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G0121 484.12(c)
COMPLIANCE W/ ACCEPTED
PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
Based on policy review, observation, and GO0121 G 121 and N 470Director of 12/07/2012
interview, the agency failed to ensure all Clinical Services provided verbal
. . education to employees F and J
employees followed proper infection .
. regarding proper standards for
control technique for 2 of 3 (#2 and 3) hand hygiene and bag technique
home visit observations resulting in the on 10/30/2012. Director of
potential to spread of infectious diseases Clinical Services or Clinical
. Designee will provide in-service
to other patients and staff. : S
education to all active direct
caregivers, including employees
Findings include: F and J, regarding proper
standards for hand hygiene and
1. On 10/26/12 at 9:50 AM, the home bag technique. This inservice will
. . ) be via direct mail and will require
health aide, employee F, assisted patient employee to sign
#2 into the tub and then donned acknowledgement of receipt and
disposable gloves without washing her understanding, and willbe
hands. She placed her bag on the floor .comple'ted b,y 1 2/07/2012. This
. . in-service will include
without a barrier under the bag. The company policies HH-ICS-001
home health aide indicated she did not "Infection Control Program,"
wash her hands before beginning care. "Standard Operating Procedure”
HH-ICS-001a "Bag Technique,”
. and HH-ICS-005 "Hand Hygiene"
2. 0n 10/29/12 at 2:10 PM, the registered as well as CDC Guidelines for
nurse, employee J, performed a forehead Hand Hygiene in the Health Care
thermometer reading and used her Setting.Director of Clinical
stethoscope on patient #3. The nurse Se?r\.nces will ed,ucate all future
h h Clinical Supervisors on company
placed the thermometer and the policy regarding hand hygiene as
stethoscope back in her bag without well as CDC Guidelines for Hand
cleaning the thermometer or the Hygiene in the Health Care
stethoscope. The nurse also placed her Setting, and standard operating
linboard on th tient's wheelchai procedure on bag technique.
clipboard on the patient's wheelchair This education will take place
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cushion without a barrier. during Clinical Supervisors' initial
training and will be documented
on Orientation
- 3 n
3. Tl_le policy dated 4/22/11 titled "Hand Checklist-Clinical.To prevent this
Hygiene" states, "4.1 Hand deficiency from recurring in the
decontamination with an alcohol-based future, all direct caregivers will be
hand rub: 4.1.1 Alcohol-based hand-rub Ebsgrve% pejrfor.rr1.|t.ng: hand ‘
) o ygiene during initial competency
which conforms to CDC Guideline for assessment upon hire and during
Hand Hygiene .... 4.1.4 Hand annual competency assessment
decontamination using an alcohol-based on-going. Clinical Supervisors
hand rub should be performed: 4.1.4.1 wil c?ggewe ?ndtmonltfor staff
. . ) . providing patient care for
Before having direct contgct with .patlents adherence to proper hand
... 4.1.4.3 After contact with a patient's hygiene. This observation will
intact skin (when taking a pulse, blood take place during home
pressure, or lifting a patient)." supervisory visits when staff are
present. The Clinical Supervisor
] will document the observation of
4.0n 10/29/12 at 3:00 PM, the director of staff performing hand hygiene on
clinical services (DOCS) indicated she the Supervisory Visit note along
reminded employee J to wash her hands W('jth eifectnvenggsdand anylfun;er
. . education provided as applicable.
and the equipment was placed back in the P PP
bag without cleaning with alcohol wipes.
The DOCS indicated there is no specific
bag and equipment cleaning policy.
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G0158 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
GO158 G 158 and N 522Director of 12/07/2012
Based on clinical record and policy Clinical Services provided verbal
. . . . education to employee J
review, observation, and interview, the ) ) .
: o regarding completion of skilled
agency failed to ensure visits and observation and assessment, as
treatments were provided as ordered for 2 ordered on the POC/485, on
of 10 records reviewed (#3 and 7) with 10/30/2012. Director of Clinical
the potential to affect all the patients of Serv.|ces. or C'”.“Ca' Desgnee wil
provide in-service education to all
the agency. skilled direct caregivers regarding
completion of skilled observation
Findings include: and assessment. This inservice
will be via direct mail and will
o require employee to sign
1. Clinical record #3, start of care acknowledgement of receipt and
