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This was a federal home health
recertification survey.

Extended Survey 9-18-12, 9-19-12, and
9-20-12

Facility #: 003563

Survey Dates: 9-18-12, 9-19-12, and
9-20-12

Medicaid Vendor #: 200450280A
Surveyor: Vicki Harmon, RN, PHNS

Healthset is precluded from providing its
own home health aide training and/or
competency evaluation program for a
period of two (2) years beginning 9-20-12
due to being found out of compliance
with Conditions of Participation 42 CFR
484.10 Patient Rights; 42 CFR 484.12
Compliance with Federal, State, and
Local Laws, Disclosure and Ownership
Information, and Accepted Professional
Standards and Principles; 42 CFR 484.14
Organization, Services, and
Administration; 42 CFR 484.16 Group of
Professional Personnel; 42 CFR 418.18
Acceptance of Patients, Plans of Care,
and Medical Supervision; 42 CFR 484.20
Reporting OASIS Information; 42 CFR
484.30 Skilled Nursing Services; 42 CFR

G0000
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TITLE
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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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484.36 Home Health Aide Services; 42
CFR 484.48 Clinical Records; 42 CFR
484.52 Evaluation of the Agency's
Program and 42 CFR 484.55
Comprehensive Assessments of Patients.
Quality Review: Joyce Elder, MSN, BSN,
RN
September 28, 2012
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G0100
Based on clinical record and agency G0100 G0100 The Supervising 10/08/2012
policy review and interview, it was Registered Nurse has in
. . e serviced all Registered Nurses on
determined the agency failed to maintain ; . ) -
) ) ) . o informing patients of their rights,
compliance with this condition by failing by providing patients with a
to ensure patients had been informed of written notice of their
their rights in 3 of 10 records reviewed rights, advising patients of the
creating the potential to affect all future disciplines that would furnish care
o and the proposed frequency of
new admissions to the agency (See G visits, advising patients of the
101); by failing to ensure patients had right to participate in planning
been provided with a written notice of care, provide patients with written
their rights in 3 of 10 records reviewed |n'forn?at|on. rega@ng ao!vance
. . directives, informing patients of
creating the potential to affect all future payment expectations from the
new admissions to the agency (See G payer source, informing patients
102); by failing to ensure patients had of the State home health hotline,
been advised of the disciplines that would in all of.the agency’s fgture
. admissions and ensuring that
furnish care and the proposed frequency confidential clinical record
of visits in 3 of 10 records reviewed information are maintained in a
creating the potential to affect all future safe manner to protect patient
admissions to the agency (See G 108); by confidentiality. The Reg{stereq
. 1 Nurses have also been inserviced
failing to ensure patients had been on the pre and post admission log
advised of the right to participate in which will record compliance with
planning care in 3 of 10 records reviewed this condition. The Supervising
creating the potential to affect all future Registered Nurse W,'" malntaln
dmissi h b a pre and post admission log to
admissions to the agency (See G 109); by record the completeness of the
failing to ensure patients had been admission packet before
provided with written information admission, and post
regarding advance directives in 3 of 10 admission, check that al!
d . d tine th tential t documents have been signed by
records reviewed creating the potential to the patient or legal representative
affect all future admissions to the agency indicating that the patient has
(See G 110); by failing to ensure been informed of their rights,
confidential clinical record information ha\{e been p.roylded W'th.a written
intained i f notice of their rights, advised of
was maintained in a sale manner to the disciplines that would furnish
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protect patient confidentiality in 10 of 10 care and the proposed frequency
records reviewed creating the potential to of V',S',ts‘ adylsed Of,the right to
. 1 of th < 12 participate in planning care, been
a ?Ct all ot the agency's ‘ (.:urrent provided with written information
patients (See G 111); by failing to ensure regarding advance directives,
patients had been informed of payment informed of payment expectations
expectations from the payer source and from the payer source, |nformed
h . . 1 d . d of the State home health hotline,
the patient in 3 of 10 records reviewe and maintain these and all
creating the potential to affect all future confidential clinical record
admissions to the agency (See G 113 and information in a safe manner to
G 114); and by failing to ensure patients protect patlgnt .confldentlallty..
had b i dofthe S h 60% of admission records will be
ad been 1r.1 ormed o t_ ¢ State home audted quarterly for evidence that
health hotline number in 3 of 10 records patients have been informed of
reviewed creating the potential to affect their rights, have been provided
all of the agency's future admissions (See with a written notice of their
G116 rights, advised of the disciplines
)- that would furnish care and the
proposed frequency of visits,
The cumulative effect of these systemic advised of the right to participate
problems resulted in the agency being in planning care, been provided
found out of li th th with written information regarding
oun. f)u ot compiiance wi ] ¢ ) advance directives, informed of
condition 42 CFR 484.10 Patient nghts payment expectations from the
payer source, informed of the
State home health hotline,
and that these and all confidential
clinical record information have
been maintained in a safe
manner to protect patient
confidentiality The Supervising
registered Nurse is responsible
for monitoring these corrective
actions to ensure that these
deficiencies are corrected and will
not recur. The deficiency will be
corrected by 10/08/2012
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G0101 484.10
PATIENT RIGHTS
The patient has the right to be informed of
his or her rights. The HHA must protect and
promote the exercise of those rights.
Based on clinical record and agency G0101 Based on clinical record and 10/08/2012
policy review and interview, the agency agency policy review and
fai . interview, the agency failed to
ailed to ensure patients had been .
) o . ensure patients had been
informed of their rights in 3 (#s 3, 8, and informed of their rights in 3 (#s 3,
9) of 10 records reviewed creating the 8, and 9) of 10 records reviewed
potential to affect all future new creating the potential to affect all
admissions to the agenc future new admissions to the
gency. agency. The findings include: 1.
Clinical record number 3
The findings include: evidenced a start of care date of
5-22-12 and that skilled nurse
1. Clinical record number 3 evidenced a (SN). and attendant care .(ATTC)
services were to be provided 1
start of care date of 5-22-12 and that time per week. The record failed
skilled nurse (SN) and attendant care to evidence the patient had been
(ATTC) services were to be provided 1 provided with a written notice of
time per week. The record failed to patient rlghtg. A home visit was
. . . made to patient number 3 on
evidence the patient had been provided 9-19-12 at 12:40 PM. The patient
with a written notice of patient rights. was unable to locate a home
folder provided by the agency that
A home visit was made to patient WOL_Jld |nf:|ude a copy ,Of the
) patient rights. 2. Clinical record
number 3 on 9-19-12 at 12:40 PM. The number 8 evidenced a start of
patient was unable to locate a home folder care of 3-9-11 and a discharge
provided by the agency that would date of 3-22-11. The record
include a copy of the patient rights. eY'denceq SN and home he?"h
aide services had been provided
1 time per week. The record
2. Clinical record number 8 evidenced a failed to evidence the patient had
start of care of 3-9-11 and a discharge been provided with a written
date of 3-22-11. The record evidenced notice of patient rights. 3. Clinical
dh health aid ) had record number 9 evidenced a
SN an o.me ea.t aide services ha start of care date of 2-26-10 and
been provided 1 time per week. The that SN services had been
record failed to evidence the patient had provided 1 time per week. The
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been provided with a written notice of record failed to evidence the
patient rights. pa.tlent haq been prgwde.d with a
written notice of patient rights. 4.
The administrator, employee |,
3. Clinical record number 9 evidenced a stated, on 9-18-12 at 10:20 AM, "I
start of care date of 2-26-10 and that SN need to put the charts back
services had been provided 1 time per t.o'gether. I'm behind on my
. Th d failed d h filing." At 10:45 AM, the
week. The record failed to evidence the administrator indicated a former
patient had been provided with a written employee had "misfiled" and
notice of patient rights. "misplaced" many documents in
the clinical records and that she
.. was still trying to rectify the
4. The administrator, employee I, stated, situation. The administrator
on 9-18-12 at 10:20 AM, "I need to put indicated the situation was
the charts back together. I'm behind on discovered approximately 2
my filing." At 10:45 AM, the months ago and the employee
dmini indi daf was terminated. On 9-20-12 at
administrator 1n 1'cate a ormer' 9:10 AM and 12:50 PM, the
employee had "misfiled" and "misplaced" administrator was asked for any
many documents in the clinical records additional documentation and/or
and that she was still trying to rectify the information for records numbered
ituati The administrator indicated th 1 through 10. The administrator
S% a %on. © ‘t‘l ministrator in ¥ca ¢ © was unable to provide any further
situation was discovered approximately 2 documentation and/or information
months ago and the employee was regarding the findings in the
terminated. records referenced above. 5.
The agency's undated "Client
Rights" policy states, "The client
On 9-20-12 at 9:10 AM and 12:50 PM, or the client's family or guardian
the administrator was asked for any has the right to be informed of the
additional documentation and/or client's rights through effective
. . means of communication."The
information for records numbered 1 gy :
o Supervising Registered Nurse
through 10. The administrator was unable has in serviced all Registered
to provide any further documentation Nurses on informing patients of
and/or information regarding the findings their rights, by providing patients
. with a written notice of their rights
in the records referenced above. ; o
in advance of furnishing care to
the client or during the initial
5. The agency's undated "Client Rights" evaluation visit before the
policy states, "The client or the client's initiation of treatment and
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family or guardian has the right to be
informed of the client's rights through
effective means of communication."

documenting it. The Registered
Nurses have also been inserviced
on the pre and post admission log
which will record compliance with
this condition. The Supervising
Registered Nurse will maintain a
pre and post admission log. Pre
admission, the Supervising
Registered Nurse will ensure the
inclusion of the written notice of
the client's rights in the admission
packet, and post admission,
check for documentation that the
patient has been informed of their
rights, and has been provided
with a written notice of their rights
in advance of furnishing care to
the client or during the initial
evaluation visit before the
initiation of treatment. 60% of
admission records will be audted
quarterly for evidence that
patients have been informed of
their rights, and have been
provided with a written notice of
their rights. The Supervising
Registered Nurse is responsible
for monitoring these corrective
actions to ensure that these
deficiencies are corrected and will
not recur.
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G0102 484.10(a)(1)
NOTICE OF RIGHTS
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 clinical record and agency G0102 G0102 The Supervising 10/08/2012
policy review and interview, the agency Registered Nurse has in serviced
failed to ensure patients had been ?" Reglstereq Nurses on
) o . informing patients of their rights,
informed of their rights in 3 (#s 3, 8, and by providing patients with a
9) of 10 records reviewed creating the written notice of their rights in
potential to affect all future new advance of furnishing care to the
admissions to the agenc client or during the initial
geney. evaluation visit before the
initiation of treatment
The findings include: and documenting it. The
Registered Nurses have also
1. Clinical record number 3 evidenced a been Inservie ed on thg pre gnd
post admission log which will
start of care date of 5-22-12 and that record compliance with this
skilled nurse (SN) and attendant care condition. The Supervising
(ATTC) services were to be provided 1 Registered Nurse will maintain a
time per week. The record failed to pre gnq post adm|SS|op !og. Pre
. . . admission, the Supervising
evidence the patient had been provided Registered Nurse will ensure
with a written notice of patient rights. the inclusion of the written notice
of the client's rights in
A home visit was made to patient the alldrr.ussmn packet, and post
] admission, check for
number 3 on 9-19-12 at 12:40 PM. The documentation that the patient
patient was unable to locate a home folder has been informed of their rights,
provided by the agency that would and has been provided with a
include a copy of the patient rights. written notice Of_ thgr rights in
advance of furnishing care to the
client or during the initial
2. Clinical record number 8 evidenced a evaluation visit before the
start of care of 3-9-11 and a discharge initiation of treatment.  60% of
date of 3-22-11. The record evidenced admrltss:or; recor(;js W|Ilttr>1etaudted
. : quarterly for evidence tha
SN and home health aide services had patients have been informed of
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | Z|J11 Facility ID: 003563 If continuation sheet Page 8 of 335
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been provided 1 time per week. The
record failed to evidence the patient had
been provided with a written notice of
patient rights.

