview N 0458 A1 Agenfcy at;dited 100% of 07/15/2016
. employee files for compliance
the agenc'y failed to ensure 1 of .4 Home with HIX|A certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification.
Nurse Aide Registry (H); failed to ensure A. 2. Agency will ensure
criminal background checks were continuing ComplianF:e by guditing
T . 100% of employee files prior to
completed within 3 days of starting patient contact until
patient care for 3 of 6 employee files 100%compliance has been
reviewed (B, H, and G); failed to ensure achieved for 6 months, and then
3 of 4 HHAs completed the HHA 103’ OL?” emplo?/ee files whillhbe
. audited for compliance with this
competency test (E, F, and H); and failed standard prior tc? patient contact.
to ensure 1 of 2 Registered Nurse (RN) B. 1. Agency audited 100% of
files contained an annual evaluation. employee files for compliance
with Criminal background check
.. . reports. 100% of current
Findings include employees were found to have
current Criminal background
1. Employee file H was reviewed on check reports. B. 2. Agency will
6/20/16. Employee H was listed as a :33‘;{:9‘3?88;”nge‘;;’gg)')sg‘;;ezy
. . (o]
HHA, with date of hire 5/17/16 and first prior to patient contact until 100%
patient contact date 6/7/16. The file compliance has been achieved
failed to evidence a HHA certification, for 6 months, and then 10% of all
failed to evidence a HHA competency employee files will be audited for
. . .. compliance with this standard
test, and failed to evidence a criminal prior to patient contact. C. 1.
background check had been conducted Agency audited 100% of
until 6/20/16. The file contained a employee files for compliance
partially completed Home Health Aide with annual evaluations. Missing
Registry Application signed by the annual evaluations were located
after the survey was completed
employee on 5/17/16 stating the and have been placed in the
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employee "Completed a competency correct order in the employee file.
0,
evaluation program required by this 100% of current employees
s . . employed greater than 12 months
?egulatlon, this form f.alled to evidence were found to have annual
it was completed and signed by the evaluations in their employee file.
Registered Nurse and the Administrator. C. 2. Agency will ensure
continuing compliance by auditing
.. . 100% of employee files until
A. During interview on 6/20/16 at 100% compliance has been
10:30 AM, employee I (Office Manager) achieved foré months, and then
stated this employee's HHA number 10% of all employee files will be
expired so the agency had to do an audited for compliance with .th|s
licati he Indi N Aid standard. D.1. Agency audited
application to the Indiana Nurse Aide 100% of employee files for
registry but they had not sent it in yet, compliance with written
and the test is probably with other competency evaluations. Home
missing items. Employee I stated she ran Health Aides that did not have a
he back d check f ) H written competency evaluation
the bac groun check for e@p oyee H on were given the written
date of hire, but cannot find it. Employee competency evaluation, 100% of
I stated this aide has been providing care the Home Health Aides given the
for 2 patients since 6/7/16. written competency evaluation
passed the exam, and 100% of
] ) current employees were found to
B. A check of the Indiana Professional have current HHA written
Licensing Agency website on 6/20//16 at examination results in their
11:40 AM evidenced employee H's HHA employee f'tl_e' D.2. Ager;F:y W'”b
. . . ensure continuing compliance by
certification had expired on 11/21/15. auditing 100% of employee files
prior to patient contact until
C. On 6/21/16 at 11:15 AM, the Daily 100%compliance has been
Notes for patients # 15 and 16 were achieved for 6 months, and then
ided. Th " d d 10% of all employee files will be
provided. These ?O ¢s evidence audited for compliance with this
employee H provided care on 6/7, 8, 9, standard prior to patient contact.
and 10, 2016 for both patients. E. 1. Agency developed policy
and procedure for order of
. I tsi
2. Employee file B was reviewed on employee QOcumenos n
] ) employee files. 100% of
was an as needed (PRN) RN. Date of compliance with this policy and
hire and first patient contact dates procedure and any deviations
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12/12/13. The file failed to evidence the from this were corrected. 100% of
criminal background check was sent in employee f|Ie§ are now in
. K . compliance with new agency
until 12/18/13, and failed to evidence policy and procedure related to
annual performance evaluations for 2014 employee document order. E.2.
and 2015. Agency will ensure compliance by
auditing100% of employee files
.. . until 100% compliance has been
A. During interview on 6/20/16 at achieved for 6 months,and then
10:15 AM, employee I (Office Manager) 10% of employee files will be
stated employee B was part time and just audited for maintained
hired full time within the last 3 months, compllan.ce. with thl's standarq.
h h sh Ked pri The Administrator is responsible
s0 not sure how much she worked prior for ensuring ongoing compliance
to that. with N0458.
B. During interview on 6/20/16 at
11:30 AM, the Alternate Administrator
stated she was PRN for 2 years and
probably only made 2 visits- she does not
know that an annual evaluation was
completed. She stated she recently took
the Alternate Administrator position
around February of this year.
3. Employee file G, RN, was reviewed
on 6/20/16. Date of hire 3/10/14, first
patient contact date 3/14/14. The file
failed to evidence the criminal
background check was sent in until
4/29/14.
A. During interview on 6/21/16 at
9:10 AM, the Alternate Administrator
stated these older criminal checks were in
storage, but the Administrator could not
locate the original for employee G.
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4. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
test.

5. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

6. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure on the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
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the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

7. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meets the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

8. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."

9. The agency's policy titled "Employee
Background Check," Version 1, reviewed
6/1/15, stated "Pre-Offer Background
Check. Before extending an offer of
employment to a job applicant: a. For
individuals who have not lived outside of
the state of Indiana in the previous two
years, HHCA will obtain a copy of the
individual's limited criminal history
check from the Indiana State Police
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Repository."
10. The agency's policy titled
"Performance Evaluations," no number,
no date stated "Annual Performance
Evaluation for all Employees: This
document is completed on the employee's
anniversary date for all employees who
have successfully completed their first
year of employment."
N 0460 410 1AC 17-12-1(g)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(g) As follows, personnel
records of the supervising nurse, appointed
under subsection (d) of this rule, shall:
(1) Be kept current.
(2) Include a copy of the following:
(A) Limited criminal history pursuant to IC
16-27-2.
(B) Nursing license.
(C) Annual performance evaluations.
(D) Documentation of orientation to the job.
Performance evaluations required by this
subsection must be performed every nine
(9) to fifteen (15) months of active
employment.
Based on document review and interview N 0460 A. 1. Agency audited 100% of 07/15/2016
the agency failed to ensure the criminal employee files for compliance
. with Criminal background check
backgrc.)und check for the Nursing reports. 100% of current
Supervisor (employee B) was completed employees were found to have
within 3 days of starting patient care; and current Criminal background
failed to ensure the annual evaluation check repo?s. A 2. Agepcy W'ltl)
) ; ensure continuing compliance by
condgcted in November 2015 included auditing 100% of employee files
oversight of Outcome Assessment and prior to patient contact until 100%
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Information Set (OASIS) data final compliance has been achieved
o,
validation reports and possible error for 6 months, a”‘,’ then 1O_A’ of all
. employee files will be audited for
correction for 1 of I agency. compliance with this standard
prior to patient contact. B. 1.
Findings include Agency audited 100% of
employee files for compliance
with annual evaluations. Missing
1. Employee file B (Alternate annual evaluations were located
Administrator/Nursing Supervisor) was after the survey was completed
reviewed on 6/20/16. Date of hire and and have been placed in the
first patient contact dates 12/12/13. The correct order in the employee file.
file failed d he criminal 100% of current employees
le failed to evidence the crimina employed greater than 12 months
background check was sent in until were found to have annual
12/18/13, and failed to evidence annual evaluations in their employee file.
performance evaluations for 2014 and B. 2. Agency will ensure -
2015 continuing compliance by auditing
: 100% of employee files until
100% compliance has been
A. During interview on 6/20/16 at achieved for6 months, and then
10:15 AM, employee I (Office Manager) 10% of all employee files will be
tated | B i d iust audited for compliance with this
s.a © emp_ oyee. \_’V&S part time and jus standard. C.1. Governing Body
hired full time within the last 3 months, met on 7/11/2016 to adopt plan to
so not sure how much she worked prior review dashboard audit results
to that. and quarterly reports at meetings
regarding employee file review
o ) audit results and OASIS review
B. During interview on 6/20/16 at including but not limited to
11:30 AM, the Alternate Administrator transmission, timeliness of
stated she was PRN for 2 years and (C:;ompletllon,B ar:jd agﬁuragy. 1303/
. overning Body will review o
probably only made 2 VlSltS-. she does not of dashboard audit results and
knOW that an annual eValuathn was quar‘terly reports at quarter|y
completed. She stated she recently took meetings regarding employee file
the Alternate Administrator/Nursing review audit results and OASIS
. .. review including but not limited to
Supervisor positions around February of oD
] transmission, timeliness of
this year. completion, and accuracy until
100% compliance is maintained
2. The agency's policy titled "Employee for 6 months, and then at annual
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Background Check," Version 1, reviewed meetings thereafter to ensure
6/1/15, stated "Pre-Offer Background cont|.nued compliance with th'?
. requirement. D. 1. Agency will
Check. Before extending an offer of timely complete, transmit, review
employment to ajob applicant: a. For accuracy of information, note
individuals who have not lived outside of trending of issues, identify
the state of Indiana in the previous two accuracy of transmission, )