1/6/2012, included a plan of care for the understanding, and will be
certification period 9/2/12 - 10/31/12 with completed by 12/07/2012. This
orders for "SKILLED OBSERVATION in-service will include company
) policies HH-CL-007 "Home
AND ASSESSMENT: Assess Health Certification and Plan(s) of
neurological, mental status, vital signs to Care" and HH-CL-012 "Ongoing
include temperature, pulse, respiratory Evaluation." Director of Clinical
. Services or Clinical Designee will
rate...assess pulse cardio/pulmona
P p K Ty . educate all future skilled direct
status, GU/QI stat.us, m.ltrltlon/hydratlon caregivers on company policies
status, skin integrity, diet compliance, regarding completion of skilled
ADL [Activities of Daily Living] status, observation and assessment.
safety measures, compliance with Th|§ ed.u.c.atlon.wnl tgke plgcg
. during initial orientation/training
treatment protoco'l, and psychosocial and will be documented on
status. Measure bilateral calf Orientation Checklist-Clinical.To
circumference in inches." prevent this deficiency from
recurring in the future, all skilled
. direct caregivers will be observed
A. On 10/29/12 at 2:10 PM, during the performing skilled observation
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home visit, the registered nurse, employee and assessment during initial
J, performed an assessment of the patient. competency evaluation upon hire
: . h . and during annual competency
Employee J did not have the patient stand evaluation on-going. Clinical
or ambulate. She removed the patient's Supervisors will observe and
shoes and rolled down his socks to monitor skilled staff providing
measure his calves and check pedal patient care f.o.r adherenc?e to
| he did hi K company policies regarding
pulses. She did not remove his socks to completion of skilled observation
observe his toes. She asked the patient if and assessment. This
he had any skin problems but did not observation will be documented
observe his back or any other other areas on |n|t|g| and apnual compgtgncy
dbv th ent's cloth evaluations. Director of Clinical
covered by the patient's clothes. Services/Administrator/Director of
Business Operations will educate
B. On 10/29/12 at 4:30 PM, the the healthcare recruiter(s)
director of clinical services, who was regarding company policies
duri he h isit. indi d HH-CL-007 "Home Health
present during the home V?Slt, Indicate Certification and Plan(s) of
concern that employee J did not perform a Care," HH-CL-016 "Patient
complete assessment. Visits," and "Standard Operating
Procedure" HH-CL-016b "Missed
.. Shift/Visit." This education will
2. Chmcal‘ record #7, start of care take place via email in-service on
11/15/11, included a plan of care for the 11/12/2012. Healthcare recruiter
certification period 9/10/12 - 11/8/12 with will sign attestation
orders for skilled nurse visits 2-3 days per acknowledging receipt and
k. Th d evid d skilled understanding of education. In
VV-CF) : ¢ record evidenced skilled nurse future, the Healthcare recruiter(s)
V1Ssits were made on 9/1 1/12, 9/18/12, will fax all missed visit forms to
9/26/12, 10/4/12, and 10/16/12. MD by end of week and place in
medical record with fax success
. sheets. Director of Clinical
On 10/29/12 at 4:50 PM, the director of : o
o ] o Services/Administrator and
clinical services (DOCS) indicated the Director of Business Operations
missed skilled nurse visits were due to the will ensure missed visit shift form
resumption of school. The DOCS is completed and MD is notified
.- . for all missed shifts. Director of
indicated there was no documentation to - . -
) o . Clinical Services/Administrator
evidence the physician had been notified will be responsible for ensuring
of the change in the plan of care. continued compliance per
regulation through quarterly
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3. The policy dated 6/25/12 titled "HOME medical record audits.
HEALTH CERTIFICATION AND
PLAN(S) OF CARE" states, "3.1 The
Home Health Certification and Plan of
Care (485) is the physician's order for
home care services. 3.2 The Plan of Care
will be individualized to include, but not
limited to, all treatments, procedures,
medications and services authorized to be
provided by direct care staff(s)."
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G0170 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
G0170 G 170 and N 537Director of 12/07/2012
Clinical Services provided verbal
Based on clinical record review, policy re:gu::jtilr?g ézrigzlt?gr?istkille q
review, observation, and interview, the observation and assessment, as