3. Clinical record number 9 evidenced a
start of care date of 2-26-10 and that SN
services had been provided 1 time per
week. The record failed to evidence the
patient had been provided with a written
notice of patient rights.

4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

their rights, and have been
provided with a written notice of
their rights.  The Supervising
Registered Nurse is responsible
for monitoring these corrective
actions to ensure that these
deficiencies are corrected and will
not recur. The deficiency will be
corrected by 10/08/2012
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5. The agency's undated "Client Rights"
policy states, "The client or the client's
family or guardian has the right to be
informed of the client's rights through
effective means of communication. The
home health agency shall provide the
client with a written notice of the client's
rights in advance of furnishing care to the
client or during the initial evaluation visit
before the initiation of treatment and this
shall be documented."
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G0108 484.10(c)(1)
RIGHT TO BE INFORMED AND
PARTICIPATE
The patient has the right to be informed, in
advance about the care to be furnished, and
of any changes in the care to be furnished.
The HHA must advise the patient in advance
of the disciplines that will furnish care, and
the frequency of visits proposed to be
furnished.
The HHA must advise the patient in advance
of any change in the plan of care before the
change is made.
Based on clinical record and agency GO0108 G0108 The Supervising 10/08/2012
policy review and interview, the agency Registered Nurse has in-serviced
. . . all Registered Nurses on advising
failed to ensure patients had been advised .y
o . the patient in advance of the
of the disciplines that would furnish care disciplines that will furnish care,
and the proposed frequency of visits in 3 and the frequency of visits
(#s 3, 8, and 9) of 10 records reviewed proposed to be furnished and
creating the potential to affect all future documenting it.The Reg'lsterec.j
oS Nurses have also been inserviced
admissions to the agency. on the pre and post admission log
which will record compliance with
The findings include: this condition.The Supervising
Registered Nurse will maintain a
o . pre and post admission log. Pre
1. Clinical record number 3 evidenced a admission, the Supervising
start of care date of 5-22-12 and that Registered Nurse will ensure the
skilled nurse (SN) and attendant care inclusion of the notice of the
(ATTC) services were to be provided 1 disciplines that will furr?|§h care,
. . and the frequency of visits
time per week. The record failed to proposed to be furnished in the
evidence the patient had been informed of admission packet. Post
the disciplines that would furnish care and admission, the Supervising
. Registered Nurse will ensure that
the proposed frequency of visits.
prop q y patients have been adviced in
advance of the disciplines that will
2. Clinical record number 8 evidenced a furnish care, and the frequency of
start of care of 3-9-11 and a discharge visits proposed to be furnished
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date of 3-22-11. The record evidenced and documented. 60% of
SN and home health aide services had admission records will be audited
b . 16 . Th quarterly for three quarters for
een provided 1 time per week. The evidence that patients have been
record failed to evidence the patient had adviced in advance of the
been informed of the disciplines that disciplines that will furnish care,
would furnish care and the proposed and the frequency O,f visits
6 Fyisi proposed to be furnished and
requency ot visits. documented. The Supervising
Registered Nurse is responsible
3. Clinical record number 9 evidenced a for monitoring these corrective
start of care date of 2-26-10 and that SN actl.o-ns tg ensure that these )
. . . deficiencies are corrected and will
services had been provided 1 time per not recur
week. The record failed to evidence the
patient had been informed of the
disciplines that would furnish care and the
proposed frequency of visits.
4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.
On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
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to provide any further documentation
and/or information regarding the findings
in the records referenced above.
5. The agency's undated "Client Rights"
policy states, "The agency shall advice
[sic] the client in advance of the
disciplines that will furnish care, and the
frequency of visits proposed to be
furnished."
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G0109 484.10(c)(2)
RIGHT TO BE INFORMED AND
PARTICIPATE
The patient has the right to participate in the
planning of the care.
The HHA must advise the patient in advance
of the right to participate in planning the care
or treatment and in planning changes in the
care or treatment.
Based on clinical record and agency GO0109 G0109The Supervising 10/10/2012
policy review and interview, the agency Registered Nurse has in serviced
. . . all Registered Nurses on
failed to ensure patients had been advised o Co
. o . . advising the client in advance of
of the right to participate in planning care the right to participate in planning
in 3 (#s 3, 8, and 9) of 10 records the care or treatment and in
reviewed creating the potential to affect planning changes in the care or
. treatment. The Registered
all future admissions to the agency. ) .
Nurses have also been inserviced
on the pre and post admission log
The findings include: which will record compliance with
this condition.The Supervising
1. Clinical record number 3 evidenced a Registered Nurse.W|!I maintain a
pre and post admission log to
start of care date of 5-22-12 and that record the inclusion of the
skilled nurse (SN) and attendant care 'Patien's Rights" document in the
(ATTC) services were to be provided 1 admission packet, and post
time per week. The record failed to admission, check that all
. . . documents have been signed by
evidence the patient had been informed of the patient or legal representative
the right to participate in planning care. indicating that the patient has
been advised in advance of the
2. Clinical record number 8 evidenced a right fo participate in p!anmng .the
. care or treatment and in planning
start of care of 3-9-11 and a discharge changes in the care or
date of 3-22-11. The record evidenced treatment. 60% of admission
SN and home health aide services had records will be audted quarterly
been provided 1 time per week. The for ewdenpe that patients have
fail . h . h been advised in advance of the
recorq ailed to eV1den.ce the patle?n.t ad right to participate in planning the
been informed of the right to participate care or treatment and in planning
in planning care. changes in the care or
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3. Clinical record number 9 evidenced a
start of care date of 2-26-10 and that SN
services had been provided 1 time per
week. The record failed to evidence the
patient had been informed of the right to
participate in planning care.

4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

5. The agency's undated "Client Rights"
policy states, "The client has the right to
participate in the planning of the care.
The agency shall advise the client in

treatment. The Supervising
Registered Nurse is responsible
for monitoring these corrective
actions to ensure that these
deficiencies are corrected and will
not recur
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advance of the right to participate in
planning the care or treatment and in
planning changes in the care or
treatment."
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G0110 484.10(c)(2)(ii)
RIGHT TO BE INFORMED AND
PARTICIPATE
The HHA complies with the requirements of
Subpart | of part 489 of this chapter relating
to maintaining written policies and
procedures regarding advance directives.
The HHA must inform and distribute written
information to the patient, in advance,
concerning its policies on advance
directives, including a description of
applicable State law. The HHA may furnish
advance directives information to a patient
at the time of the first home visit, as long as
the information is furnished before care is
provided.
Based on clinical record and agency GO0110 G 0110The Supervising 10/10/2012
policy review and interview, the agency Registered Nurse has in-serviced
failed t tients had b all Registered Nurses on in
ailed to ensure patients had been
advance of care of verbally
provided with written information advising and providing written
regarding advance directives in 3 (#s 3, 8§, information to all clients or client's
and 9) of 10 records reviewed creating the legal representative of their rights
potential to affect all future admissions to undg ' state law to .make .
decisions concerning their
the agency. medical care, including the right
to accept or refuse medical
The findings include: treatment, the right to execute an
advance directive, and to register
o . complaints concerning advance
1. Clinical record number 3 evidenced a directives through the home
start of care date of 5-22-12 and that health agencies hotline for the
skilled nurse (SN) and attendant care state and documenting it.The
(ATTC) services were to be provided 1 Reg|s.tered !\lurses have also
. . been inserviced on the pre and
time per week. The record failed to post admission log which will
evidence the patient had been provided record compliance with this
with written information regarding condition.The Supervising
advance directives. Registered Nurse.W|!I maintain a
pre and post admission log. Pre
admission, the Supervising
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2. Clinical record number 8 evidenced a Registered Nurse will ensure the
start of care of 3-9-11 and a discharge :dc\llﬁlgg gifrg:‘i\'/gfsoir:;t:n on
date of 3-22-11. The record evidenced admission packet. Post
SN and home health aide services had admission, the Supervising
been provided 1 time per week. The Registered Nurse will ensure that
record failed to evidence the patient had patients (:rtt.hew Ihegal b
. . . . . representatives have been
been p.r0V1ded with \'erttf:n information verbally advised and provided
regarding advance directives. written information of their rights
under state law to make
3. Clinical record number 9 evidenced a deCC'I,S'OTS °°”‘?er:‘”;9 thﬁ:r aht
medical care, including the rig
start.of care date of 2—2.6—10 an.d that SN to accept or refuse medical
services had been provided 1 time per treatment, the right to execute an
week. The record failed to evidence the advance directive, and to register
patient had been provided with written 3'ompf[!amtsthconcehr?t;nghadvance
. . . o irectives through the home
information regarding advance directives. health agencies hotline for the
state in advance of care and
4. The administrator, employee I, stated, document it. 60% of admission
on 9-18-12 at 10:20 AM, "I need to put ][ec?r:ds wil brf a“i'ted qga“ef'y
. . or three quarters for evidence
the ch:.arts back together. I'm behind on that that patients or their legal
my filing." At 10:45 AM, the representatives have been in
administrator indicated a former advance of care, verbally advised
employee had "misfiled" and "misplaced" a??hproyldﬁd wnctjten |tnftorr|nat|;)n
. .. of their rights under state law to
many documents in the clinical records make d egi sions concerning their
and that She was Stlll trylng to rectify the medical care, inc|uding the r|ght
situation. The administrator indicated the to accept or refuse medical
situation was discovered approximately 2 treatment, the right to execute an
month nd the empl advance directive, and to register
0 ) Sagoa ¢ employee was complaints concerning advance
terminated. directives through the home
health agencies hotline for the
On 9-20-12 at 9:10 AM and 12:50 PM, Ztate and it 'SR dOFL:megtild- The
the administrator was asked for any rel;%ir:;?gllg fo??’r:)r?i;iringutr;:slz
additional documentation and/or corrective actions to ensure that
information for records numbered 1 these deficiencies are corrected
through 10. The administrator was unable and will not recur.
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to provide any further documentation
and/or information regarding the findings
in the records referenced above.

5. The agency's undated "Client Rights"
policy states, "The agency shall inform
and distribute written information to the
client, in advance, concerning its policies
on advance directives, including a
description of applicable State law. The
agency shall furnish advanced directives
information to a client at the time of the
first home visit before care is provided."