. . detection of errors, and correction
years, HHCA will obtain a copy of the of any errors found of OASIS data
individual's limited criminal history to evaluate the OASIS program.
check from the Indiana State Police D. 2. Agency will audit 100% of
Repository." skilled patient OASIS

assessments for timely
completion, timely transmission,
3. The agency's policy titled accuracy of information, trending
"Performance Evaluations," no number, of issues, and accuracy of
no date stated "Annual Performance t(;aAnSSg'S?l)or:;?ne::tlﬁ’?tgoto?e
. . (o]
Evaluation for all Employees: This compli a?\ cegis maintained for a
document is completed on the employee's period of 6 months. After that,
anniversary date for all employees who the agency will audit 10% of all
have successfully completed their first skilled patient OASIS
" assessments for timely
year of employment. completion, timely transmission,
accuracy of information, trending
4. The Governing Body board meeting of issues, and accuracy of
dated 2/15/16 only included the agency's transmission to evaluate the
budget and changes in staff, and failed to Scﬁ]i;igéogg?nn;”t;)nir;s\:irﬁ] this
include employee file review, and OASIS requirement. E. 1. The Agency
review. will review the OASIS program as
part of the QAPI program.E.2.
1 H 0,
5. During interview on 6/14/15 at 10:35 Ilzﬁe'zg;:t?gn?gzgfg 100% of
AM, the Administrator stated the agency assessments for timely
does do look back evaluations of OASIS completion, timely transmission,
data to make sure they get the same accuracy of information, trending
of issues, and accuracy of
scores as the assessments by the nurses. ¢ O
ransmission to evaluate the
OASIS program and track these
6. During interview on 6/15/16 at 10:20 findings as part of the QAPI
AM, the Administrator stated the program until 100% compliance is
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agency's process is that she and the maintained for a period of 6
Alternate Administrator review all m.onths.. After that, th? agency
. will audit 10% of all skilled patient
OASIS assessments for accuracy within OASIS assessments for timely
the EMR, lock them, and the office completion, timely transmission,
manager (employee I) submits the data accuracy of information, trending
via the OASIS designated computer. The of issugs,.and accuracy of
.. transmission to evaluate the
Administrator stated the agency's OASIS program and track these
electronic medical records (EMR) system findings as part of the QAPI
Brightree is connected to report the program to ensure continued
OASIS data and the agency has not had compliangg with this. requirement.
. The Administrator will be
any error reports in 2 years except for responsible for ensuring ongoing
about 1 year ago when it kept giving compliance with N0460.
them the error about not having a
Medicare number. The Administrator
stated it was last May when they last had
issues, they involved CMS and Brightree
for resolution. The Administrator stated
they have not submitted monthly due to
all their skilled patients are due for
recertifications at the same time (every
60 days) unless someone goes to the
hospital, or etcetera.
7. During interview on 6/15/16 at 11:15
AM, the Administrator stated they did a
test submission last year with purposeful
errors to be sure the problem was
corrected, and an error report was sent
electronically to the agency; and the ER
was set up to electronically send error
reports to the agency versus the agency
having to print out all those final
validation reports- but all OASIS eligible
records have been submitted, and all
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patients are Medicaid patients.

8. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
aware of the location of the submission
report.

9. The agency's document titled
"Quality Performance Improvement
Review," dated st quarter January
February and March 2016 identified
client infections and need for hand
washing education among staff to help
stop the spread of infections. This was
the only document with identified trends
in the Quality Review notes for 1st
quarter 2016. The QAPI book for 2016
evidenced the agency reviewed
complaints, falls, incidents, infections,
record review, and sharps injuries. The
QAPI book failed to evidence OASIS
validations were reviewed and any
problems were identified. The
Administrator failed to evaluate the
agency's OASIS program.
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N 0466 410 IAC 17-12-1(j)
Home health agency
Bldg. 00 | administration/management
Rule 12 Sec. 1(j) The information obtained
from the:
(1) physical examinations required by
subsection (h); and
(2) tuberculosis evaluations and clinical
follow-ups required by subsection (i)
must be maintained in separate medical files
and treated as confidential medical records,
except as provided in subsection (k).
Based on document review and interview N 0466 A. 1. Agency developed policy 07/11/2016
the agency failed to ensure didactic and procedure for ordgr of
. . . employee documents in
information was separate from medical employee files. 100% of
information for 1 of 6 files reviewed (E) employee files were audited for
compliance with this policy and
Findings include procedure and any deviations
from this were corrected. 100% of
employee files are now in
1. Employee file F, HHA, was reviewed compliance with new agency
on 6/20/16. Date of hire 12/6/13, first policy and procedure related to
patient contact date 12/17/13. The employee‘document order. The
. . . Agency will ensure that medical
medical file failed to evidence all information is kept separate from
documents were medical related. administrative records. A.2.
Agency will ensure compliance by
A. Employee F's medical file auditing 100% of employee files
. . to ensure that confidential
contained a Use and disclosure form, and medical information is kept
Certificate of Completion for Adult First separate from administrative
Aid/CPR [cardiopulmonary records until 100% compliance
resuscitation]. has been achieved for 6
months,and then 10% of
employee files will be audited for
B. During interview on 6/20/16 at maintained compliance with this
standard. The Administrator will
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9:20 AM, employee I stated those two be responsible for ongoing
forms should not be in the medical compliance with N0466.
portion of the file.
C. During interview on 6/20/16 at
11:00 AM, the Alternate Administrator
stated they do not see a policy for the
order of employee files information.
N 0470 410 IAC 17-12-1(m)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on observation, document review, N 0470 A. Agency will comply with 07/15/2016
and interview, the agency failed to ensure infection control policy and
. . procedures. B. Agency has
all staff followed infection control educated all staff on the following:
policies and procedures for 2 of 5 home 1. Hand Rub Policy and
visits. (patient # 1 and 14) Procedure 2. Hand Washing
Policy and Procedure C. Agency
indi includ evaluated education using written
Findings include exam to determine competency
regarding hand rub and hand
1. During home visit observation with wash policies and procedures.
patient #1 on 6/15/16 at 2:00 PM, Agency will ensure compliance
| C (Al Nursi with NO470 by unannounced on
emp oy.ee (Alternate ursmg ) site visits until 100% compliance
Supervisor) was observed providing care. is achieved for 6 months. Agency
Upon arrival to the home, employee C will track this using a hand
was observed to wash hands for only 15 rub/hand wash evaluation form
ds total ti completed by RN staff. Director
seconds total time. of Nursing will be responsible for
ensuring ongoing compliance with
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N 0472

Bldg. 00

2. During interview on 6/16/16 at 2:40
PM, the Alternate Administrator stated
the hand washing policy is 40-60 seconds
for the entire hand wash procedure.

3. During home visit observation with
patient # 14 on 6/16/16 at 1:45 PM,
employee F, home health aide, was
observed. After emptying the dishwasher
and washing dirty dishes, employee F
removed gloves and washed hands for
approximately 5 seconds. Employee F
failed to wash her hands longer than 5
seconds.

A. After sweeping the kitchen floor
and removing gloves, employee F failed
to wash her hands for more than 10
seconds.

4. The agency's procedure titled "Patient
Safety," from the World Health
Organization, revised August 2009 stated
"Save Lives Clean Your Hands ... How?
... Wash your hands with soap and water
when hands are visibly dirty or visibly
soiled with blood or other body fluids or
after using the toilet. ... Duration of the
entire procedure: 20-30 seconds."