agency failed to ensure skilled nursing ordered on the POC/485, on
services were provided in accordance 10/39/2012- D.ir.ector of.CIinicaI.
with the plan of care for 1 of 6 (#3) active sg\\//ilgeesino;grl\ll?clzza;c?uisalnggietowéllll
records reviewed of patients with skilled skilled direct caregivers regarding
nursing services with the potential to completion of skilled observation
affect all the agency's patients who and assessment. This inservice
received skilled nursing services. will b.e via direct mail gnd wil
require employee to sign
acknowledgement of receipt and
Findings include: understanding, and will be
completed by 12/07/2012. This
1. Clinical record #3, start of care g;ﬁ;g;cﬁ: 'gl'_ngl(l)ff;gnr:gany
1/6/2012, included a plan of care for the Health Certification and Plan(s) of
certification period 9/2/12 - 10/31/12 with Care" and HH-CL-012 "Ongoing
orders for "SKILLED OBSERVATION Evaluation." Director of Clinical
AND ASSESSMENT: Assess Services or Clinical Designee will
K ) . . educate all future skilled direct
neurological, mental status, vital signs to caregivers on company policies
include temperature, pulse, respiratory regarding completion of skilled
rate...assess pulse cardio/pulmonary observation and assessment.
status, GU/GI status, nutrition/hydration Th|§ ed.u.c?atlon.wnl tgke plch
.. . . . during initial orientation/training
status, Skll’.l 1.nj£egr1ty, d.1et C(.)n?phance, and will be documented on
ADL [Activities of Daily Living] status, Orientation Checklist-Clinical.To
safety measures, compliance with prevent this deficiency from
treatment protocol, and psychosocial recurring In ,the futL'|re, all skilled
bil | calf direct caregivers will be observed
s‘fatus. Measuref 1 ateral ca performing complete skilled
circumference in inches." observation and assessment
during initial competency
A. On 10/29/12 at 2:10 PM, during the evaluation upon hire and during
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home visit, the registered nurse, employee annual competency evaluation
J, performed an assessment of the patient. on-going. Clinical Supervisprs
. . will observe and monitor skilled
Employee J did not have the patient stand staff providing patient care for
or ambulate. She removed the patient's adherence to company policies
shoes and rolled down his socks to regarding completion of skilled
measure his calves and check pedal ob§ervation apd as'sessment.
. . This observation will be
pulses. She did not remove his socks to documented on initial and annual
observe his toes. She asked the patient if competency evaluations.
he had any skin problems but did not
observe his back or any other other areas
covered by the patient's clothes.
B. On 10/29/12 at 4:30 PM, the
director of clinical services, who was
present during the home visit, indicated
concern that employee J did not perform a
complete assessment.
2. The policy dated 6/25/12 titled "HOME
HEALTH CERTIFICATION AND
PLAN(S) OF CARE" states, "3.1 The
Home Health Certification and Plan of
Care (485) is the physician's order for
home care services. 3.2 The Plan of Care
will be individualized to include, but not
limited to, all treatments, procedures,
medications and services authorized to be
provided by direct care staff(s)."
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G0225 484.36(c)(2)
ASSIGNMENT & DUTIES OF HOME
HEALTH AIDE
The home health aide provides services that
are ordered by the physician in the plan of
care and that the aide is permitted to
perform under state law.
G0225 G 225Director of Clinical Services 12/07/2012
Based on observation, interview, and prov:ded vle:rbal e((j;catfio;; to.
. . . employee F regarding following
review of policy, the ager'lcy falle'd to home health aide plan of care on
ensure the home health aide provided 10/30/2012. Director of Clinical
services as ordered by the physician and Services or Clinical Designee will
permitted under state law for 1 of 2 (#2) provide in-service education to all
. .- . . active direct caregivers, including
active clinical records reviewed with : )
) . employee F, regarding following
orders for a home health aide services home health aide plan of care
with the potential to affect all the patients and medication administration.
receiving home health aide. This inservice will be via direct
mail and will require employee to
. . sign acknowledgement of receipt
The findings include: and understanding and will be
completed by 12/07/2012. This
1. Clinical record #2, start of care inservice will include company
7/21/12, included a plan of care with a Em“c'?s_ HH',MM'OOZ
. . . Administration and
certification period of 9/19/12-11/17/12 Documentation of Medications”