6. The agency's undated "Advance
Medical Directive" policy states, "At the
time of the initial assessment of client
eligibility for service or during the initial
visit before care is furnished, the Agency
shall: Verbally advise and provide
written information to all clients or
client's legal representative of their rights
under state law to make decisions
concerning their medical care, including
the right to accept or refuse medical
treatment, the right to execute an advance
directive, and to register complaints
concerning advance directives through the
home health agencies hotline for the
state."
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G0111 484.10(d)
CONFIDENTIALITY OF MEDICAL
RECORDS
The patient has the right to confidentiality of
the clinical records maintained by the HHA.
Based on clinical record and agency GO111 G 0111The Administrator has 10/18/2012
policy review, observation, and interview, inserviced all healthcare
. . personnel and clerical staff on
the agency failed to ensure confidential . ) o
o . ) ensuring that information is
clinical record information was assembled and filed in a timely
maintained in a safe manner to protect manner and systematic order in
patient confidentiality in 10 (#s 1, 2, 3, 4, accordance with law and
5,6,7,8,9, and 10) of 10 records regul'atlon o assure t.|mely )
] ) ) location and information retrieval.
reviewed creating the potential to affect As well as ensuring that all client
all of the agency's 12 current patients. information is protected to reduce
the risk of intentional or
. . idental misuse or loss of
The fi lude: acl
¢ findings include confidential information.Clerical
staff will discontinue the practice
1. Upon arrival at the agency, on 9-18-12 of late filling and return to timely
at 9:00 AM, observation noted multiple and systematic filing 60% of all
stacks of clinical record information clinical records'wnl be audted
. . .. quarterly for evidence
(physician orders, visit notes, plans of that information was assembled
care, progress notes) in the front office of and filed in a timely manner and
the agency on the desk, on the floor, in systematic order in accordance
boxes, and on a round table in the middle with ]aw gnd regglatlon, and that
all client information was
of the small office. protected to reduce the risk of
intentional or accidental misuse
2. The administrator, employee I, stated, or loss of confidential
on 9-18-12 at 10:20 AM, "I need to put information. The Supervising
’ . Registered Nurse is responsible
'
the Ch{:lrtS back together. I'm behind on for monitoring these corrective
my filing." At 10:45 AM, the actions to ensure that these
administrator indicated a former deficiencies are corrected and will
employee had "misfiled" and "misplaced" not recur
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: | Z|J11 Facility ID: 003563 If continuation sheet Page 20 of 335




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

PRINTED: 10/11/2012
FORM APPROVED
OMB NO. 0938-0391

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

157559

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

HEALTHSET

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

955D S HEBRON AVE
EVANSVILLE, IN 47714

X3) DATE SURVEY

COMPLETED
09/20/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

situation was discovered approximately 2
months ago and the employee was
terminated.

3. A request was made to the
administrator, employee I, for clinical
records numbered 1, 5, and 9 on 9-18-12
at 10:00 AM. The administrator provided
the records to the surveyor at 10:45 AM.
The administrator was observed to sort
through the multiple stacks of paper in the
front office to try and retrieve portions of
the clinical records that had been
requested. The administrator stated, "I
am trying to put the charts back together."

4. On 9-18-12 at 1:55 PM, a request was
made to the administrator, employee I, for
records numbered 7 and 8 (both closed
records). These records were not
provided.

4. Upon arrival at the agency, on 9-19-12
at 1:30 PM, observation again noted
multiple stacks of clinical record
information in the front office on the
floor, in boxes, on the desk, and on a
round table in the middle of the small
office.

A. At 1:40 PM, records numbered 7
and 8 (closed records) were again
requested from the administrator. Record
number 7 was received and the
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administrator stated, "I'm still working on
[getting record number 8]."

B. At 2:20 PM, another request for
record number 8 was made to the
administrator, employee 1.

C. Record number 8 was reviewed on
9-19-12 at 3:05 PM. The record failed to
include a discharge assessment. The
administrator stated, "I had the discharge
OASIS before I gave the chart to you. It's
here in the office somewhere."

5. Upon arrival to the agency, on 9-20-12
at 8:50 AM, observation again noted
multiple stacks of clinical record
information in the front office on the
floor, in boxes, on the desk, and on a
round table in the middle of the small
office.

At 11:00 AM, observation again noted
multiple stacks of clinical record
information in the front office on the
floor, in boxes, on the desk, and on a
round table in the middle of the small
office.

6. The agency's undated "Clinical Record
Contents and Maintenance" policy states,
"The Agency will maintain a clinical
record for all clients, initiated during the
initial visit from data collected during the
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assessment process . . . The clinical
record will be maintained in such a
manner that all information is assembled
and filed in a timely manner and in
accordance with law and regulation.
Active and discharged charts will be filed
in a systematic order to assure timely
location and information retrieval."

7. The agency's undated "Confidentiality
and Client Information Security" policy
states, "All client information will be
protected to reduce the risk of intentional
of accidental misuse or loss of
confidential information."
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G0113 484.10(e)(1)
PATIENT LIABILITY FOR PAYMENT
The patient has the right to be advised,
before care is initiated, of the extent to which
payment for the HHA services may be
expected from Medicare or other sources,
and the extent to which payment may be
required from the patient.
Based on clinical record review and GO0113 G0113The Supervising 10/10/2012
interview, the agency failed to ensure Registered Nurse has in-serviced
. . all Registered Nurses on ensuring
patients had been informed of payment . .
. that patients or their legal
expectations from the payer source and representatives are informed of
the patient in 3 (#s 3, 8, and 9) of 10 payment expectations from the
records reviewed creating the potential to payer source and the patient and
affect all future admissions to the agency, document it. The Registered
Nurses have also been inserviced
on the pre and post admission log
The findings include: which will record compliance with
this condition.The Supervising
1. Clinical record number 3 evidenced a Registered Nurse.W|!I maintain a
pre and post admission log. Pre
start of care date of 5-22-12 and that admission, the Supervising
skilled nurse (SN) and attendant care Registered Nurse will ensure the
(ATTC) services were to be provided 1 inclusion of the information on
time per week. The record failed to payment expectations from the
. . . payer source and the patient in
evidence the patient had been provided the admission packet. Post
with information regarding expectations admission, the Supervising
of payment from the payer source and the Registered Nurse will ensure that
patient. patients or t.helr legal
representatives have been
informed of payment expectations
2. Clinical record number 8 evidenced a from the payer source and the
start of care of 3-9-11 and a discharge patient and documented it. 60%
date of 3-22-11. The record evidenced gf 212;85'21;$f0;gfthwr'gebe
. . udi u y
SN and home health aide services had quarters for evidence that that
been provided 1 time per week. The patients or their legal
record failed to evidence the patient had representatives have been
been provided with information regarding informed of payment expectations
from the payer source and the
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expectations of payment from the payer
source and the patient.

3. Clinical record number 9 evidenced a
start of care date of 2-26-10 and that SN
services had been provided 1 time per
week. The record failed to evidence the
patient had been provided with
information regarding expectations of
payment from the payer source and the
patient.

4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

patient and that it is

documented. The Supervising
Registered Nurse is responsible
for monitoring these corrective
actions to ensure that these
deficiencies are corrected and will
not recur.
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G0114 484.10(e)(1(i-iii)
PATIENT LIABILITY FOR PAYMENT
Before the care is initiated, the HHA must
inform the patient, orally and in writing, of:
(i) The extent to which payment may be
expected from Medicare, Medicaid, or any
other Federally funded or aided program
known to the HHA;
(i) The charges for services that will not be
covered by Medicare; and
(iii) The charges that the individual may have
to pay.
Based on clinical record review and G0114 G 0114The Supervising 10/10/2012
interview, the agency failed to ensure Registered Nurse has in serviced
. . all Registered Nurses on
patients had been informed of payment . ; .
] informing patients of payment
expectations from the payer source and expectations from the payer
the patient in 3 (#s 3, 8, and 9) of 10 source.The Registered Nurses
records reviewed creating the potential to have also been inserviced on the
affect all future admissions to the agency, pre and post ad@ssmn I.Og WWCh
will record compliance with this
condition.The Supervising
The findings include: Registered Nurse will maintain a
pre and post admission log.
1. Clinical record number 3 evidenced a pre gdmlssmn, the S.‘,uperwsmg
Registered Nurse will ensure that
start of care date of 5-22-12 and that the payment expectation
skilled nurse (SN) and attendant care doocument is included in the
(ATTC) services were to be provided 1 Admission packet and post
time per week. The record failed to admission, check that al!
. . . documents have been signed by
evidence the patient had been provided the patient or legal representative
with information regarding expectations indicating that the patient has
of payment from the payer source and the been informed of payment
patient expectations from the payer
’ source.60% of admission records
will be audted quarterly for
2. Clinical record number 8 evidenced a evidence that patients have been
start of care of 3-9-11 and a discharge informed of payment expectations
date of 3-22-11. The record evidenced gorp?etrr\]/?s%agy;rez?sutgcrz'cj-rl\rl]erse s
. . u isi i urse i
SN and home health aide services had responsible for monitoring these
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been provided 1 time per week. The
record failed to evidence the patient had
been provided with information regarding
expectations of payment from the payer
source and the patient.

3. Clinical record number 9 evidenced a
start of care date of 2-26-10 and that SN
services had been provided 1 time per
week. The record failed to evidence the
patient had been provided with
information regarding expectations of
payment from the payer source and the
patient.

4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation

corrective actions to ensure that
these deficiencies are corrected
and will not recur.The deficiency
will be corrected by 10/08/2012
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and/or information regarding the findings
in the records referenced above.
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G0116 484.10(f)
HOME HEALTH HOTLINE
The patient has the right to be advised of the
availability of the toll-free HHA hotline in the
State.
When the agency accepts the patient for
treatment or care, the HHA must advise the
patient in writing of the telephone number of
the home health hotline established by the
State, the hours of its operation, and that the
purpose of the hotline is to receive
complaints or questions about local HHAs.
The patient also has the right to use this
hotline to lodge complaints concerning the
implementation of the advanced directives
requirements.
Based on clinical record and agency GO116 G 0116 The Supervising 10/10/2012
policy review and interview, the agency Registered Nurse has in-serviced
. . all Registered Nurses on ensuring
failed to ensure patients had been . .
) . that patients or their legal
informed of the State home health hotline representatives are informed of
number in 3 (#s 3, 8, and 9) of 10 records the State home health hotline in
reviewed creating the potential to affect all of the agency's future
. . admissions. The Registered
all of the agency's future admissions. ; .
Nurses have also been inserviced
on the pre and post admission log
The findings include: which will record compliance with
this condition.The Supervising
1. Clinical record number 3 evidenced a Registered Nurse.W|!I maintain a
pre and post admission log. Pre
start of care date of 5-22-12 and that admission, the Supervising
skilled nurse (SN) and attendant care Registered Nurse will ensure the
(ATTC) services were to be provided 1 inclusion of the information the
time per week. The record failed to Statg hpme health hotline in the
. . . admission packet Post
evidence the patient had been informed of admission, the Supervising
the State home health hotline number to Registered Nurse will ensure that
place a complaint. patients or their legal
representatives have been
L . informed of the State home
2. Clinical record number 8 evidenced a health hotline and that it is
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start of care of 3-9-11 and a discharge documented. 60% of admission
date of 3-22-11. The record evidenced records will be audited quarterly
h health aid . had for three quarters for evidence
SN and home health aide services ha that that patients or their legal
been provided 1 time per week. The representatives have been
record failed to evidence the patient had informed of the State home
been informed of the State home health health hotline and that |t|s' .
hotli b ) lai documented. The Supervising
otline number to place a complaint. Registered Nurse is responsible
for monitoring these corrective
3. Clinical record number 9 evidenced a actions to ensure that these
start of care date of 2-26-10 and that SN deficiencies are corrected and will
. . . not recur.
services had been provided 1 time per
week. The record failed to evidence the
patient had been informed of the State
home health hotline number to place a
complaint.
4. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.
On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
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to provide any further documentation

and/or information regarding the findings

in the records referenced above.