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

N0470.
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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
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.
Based on document review and N 0472 A.1. Governing Body meton 07/11/2016
interview, the agency's failed to ensure 7/11/2016 to aQopt plan to review
K . dashboard audit results and
the annual evaluation conducted in quarterly reports at meetings
November 2015 included oversight of regarding employee file review
Outcome Assessment and Information audit results and OASIS review
Set (OASIS) data final validation reports |nclud|r.19 P“t ngt I'm'ted to
. . transmission, timeliness of
and possible error correction for 1 of 1 completion, and accuracy. A. 2.
agency. Governing Body will review 100%
of dashboard audit results and
Findings include quarterly reports at quarterly
meetings regarding employee file
. . review audit results and OASIS
1. The Governing Body board meeting review including but not limited to
dated 2/15/16 only included the agency's transmission, timeliness of
budget and changes in staff, and failed to completion, and accuracy until
include employee file review, and OASIS 100% compliance is maintained
. for 6 months, and then at annual
review. meetings thereafter to ensure
continued compliance with this
2. During interview on 6/14/15 at 10:35 requirement. B. 1. Agency will
AM, the Administrator stated the agency timely com?!e:(e, tra?smlt, rfwew
does do look back evaluations of OASIS fr(;%:i;yo? i;r;l.? ;rsrj?dlggt,ifr;o e
data to make sure they get the same accuracy of transmission,
scores as the assessments by the nurses. detection of errors, and correction
of any errors found of OASIS data
3. During interview on 6/15/16 at 10:20 B 5 ey vl ot 1000 o
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AM, the Administrator stated the skilled patient OASIS
agency's process is that she and the assessmentg for timely o
L. X completion, timely transmission,
Alternate Administrator review all accuracy of information, trending
OASIS assessments for accuracy within of issues, and accuracy of
the EMR, lock them, and the office transmission to evaluate the
. i 0,
manager (employee I) submits the data OASIS, program U_nt” ,1 00%
. . compliance is maintained for a
via th.e -OASIS designated computer. The period of 6 months. After that,
Administrator stated the agency's the agency will audit 10% of all
electronic medical records (EMR) system skilled patient OASIS
Brightree is connected to report the asseﬁsTenti for|t|rtnely o
completion, timely transmission,
OASIS data and the agency has not had accuracy of information, trending
any error reports in 2 years except for of issues, and accuracy of
about 1 year ago when it kept giving transmission to evaluate the
them the error about not having a OA?IS p;ogramllto ensurte;] i
. . continued compliance with this
Medlc?re number. The Administrator requirement. C. 1. The Agency
stated it was last May when they last had will review the OASIS program as
issues, they involved CMS and Brightree part of the QAPI program. C.2.
for resolution. The Administrator stated The Agency will audit 100% of
thev h ¢ submitted thlv due © skilled patient OASIS
ey ?we 1-10 su rr.n cd monthly due to assessments for timely
all their skilled patlents are due for Comp|etion‘ t|me|y transmission,
recertifications at the same time (every accuracy of information, trending
60 days) unless someone goes to the of issues, and accuracy of
hospital tcet transmission to evaluate the
ospital, or etcetera. OASIS program and track these
findings as part of the QAPI
4. During interview on 6/15/16 at 11:15 program until 100% compliance is
AM, the Administrator stated they did a maintained for a period of 6
test submission last th ful months. After that, the agency
est submussion fast year with purpose will audit 10% of all skilled patient
errors to be sure the problem was OASIS assessments for timely
corrected, and an error report was sent completion, timely transmission,
electronically to the agency; and the ER accuracy of information, trending
. of issues, and accuracy of
was set up to electronically send error O
transmission to evaluate the
reports to the agency versus the agency OASIS program and track these
having to print out all those final findings as part of the QAPI
validation reports- but all OASIS eligible program to ensure continued
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records have been submitted, and all
patients are Medicaid patients.

5. During interview on 6/15/16 at 12:00
PM, the Administrator stated the agency
does look at OASIS in quality assurance
when they receive error reports, but they
have not received any phone calls from
the State asking questions about their
submissions. The Administrator stated
the previous person who was doing the
OASIS submissions in January is no
longer here, and the Administrator is not
aware of the location of the submission
report.

6. The agency's document titled
"Quality Performance Improvement
Review," dated st quarter January
February and March 2016 identified
client infections and need for hand
washing education among staff to help
stop the spread of infections. This was
the only document with identified trends
in the Quality Review notes for 1st
quarter 2016. The QAPI book for 2016
evidenced the agency reviewed
complaints, falls, incidents, infections,
record review, and sharps injuries. The
QAPI book failed to evidence OASIS
validations were reviewed and any
problems were identified. The
Administrator failed to evaluate the
agency's OASIS program.

with N0472.

compliance with this requirement.
The Administrator is responsible
for ensuring ongoing compliance
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N 0494 410 IAC 17-12-3(a)(1)&(2)
Patient Rights
Bldg. 00 Rule 12 Sec. 3(a) The patient or the
patient's legal representative has the right to
be informed of the patient's rights through
effective means of communication. The
home health agency must protect and
promote the exercise of these rights and
shall do the following:
(1) Provide the patient with a written notice
of the patient's right:
(A) in advance of furnishing care to the
patient; or
(B) during the initial evaluation visit before
the initiation of treatment.
(2) Maintain documentation showing that it
has complied with the requirements of this
section.
Based on document review, and N 0494 A. 1. Agency audited 100% of 07/15/2016
interview, the agency failed to ensure the patient charts to determine the
. . . . presence of consents. Consents
patient was provided a written notice of were found on 100% of current
the patient's rights in advance of patient charts.  A. 2. Agency will
furnishing care to the patient or during continue to audit 100% of patient
the initial evaluation visit before the char.ts.for comphance.wnh
. . obtaining consents prior to
initiation of treatment in 1 of 14 records provision of services until 100%
reviewed. (#7) compliance has been achieved
for 6 months and then agency will
Findings include continue to audit 10% of all
patient charts to determine
ongoing compliance with
1. The clinical record for patient #7 was standard. The Director of
reviewed on 6/17/16. Start of care date Nursing will be responsible for
9/22/14. The record failed to evidence ensuring ongoing compliance with
: . N0494.
the patient had signed a consent for
services form and failed to evidence the
agency retained notification of patient
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rights for this admission.
2. During interview on 6/17/16, at 11:30
AM, the Alternate Administrator stated
she could not find the consent for
services for 9/22/14.
N 0522 410 1AC 17-13-1(a)
Patient Care
Bldg. 00 | 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 document review and N 0522 A. The Agency will complete all 07/15/2016
interview, the agency's failed to ensure Ztsasr;-ssf;n(;ar:fs (\:/Sim?r:ige;z:rrz of
the Registered Nurse completed the start referral or on the physician
of care as ordered for 1 of 10 records ordered start-of- care date. B.
reviewed (#8); failed to ensure missed Th§ Agency lel track all missed
visits were reported to the physicians for z’:&;’)nbthzfg'ﬂgﬁfﬂ;ﬁgm
.. . y docu [
4 of 10 clinical records reviewed (# 2, 3, missed visits in the Missed Visit
5,and 8); failed to obtain an order for 1 Log. C. The Agency will track all
extra HHA visit (#2); and failed to ensure missed visits and the 60-day
discipline frequencies did not include a summary W'_" include )
f £0 for 4 of 10 clinical documentation of the missed
requency 9 (zero) for 4 o clinica visits to ensure the physician is
records reviewed (# 3, 4, 6 and 9). notified of the missed visits. D.
The Agency will accurately
Findings include document each patient’s visit
frequency on all Plans of Care
o ) and the Agency will not utilize “0”
1. During interview on 6/16/16 at 3:00 as a visit frequency. E. The
PM, the Nursing Supervisor/Alternate Agency has educated all
Administrator stated the agency has to clinicians and support staff on the
following: 1. The requirement to
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patients are HHA only.

enter a 0 for some frequencies which only
have a day or two at the beginning of the
certification period so that the computer
will accept the information for visits, the
0 frequency visit is not a billable visit;
and this includes having to enter skilled
nurse (SN) visits for Home Health Aide
(HHA) supervisory visits even when

2. During interview on 6/17/16 at 1:20
PM, the Nursing Supervisor/Alternate
Administrator stated the agency does not

perform the start-of- care
comprehensive assessment
within 48 hours of referral or on
the physician ordered start-of-
care date. 2. The necessity to
inform the physician of all missed
visits and to include
documentation of all missed visits
on the 60 day summary. 3. The
Missed Visit Log book to
document the tracking of missed
visits. 4. To accurately document
visit frequencies and that "0" is
not a valid frequency. 5. To
obtain physicians orders for all
home health visits. The Agency
will audit 100% of all referrals and

send missed visit notifications to the
physicians if the patient refuses care or
has an appointment, but they do for other
reasons. The Nursing Supervisor stated
the 6/11 miss for patient #2 was a no call
no show by the HHA and the agency was
not aware until the following day.