with orders for home health aide (HHA) and HH-CL-008 "Home Health
to provide "SPECIAL TASKS: 1) HHA Aide Plan of Care."Director of
or PCG [Personal Care Giver] to assist Clinical S.e.rwces will gducate all
X . . future Clinical Supervisors on
with or provide the following as needed company policy regarding writing
or directed with each visit ... Give and observing adherence to
medication reminders only." company policies regarding home
health aide plan of care and
. medication administration. This
A. On 10/26/12 at 10:00 AM, during the education will take place during
home visit, employee F, home health aide, Clinical Supervisors' initial training
was observed applying Nystatin cream to and will be documented on
the skin area on the patient's torso. Orientation Checklist-Clinical and
on initial and annual compentency
evaluations.To prevent this
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B. The director of clinical services was deficiency from recurring in the
present and instructed employee F to future, all dlrect.careglvers will be
. . observed following home health
allow the patient to apply the Nystatin aide plan of care during initial
cream and to assist her in spreading the competency evaluation upon hire
cream on the affected area. and during annual competency
evaluation on-going. Director of
Clinical Services will review Home
C. The "AIDE CARE PLAN" under the Health Plan of Care and Plan of
section "SPECIAL TASKS/ Care (485) upon Start of Care
PRECAUTIONS" has handwritten and each recertification for
"medication reminders" checked in the accuracy and. agreement.
| "Patient / C . hoice." Th Director of Clinical
column “Patient / Caregiver choice. € Services/Administrator will be
aide care plan was signed by the clinical responsible for ensuring
supervisor on 7/20/12 and 9/18/12. continued compliance per
regulation through quarterly
. .. . medical record audits.
2. The job description titled "CERTIFIED
HOME HEALTH AIDE / HOME
HEALTH AIDE, signed by employee F,
the home health aide, on 9/26/12
states,"7. Assisting patient in the
self-administration of medication."
3. The policy dated 10/15/12 titled
"HOME HEALTH AIDE PLAN OF
CARE" states, "3.6 Home Health Aide
shall not make any modifications in the
care they are instructed to provide except
by the written updates to HHA POC [Plan
of Care] as modified by the Professional."
4. 0On 10/26/12 at 10:25 AM, the director
of clinical services indicated the home
health aide is not supposed to apply
Nystatin cream to the patient.
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G0230 484.36(d)(3)
SUPERVISION
If home health aide services are provided to
a patient who is not receiving skilled nursing
care, physical or occupational therapy or
speech-language pathology services, the
registered nurse must make a supervisory
visit to the patient's home no less frequently
than every 62 days. In these cases, to
ensure that the aide is properly caring for the
patient, each supervisory visit must occur
while the home health aide is providing
patient care.
G0230 G 230Director of Clinical Services 10/30/2012
Based on clinical record review and provided verbal education to
interview, the agency failed to ensure Cl|n|9al Supervisor regar.dlng
. o requirements for Supervisory
supervisory visits were made when the Visits on 10/30/2012.Director of
home health aide was providing care in 1 Clinical Services will educate all
of 2 records reviewed of patients future Clinical Supervisors on
receiving home health aide only services company pohgy rega@ng .
. . supervisory visits. This education
(#2) with the potential to effect all will include company policy
patients receiving home health aide only HH-CL-017 "Supervision of
services. Patient Care." This education will
take place during Clinical
L Supervisors' initial training and
Findings: will be documented on
Orientation Checklist-Clinical.To
1. Clinical record 2, start of care 7/21/12, ensure compliance with this
. . .- lation, Director of Clinical
included a plan of care with physician regu ’
p . phy Services/Administrator will
orders for home health aide only for the conduct quarterly medical record
certification periods 7/21/12-9/18/12 and audits.
9/19/12-11/17/12. Agency documents
titled "Supervisory Visit Note" dated
8/17/12 and 9/14/12 failed to evidence the
home health aide was present and
providing care at either supervisory visit.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  J6XE11 Facility ID: 012618 If continuation sheet Page 13 of 23
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2. On October 29, 2012 at 4:45 PM, the