5. The agency's undated "Client Rights"

policy states, "The client has the right to

place a complaint with the department

regarding treatment or care furnished by

the agency."
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G0117 484.12
COMPLIANCE W/ FED, STATE, LOCAL
LAWS
Based on observation, interview, and GO0117 G 0117The Supervising 10/15/2012
review of agency policy, it was Registered Nurse has in-serviced
d . . all healthcare personnel on
etermined the agency failed to ensure L . .
. . . providing care in accordance with
services had been provided in accordance the agency's infection control
with its own infection control policies and policies and procedures and
procedures and the Centers for Disease accepted standards of nursing
Control "Standard Precautions" in 4 of 4 prac.tlce. Al healthcarg personnel
. . . received copies of policies and
home visit observations creating the procedures on Hand washing,
potential to affect all of the agency's 12 Standard Precautions, Blood
current patients. (See G 121). Borne Pathogens.All Healthcare
personnel will attend a mandatory
. . Skills Day on 10/11/2012 during
The cumulative effect of these systemic which return demonstrations on
problems resulted in the agency's inability hand Washing, Standard
to be in compliance with this condition, Precautions and other Infection
42 CFR 484.12 Compliance with Federal, control practices will be done by
. every healthcare personnel.
State, and Local Laws; Disclosure and Healthcare personnel will
Ownership Information; and Accepted discontinue the practice of not
Professional Standards and Principles. providing services in accordance
with the agency's Infection control
policies and procedures and the
Centers for Disease Control
"Standard Precautions" and
healthcare personnel will follow
the agency's Infection control
policies and procedures and the
Centers for Disease Control
"Standard Precautions" when
providing care.The Supervising
Registered Nurse will make one
unannounced visit to to each
healthcare personnel providing
services by 10/15/2012 and each
quarter there after for the next
three quarters to ensure
compliance with the agency's
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Infection control policies and
procedures and the Centers for
Disease Control "Standard
Precautions."The Supervising
Registered Nurse is responsible
for monitoring these corrective
actions to ensure that thes
deficiences are corrected and will
not recur
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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 observation, interview, and G0121 G 0121The Supervising 10/15/2012
review of agency policy, the agency failed Registered Nurse has in-serviced
. . . all healthcare personnel on
to ensure services had been provided in L . .
o . . providing care in accordance with
accordance with its own infection control the agency's infection control
policies and procedures and the Centers policies and procedures and
for Disease Control "Standard accepted standards of nursing
Precautions" in 4 (#s 1, 2, 3, and 4) of 4 prac.tlce. Al healthcarg personnel
e . ] received copies of policies and
home visit observations creating the procedures on Hand
potential to affect all of the agency's 12 washing, Standard Precautions,
current patients. Blood Borne Pathogens.All
Healthcare personnel will attend a
. . mandatory Skills Day on
The findings include: 10/11/2012 during which return
demonstrations on hand
1. The agency's undated "Universal Washing, Standard Precautions
Precautions for All Health Care Workers" and qther Irl1fect|on control
. " . practices will be done by every
policy states, "Hand Washing - Hands healthcare personnel. Healthcare
must be washed before and after contact personnel will discontinue the
with each client . . . Gloves - Vinyl or practice of not providing services
latex medical gloves must be worn when . n acgordance with t.h.e agency's
. Infection control policies and
.. catheter care . . . handling of grossly procedures and the Centers for
contaminated linens . . . providing oral Disease Control "Standard
hygiene . . . Gloves will be changed Precautions” and healthcare
between client contact. When gloves are persopnel will follow t,he agency's
d. th h hand hine i Infection control policies and
removed, thorough handwashing 1s procedures and the Centers for
required . . . Contaminated waste shall be Disease Control "Standard
disposed of in a double-plastic bag and Precautions"” when providing
placed in the client's trash container." care. Th? Supervising Registered
Nurse will make one
unannounced visit to to each
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A. The agency's undated "OSHA healthcare personnel providing
Regulations / Infection Control / services by 10/15/2012 and each
" ool quarter there after for the next
Exposure Control Plan" policy states, three quarters to ensure
"The agency shall maintain polices and compliance with the agency's
procedures for . . . infection control Infection control policies and
practices by employees which conform pr'ocedures and the Centers for
“h A lafi d | Disease Control "Standard
with OSHA regulations and currently Precautions.” The Supervising
accepted standards of care." Registered Nurse is responsible
for monitoring these corrective
B. The agency's undated "Bloodborne actl.o-ns to ensure that thes )
Path " oli "Uni | deficiences are corrected and will
at oge.:ns pol 1cy state?s, . nlversait not recur
precautions will be maintained during the
performance of Agency business. If no
running water is available, employees will
use a hand sanitizer as soon as possible
after removing gloves."
C. The agency's undated "Infection
Control Program" policy states, "The
Infection Control Program will be the
responsibility of the Agency's leaders and
will include the following objectives: . . .
To comply with current applicable local,
state, and regulatory body regulations,
including OSHA and CDC guidelines."
2. The Centers for Disease Control
"Standards Precautions" states, "IV.
Standard Precautions . . . IV.A. Hand
Hygiene. IV.A.1. During the delivery of
healthcare, avoid unnecessary touching of
surfaces in close proximity to the patient
to prevent both contamination of clean
hands from environmental surfaces and
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transmission of pathogens from
contaminated hands to surfaces . . .
Perform hand hygiene: 1V.A.3.a. Before
having direct contact with patients.
IV.A.3.b. After contact with blood, body
fluids or excretions, mucous membranes,
nonintact skin, or wound dressings.
IV.A.3.c. After contact with a patient's
intact skin (e.g., when taking a pulse or
blood pressure or lifting a patient).
IV.3.d. If hands will be moving from a
contaminated-body site to a clean-body
site during patient care. IV.A.3.e. After
contact with inanimate objects (including
medical equipment) in the immediate
vicinity of the patient. IV.A.3.f. After
removing gloves . . . IV.F.5. Include
multi-use electronic equipment in policies
and procedures for preventing
contamination and for cleaning and
disinfection, especially those items that
are used by patients, those used during
delivery of patient care, and mobile
devices that are moved in and out of
patient rooms frequently . . . [V.B.
Personal protective equipment (PPE) . . .
IV.B.2. Gloves. IV.B.2.a. Wear gloves
when it can be reasonably anticipated that
contact with blood or potentially
infectious materials, mucous membranes,
nonintact skin, or potentially
contaminated intact skin . . . could occur."

3. A home visit was made to patient
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number 6 with employee A, a home
health aide, on 9-19-12 at 7:55 AM. The
aide was observed to don clean gloves
without cleansing her hands and assist the
patient into the shower. The aide
removed her gloves and cleansed her
hands and made the patient's bed while
the patient bathed. The aide then
retrieved 2 pairs of clean gloves and
placed them in her pocket, touched the
bathroom door knob, and then donned
clean gloves from the pocket without
cleansing her hands.

4. A home visit was made to patient
number 2 on 9-19-12 at 9:35 AM with
employee B, a licensed practical nurse
(LPN). The patient was observed to be
bed bound, unable to talk, and unable to
participate in any way in the ensuing
activities. A urinary catheter and gastric
feeding tube were observed to be in place.
Without cleansing her hands or donning
clean gloves, the LPN gathered the
supplies for the bath, removed pillows
and blankets from the bed, removed uni
boots and socks from the patient's feet,
removed the patient's shirt and underwear,
touched the patient's penis, and checked
the dressing on the tip of the penis at the
foley catheter insertion site. Without
cleansing her hands or donning clean
gloves, the aide then washed the patient's
face, head, chest, and arms. The LPN
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then wiped the sweat from her own face
with a paper towel and proceeded to
continue the bath by washing the patient's
left arm, hand, and abdomen. The LPN
rinsed and dried the patient's face and
upper body. At this point the LPN's
cellular phone rang. Without cleaning her
hands, she reached into her pocket and
answered the phone. She indicated the
call had not come through. At this time a
telephone in the house rang. The LPN
answered this phone and spoke to the
caller for approximately 1 to 2 minutes.

A. After talking on the telephone, the
LPN retrieved a bottle of lotion to apply
to the patient. The LPN states, "I usually
wear gloves when I do this, I don't know
why I didn't put some on." Without
cleansing her hands, the LPN then donned
clean gloves. The LPN applied lotion to
the patient's face, neck, arms, hands, and
chest. The LPN then applied petroleum
jelly to the patient's lips.

B. The LPN then prepared to bathe the
patient's lower body without changing her
gloves or cleansing her hands. She
washed and rinsed the patient's legs and
applied a cream to the legs. The LPN
removed her gloves and without cleansing
her hands, prepared a breathing treatment
with Albuterol and a nebulizer. The LPN
applied the the mask to the patient's face
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and connected the tubing to the nebulizer.
The LPN then touched the patient's foley
catheter tubing and penis and partially
rolled and tucked a Chux (a disposable
pad) that was soiled with feces under the
patient. The LPN then donned cleaned
gloves without cleansing her hands. She
partially cleansed the patient's rectal area
with a wipe and then washed, rinsed, and
dried the patient's penis and testicles. The
LPN then obtained a container of cream
and applied it to the patient's front
perineal area. The LPN then tugged her
own pants up to her waist. She obtained
some tape and placed it onto the dressing
on the tip of the patient's penis at the
catheter insertion site.

C. Without changing gloves or
cleansing her hands, the LPN then
obtained the patient's stockings, uni boots,
and clothing. The aide started to apply
the stocking to the right leg and noted the
breathing treatment mask had slipped
down. She readjusted the mask on the
patient's face. The LPN completed the
application of the stockings and boots and
partially applied the patient's pants up to
the knees. She then touched the bed
control and the siderails while
re-positioning the patient in the bed. The
LPN's cellular phone rang again and she
reached into her pocket to retrieve the
phone and spoke with the caller. After
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completing the telephone conversation,
the LPN touched the patient's face and
neck encouraging the patient to swallow.
She turned the patient to the left side and ,
using the same washcloth as was used on
the patient's perineal area, washed and
rinsed the patient's back. She then
washed, rinsed, and dried the patient's
buttocks and rectal area and applied
cream to the rectal and groin area.