3. During interview on 6/17/16 at 1:25
PM, employee I (Office Manager) stated
the physician was not notified about
patient #2's missed visit from 6/11, that
patient lives in a group home and they
group home does not like to give the

dates of the start-of- care

all patient admissions are

referral or on the physician

audit 100% of all 60 day

visits are reported to the

comprehensive assessments until
100% compliance is maintained
for a period of 6 months to ensure

conducted within 48 hours of the

ordered start-of- care date. After
that the Agency will continue to
audit 10% of the clinical records
on an ongoing basis to ensure
continued compliance with this
requirement. The Agency will

summaries to ensure all missed

agency time to find replacement staff.

physician until 100% compliance
is maintained for a period of 6
months to ensure physicians are
notified of missed visits. After

4. During interview on 6/17/16 at 1:35
PM, employee I stated she usually does
not put anything in communication notes
when there is a missed visit, she just
documents the missed visit in the

audit 10% of the 60 day

that the Agency will continue to

summaries to ensure continued
compliance with this requirement.
The Agency will audit 100% of the
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computer with reason for the miss. medical Plans-of- Care and
Physician verbal orders ,
L . ) specifically the ordered visit
5. During interview on 6/15/16 at 12:00 frequencies, to ensure the
PM, the Administrator stated the plan of accurate visit frequencies are
care summaries are the 60 day summaries documented and physician orders
which are sent to the physicians with the are obtained for any gddﬁnqnal
. . visits . The Agency will audit
recertification paper work. 100% of the medical Plans-of-
Care and Physician verbal orders
6. The agency's policy titled "Missed until 100% compliance is
Visits," no number, no date, stated malrlfmeA?tfort: TT;;'OCAO]C 6 il
" ] . months. After that the Agency wi
Procedure: Ifthe staff member is unable continue to audit 10% of all
to replaced and the patient's Plan of Care Medical Plans-of- Care and
visit frequency is not met, the missed Physician verbal orders for
visit will be recorded and the patient's accurate visit orders and _
hysici b fied h frequencies on an ongoing basis
physician will be nott {e on the next to ensure continued compliance
plan of care. If the patient has several with this requirement. The
missed visits due to staff call off or at Director of Nursing is responsible
patient's request, the physician will be for ensuring ongoing compliance
. . . . . ... with N0522.
notified immediately either in writing or
verbally via telephone and documented as
such."
7. The clinical record for patient #2 was
reviewed on 6/17/16. Start of Care date
3/10/16. The plan of care dated
5/9-7/7/16 contained orders for Aide 6
times a week for 1 week, 7 times a week
for 7 weeks, and 5 times a week for 1
week. Diagnosis was Profound
Intellectual Disability. The record failed
to evidence HHA visits were conducted
on 5/23, 5/24, 5/28, and 6/11/16. The
record failed to evidence an order was
obtained for an extra HHA visit the week
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of 4/7-4/9/16.

A. The documents titled "Daily
Schedule" for patient #2 dated 5/23, 5/24,
5/28, and 6/11/16 stated "Comments-
Staff refused alternate caregiver." These
forms failed to evidence the physician
was notified of the missed visits for 5/23,
5/24, and 5/28 immediately in writing or
verbally via telephone as per agency
policy. The 6/11 missed visit form failed
to state this was a no call no show by the
HHA.

8. The clinical record for patient # 3 was
reviewed on 6/17/16. Start of care date
12/19/13. The plan of care dated
4/7-6/5/16 contained orders for SN every
30 days for 60 days with 2 PRN for
supervision of HHA, change in condition
and recertification; and beginning 4/7/15
HHA 2 times a week for 1 week, 6 times
a week for 8 weeks, and 0 times a week
for 1 week. The last week of the
certification period started 6/5/16, the
frequency should have included HHA 1
time for 1 week. The record evidenced 3
visits were conducted by the HHA, and
failed to evidence the physician was
notified of 4 missed visits.

A. During interview on 6/15/16, the
Nursing Supervisor stated 6/5 should
have been listed as 1 time a week for 1
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week.

B. The record evidenced HHA
services were provided 3 times in the first
week of care on 4/7, 4/8, and 4/9/16. The
agency failed to follow the frequency
ordered, and failed to obtain an order for
this extra visit.

C. The record evidenced 4 missed
HHA visits on 4/23, 5/14, 5/15, and
6/3/16; the "Daily Schedule" note for
patient #8 dated 4/23 stated "Staff
declined alt aide and time;" the "Daily
Schedule" note dated 5/14 and 5/15/16
stated "Staff refused alternate time or
caregiver;" the "Daily Schedule" note
dated 6/3/16 stated "Staff refused
alternate time."

D. During interview on 6/17/16 at
2:30 PM, employee I stated the physician
was not notified of the missed visits for
patient #3 and on 5/14 and 5/15 the
assigned HHA was in the hospital and the
group home said it was okay to not send
other staff.

9. The clinical record for patient # 4 was
reviewed on 6/20/16. Start of care
2/9/16. The plan of care dated 4/9-6/7/16
contained orders for Aide 0 times a week
fro 1 week, 5 times a week for 8 weeks
and 2 times a week for 1 week. The
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frequency for the first week should not
have been 0.

10. The clinical record for patient # 5
was reviewed on 6/20/16. Start of care
7/18/14. The plan of care dated
5/8-7/6/16 contained orders for SN 30
days for 60 days and 2 PRN for change in
condition, HHA supervision and
recertification in last 5 days of
certification period; and beginning on
5/8/16, Aide 5-10 times a week for 8
weeks, 3-6 times a week for 1 week, each
visit up to 10 hours total, may do
multiple visits a day as needed to
accommodate patients outside
appointments. The record failed to
evidence the physician was notified of a
missed visit on 5/30/16.

A. The record evidenced a missed
HHA visit on 5/30/16.

B. During interview on 6/20/16 at
2:45 PM, the Nursing Supervisor stated
she does not see documentation of a
reason for the 5/30 missed visit, and the
physician was not notified.

11. The clinical record for patient # 6
was reviewed on 6/15/16. The plan of
care dated 4/16-6/14/16 contained orders
for Skilled Nurse (SN) 0 times a week for
1 week; 3 times a week for 8 weeks; and
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1 time a week for 3 weeks; and HHA 1
time a week for 1 week, 7 times a week
for 8 weeks, and 3 times a week for 1
week. The record failed to evidence a SN
frequency other than 0 for week 1.

12. The clinical record for patient # 8
was reviewed on 6/17/16. Start of care
date 4/8/16. The plan of care dated
4/8-6/6/16 contained orders for SN every
2 weeks for 8 weeks, and 2 PRN for
medication set up, change in in
condition, and recertification; beginning
week of 4/12/16 SN to assess and
evaluate 4/8-4/10/16. The record failed
to evidence the physician was notified of
a missed SN visit the week of
5/15-5/21/16, and the record failed to
evidence the SN assess and evaluate was
completed per date physician ordered.

A. The Initial Evaluation visit was
not conducted until 4/11/16. The record
failed to evidence a reason for the initial
visit not being done between 4/8-4/10/16
per physician orders.

B. The record failed to evidence a SN
visit was conducted the week of
5/15-5/21/16.

C. During interview on 6/17/16 at
10:30 AM, the Nursing Supervisor stated
she could not find a reason for the missed
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N 0537

Bldg. 00

visit the week of 5/15-/521, and there are
not any notes in the computer stating a
visit was missed.

D. The Plan of Care Summary dated
certification end 6/6/2016 failed to
evidence an missed visits were reported
to the physician.

E. The Skilled Nurse Visit Note dated
5/4/16 stated "Anticipated next visit
scheduled: 05/17/2016.

13. The agency's policy titled "Plan of
Care," no number, no date, stated "The
Nursing Plan of Care must contain the
following: ... The frequency and
duration of visits."

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 document review and

interview, the agency failed to ensure the

N 0537

A. The Agency will complete all
start-of- care comprehensive
assessments within 48 hours of

07/15/2016
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Registered Nurse completed the initial referral or on the physician
assessment/start of care within the date ordered start-of- care date. B.
. The Agency has educated all
ra?ge ordered by th.e physician for 1 of 10 clinicians and support staff on the
clinical records reviewed (#10). following: The requirement to
perform the start-of- care
Findings include comprehensive assessment
within 48 hours of referral or on
the physician ordered start-of-
1. The clinical record for patient # 8 was care date. The Agency will audit
reviewed on 6/17/16. Start of care date 100% of all referrals and dates of
4/8/16. The plan of care dated 4/8-6/6/16 the start-of- care 'comprehenswe
ined orders for SN 2 K assessments until 100%
contained orders for CVery 2 weeks compliance is maintained for a
for 8 weeks, and 2 PRN for medication period of 6 months to ensure all
set up, change in in condition, and patient admissions are
recertification beginning week of cofndu?ted W'ttl:]'n 4:? hours of the
) referral or on the physician
4/12/16; SN to assess and e.V.aluate ordered start-of- care date. After
4/8-4/10/16. The record failed to that the Agency will continue to
evidence the physician was notified of a audit 10% of the clinical records
missed SN visit the week of on an ongoing basis to ensure
. continued compliance with this
5/1.5—5/21/16, and the record failed to requirement. The Director of
evidence the SN assess and evaluate was Nursing is responsible for
completed per date physician ordered. ensuring ongoing compliance with
NO0537.
A. The Initial Evaluation visit was
not conducted until 4/11/16. The record
failed to evidence a reason for the initial
visit not being done between 4/8-4/10/16
per physician orders.
B. The record failed to evidence a SN
visit was conducted the week of
5/15-5/21/16.
C. During interview on 6/17/16 at
10:30 AM, the Nursing Supervisor stated
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N 0544
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she could not find a reason for the missed
visit the week of 5/15-/521, and there are
not any notes in the computer stating a
visit was missed.