director of clinical services indicated

there was no documentation to evidence

the supervisory visits occurred when the

home health was present.
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This visit was for a home health state
re-licensure survey.

Survey dates: 10/25, 10/26, and 10/29/12
Facility # 012618

Surveyor: Dawn Snider, RN, PHNS -
Team Leader

Census Service Type:

Skilled Patients: 16

Home Health Aide Only Patients: 3
Personal Service Only Patients: 0
Total: 19

Sample:

RRwHV: 3
RR w/o HV: 7
Total RR: 10

Quality Review: Joyce Elder, MSN, BSN,
RN
November 2, 2012
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N0470

410 IAC 17-12-1(m)

Home health agency
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 policy review, observation, and
interview, the agency failed to ensure all
employees followed proper infection
control technique for 2 of 3 (#2 and 3)
home visit observations resulting in the
potential to spread of infectious diseases
to other patients and staff.

Findings include:

1. On 10/26/12 at 9:50 AM, the home
health aide, employee F, assisted patient
#2 into the tub and then donned
disposable gloves without washing her
hands. She placed her bag on the floor
without a barrier under the bag. The
home health aide indicated she did not
wash her hands before beginning care.

2.0n 10/29/12 at 2:10 PM, the registered
nurse, employee J, performed a forehead
thermometer reading and used her
stethoscope on patient #3. The nurse
placed the thermometer and the
stethoscope back in her bag without
cleaning the thermometer or the

N0470

G 121 and N 470Director of
Clinical Services provided verbal
education to employees F and J
regarding proper standards for
hand hygiene and bag technique
on 10/30/2012. Director of
Clinical Services or Clinical
Designee will provide in-service
education to all active direct
caregivers, including employees
F and J, regarding proper
standards for hand hygiene and
bag technique. This inservice will
be via direct mail and will require
employee to sign
acknowledgement of receipt and
understanding, and will be
completed by 12/07/2012. This
in-service will include

company policies HH-ICS-001
"Infection Control Program,"
"Standard Operating Procedure"
HH-ICS-001a "Bag Technique,"
and HH-ICS-005 "Hand Hygiene"
as well as CDC Guidelines for
Hand Hygiene in the Health Care
Setting.Director of Clinical
Services will educate all future
Clinical Supervisors on company
policy regarding hand hygiene as
well as CDC Guidelines for Hand
Hygiene in the Health Care
Setting, and standard operating
procedure on bag technique.