D. After washing the patient's rectal
area and without changing her gloves or
washing her hands, the LPN then applied
the patient's shirt. The LPN then
completely removed the Chux soiled with
feces and threw it onto the floor. She
then adjusted the clean Chux and pulled
the patient's pants up. She then touched
the feeding tube pump and picked up the
soiled Chux off of the floor and threw the
Chux into the trash without placing it into
a bag. While still wearing the same
gloves, the LPN then connected the
patient's feeding tube to the pump,
gathered the dirty linens, and wiped the
sweat from her own face. The LPN
emptied the foley catheter and sweat was
observed to drip off the LPN's nose onto
the patient's bed. The LPN emptied the
container with the urine into the toilet and
rinsed it. The LPN then removed her
gloves and was not observed to cleanse
her hands.
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5. A home visit was made to patient
number 3 with employee E, a registered
nurse (RN) on 9-19-12 at 12:40 PM. The
RN was not observed to wash her hands
upon entering the home and starting the
visit. The RN took the patient's vital
signs and completed an assessment.

6. A home visit was made to patient
number 5 with employee D, a home
health aide, on 9-20-12 at 8:00 AM. The
aide washed his hands and assisted the
patient to undress and into the shower.
Upon request from the patient, the aide
washed his hands and donned clean
gloves and washed the patient's back.
The aide then removed his gloves and
failed to cleanse his hands. When the
patient had completed the bath, the aide
assisted the patient to dry the back and
legs. Without cleansing his hands, the
aide donned a clean glove to his left hand
and applied an over-the-counter pain
relief cream to the patient's upper back,
shoulders, and knees and applied a
different cream to the patient's groin area.

After application of the cream to the
patient's groin area, the aide removed his
glove and failed to cleanse his hands. He
then assisted the patient to don an adult
disposable brief. The aide removed his
glove and failed to cleanse his hands. The
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patient completed oral care and ambulated
to the bedroom where the aide assisted the
patient to don a shirt. Without cleansing
his hand, the aide donned a clean glove to
the left hand and applied lotion to the
patient's legs bilaterally. The aide
removed the glove and, without cleansing
his hand, assisted the patient to don a
stockinet and brace. The aide then
assisted the patient to finish dressing and
handed the patient the oxygen tubing to

re-apply.

7. The observations made during home
visits numbered 1, 2, and 3 were
discussed with the administrator,
employee I, on 9-19-12 at 3:20 M. The
administrator stated, with regards to
patient number 2, "We've been fighting
infections." The administrator made no
other comments regarding the
observations.
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G0122 484 .14
ORGANIZATION, SERVICES &
ADMINISTRATION
Based on clinical and administrative G0122 G0122 The agency has ensured 10/15/2012
record and agency policy review, that the governing body has
. . . . arranged for a group of
personnel file review, and interview, it .
. ] . professional personnel that
was determined the agency failed to be in included at least 1 physician a
compliance with this condition by failing registered professional nurse,
to ensure the governing body had and other medical professionals
arranged for a group of professional and lay persons knowledgeable in
g g polp health affairs such as medical
personnel that included at least 1 social workers, lawyers, therapist,
physician and other health care pharmacists, and consumers.The
professionals creating the potential to agency has put measures in
affect all of the agency's 12 current place to ensure that the
. . Administrator maintains complete
patients (See G 130); by failing to ensure and accurate administrative and
the administrator had maintained clinical records, provide for
complete and accurate administrative and annual performance evaluations,
clinical records creating the potential to ensure the alternatg supervising
) nurse would be available during
affect all of the agency's 12 current operating hours, that the
patients (See G 133); by failing ensure the Administrator provide a written
administrator had provided for annual contract for the provision of
performance evaluations in 3 of 3 files of physical therapy and spgech
. language pathology services.
individuals employed for greater than 1 ensure written summary reports
year creating the potential to affect all of had been sent to the attending
the agency's 12 current patients; (See G physicians at least every 60
134); by failing to ensure the alternate days for patients on service for
. . longer than 60 days The
sup.erV1smg nl.lrse would be évallable Administrator will check by
during operating hours creating the 10/15/2012 and yearly thereafter
potential to affect all of the agency's 12 to ensure that the Governing
current patients (See G 139); by failing to Body hgs arranged for a group of
d . for th professional personnel that are
prov% F a written .contract or the members of the Advisory
provision of physical therapy and speech Committee that meet the
language pathology services creating the stipulations in the Organization's
potential to affect all of the agency's 12 Guidelines policy on Advisory
committee. 60% of clinical recrds
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current patients if physical or speech will be audited for completeness
. .100% of employees
therapy was needed (See G 142); and b and accuracy.100%
faili Py _( ) y files will be audited for evidence
ailing to ensure written summary reports of completion of annual
had been sent to the attending physicians performance evaluationsfor
at least every 60 days in 9 of 9 records employees that have been
reviewed of patients on service for longer emp',°¥ed for over one year. The
h d . h ol Administrator will check quarterly
than 60 days creating the potential to for three quartreto ensure that the
affect all of the agency's 12 current alternate supervising nurse would
patients (See G 145). be available during operating
hoursThe Administrator will check
. . quarterly for three quartreto
The cumulative effect of these syst.emlc ensure that a written contract for
problems resulted in the agency being the provision of physical therapy
found out of compliance with the and speech language pathology
condition 42 CFR 484.14 Organization, services is available and
Servi d Administrati accessible60% of clinical recrds
Crvices, an ministration. will be audited to ensure that
written summary reports have
been sent to the attending
physicians at least every 60
days for patients on service for
longer than 60 days The
Administrator will be responsible
for monitoring these correcive
actions to ensure that this
deficiency is corrected and will
not recur
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G0130 484 .14(b)
GOVERNING BODY
The governing body arranges for
professional advice as required under
§484.16.
Based on administrative record and G0130 G0130The Governing Board has 10/15/2012
agency policy review and interview, the arranged for the Advisory
. . Committee to be reconstituted to
governing body failed to arrange for a . - .
) include a physician, a registered
group of professional personnel that professional nurse, and other
included at least 1 physician and other medical professionals and lay
health care professionals creating the persons knowledgeable in health
. , affairs such as medical social
potential to affect all of the agency's 12 :
; workers, lawyers, therapist,
current patients. pharmacists, and consumers. Al
information and or documentation
The findings include: regarding the Advisory
Committee have been set up by
, . . the Administrator to be filed and
1. The agency's administrative records made easily accessible.The
included "Advisory Committee Meeting" Administrator will check by
minutes dated 2-14-12. The meeting 10/15/2012 and yearly thereafter
minutes evidenced 2 registered nurses and to ensure that the Governing
. Body has arranged for a group of
a community member was present at the professional personnel that are
meeting. The minutes failed to evidence members of the Advisory
a physician or any other health Committee that meet
professional was in attendance at the the St'?“'?t'of]s in the :
. Organization's Guidelines policy
meeting. on Advisory committee.The
Administrator will be respponsible
2. The administrator was unable to for monitoring these correcive
provide any additional documentation aCt'_O,nS to ensure that this .
. . . deficiency is corrected and will
and/or information regarding the not recur
professional group advisory meetings
when asked on 9-20-12 at 11:10 AM and
12:50 PM.
3. The agency's undated "Organizational
Guidelines" policy states, "Advisory
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Committee: The Board of Directors shall
designate a group of professional
personnel . . . The Advisory Committee
shall consist of at least one (1) physician;
one (1) registered professional nurse, and
other medical professionals and lay
persons knowledgeable in health affairs
such as medical social workers, lawyers,
therapist, pharmacists, and consumers."
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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 interview, the administrator G0133 G 0133The Administrator has 10/12/2012
failed to ensure complete and accurate reviewed the agency's policy on
.. . .. annual performance evaluations,
administrative and clinical records had L
. . . contracts, clinical records, home
been maintained creating the potential to health aide competency
affect all of the agency's 12 current evaluations, clinical record
patients. reviews, OASIS data
transmission, quality assessment
. . and performance improvement
The findings include: program. The Agency has put in
place a policy for the evaluation of
1. The administrator, employee I, was the agency's total program,100%
. . of employee files will be audited
unable to provide documentation and/or
. . . . quarterly for four quarters to
any additional information regarding the ensure that annual evaluations
completion of annual performance have been performed on
evaluations when asked on 9-20-12 at employees that have been
12:15 PM, 12:40 PM, and 1:45 PM. employed greater than one year.
’ ’ 100% of all contract files will
be audited quarterly for four
2. The administrator failed to provide for quarters to ensure that there are
review contracts for the provision of contracts for all services provided
. by contracted providers and are
physical therap.y and speech language accessible for review60% of all
pathology services when asked on clinical records will be audited for
9-19-12 at 3:20 PM and on 9-20-12 at three quarters for evidence that of
11:10 AM and 12:50 PM. maintenance of complete
records.100% of Home health
. aide files will be audited monthly
3. The administrator was unable to for three quarters to ensure that
provide complete clinical records for Home health aides that provide
review. The administrator, employee I, services on behalf of the agency
stated, on 9-18-12 at 10:20 AM, "I need completed a competency
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to put the charts back together. I'm evaluation program,and that
behind on my filing." At 10:45 AM, the dogumentatlon 'S maintained n
L. Lo their file to confirm the completion
administrator indicated a former of the programThe administrator
employee had "misfiled" and "misplaced" will check monthly for three
many documents in the clinical records quarters to ensure that clinical
and that she was still trying to rectify the record reviews by professionals
. . The admini indi dth representing the scope of the
s%tuaqon. € .t:l ministrator 1n ¥cate the program are performed for each
situation was discovered approximately 2 60 day period that a patient
months ago and the employee was receives home care, 100% of
terminated. On 9-20-12 at 9:10 AM and OA(;?I? :iata colleti;t]ec: tWhI” be
] . audted to ensure that they were
12:50 PM, t.h.e administrator w.as asked transmitted within 30 days of
for any additional documentation and/or completing an assessment and at
information for records numbered 1 least monthly for patients that
through 10. The administrator was unable receive skilled services. The
¢ d further d tati agency's Policy Manual now
0 prov.1 C any u et oc'umen a 1on. includes a policy on an evaluation
and/or information regarding the findings of the agency's total program and
in records 1 through 10. the agency's quality assessment
and performance improvement
.. program will be monitored
4. The admlnlstrato.r was unable t(? ) quarterly to ensure that it is being
provide documentation and/or additional performed.. The
information regarding the completion of Administrator will responsible for
home health aide competency evaluations m(:p|tor|tng these Ctarrtetchtlve
actions to ensure that these
when asked on 9-20-12 at 12:40 PM, deficiencies are corrected and will
1250 PM and 145 PM not recur.
5. The administrator was unable to
provide any policies and procedures that
addressed an evaluation of the agency's
total program when asked on 9-20-12 at
10:55 AM, 11:10 AM, and 1:30 PM.
6. The administrator was unable to
provide any documentation any clinical
record reviews had been completed when
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asked on 9-20-12 at 1:30 PM. The
administrator indicated clinical record
reviews had been completed on a
quarterly basis but stated, "I can't find
them."

7. The administrator indicated, on
9-18-12 at 9:00 AM, the agency had
experienced some difficulties with OASIS
data transmission and that the problems
were due to a "software" problem but was
unable to provide any documentation
and/or additional information that the
problems had been addressed.

8. The administrator was unable to
provide any documentation and/or
information that the agency's quality
assessment and performance
improvement program had been
completed per the agency's own policy.
when asked on 9-20-12 at 1:25 PM and
1:45 PM.