D. The Plan of Care Summary dated
certification end 6/6/2016 failed to
evidence an missed visits were reported
to the physician.

E. The Skilled Nurse Visit Note dated
5/4/16 stated "Anticipated next visit
scheduled: 05/17/2016.

2. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Initial Assessment: A registered nurse
will conduct an initial assessment visit to
determine the immediate care and
support needs of the patient and
eligibility. This initial assessment visit
will be within 48 hours of the referral or
within 48 hours of the patient's return
home or as ordered by the physician. If
the visit can not be made within the
required 48 hours, the reason for such
must be documented."

410 IAC 17-14-1(a)(1)(E)

Scope of Services

Rule 14 Sec. 1(a) (1)(E) Except where
services are limited to therapy only, for
purposes of practice in the home health
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setting, the registered nurse shall do the
following:
(E) Prepare clinical notes.
Based on document review and N 0544 A. The agency will complete all 07/15/2016
interview, the agency failed to ensure the discharge summaries within 30
. days of discharge for all
Registered Nurse (RN) prepared discharged patients. B. 1. Upon
discharge summaries to include care review of the policy and in light of
provided for 2 of 4 discharge records the technological difficulties,
reviewed (# 9, and 10); failed to ensure which 'n,c“t’:efl,afg ?:l":temlft
i . access in the field, that make
discharge summaries were completed compliance impossible with the
within 30 days of discharge for 1 of 4 previous policy that required
discharge records reviewed (# 9); and employees to submit
failed to ensure RNs documented visits doc;mfentatlc?n in at thin 24
. . ready-for-review status within
tlm.ely for 3 of 10 clinical records hours, the Agency has revised
reviewed (# 4, 5, and 6). the policy to include a 72 hour
time frame for completion and
Findings include transmission of visit notes. B. 2.
The agency will have all visit
. ] notes in ready-for-review status
1. The agency's policy titled within 72 hours of patient visit.
"Documentation Standards and The Agency will audit 100% of
Guidelines," no number, no date, stated discharge summaries until 100%
"Procedure: 2. Current: Timely compliance is maintained for a
T C period of 6 months to ensure all
documentation, as near to the time of discharge summaries are
occurrence as feasible. Entire are always completed and sent to physician
dated when they were made, i.e. no within 30 days. After that the
backdatine." Agency will continue to audit 10%
ackdating. of the discharge summaries on
an ongoing basis to ensure
2. The agency's policy titled "Electronic continued compliance with this
Charting," no number, no date, stated recij‘ft'rf(%ipt' fThgtAgttency V‘;':'
"Staff must document prior to leaving ?30:% com(;)ﬁa:::s; igomzsi’nlgi;e d
clients home and have documentation in for a period of 6 months to ensure
"ready to review" status within 24 hours. all visit notes are in
.. Nursing staff will have the ability to Leadv-ff\;re\;fvr tshtatr\s within 7"2
. . . ours. After that the Agency wi
electronically chart in the home. It is continue to audit 10% of the visit
State Form Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 161 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15K108

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

expected that all documentation be
completed prior to leaving the client's
home at the end of the shift.
Documentation will be reviewed by an
Administrative RN and will be "rejected"
to the documenting field nurse as needed
for correction. The filed nurse will then
have 24 hours to correct and resubmit any
documentation."

3. The clinical record for patient # 4 was
reviewed on 6/20/16. Start of care date
2/9/16. The initial start of care
assessment completed by employee C,
RN, failed to evidence it was
electronically signed until 2/18/16, 9 days
post start of care.

A. During interview on 6/14/16 at
10:30 AM, the Administrator stated the
agency allows 7 days for documents to be
filed within the patient records if they are
paper charting, but electronic notes
should be synced to the computer daily.

*** The clinical record for patient # 5
was reviewed on 6/20/16. Start of care
date 7/18/14. The plan of care dated
5/8-7/6/16 contained orders for HHA
services. The record failed to evidence
the electronic RN visit notes were
completed in a timely manner.

A. The electronic recertification visit

notes on an ongoing basis to
ensure continued compliance with
this requirement. The
Administrator will be responsible
for ongoing compliance with
N0544.
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note dated 5/5/15 by employee C was not
signed until 5/9/16, 4 days after the visit.

4. The clinical record for patient # 6 was
reviewed on 6/15/16. Start of care date
12/28/13. The record failed to evidence
timely submission of electronic visit
notes.

A. The SN visit dated 5/6/16 by
employee G (RN) was not signed until
6/7/16.

B. The SN visit dated 5/27/16 by
employee G was not singed until 6/7/16.

5. The clinical record for patient # 9 was
reviewed on 6/17/16. Start of care date
12/9/13. The patient was discharged on
1/5/16 to long term care. The Discharge
Summary section titled
"Summary/Notes" is blank. The
Discharge Summary was not completed
until 3/2/16, and failed to include a
summary of care provided.

A. During interview on 6/16/16 at
12:30 PM, the Nursing Supervisor stated
she was not here at that time, so she is
not sure why the discharge summary for
patient #9 was not completed until
March, but the discharge summaries are
to include a summary of care provided,
per agency policy.
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6. The clinical record for patient # 10
was reviewed on 6/16/17. Start of care
12/6/13. The patient was discharged to
home per patient and care giver request
on 2/2/16. The Discharge Summary
section titled "Summary/Notes" is blank.
The Discharge Summary failed to include
a summary of care provided.
N 0596 410 IAC 17-14-1(1)(A)
Scope of Services
Bldg. 00 Rule 14 Sec. 1(I) The home health agency
shall be responsible for ensuring that, prior
to patient contact, the individuals who
furnish home health aide services on its
behalf meet the requirements of this section
as follows:
(1) The home health aide shall:
(A) have successfully completed a
competency evaluation program that
addresses each of the subjects listed in
subsection (h) of this rule; and
Based on document review and interview N 0596 A. Agency audited 100% of 07/15/2016
the agency failed to ensure 3 of 4 HHA er.nploy.ee files for compliance
. with written competency
files contained a copy of the HHA evaluations. Home Health Aides
competency test (E, F, and H). that did not have a written
competency evaluation were
Findings include given the written competency
evaluation, 100% of the Home
) Health Aides given the written
1. Employee file H was reviewed on competency evaluation passed
6/20/16. Employee H was listed as a the exam, and 100% of current
HHA, with date of hire 5/17/16 and first emp'oﬁenger?ﬁm””d to _hth?
. curren written examination
patient contact date 6/7/16. The file results in their employee file. B.
failed to evidence a HHA competency Agency will complete home
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test. health aide competency
evaluation program prior to
L. . patient contact. (For a period of
A. During interview on 6/20/16 at two years beginning June 21,
10:30 AM, employee I (Office Manager) 2016, this competency evaluation
stated this employee's HHA test is program will be conducted by an
probably with other missing items. independent outside proylder as
) d this aide has b Home Healthcare Associates is
Employee I stated this aide has been prohibited from providing said
providing care for 2 patients since 6/7/16. program during that time frame.)
The Agency will ensure
B. On 6/21/16 at 11:15 AM. the continuing compliance by auditing
o . ’ 100% of employee files for
Dally Notes for patients # 15 and 16 were presence of HHA written
provided. These notes evidenced competency evaluation prior to
employee H provided care on 6/7, 8, 9, patient contact until 100%
and 10, 2016 for both patients. compliance has been achieved
for 6 months, and then 10% of all
] employee files will be audited for
2. Employee file E, HHA, was reviewed compliance with this standard
on 6/01/16. Date of hire 5/25/16, first prior to patient contact. The
patient contact date 5/26/16. This file Administrator is responT.lbIe for "
. . ensuring ongoing compliance wi
failed to evidence a HHA competency NO596 gongoing P
test.
3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.
4. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."
State Form Event ID: HIR011 Facility ID: 004998 If continuation sheet Page 165 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15K108