12/07/2012
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stethoscope. The nurse also placed her This education will take place
clipboard on the patient's wheelchair during Clinical Supervisors' initial
hi i . training and will be documented
cushion without a barrier. on Orientation
Checklist-Clinical.To prevent this
3. The policy dated 4/22/11 titled "Hand deficiency from recurring in the
Hygiene" states, "4.1 Hand future, all direct caregivers will be
T observed performing hand
decontamination with an alcohol-based hygiene during initial competency
hand rub: 4.1.1 Alcohol-based hand-rub assessment upon hire and during
which conforms to CDC Guideline for annual competency assessment
Hand Hygiene .... 4.1.4 Hand on-going. Clinical Supervisors
d S leohol-based will observe and monitor staff
econtamination using an alcohol-base providing patient care for
hand rub should be performed: 4.1.4.1 adherence to proper hand
Before having direct contact with patients hygiene. This observation will
... 4.1.4.3 After contact with a patient's take place du.nr.lg h(;me o
. . . supervisory visits when staff are
intact skin (vx{he.n takmg.a pulse, blood present. The Clinical Supervisor
pressure, or lifting a patient)." will document the observation of
staff performing hand hygiene on
4. On 10/29/12 at 3:00 PM, the director of th_thUf;’ertY'SOW V'S'tgote a]jOr':g
.. . .. with effectiveness and any further
c11n1‘ca1 services (DOCS) indicated she education provided as applicable.
reminded employee J to wash her hands
and the equipment was placed back in the
bag without cleaning with alcohol wipes.
The DOCS indicated there is no specific
bag and equipment cleaning policy.
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N0522 410 IAC 17-13-1(a)
Patient Care
Rule 13 Sec. 1(a) Medical care shall follow
a written medical plan of care established
and periodically reviewed by the physician,
dentist, chiropractor, optometrist or
podiatrist, as follows:
N0522 G 158 and N 522Director of 12/07/2012
Based on clinical record and policy Clinical Services provided verbal
. . . . education to employee J
review, observation, and interview, the ) ) .
: o regarding completion of skilled
agency failed to ensure visits and observation and assessment, as
treatments were provided as ordered for 2 ordered on the POC/485, on
of 10 records reviewed (#3 and 7) with 10/30/2012. Director of Clinical
the potential to affect all the patients of Serv.|ces. or C'”.“Ca' Desgnee wil
provide in-service education to all
the agency. skilled direct caregivers regarding
completion of skilled observation
Findings include: and assessment. This inservice
will be via direct mail and will
o require employee to sign
1. Clinical record #3, start of care acknowledgement of receipt and
1/6/2012, included a plan of care for the understanding, and will be
certification period 9/2/12 - 10/31/12 with completed by 12/07/2012. This
orders for "SKILLED OBSERVATION in-service will include company
) policies HH-CL-007 "Home
AND ASSESSMENT: Assess Health Certification and Plan(s) of
neurological, mental status, vital signs to Care" and HH-CL-012 "Ongoing
include temperature, pulse, respiratory Evaluation." Director of Clinical
. Services or Clinical Designee will
rate...assess pulse cardio/pulmona
P p K Ty . educate all future skilled direct
status, GU/QI stat.us, m.ltrltlon/hydratlon caregivers on company policies
status, skin integrity, diet compliance, regarding completion of skilled
ADL [Activities of Daily Living] status, observation and assessment.
safety measures, compliance with Th|§ ed.u.cgtlon.wnl tgke plgcg
. during initial orientation/training
treatment protoco'l, and psychosocial and will be documented on
status. Measure bilateral calf Orientation Checklist-Clinical.To
circumference in inches." prevent this deficiency from
recurring in the future, all skilled
. direct caregivers will be observed
A. On 10/29/12 at 2:10 PM, during the performing skilled observation
State Form EventID:  J6XE11 Facility ID: 012618 If continuation sheet Page 18 of 23
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home visit, the registered nurse, employee and assessment during initial
J, performed an assessment of the patient. competency evaluation upon hire
: . h . and during annual competency
Employee J did not have the patient stand evaluation on-going. Clinical
or ambulate. She removed the patient's Supervisors will observe and
shoes and rolled down his socks to monitor skilled staff providing
measure his calves and check pedal patient care f.o.r adherenc?e to
| he did hi K company policies regarding
pulses. She did not remove his socks to completion of skilled observation
observe his toes. She asked the patient if and assessment. This
he had any skin problems but did not observation will be documented
observe his back or any other other areas on |n|t|g| and apnual compgtgncy
dbv th ent's cloth evaluations. Director of Clinical
covered by the patient's clothes. Services/Administrator/Director of
Business Operations will educate
B. On 10/29/12 at 4:30 PM, the the healthcare recruiter(s)
director of clinical services, who was regarding company policies
duri he h isit. indi d HH-CL-007 "Home Health
present during the home V?Slt, Indicate Certification and Plan(s) of
concern that employee J did not perform a Care," HH-CL-016 "Patient
complete assessment. Visits," and "Standard Operating
Procedure" HH-CL-016b "Missed
.. Shift/Visit." This education will
2. Chmcal‘ record #7, start of care take place via email in-service on
11/15/11, included a plan of care for the 11/12/2012. Healthcare recruiter
certification period 9/10/12 - 11/8/12 with will sign attestation
orders for skilled nurse visits 2-3 days per acknowledging receipt and
k. Th d evid d skilled understanding of education. In
VV-CF) : ¢ record evidenced skilled nurse future, the Healthcare recruiter(s)
V1Ssits were made on 9/1 1/12, 9/18/12, will fax all missed visit forms to
9/26/12, 10/4/12, and 10/16/12. MD by end of week and place in
medical record with fax success
. sheets. Director of Clinical
On 10/29/12 at 4:50 PM, the director of : o
o ] o Services/Administrator and
clinical services (DOCS) indicated the Director of Business Operations
missed skilled nurse visits were due to the will ensure missed visit shift form
resumption of school. The DOCS is completed and MD is notified
.- . for all missed shifts. Director of
indicated there was no documentation to - . -
) o . Clinical Services/Administrator
evidence the physician had been notified will be responsible for ensuring
of the change in the plan of care. continued compliance per
regulation through quarterly
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3. The policy dated 6/25/12 titled "HOME medical record audits.