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

LZ1J11 Facility ID: 003563 If continuation sheet

Page 50 of 335




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

PRINTED: 10/11/2012
FORM APPROVED
OMB NO. 0938-0391

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

157559

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
955D S HEBRON AVE

X3) DATE SURVEY

00 COMPLETED

09/20/2012

HEALTHSET EVANSVILLE, IN 47714
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
G0134 484.14(c)
ADMINISTRATOR
The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
employs qualified personnel and ensures
adequate staff education and evaluations.
Based on personnel file and agency policy G0134 G 0134The administrator has 10/12/2012
review and interview, the administrator reviewed anq inserviced on the
failed to ensure annual performance agency's policy on ar.mual
. . performance evaluations and has
evaluations had been completed in 3 (files set up onsite supervisory visits
C, E, and F) of 3 files of individuals with each professional staff
employed for greater than 1 year creating member, including contract staff,
. , as scheduling allows to evaluate
the potential to affect all of the agency's .
. performance, client care,
12 current patients. coordination of services,
organization and time
The findings include: management, documentation and
other aspects of performance as
. indicated. 100% of employee files
1. Personnel file C evidenced the will be audited quarterly for four
individual had been hired on 8-19-11 to quarters to ensure that annual
provide home health aide services on evaluations have been performed
behalf of the agency. The file failed to on employees that have been
. employed greater than one
evidence an annual performance year.The Supervising Registered
evaluation had been completed. Nurse will be responsible for
monitoring this corrective action
2 Personnel file E evidenced the to ensure that th.IS deficiency is
. . corrected and will not recur
individual had been hired on 2-21-06 to
provided skilled nursing on behalf of the
agency. The file failed to evidence an
annual performance evaluation had been
completed since 2009.
3. Personnel file F evidenced the
individual had been hired on 4-24-03 to
provide occupational therapy services on
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behalf of the agency. The file failed to
evidence an annual performance
evaluation had been completed since
2009.

4. The administrator, employee I, was
unable to provide any additional
documentation and/or information when
asked on 9-20-12 at 12:15 PM, 12:40 PM,
and 1:45 PM.

5. The agency's undated "Supervision and
Evaluation of Staff" policy states, "As
scheduling allows, the supervisor will
make an onsite supervisory visit with
each professional staff member, including
contract staff, no less often than annually
to evaluate performance, client care,
coordination of services, organization and
time management, documentation and
other aspects of performance as indicated
... As scheduling allows, the supervisor
will make or arrange for onsite
supervisory visits with each therapist no
less often than annually."
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SUPERVISING PHYSICIAN OR REGIS.
NURSE
Services furnished are under the supervision
and direction of a physician or a registered
nurse (who preferably has at least one year
of nursing experience and is a public health
nurse).
This person, or similarly qualified alternate,
is available at all times during operating
hours.
Based on administrative record and G0139 G 0139The administrator has 10/16/2012
agency policy review and interview, the reviewed and inserviced on the
agency failed to ensure the alternate agency's policy on Client
g y ) ) Acceptance / Staff Assignment
supervising nurse would be available policy. The
during operating hours creating the agency has designated a qualified
potential to affect all of the agency's 12 alternate Supervising Registered
. Nurse who is available on the
current patients. . .
premises or capable of being
reached immediately by phone,
The findings include: pager or other means at all times
during the operating hours of the
1. During the entrance conference, on Agency .and s in thg process of
. completing the application. The
9-18-12 at 9:00 AM, the administrator, Supervising Registered Nurse will
employee I, indicated she also functions ensure that the desgnated
as the agency's supervising nurse and that alternate is available on the
employee G is the agency's alternate premises or capable of being
o o reached immediately by phone,
administrator and alternate supervising pager or other means at all times
nurse. during the operating hours of the
Agency. The Supervising
2. The agency's administrative records Reg|ster.ed Nurse W!" b.e )
. "Desi . FA responsible for monitoring this
included an undated "Designation of An corrective action to ensure that
Alternate" document that states, "In the this deficiency is corrected and
absence of the supervising nurse, the will not recur
authority for the management of clinical
services shall be assigned to: [employee
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G]."

3. On9-20-12 at 9:30 AM, the
administrator, employee I, indicated the
alternate supervising nurse, employee G,
lives in Dallas, Texas, and would not be
physically available in the agency if
needed in an emergency. The
administrator stated, "I know. I plan to
make [employee E] the alternate
administrator and alternate supervising
nurse."

4. The agency's undated "Client
Acceptance / Staff Assignment" policy
states, "The supervising registered nurse
or a designated qualified alternate is
available on the premises or capable of
being reached immediately by phone,
pager or other means at all times during
the operating hours of the Agency."
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PERSONNEL HOURLY/PER VISIT
CONTRACT
If personnel under hourly or per visit
contracts are used by the HHA, there is a
written contract between those personnel
and the agency that specifies the following:
(1) Patients are accepted for care only by
the primary HHA.
(2) The services to be furnished.
(3) The necessity to conform to all
applicable agency policies, including
personnel qualifications.
(4) The responsibility for participating in
developing plans of care.
(5) The manner in which services will be
controlled, coordinated, and evaluated by
the primary HHA.
(6) The procedures for submitting clinical
and progress notes, scheduling of visits,
periodic patient evaluation.
(7) The procedures for payment for services
furnished under the contract.
Based on agency policy review and and G0142 G 0142The administrator has 10/10/2012
interview, the agency failed to provide a reviewed and inserviced on the
. . . agency's policy on Evaluation of
written contract for the provision of .
) Services and Scope of Care. The
physical therapy and speech language Administrator will ensure that all
pathology services creating the potential contracts are accessible and
to affect all of the agency's 12 current available for review. 100% of all
patients if physical or speech therapy was contract files will be audited
quarterly for four quarters to
needed. ensure that there are contracts
for all services provided by
The findings include: contracted providers and are
accessible for review.The
. Administrator will be responsible
1. During the entrance conference, on for monitoring this corrective
9-18-12 at 9:00 AM, the administrator, action to ensure that this
employee I, indicated physical therapy deficiency is corrected and will
services were provided by employees of not recur.
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the agency and by a contracted provider.
The administrator indicated speech
language pathology services were
provided by a contracted provider.

2. The administrator, employee I, failed
to provide for review contracts for the
provision of physical therapy and speech
language pathology services when asked
on 9-19-12 at 3:20 PM and on 9-20-12 at
11:10 AM and 12:50 PM.

3. The agency's undated "Evaluation of
Services and Scope of Care" policy states,
"If personnel under contract are used by
the agency or services are furnished under
arrangements, there shall be a written
contract between those personnel or
service provider and the agency."
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COORDINATION OF PATIENT SERVICES
A written summary report for each patient is
sent to the attending physician at least every
60 days.
Based on clinical record and agency G0145 G 0145The Supervising 10/10/2012
policy review and interview, the agency Registered Nurse has in-serviced
. . nursing staff that a written
failed to ensure written summary reports )
. R summary report regarding the
had been sent to the attending physicians client's progress is prepared by
at least every 60 daysin 9 (#s 1, 2, 3,4, 5, the case manager for all
6,7,9, and 10) of 9 records reviewed of applicable disciplines participating
atients on service for longer than 60 days In the client's care and is
p . . g Y submitted to the physician at least
creating the potential to affect all of the every 60 days and a copy of the
agency's 12 current patients. summary is maintained in the
clinical record.60% of all clinical
The findings include: records will be audited guarterly
for three quarters for evidence
that a written summary report for
1. Clinical record number 1 evidenced each patient was sent to the
the agency had provided home health aide attending physician every 60
services 1 time per week during the days.Thg Superwsnng. Registered
. . . Nurse will be responsible for
certification periods 11-22-11 to 1-20-12, monitoring these corrective
1-21-12 to 3-20-12, 5-20-12 to 7-18-12, actions to ensure that to ensure
and 7-19-12 to 9-16-12. The record failed that this deficiency is corrected
to evidence any written summary reports and will not recur.
had been sent to the physician for these
certification periods.
2. Clinical record number 2 evidenced
the agency had provided skilled nursing
(SN) services 4 to 5 times per week
during the certification periods 2-6-12 to
4-5-12, 4-6-12 to 6-4-12, 6-5-12 to
8-3-12, and 8-4-12 to 10-2-12. The
record failed to evidence any written
summary reports had been sent to the
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physician.

3. Clinical record number 3 evidenced
the agency had provided SN and attendant
care (ATTC) services 1 time per week
during the certification periods 5-22-12 to
7-20-12 and 7-21-12 to 9-18-12. The
record failed to evidence any written
summary reports had been sent to the
physician.

4. Clinical record number 4 evidenced
the agency had provided home health aide
services 3 times per week during the
certification periods 3-10-12 to 5-8-12,
5-9-12 to 7-7-12, and 7-8-12 to 9-5-12.
The record failed to evidence any written
summary reports had been sent to the
physician.

5. Clinical record number 5 evidenced
the agency had provided SN 1 time per
week and home health aide services 5
times per week during the certification
periods 5-7-12 to 7-5-12, 7-6-12 to
9-3-12, and 9-4-12 to 11-2-12. The
record failed to evidence any written
summary reports had been sent to the
physician.

6. Clinical record number 6 evidenced
the agency had provided home health aide
services 1 to 2 times per day 5 days per
week during the certification periods
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2-11-12 to 4-10-12, 4-11-12 to 6-9-12,
6-10-12 to 8-8-12, and 8-9-12 to 10-7-12.
The record failed to evidence any written
summary reports had been sent to the
physician.

7. Clinical record number 7 evidenced
the agency had provided SN services 3
times per week and physical therapy (PT)
services 1 to 2 times per week during the
certification period 6-24-12 to 8-22-12
and 8-23-12 to 10-12-12 with a discharge
date of 9-6-12. The record failed to
evidence any written summary reports had
been sent to the physician.

8. Clinical record number 9 evidenced
the agency had provided SN services 1 to
2 times per week during the certification
periods 12-5-11 to 2-4-12, 2-2-12 to
4-5-12, 4-2-12 to 5-31-12, 6-1-12 to
7-31-12, and 8-1-12 to 9-28-12. The
record failed to evidence any written
summary reports had been sent to the
physician.