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

00 COMPLETED

06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE

6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
N 0597 410 IAC 17-14-1(1)(1)(B)
Scope of Services
Bldg. 00 | Rule 14 Sec. (1)(I)(1) The home health aide
shall:
(B) be entered on and be in good standing
on the state aide registry.
Based on document review and interview N 0597 A. Agency audited 100% of 07/15/2016
the agency failed to ensure 1 of 4 Hom employee files for compliance
¢ agency failed to ensure [ of 4 Home with HHA certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification. B.
Nurse Aide Registry (H) prior to The Agency will ensure that HHA
providing care to patients. is active on registry prior to
patient contact. Agency will
o . ensure continuing compliance by
Findings include auditing 100% of employee files
prior to patient contact for current
1. Employee file H was reviewed on HHA ?emflce:]tlonbuntll 10:_% g
. compliance has been achieve
6/20/16. Employee H was listed as a for 6 months, and then 10% of all
HHA, with date of hire 5/17/16 and first employee files will be audited for
patient contact date 6/7/16. The file compliance with this standard
failed to evidence a HHA certification, prior to patient contact. The
failed id HHA Administrator is responsible for
atled to evidence a competency ensuring ongoing compliance with
test. The file contained a partially NO0597.
completed Home Health Aide Registry
Application signed by the employee on
5/17/16 stating the employee "completed
a competency evaluation programs
required by this regulation;" this form
failed to evidence it was completed and
signed by the Registered Nurse and the
Administrator.
A. During interview on 6/20/16 at
10:30 AM, employee I (Office Manager)
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stated this employee's HHA number
expired so the agency had to do an
application to the Indiana Nurse Aide
registry but they had not sent it in yet,
and the test is probably with other
missing items. Employee I stated this
aide has been providing care for 2
patients since 6/7/16.

B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
11:40 AM evidenced employee H's HHA
certification had expired on 11/21/15.

C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.

2. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure o the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
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N 0598

Bldg. 00

perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

3. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meet the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

410 IAC 17-14-1(1)(2)

Scope of Services

Rule 14 Sec. 1(I)(2) The home health
agency shall maintain documentation which
demonstrates that the requirements of this
subsection and subsection (h) of this rule
were met.
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Based on document review and interview N 0598 A. Agency audited 100% of 07/15/2016
the agency failed to ensure 1 of 4 Home employee file§ for F:ompliance
; . with HHA certification. 100% of
Health Aides (HHA) had an active current employees were found to
certification and was on the Indiana have current HHA certification. B.
Nurse Aide Registry (H) prior to The Agency will ensure that HHA
providing care to patients. is qctive on registry prior to
patient contact. Agency will
ensure continuing compliance by
Findings include auditing 100% of employee files
prior to patient contact for current
1. Employee file H was reviewed on HHA geﬂification until 100_%
6/20/16. Employee H was listed as a ?;n;p;i?]ctﬁst?anzet::ma?gzvsg all
HHA, with date of hire 5/17/16 and first employee files will be audited for
patient contact date 6/7/16. The file compliance with this standard
failed to evidence a HHA certification, prior to patient contact. The
failed to evidence a HHA competency Admlr.ustrator ' respons.lble for ,
ensuring ongoing compliance with
test. The file contained a partially N0598.
completed Home Health Aide Registry
Application signed by the employee on
5/17/16 stating the employee "completed
a competency evaluation programs
required by this regulation;" this form
failed to evidence it was completed and
signed by the Registered Nurse and the
Administrator.
A. During interview on 6/20/16 at
10:30 AM, employee I (Office Manager)
stated this employee's HHA number
expired so the agency had to do an
application to the Indiana Nurse Aide
registry but they had not sent it in yet,
and the test is probably with other
missing items. Employee I stated this
aide has been providing care for 2
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patients since 6/7/16.

B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
11:40 AM evidenced employee H's HHA
certification had expired on 11/21/15.

C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.

2. The agency's policy titled "Current
Licensure/Certification and Registration,"
no number, no date, stated "Procedure:
At time of employment: All newly hired
employees, whose job requires licensure
by the state or other proof of registry or
certification will provide the original
document before the employee may
assume duties associated with such a
license. Failure o the part of the
employee to provide this document will
relive Home Healthcare Associates of
any employment obligations. The
employee will be considered unable to
perform duties of the job requiring the
documents, or the date of hire will be
adjusted to reflect the date the document
is received. ... The following procedure
will be followed to assure current status:
At the time of hire and at time of
relicensure/recertification a photocopy of
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N 0600

Bldg. 00

the document is received in Human
Resources. License/certification
monitoring is the responsibility of the
Administrator and communicated to the
Nursing Supervisor."

3. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "Purpose: To comply with
Medicaid/Medicare guidelines, Ensure
the HHA meet the qualifications for a
HHA and are appropriately registered on
the Aide Registry. ... Policy: ... All
Home Health Aides will be registered
with the Indiana Professional Licensing
Board and be in good standing."

410 IAC 17-14-1(1)(3)

Scope of Services

Rule 14 Sec. 1(1)(3) If the home health
agency issuing the proof of the aide's
achievement of successful completion of a
competency evaluation program is not the
employing agency, the employing agency
shall keep a copy of the competency
evaluation documentation in the home
health aide's employment file.

Based on document review and interview
the agency failed to ensure 3 of 4 HHA

files contained a copy of the HHA

N 0600 A. Agency audited 100% of
employee files for compliance
with written competency
evaluations. Home Health Aides

07/15/2016

State Form

Event ID:

HIR011 Facility ID:

004998 If continuation sheet

Page 171 of 188




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

PRINTED: 08/02/2016
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: A. BUILDING 00 COMPLETED
15K108 B. WING 06/21/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
6431 GEORGETOWN NORTH BLVD
HOME HEALTHCARE ASSOCIATES INC FORT WAYNE, IN 46815
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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
competency test (E, F’ and H) that did not have a written
competency evaluation were
.o . given the written competency
Findings include evaluation, 100% of the Home
Health Aides given the written
1. Employee file H was reviewed on competency evaluation passed
. 0,
6/20/16. Employee H was listed as a tehr:p?:)(aggsam;r:aofgA)nzftgur:;er:
. . yees w u v
HHA, with date of hire 5/17/16 and first current HHA written examination
patient contact date 6/7/16. The file results in their employee file. B.
failed to evidence a HHA certification, The Agency will ensure home
failed to evidence a HHA competency health §|de competency
The fil ined all evaluation program is complete
test. ¢ file contained a p.artla y. prior to patient contact. (For a
completed Home Health Aide Registry period of two years beginning
Application signed by the employee on June 21, 2016, this competency
5/17/16 stating the employee "completed evaluation program will be
luati conducted by an independent
a cor}ipetency .eva uat10.n progr?ms outside provider as Home
required by this regulation;" this form Healthcare Associates is
failed to evidence it was completed and prohibited from providing said
signed by the Registered Nurse and the program during that time frame.)
Administrat The Agency will ensure
ministrator. continuing compliance by auditing
100% of employee files for
A. During interview on 6/20/16 at presence of HHA written
10:30 AM, employee I (Office Manager) competency evaluation prior to
tated thi 1 's HHA b patient contact until 100%
sta ? 15 employces number compliance has been achieved
expired so the agency had to do an for 6 months, and then 10% of all
application to the Indiana Nurse Aide employee files will be audited for
registry but they had not sent it in yet, compliance with this standard
d the test i babl th oth prior to patient contact. The
an. . ¢ .es 1§ probably with other . Administrator is responsible for
mlSSlng 1tems. Employee I Stated thlS ensuring ongoing comp“ance with
aide has been providing care for 2 N0600.
patients since 6/7/16.
B. A check of the Indiana Professional
Licensing Agency website on 6/20//16 at
11:40 AM evidenced employee H's HHA
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certification had expired on 11/21/15.

C. On 6/21/16 at 11:15 AM, the Daily
Notes for patients # 15 and 16 were
provided. These notes evidenced
employee H provided care on 6/7, 8, 9,
and 10, 2016 for both patients.

2. Employee file E, HHA, was reviewed
on 6/01/16. Date of hire 5/25/16, first
patient contact date 5/26/16. This file
failed to evidence a HHA competency
test.

3. Employee file F, HHA, was reviewed
on 6/20/16. Date of hire 12/6/13, first
patient contact date 12/17/13. This file
failed to evidence a HHA competency
test.

4. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Qualifications:
... Must have taken passed the Certified
Home Health Aide Test."

