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This visit was for a home health federal
recertification survey. This was a partial
extended survey.
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G000121 | 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 observation, policy review, and G000121 G 121 08/30/2013
interview, the agency failed to ensure all The home health agency will
employees followed agency polic ensure all employees follow
p y : . gency poticy proper infection control technique.
regarding infection control for 1 of 6
(Employee I) home visit observations A mandatory in-service will be
resulting in the potential to spread conducted August 15, 2013 to
. . . . review the policy, “Care of Field
infectious diseases to other patients and -
Bags and Contents”. A copy of
staff. the procedures, “Bag technique”
and “Cleaning and Disinfecting
The findings include: Equipment” will be distributed to
each attendee for reference. A
. competency examination for all
1.0n 8/1/13 at 11:15 AM, the phy51cal employees will be conducted
therapist, employee I ,was observed to use following the in-service and 100%
ultrasound equipment on patient #2. After correct response will be required
the treatment was finished, Employee I for a passing score.
placed the ultrasound equipment back Effective August 14, 2013, each
into the bag without cleaning it. equipment bag will be stocked
continuously with EPA approved
2. The policy dated 3/12 titled "Care of disinfectant wipes and a clean
. " " trash bag. Per procedure above,
Field Bags and Contents" states, " 2. The employees will be accountable to
main interior section of the field bag is keep bags stocked with these
considered a clean area; therefore: ... b. items after each use.
Place equipment that comes in contact
. . . A 10% random sample of
with patient(s) in a separate bag or clean employees will be observed in the
with a disinfectant before returning it to home by the Director or Nurse
the field bag. Manager for compliance with the
policy titled, “Care of Field Bags &
.. Contents”.
3. On 8/5/13 at 9:45 AM, the clinical
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manager, employee E, present during the This plan of correction will be

home visit, indicated the physical completed by August 30, 2013.

therapist had not cleaned the equipment The home health administrator is

prior to placing in the bag as indicated in responsible for ensuring this

the agency policy. deficiency is corrected and will

not recur.
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G000225 | 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.
G000225 G225 08/30/2013
Based on observation, clinical record The home health agency will
- - - . ensure all home health aides
review, and interview, the agency failed . .
A follow the aide care plan (aide
to ensure the home health aide followed assignment sheet).
the aide care plan in 1 of 2 observations
(patient #3) of home health aide services A mandatory home health aide
. . . in-service will occur on August
w1th. tl.le potential to affejct all th-e patients 14, 2013 to review the regulation,
receiving home health aide services. the documentation requirements
of the home health aide and the
The findings include: process of communication to
update the aide care plan. Cheat
sheets of this content will be
1. On 8/1/2013 at 11:50 AM, employee F, provided for future reference. A
the home health aide, was observed to competency examination
give a bath to patient #3 while the patient requiring 100% correct responses
was sitting on a motorized scooter. The will be conducted.
aide assignment sheet indicated the All current aide care plans will be
patient was to have oral hygiene every reviewed by the nurse and aide
visit. The aide was not observed to team for alignment with the
provide oral hygiene care. patient needs. D.urlng thls review
updates to the aide assignment
sheet will be performed as
2. The aide visit note dated 8/1/2013 needed.
failed to evidence the oral hygiene had
. 0, i
been provided. A 10% randqm samplg of aide
care plans will be audited for
documentation that the aide is
3. On 8/5/2013 at 2:35 PM, the clinical following the aide care
manager, employee E, indicated the aide plan/assignment sheet.
care plan needed to be updated / . , .
individualized for th . This plan of correction will be
individualized for the patient. completed by August 30, 2013.
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The home health administrator is
responsible for ensuring this
deficiency is corrected and will
not recur.
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N000470 | 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.
N000470 N 470 08/30/2013
Based on observation, policy review, and The home health agency will
. . . ensure all employees follow
interview, the agency failed to ensure all . . .
. ] proper infection control technique.
employees followed proper infection
control technique for 1 of 6 (Employee I) A mandatory in-service will be
home visit observations resulting in the conducted August 15, 2013 to
. . . . review the policy, “Care of Field
potential to spread infectious diseases to ,
. Bags and Contents”. A copy of
other patients and staff. the procedures, “Bag technique”
and “Cleaning and Disinfecting
The findings include: Equipment” will be distributed to
each attendee for reference. A
. competency examination for all
1.On 8/1/13 at 11:15 AM, the physical employees will be conducted
therapist, employee I ,was observed to use following the in-service and 100%
ultrasound equipment on patient #2. After correct response will be required
the treatment was finished, Employee I for a passing score.
placed the ultrasound equipment back Effective August 14, 2013, each
into the bag without cleaning it. equipment bag will be stocked
continuously with EPA approved
2. The policy dated 3/12 titled "Care of disinfectant wipes and a clean
. " "> Th trash bag. Per procedure above,
Field Bags and Contents" states, " 2. The employees will be accountable to
main interior section of the field bag is keep bags stocked with these
considered a clean area; therefore: ... b. items after each use.
Place equipment that comes in contact
ith pati . b ] A 10% random sample of
with patient(s) in a separate bag or clean employees will be observed in the
with a disinfectant before returning it to home by the Director or Nurse
the field bag. Manager for compliance with the
policy titled, “Care of Field Bags &
Contents”.
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3. On 8/5/13 at 9:45 AM, the clinical
manager, employee E, present during the
home visit, indicated the physical
therapist had not cleaned the equipment
prior to placing in the bag as indicated in
the agency policy.

This plan of correction will be
completed by August 30, 2013.

The home health administrator is
responsible for ensuring this
deficiency is corrected and will
not recur.
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