9. Clinical record number 10 evidenced
the agency had provided SN services 1
time per week during the certification
periods 4-4-12 to 6-2-12, 6-3-12 to
8-1-12, and 8-2-12 to 9-30-12. The
record failed to evidence any written
summary reports had been sent to the
physician.
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10. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

11. The agency's undated "Physician's
Plan of Treatment (Care)/Change Orders"
policy states, "At the time of certification
and recertification, a written summary of
the client's current status and the services
being provided are submitted with the
plan of treatment for review by the
physician. The recertification of
physician's order's summary shall include:
Changes in client's physical or
psychosocial condition, The client's
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response to care/services, The client's
outcome to care/services."
12. The agency's undated "Summary
Report" policy states, "A summary report
regarding the client's progress is prepared
by the case manager for all applicable
discipline participating in the client's care
and is submitted to the physician at least
every 60 days. A copy of the summary is
maintained in the clinical record."
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G0151 484.16
GROUP OF PROFESSIONAL
PERSONNEL
Based on administrative record and GO0151 G0151 The Administrator has 10/15/2012
agency policy review and interview, it reviewed anq inserviced on the
was determined the agency failed to agency’s policy on the group of
o . . . . professional personnel that
maintain compliance with this condition review the agency's policies. The
by failing to ensure a group of professional group will meet by
professional personnel had reviewed the 10/15/2012 and frequently
' . . . . thereafter to review the agency's
agency's policies as required creating the Iy .
g , policies and advise on
potential to affect all of the agency's 12 professional issues, participate in
current patients (See G 152 and G 153) the agency evaluation, and
and by failing to ensure a group of coordinate with other providers in
rofessional personnel had met frequentl the community and maintain
p . p . ) q y documentation of such. The
to advise on professional issues, Administrator will check by
participate in the agency evaluation, and 10/15/2012 and quarterly
coordinate with other providers in the thereafter to ensure that
community creating the potential to affect the'professmnal group hgs met to
, . review the agency's policies and
all of the agency's 12 current patients (See advise on professional issues,
G 154). participate in the agency
evaluation, and coordinate with
The cumulative effect of these systemic other pr.ov@ers in the community
i . and maintain documentation of
problems resulted n the agency being such. The Administrator will be
found out of compliance with the responsible for monitoring these
condition 42 CFR 484.16 Group of correcive actions to ensure that
Professional Personnel. th'IS deficiency is corrected and
will not recur
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G0152 484.16
GROUP OF PROFESSIONAL
PERSONNEL
A group of professional personnel includes
at least one physician and one registered
nurse (preferably a public health nurse), and
appropriate representation from other
professional disciplines.
Based on administrative record and GO0152 G0152The Administrator has 10/15/2012
agency policy review and interview, the inserviced and reviewed the
. agency's policy on Advisory
agency failed to ensure a group of . .
. ) Comitte. The agency is
professional personnel that included at reconstituted the Advisory
least 1 physician and other health care Committee to include a physician,
professionals had been appointed creating a registered prgfessional nurse,
the potential to affect all of the agency's and other medical professmnals-
. and lay persons knowledgeable in
12 current patients. health affairs such as medical
social workers, lawyers, therapist,
The findings include: pharmacists, and
consumers. The Administrator will
, o . check by 10/15/2012 and
1. The agency's administrative records quarterly thereafter to ensure that
included "Advisory Committee Meeting" the Governing Body has arranged
minutes dated 2-14-12. The meeting for a group of professional
minutes evidenced 2 registered nurses and personnel that are members of
. the Advisory Committee that meet
a community member was present at the the stipulations in the
meeting. The minutes failed to evidence Organization's Guidelines policy
a physician or any other health on Advisory committee. The
professional were in attendance at the Administrator YV'” ensure that all
. members are in attendance at
meeting. scheduled meetings.The
Administrator will be responsible
2. The administrator, employee I, stated, for monitoring these correcive
on 9-20-12 at 12:50 PM, "The advisory actions to ensure that this
. . . . deficiency is corrected and will
committee is our professional advisory not recur
group. We meet one time per year. We
did do a policy review but did not write it
down."
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3. The administrator was unable to
provide any additional documentation
and/or information regarding the
professional group advisory meetings
when asked on 9-20-12 at 11:10 AM and
12:50 PM.

4. The agency's undated "Organizational
Guidelines" policy states, "Advisory
Committee: The Board of Directors shall
designate a group of professional
personnel . . . The Advisory Committee
shall consist of at least one (1) physician;
one (1) registered professional nurse, and
other medical professionals and lay
persons knowledgeable in health affairs
such as medical social workers, lawyers,
therapist, pharmacists, and consumers."
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G0153 484.16
GROUP OF PROFESSIONAL
PERSONNEL
The group of professional personnel
establishes and annually reviews the
agency's policies governing scope of
services offered, admission and discharge
policies, medical supervision and plans of
care, emergency care, clinical records,
personnel qualifications, and program
evaluation. At least one member of the
group is neither an owner nor an employee
of the agency.
Based on administrative record and G0153 G 0153 The Administrator has 10/15/2012
agency policy review and interview, the inserviced and reviewed the
agency failed to ensure a group of agency's policy on Advisory
& y‘ & p Comitte. The agency has
professional personnel had reviewed the reconstituted the Advisory
agency's policies as required creating the Committee to include a physician,
potential to affect all of the agency's 12 a registered professional nurse,
. and other medical professionals
current patients. .
and lay persons knowledgeable in
health affairs such as medical
The findings include: social workers, lawyers, therapist,
pharmacists, and
.. . . The Administrator
1. The agency's administrative records consumers
. geney : . will check by 10/15/2012 and
included "Advisory Committee Meeting quarterly thereafter to ensure that
minutes dated 2-14-12. The meeting the Advisory Committe has
minutes evidenced 2 registered nurses and reviewed the Agency's policies
a community member were present at the governing th? scope of services
. . . . offered, admission and discharge
meeting. The minutes failed to evidence policies, medical supervision and
the required policies had been reviewed. plans of treatment, emergency
care, clinical records, and
2. The administrator, employee I, stated, personnel quallflpatlon, and
_ " i program evaluation at least
on 9—2.0—12.at 12:50 PM=_ The alesory annually and are documented.
committee is our professional advisory The Administrator will ensure that
group. We meet one time per year. We all members are in attendance at
did do a policy review but did not write it SChe,dl,Jled meet_'ngS'The ,
Administrator will be responsible
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down."

3. The administrator was unable to
provide any additional documentation
and/or information regarding the
professional advisory group meetings
when asked on 9-20-12 at 11:10 AM and
12:50 PM.

4. The agency's undated "Organizational
Guidelines" policy states, "Advisory
Committee: The Board of Directors shall
designate a group of professional
personnel . . . The Advisory Committee
shall: Establish and annually review the
Agency policies governing the scope of
services offered, admission and discharge
policies, medical supervision and plans of
treatment, emergency care, clinical
records, and personnel qualification, and
program evaluation.”

for monitoring these correcive
actions to ensure that this
deficiency is corrected and will
not recur.
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G0154 484.16(a)
ADVISORY AND EVALUATION FUNCTION
The group of professional personnel meets
frequently to advise the agency on
professional issues, to participate in the
evaluation of the agency's program, and to
assist the agency in maintaining liaison with
other health care providers in the community
and in the agency's community information
program.
Based on administrative record and GO0154 G 0154The Administrator has 10/15/2012
agency policy review and interview, the reviewed and inserviced on the
. agency's policy on the group of
agency failed to ensure a group of .
. professional personnel that
professional personnel had met frequently advise on professional issues,
to advise on professional issues, participate in the agency
participate in the agency evaluation, and evaluation, and coordinate with
coordinate with other providers in the other prowders in the .
. . ] community. The professional
community creating the potential to affect group will meet by 10/15/2012
all of the agency's 12 current patients. and frequently thereafter to
review the agency's policies and
The findings include: adwls.e on professmnal issues,
participate in the agency
evaluation, and coordinate with
1. The agency's administrative records other providers in the community
included "Advisory Committee Meeting" and maintain documentation of
. p h. The Administrator will
minutes dated 2-14-12. The meetin sue
. . . & check by 10/15/2012 and
minutes evidenced 2 registered nurses and quarterly thereafter to ensure that
a community member was present at the the professional group has met to
meeting. The minutes failed to evidence review the agency's policies and
any participation in an evaluation of the adwls.e on professmnal ISsues,
' .. participate in the agency
agency's total program, coordination and evaluation, and coordinate with
communication with other providers, or other providers in the community
advisement on any professional issues. and maintain documentation of
such. The Administrator will be
. responsible for monitoring these
2. The administrator, employee I, §tated, correcive actions to ensure that
on 9-20-12 at 12:50 PM, "The advisory this deficiency is corrected and
committee is our professional advisory will not recur
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group. We meet one time per year. We
did do a policy review but did not write it
down."

3. The administrator was unable to
provide any additional documentation
and/or information regarding the
professional advisory group meetings
when asked on 9-20-12 at 11:10 AM and
12:50 PM.

4. The agency's undated "Organizational
Guidelines" policy states, "Advisory
Committee: The Board of Directors shall
designate a group of professional
personnel . . . The Advisory Committee
shall: Advise the Agency on professional
issues, Participate in the annual
evaluation of the Agency's program,
Assist the Agency in maintaining liaison
with other health care providers in the
community and in its community
information program."
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G0156 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Based on clinical record and agency GO0156 G 0156 The Supervising 10/12/2012
policy review, observation, and interview, Reg?stered Nurse has inserviced
it was determined the agency failed to Reglster.ed Nurses ar.1d. Home
) . . o Health Aides on providing care to
ensure compliance with this condition by patients in accordance with a
failing to ensure home health aide and written plan of care established by
skilled nursing services provided to the physician.. Registered
patients had been in accordance with a Nursgs were also inserviced on
] ) ensuring that the plans of care
written plan of care established by the included all of the required items
physician in 8 of 8 active patient records and that all plans of care
reviewed creating the potential to affect are reviewed by the attending
. hysician at least every 60
Il of th 's 12 P
all of the agel?c'y s 12 current patients (See days. 60% of all clinical records
G 158); by failing to ensure plans of care will be audited monthly for three
that included all of the required items had quarters to ensure that care is
been maintained in 8 of 8 active patient being provided in accordance
. . . ith a written care plan
records reviewed creating the potential to w
. & p established by the attending
affect all of the agency's 12 current physician, that the plans of care
patients (See G 159); and by failing to include all of the required items
ensure plans of care had been reviewed by and that all plans of care are
the attending physician at least every 60 ;\;givc\:/; c:] 23; lt::;tsg?;ngo
days in 8 of 8 active clinical records days. The Supervising Registered
reviewed creating the potential to affect Nurse is responsible for
all of the agency's 12 current patients (See monitoring these corrective
G 163) actions to ensure that these
' deficiencies are corrected and will
not recur
The cumulative effect of these systemic
problems resulted in the agency being
found out of compliance with the
condition 42 CFR 418.58 Acceptance of
Patients, Plans of Care, and Medical
Supervision.
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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.
Based on clinical record and agency GO0158 The Supervising Registered 10/12/2012
policy review, observation, and interview, Nurse has inserviced Registered
the agency failed to ensure home health Nurses on ensuring plans of care
. . j ) . are developed within 7 days of
aide and skilled nursing services provided the assessment and shall be
to patients had been in accordance with a signed and dated by the
written plan of care established by the physician and that all plans of
physician in 8 (#s 1, 2,3, 4, 5, 6,9, and care are reviewed by the
. . ] attending physician at least every
10) of 8 active patient records reviewed 60 days. 60% of all clinical
creating the potential to affect all of the records will be audited monthly
agency's 12 current patients. for three quarters to ensure that
plans of care are developed
. . within 7 days of the assessment
The findings include: and shall be signed and dated by
the physician and that all plans of
1. A list of the agency's current patients care are reviewed by the
was received from the administrator, attending physician at 'Ie'ast every
) 60 days. The Supervising
employee I, on 9-18-12 at 9:55 AM. Registered Nurse is responsible
for monitoring these corrective
A. Patient number 1 was included on actions to ensure that these
the list of current patients. The list deficiencies are corrected and will
] : " not recur
evidenced the patient received home
health aide services with a start of care
date of 4-07-09. Clinical record number 1
failed to evidence plans of care signed by
the physician for home health aide
services provided after 01-20-12.
B. Patient number 2 was included on
the list of current patients. The list
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evidenced the patient received skilled
nurse (SN) services with a start of care
date of 2-6-12. Clinical record number 2
failed to evidence a plan of care signed by
the physician for the certification period
8-4-12 to 10-2-12.