410 IAC 17-14-1(n)

Scope of Services

Rule 14 Sec. 1(n) A registered nurse, or
therapist in therapy only cases, shall make
the initial visit to the patient's residence and
make a supervisory visit at least every thirty
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(30) days, either when the home health aide
is present or absent, to observe the care, to
assess relationships, and to determine
whether goals are being met.
Based on observation, document review, N 0606 A. 1. Agency educated all clinical 07/15/2016
and interview, the agency failed to ensure staff on the pollf:y regarding
i K Home Health Aides and the
the registered nurse supervised the home administration of medication with
health aide (HHA) to ensure they did not specific attention to medicated
administer a prescription medication in 1 lotions.  A. 2. Agency will ensure
of 5 home visits of HHA observations (# continued co(;npltlanggtbyt/
. . unannounced site visits to ensure
3); and failed to ensure the supervision of compliance until 100%
HHAs every 2 weeks for 1 of 2 records compliance is achieved for 6
reviewed of patients receiving HHA and months, and then ongoing
skilled services (#6) surveillance via unannounced site
' visits will be conducted to ensure
o ] continued compliance with
Findings include standard. The Director of
Nursing is responsible for
1. During home visit observation on ensuring ongoing compliance with
N0606.
6/16/16 at 12:30 PM, employee E (HHA)
was observed providing care to patient #
3. Employee E was observed applying
Lac-Hydrin 12% lotion to the patient's
back, and legs. The bottle contained a
prescription label which read
"Lac-Hydrin 12 % Ammonium Lactate,
daily to dry skin and PRN (as needed)."
Patient # 3 lives in a group home.
A. The plan of care dated 6/6-8/4/16
contained diagnoses of Profound
Intellectual Disabilities and Cerebral
Palsy. The medication section listed the
lotion: Lac-Hydrin 12 % topical apply to
dry skin daily as needed."
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B. The Home Health Aide Care plan
printed 6/14/16 failed to evidence
medication assistance was tasked for the
HHA.

C. During interview on 6/16/16 at
2:40 PM, employee B (Nursing
Supervisor/Alternate Administrator)
stated if a HHA is checked off for
medication assistance, they are allowed
to assist with self-application, and the
agency's consultant told us if it's on the
medication list and part of personal care,
the HHA can apply it. The Nursing
Supervisor stated otherwise the group
home staff need to do it.

2. The agency's policy titled "Certified
Home Health Aide
Services/Supervision," no number, no
date, stated "The Home Health Aide
(HHA) will only provide services within
their designated scope of practice ...
Supervisory Practice: If the patient
receives skilled nursing care, the
registered nurse will perform the
supervisory visit no less than every 2
weeks."

4. The agency's job description titled
"Certified Home Health Aide," no
number, no date, stated "Essential Duties
and Responsibilities: ... Reminds client
to take prescribed medications as direct
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by physician or home care nurse."

5. The agency's policy titled "Medication
assistance by HHA/Attendant
Caregivers," no number, no date, stated
"Medication assistance means "the
provision of assistance through reminders
or cues to take the medication, the
opening of pre-set medication containers,
and providing assistance in the handling
or ingesting of non-controlled substance
medications, including ...
over-the-counter medications; and to an
individual who is unable to accomplish
the task due to an impairment and who is
either competent and has directed the
services or is incompetent and has the
services directly by a competent
individual who may consent it health care
for the impaired individual." Procedures:
Home Health Aides ... may assist
patients with medication in the manner
listed above as instructed by the
Supervising Nurse."

410 IAC 17-15-1(a)(1-6)

Clinical Records

Rule 15 Sec. 1(a) Clinical records
containing pertinent past and current
findings in accordance with accepted
professional standards shall be maintained
for every patient as follows:

(1) The medical plan of care and
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appropriate identifying information.
(2) Name of the physician, dentist,
chiropractor, podiatrist, or optometrist.
(3) Drug, dietary, treatment, and activity
orders.
(4) Signed and dated clinical notes
contributed to by all assigned personnel.
Clinical notes shall be written the day service
is rendered and incorporated within fourteen
(14) days.
(5) Copies of summary reports sent to the
person responsible for the medical
component of the patient's care.
(6) A discharge summary.
Based on document review and N 0608 A. The agency will complete all 07/15/2016
interview, the agency failed to ensure the dlschargg summaries within 30
. days of discharge for all
Registered Nurse (RN) prepared discharged patients. B. 1. Upon
discharge summaries to include care review of the policy and in light of
provided for 2 of 4 discharge records the technological difficulties,
reviewed (# 9, and 10); failed to ensure which 'n,dUde l,aCk of internet
. . access in the field, that make
discharge summaries were completed compliance impossible with the
within 30 days of discharge for 1 of 4 previous policy that required
discharge records reviewed (# 9); failed employees to submit
to ensure Home Health Aides (HHA) and documentation in .
.. . . ready-for-review status within 24
RNs completed visit notes in a timely hours, the Agency has revised
manner and according to agency policy the policy to include a 72 hour
for 8 of 10 clinical records reviewed (# 2, time frame for completion and
3,4,5,6,8,9and 10); failed to ensure transmission of visit notes. B. 2.
. . . The agency will have all visit
consent for services was signed prior to notes in ready-for-review status
providing care for 1 of 10 clinical records within 72 hours of patient visit. C.
reviewed (# 7); and failed to ensure the The Agency audited 100% of
Registered Nurse collected Outcome patient cha:c'ts to determge the
Assessment and Information Set (OASIS) Svf;e:oieng ocr? q?)((e)r:/tsé)f czprZirt‘ts
data on start of care and failed to ensure patient charts. E. The Agency
the information was completed within 5 will complete patient consents
days of start of care for 1 of 4 records prior to provision of services. F.
. . .. . The Agency will transmit all
reviewed of patients receiving skilled
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services. (#8)
Findings include

1. The agency's policy titled
"Documentation Standards and
Guidelines," no number, no date, stated
"Procedure: ... 2. Current: Timely
documentation, as near to the time of
occurrence as feasible. Entries are
always dated when they were made, i.e.
no backdating."

2. The agency's policy titled "Electronic
Charting," no number, no date, stated
"Staff must document prior to leaving
clients home and have documentation in
"ready to review" status within 24 hours.
... Nursing staff will have the ability to
electronically chart in the home. It is
expected that all documentation be
completed prior to leaving the client's
home at the end of the shift.
Documentation will be reviewed by an
Administrative RN and will be "rejected"
to the documenting field nurse as needed
for correction. The filed nurse will then
have 24 hours to correct and resubmit any
documentation."

3. The agency's policy titled "Patient
Discharge (Summary)," no number, no
date, stated "All patient discharge
summaries must be complete within 30

available OASIS data to the state
agency monthly and within 30
days after the assessment is
completed. G. The Agency will
monitor and review final validation
reports and correct errors. H.
The Agency will ensure all OASIS
data submitted is not rejected. |I.
The Agency will ensure correction
of rejected data. J. The Agency
will ensure error reports are
monitored. The Agency will audit
100% of discharge summaries
until 100% compliance is
maintained for a period of 6
months to ensure all discharge
summaries are completed and
sent to physician within 30 days.
After that the Agency will continue
to audit 10% of the discharge
summaries on an ongoing basis
to ensure continued compliance
with this requirement. The
Agency will audit 100% of visit
notes until 100% compliance is
maintained for a period of 6
months to ensure all visit notes
are in ready-for-review status
within 72 hours. After that the
Agency will continue to audit 10%
of the visit notes on an ongoing
basis to ensure continued
compliance with this requirement.
Agency will continue to audit
100% of patient charts for
compliance with obtaining
consents prior to provision of
services until 100% compliance
has been achieved for 6 months
and then agency will continue to
audit 10% of all patient charts to
determine ongoing compliance
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days of discharge. ... The discharge with standard. The Agency will
H 0,
summary should include: ... Summary of audit 100% of all QAS,IS
. . assessments for timeliness of
care provided ... The discharge summary submission until 100%
and other relevant clinical record compliance is achieved for 6
documents will be completed and months. After that the Agency will
) Ao
submitted to the organization within gcf:gr;e to audit 1(: A)t of all
. assessments to ensure
seven days of dls-charge from the agency. continued compliance with this
... The agency will complete all requirement. The Agency will
necessary audits to determine the audit 100% of all OASIS reports
completeness of the patient's clinical to monitor and review final
d within thirty d £ the last h validation reports and correct
rejc.or Wlt. in thirty days of the last home errors and ensure all OASIS data
visit and discharge date." submitted is not rejected to
ensure timeliness, to ensure
4. During interview on 6/14/16 at 10:30 agcu:agy(‘)fsﬁgssrf corﬁitggo/of
. rejecte ata unti o
AM, the Administrator stated the agency compliance has been achieved
allows 7 days for documents to be filed for 6 months. After that, the
within the patient records if they are Agency will continue to audit 10%
paper charting, but electronic notes of th?t OtASIS final valt|fjat|odn
. reports to ensure continue
should be synced to the computer daily. compliance with this requirement.
The Administrator is responsible
5. The clinical record for patient # 2 was for ensuring ongoing compliance
reviewed on 6/17/16. Start of care date with NOG08.
3/10/16. The plan of care dated
5/9-7/7/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA visit notes were
completed in a timely manner.
A. The electronic HHA Visit Note
dated 5/29/16 by employee J (HHA) was
not signed until 6/15/16, 17 days after the
visit.
B. The electronic HHA Visit Note
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dated 5/30 by employee K (HHA) was
not signed until 6/15/16, 16 days after the
visit.