HEALTH CERTIFICATION AND

PLAN(S) OF CARE" states, "3.1 The

Home Health Certification and Plan of

Care (485) is the physician's order for

home care services. 3.2 The Plan of Care

will be individualized to include, but not

limited to, all treatments, procedures,

medications and services authorized to be

provided by direct care staff(s)."
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NO0537 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:
NO0537 G 170 and N 537Director of 12/07/2012
Clinical Services provided verbal
Based on clinical record review, policy educat-lon to emplgyee J .
] . . . regarding completion of skilled
review, observation, and interview, the observation and assessment, as
agency failed to ensure skilled nursing ordered on the POC/485, on
services were provided in accordance 10/30/2012. Director of Clinical
with the plan of care for 1 of 6 (#3) active Serv.|ces. or C'”.“Ca' Desgnee wil
) . . ] provide in-service education to all
records reviewed of patients with skilled skilled direct caregivers regarding
nursing services with the potential to completion of skilled observation
affect all the agency's patients who ar'1d assessment. This inse'rvice
received skilled nursing services. will b.e via direct mai gnd wil
require employee to sign
acknowledgement of receipt and
Findings include: understanding, and will be
completed by 12/07/2012. This
.. in-service will include company
1. Chmcal. record #3, start of care policies HH-CL-007 "Home
1/6/2012, included a plan of care for the Health Certification and Plan(s) of
certification period 9/2/12 - 10/31/12 with Care" and HH-CL-012 "Ongoing
orders for "SKILLED OBSERVATION Evaluation." Director of Clinical
AND ASSESSMENT: Assess Services or Clinical Designee will
. . . educate all future skilled direct
neurological, mental status, vital signs to caregivers on company policies
include temperature, pulse, respiratory regarding completion of skilled
rate...assess pulse cardio/pulmonary observation and assessment.
status, GU/GI status, nutrition/hydration Th|§ ed.u.c.atlon.wnl tgke plgcg
L. . . . during initial orientation/training
status, skin integrity, diet compliance, and will be documented on
ADL [Activities of Daily Living] status, Orientation Checklist-Clinical.To
safety measures, compliance with prevent this deficiency from
treatment protocol, and psychosocial recurring in -the futgre, all skilled
. direct caregivers will be observed
status. Measure bilateral calf performing complete skilled
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circumference in inches." observation and assessment
during initial competency
A. On 10/29/12 at 2:10 PM, during the e e crmiation?
home visit, the registered nurse, employee on-going. Clinical Supervisors
J, performed an assessment of the patient. will observe and monitor skilled
Employee J did not have the patient stand staff providing patient care.fqr
. adherence to company policies
or ambulate. She removed the patient's regarding completion of skilled
shoes and rolled down his socks to observation and assessment.
measure his calves and check pedal This observation will be
pulses. She did not remove his socks to documented on initigl and annual
observe his toes. She asked the patient if competency evaluations.
he had any skin problems but did not
observe his back or any other other areas
covered by the patient's clothes.
B. On 10/29/12 at 4:30 PM, the
director of clinical services, who was
present during the home visit, indicated
concern that employee J did not perform a
complete assessment.
2. The policy dated 6/25/12 titled "HOME
HEALTH CERTIFICATION AND
PLAN(S) OF CARE" states, "3.1 The
Home Health Certification and Plan of
Care (485) is the physician's order for
home care services. 3.2 The Plan of Care
will be individualized to include, but not
limited to, all treatments, procedures,
medications and services authorized to be
provided by direct care staff{(s)."
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