C. The electronic HHA Visit Note
dated 5/13 by employee K was not signed
until 6/15/16, over 30 days after the visit.

D. The electronic HHA Visit Note
dated 5/11 by employee K was not signed
until 6/15/16, over 30 days after the visit.

E. The electronic HHA Visit Note
dated 5/9 by employee K was not signed
until 6/15/16, over 30 days after the visit.

F. The electronic HHA Visit Note
dated 5/6 by employee K was not signed
until 6/15/16, over 30 days after the visit.

G. The electronic HHA Visit Note
dated 5/4 by employee K was not signed
until 6/15/16, over 30 days after the visit.

H. During interview on 6/17/16 at
1:25 PM, the Nursing Supervisor stated
employee K is out of compliance with
documentation, that aide is not the only
one, but the agency has not had a chance
to talk with employee K about this as she
is not returning their phone calls. The
Nursing Supervisor stated the agency has
been short staffed and not been able to
properly provide for discipline and
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corrections.

I. During interview on 6/17/16 at 1:25
PM, employee I (Office Manager) stated
employee K is off the schedule.

6. The clinical record for patient # 3 was
reviewed on 6/17/16. Start of care
12/19/13. The plan of care dated
4/7-6/5/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA visit notes were
completed in a timely manner.

A. The electronic HHA Visit Note
dated 4/9/16 by employee K was not
signed until 4/19/16, over 10 days after
the visit.

7. The clinical record for patient # 4 was
reviewed on 6/20/16. Start of care date
2/9/16. The plan of care dated 4/9-6/7/16
contained orders for HHA services. The
record failed to evidence the electronic
HHA notes and RN visit notes were
completed in a timely manner.

A. The initial start of care assessment
completed by employee C, RN, failed to
evidence it was electronically signed until
2/18/16, 9 days post start of care.

B. The electronic HHA note dated
6/2/16 by employee L (HHA) was not
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signed until 6/12/16, 10 days after the
visit.

C. The electronic HHA note dated
5/31/16 by employee L was not signed
until 6/6/16, 6 days after the visit.

D. The electronic HHA note dated
5/19/16 by employee L was not signed
until 5/25/16, 5 days after the visit.

E. The electronic HHA note dated
5/18/16 by employee L was not signed
until 5/25/16, 7 days after the visit.

F. The electronic HHA note dated
5/17/16 by employee L was not signed
until 5/25/16, 8 days after the visit.

G. The electronic HHA note dated
5/10/16 by employee L was not signed
until 5/15/16, 5 days after the visit.

H. The electronic HHA note dated
5/9/16 by M (HHA) was not signed until
5/16/16, 7 days after the visit.

I. The electronic HHA note dated
5/5/16 by employee L was not signed
until 5/15/16, 10 days after the visit.

J. The electronic HHA note dated
5/4/16 by employee L was not signed
until 5/15/16, 11 days after the visit.
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K. The electronic HHA note dated
5/3/16 by employee L was not signed
until 5/15/16, 12 days after the visit.

L. The electronic HHA note dated
4/22/16 by employee N (HHA) was not
signed until 4/28/16, 6 days after the
visit.

M. The electronic HHA note dated
4/21/16 by employee N was not signed
until 4/28/16, 7 days after the visit.

8. The clinical record for patient # 5 was
reviewed on 6/20/16. Start of care date
7/18/14. The plan of care dated
5/8-7/6/16 contained orders for HHA
services. The record failed to evidence
the electronic HHA and RN visit notes
were completed in a timely manner.

A. The electronic recertification visit
note dated 5/5/15 by employee C was not
signed until 5/9/16, 4 days after the visit.

B. The electronic HHA note dated
5/10/16 by employee O (HHA) was not
signed until 5/14/16, 4 days after the
visit.

C. The electronic HHA note dated
5/12/16 by employee P (HHA) was not
signed until 5/16/16, 6 days after the
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visit.

D. The electronic HHA note dated
5/13/16 by employee P was not signed
until 5/16/16, 3 days after the visit.

E. The electronic HHA note dated
5/19/16 by employee P was not signed
until 5/24/16, 5 days after the visit.

F. The electronic HHA note dated
5/20/16 by employee P was not signed
until 5/24/16, 4 days after the visit.

G. The electronic HHA note dated
5/27/16 by employee P was not signed
until 5/31/16, 4 days after the visit.

H. The electronic HHA note dated
5/30/16 by employee O, a missed visit,
was not signed until 6/15/16, 16 days
post missed visit.

I. The electronic HHA note dated
6/3/16 by employee P was not signed
until 6/8/16, 5 days after the visit.

J. The electronic HHA note dated
6/2/16 by employee P was not signed
until 6/8/16, 6 days after the visit.

9. The clinical record for patient # 6 was
reviewed on 6/15/16. Start of care date
12/28/13. The record failed to evidence

State Form

Event ID:

HIR011 Facility ID:

004998 If continuation sheet

Page 184 of 188




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

PRINTED: 08/02/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15K108

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
06/21/2016

NAME OF PROVIDER OR SUPPLIER

HOME HEALTHCARE ASSOCIATES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
6431 GEORGETOWN NORTH BLVD
FORT WAYNE, IN 46815

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

timely submission of electronic visit
notes.

A. The SN visit dated 5/6/16 by
employee G (RN) was not signed until
6/7/16.

B. The SN visit dated 5/27/16 by
employee G was not singed until 6/7/16.

10. The clinical record for patient #7 was
reviewed on 6/17/16. Start of care date
9/22/14. The record failed to evidence
the patient had signed a consent for
services form and failed to evidence the
agency retained notification of patient
rights for this admission.

A. During interview on 6/17/16, at
11:30 AM, the Alternate Administrator
stated she could not find the consent for
services for 9/22/14.

11. The clinical record for patient # 8
was reviewed on 6/17/16. Start of care
date 4/8/16. The plan of care dated
4/8-6/6/16 contained orders for SN every
2 weeks for 8 weeks, and 2 PRN for
medication set up, change in in condition,
and recertification; beginning week of
4/12/16 SN to assess and evaluate
4/8-4/10/16. The record failed to
evidence the electronic RN and HHA
visit notes were completed in a timely
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manner, and failed to evidence the RN
collected OASIS data on admission or
within 5 days of start of care.

A. The Initial Evaluation RN visit
note dated 4/11/16 by employee C failed
to evidence the initial start of care
assessment included OASIS data, and
failed to evidence a reason the visit was
not completed until 4/11/16. Employee
C failed to electronically sign this
document until 4/15/16, 4 days after the
visit.

B. The SN Visit note dated 5/4/16 by
employee C was not signed until 5/9/16,
4 days after the visit.

C. During interview on 6/17/16 at
10:10 AM, the Nursing Supervisor stated
the start of care OASIS information is not
showing up in the computer, but there is
not a way to do any other OASIS
assessments without one in the computer.
The Nursing Supervisor stated there is
not a reason in the computer as to why
the RN did not assess for start of care
until 4/11/16.

12. The clinical record for patient # 9
was reviewed on 6/17/16. Start of care
date 12/9/13. Discharge date 1/5/16 to
long term care. The Discharge Summary
was not completed until 3/2/16 and failed
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to include a summary of care provided.
The Discharge Summary section titled
"Summary/Notes" is blank.

A. The Discharge Summary section
titled "Summary/Notes" is blank.

B. During interview on 6/16/16 at
12:30 PM, the Nursing Supervisor stated
she was not here at that time, so she is
not sure why the discharge summary for
patient #9 was not completed until
March, but the discharge summaries are
to include a summary of care provided,
per agency policy.

13. The clinical record for patient # 10
was reviewed on 6/16/17. Start of care
12/6/13. The patient was discharged to
home per patient and care giver request
on 2/2/16. The Discharge Summary
section titled "Summary/Notes" is blank.
The Discharge Summary failed to include
a summary of care provided.

14. The agency's policy titled "OASIS
Reporting and Comprehensive
Assessment," no number, no date, stated
"Home Healthcare Associates will
comply with State and federal guidelines
with regards to OASIS data collection
and reporting. ... Comprehensive
Assessment: (to include the
administration of the OASIS) Each
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patient will receive a patient specific,
comprehensive assessment that
accurately reflects the patient's current
health status ... This assessment (start of
care) will be completed by a registered
nurse in a timely manner, consistent with
patient's immediate needs, but no later
than 5 calendar days from the start of
care. ... The Comprehensive Assessment
will incorporate the use of current OASIS
items."
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