1.) The record included SN visit
notes that evidenced SN services had
been provided 4 to 5 times per week
during the certification period.

2.) A home visit was made with
employee B, a licensed practical nurse
(LPN), on 9-19-12 at 9:35 AM. The LPN
was observed to perform a skilled
assessment, administer a breathing
treatment with Albuterol and a nebulizer,
and perform a total bed bath, range of
motion, and positioning.

C. Patient number 3 was included on
the list of current patients. The list
evidenced the patient received SN and
homemaker services with a start of care
date of 12-08-08. Clinical record number
3 failed to evidence a plan of care signed
by the physician for the certification
period 7-21-12 to 9-18-12.

1.) The record included SN visit
notes that evidenced SN services had
been provided 1 time per week during the
certification period.
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2.) A home visit was made to
patient number 3 on 9-19-12 at 12:45 PM
with employee E, a registered nurse (RN).
The RN was observed to provide a skilled
assessment and teaching to the patient
during the visit.

D. Patient number 4 was included on
the list of current patients. The list
evidenced the patient received home
health aide services with a start of care
date of 3-16-11. Clinical record number 4
failed to evidence a plan of care signed by
the physician for the certification period
9-6-12 to 11-4-12.

The record included home health
aide visit notes that evidenced home
health aide services had been provided 3
times per week during the certification
period.

E. Patient number 5 was included on
the list of current patients. The list
evidenced the patient received SN and
home health aide services with a start of
care date of 5-7-12. Clinical record
number 5 failed to evidence a plan of care
signed by the physician for the
certification period 9-4-12 to 11-2-12.

A home visit was made to patient
number 5 on 9-20-12 at 8:00 AM with

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

LZIJ11 Facility ID:

003563 If continuation sheet

Page 72 of 335




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

PRINTED: 10/11/2012
FORM APPROVED
OMB NO. 0938-0391

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

157559

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

HEALTHSET

X2) MULTIPLE CONSTRUCTION

00

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

955D S HEBRON AVE
EVANSVILLE, IN 47714

X3) DATE SURVEY

COMPLETED
09/20/2012

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

employee D, a home health aide. The
aide was observed to assist the patient
with a shower bath and dressing.

F. Patient number 6 was included on
the list of current patients. The list
evidenced the patient received home
health aide services with a start of care
date of 12-14-10. Clinical record number
6 failed to evidence a plan of care signed
by the physician for the certification
period 8-9-12 to 10-7-12.

1.) Clinical record number 6
included home health aide visit notes that
evidenced home health aide services had
been provided 1 to 2 times per day 7 days
per week during the certification period.

2.) A home visit was made to
patient number 6 on 9-19-12 at 7:55 AM
with employee A, a home health aide.
The aide was observed to assist the
patient with a shower bath, dressing,
ambulation, and transfer.

G. Patient number 9 was included on
the list of current patients. The list
evidenced the patient received SN
services with a start of care date of
12-5-11. Clinical record number 9 failed
to evidence plans of care signed by the
physician for services provided after
7-31-12.
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The record included SN visit notes
that evidenced SN services had been
provided 1 time per week since 7-31-12.

H. Clinical record number 10 was
included on the list of current patients.
The list evidenced the patient received SN
services with a start of care date of
8-8-11. Clinical record number 10 failed
to evidence a plan of care signed by the
physician for the certification period
8-2-12 to 9-30-12.

The record included SN visit notes
that evidenced SN services had been
provided 1 time per week during the
certification period.

2. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
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additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

3. The agency's undated "Medical
Supervision" policy states, "The
physician, dentist, chiropractor, podiatrist
or optometrist will provide complete and
accurate information about the client and
shall sign and date a written medical plan
of care and subsequent change orders."

The agency's undated "Physician's Plan
of Treatment (Care) / Change Orders"
policy states, "The plan of treatment shall
be developed with seven (7) days of the
assessment and shall be signed and dated
by the attending physician . . . The
Agency will provide care/services
consistent with the plan of care."
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PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
Based on clinical record and agency G0159 G 0159The Supervising 10/12/2012
policy review, observation, and interview, Registered Nurse has inserviced
. . . Registered Nurses on ensuring
the agency failed to ensure clinical :
) that plans of care include all
records contained plans of care that required items including: all
included all of the required items in 8 (#s pertinent diagnoses, including
1,2,3,4,5,6,9,and 10) of 8 active mental status, types of services
patient records reviewed creating the and eqmpmen.t r.equwed, .
. \ frequency of visits, prognosis,
potential to affect all of the agency's 12 rehabilitation potential, functional
current patients. limitations, activities permitted,
nutritional requirements,
The ﬁndings include: medications and treatments, any
safety measures to protect
against injury, instructions for
1. A list of the agency's current patients timely discharge or referral, and
was received from the administrator, any other appropriate items. 60%
f all clinical records will be
employee I, on 9-18-12 at 9:55 AM. ©
ploy audited monthly for three quarters
to ensure that plans of care
A. Patient number 1 was included on include all required items The
the list of current patients. The list Supervising Registered Nurse is
evidenced the patient received home respon§|ble f‘?r monitoring these
. . . corrective actions to ensure that
health aide services with a start of care these deficiencies are corrected
date of 4-07-09. Clinical record number 1 and will not recur
failed to evidence plans of care signed by
the physician for home health aide
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services provided after 01-20-12.

B. Patient number 2 was included on
the list of current patients. The list
evidenced the patient received skilled
nurse (SN) services with a start of care
date of 2-6-12. Clinical record number 2
failed to evidence a plan of care signed by
the physician for the certification period
8-4-12 to 10-2-12.

1.) The record included SN visit
notes that evidenced SN services had
been provided 4 to 5 times per week
during the certification period.

2.) A home visit was made with
employee B, a licensed practical nurse
(LPN), on 9-19-12 at 9:35 AM. The LPN
was observed to perform a skilled
assessment, administer a breathing
treatment with Albuterol and a nebulizer,
and perform a total bed bath, range of
motion, and positioning.

C. Patient number 3 was included on
the list of current patients. The list
evidenced the patient received SN and
homemaker services with a start of care
date of 12-08-08. Clinical record number
3 failed to evidence a plan of care signed
by the physician for the certification
period 7-21-12 to 9-18-12.
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1.) The record included SN visit
notes that evidenced SN services had
been provided 1 time per week during the
certification period.

2.) A home visit was made to
patient number 3 on 9-19-12 at 12:45 PM
with employee E, a registered nurse (RN).
The RN was observed to provide a skilled
assessment and teaching to the patient
during the visit.

D. Patient number 4 was included on
the list of current patients. The list
evidenced the patient received home
health aide services with a start of care
date of 3-16-11. Clinical record number 4
failed to evidence a plan of care signed by
the physician for the certification period
9-6-12 to 11-4-12.

The record included home health
aide visit notes that evidenced home
health aide services had been provided 3
times per week during the certification
period.

E. Patient number 5 was included on
the list of current patients. The list
evidenced the patient received SN and
home health aide services with a start of
care date of 5-7-12. Clinical record
number 5 failed to evidence a plan of care
signed by the physician for the
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certification period 9-4-12 to 11-2-12.

A home visit was made to patient
number 5 on 9-20-12 at 8:00 AM with
employee D, a home health aide. The
aide was observed to assist the patient
with a shower bath and dressing.

F. Patient number 6 was included on
the list of current patients. The list
evidenced the patient received home
health aide services with a start of care
date of 12-14-10. Clinical record number
6 failed to evidence a plan of care signed
by the physician for the certification
period 8-9-12 to 10-7-12.

1.) Clinical record number 6
included home health aide visit notes that
evidenced home health aide services had
been provided 1 to 2 times per day 7 days
per week during the certification period.

2.) A home visit was made to
patient number 6 on 9-19-12 at 7:55 AM
with employee A, a home health aide.
The aide was observed to assist the
patient with a shower bath, dressing,
ambulation, and transfer.

G. Patient number 9 was included on
the list of current patients. The list
evidenced the patient received SN
services with a start of care date of
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12-5-11. Clinical record number 9 failed
to evidence plans of care signed by the
physician for services provided after
7-31-12.

The record included SN visit notes
that evidenced SN services had been
provided 1 time per week since 7-31-12.

H. Clinical record number 10 was
included on the list of current patients.
The list evidenced the patient received SN
services with a start of care date of
8-8-11. Clinical record number 10 failed
to evidence a plan of care signed by the
physician for the certification period
8-2-12 to 9-30-12.

The record included SN visit notes
that evidenced SN services had been
provided 1 time per week during the
certification period.

2. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
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terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

3. The agency's undated "Physician's Plan
of Treatment (Care) / Change Orders"
policy states, "The plan of treatment shall
be developed with seven (7) days of the
assessment and shall be signed and dated
by the attending physician . . . The plan of
care shall include but not be limited to:
Date plan was established,
Diagnosis-primary and secondary,
Specific discipline, frequency and
duration of services, Functional
limitations; safety precautions, Mental
status, Homebound status, Prognosis,
Medications, allergies, Diet, Medical
supplies and equipment, Activity
permitted and restricted, Orders for
treatment, treatment modalities,
laboratory tests, Goals, Discharge plans,
including rehabilitation potential and
anticipated length of service delivery."
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PERIODIC REVIEW OF PLAN OF CARE
The total plan of care is reviewed by the
attending physician and HHA personnel as
often as the severity of the patient's
condition requires, but at least once every
60 days or more frequently when there is a
beneficiary elected transfer; a significant
change in condition resulting in a change in
the case-mix assignment; or a discharge
and return to the same HHA during the
same 60 day episode or more frequently
when there is a beneficiary elected transfer;
a significant change in condition resulting in
a change in the case-mix assignment; or a
discharge and return to the same HHA
during the 60 day episode.
Based on clinical record and agency G0163 G0163 The Supervising 10/12/2012
policy review, observation, and interview, Registered Nurse has inserviced
. Registered Nurses on ensuring
the agency failed to ensure plans of care
] . that plans of care have been
had been reviewed by the physician at reviewed by the physician ateast
least every 60 days in 8 (#s 1, 2, 3, 4, 5, 6, every 60 days 60% of all clinical
9, and 10) of 8 active patient records records will be audited monthly
. . . for three quarters to ensure that
reviewed creating the potential to affect .
. plans of care been reviewed by
all of the agency's 12 current patients. the physician at least every 60
days The Supervising
The findings include: Registered Nurse is responsible
for monitoring these corrective
. . actions to ensure that these
1. A list of the agency's current patients deficiencies are corrected and will
was received from the administrator, not recur
employee I, on 9-18-12 at 9:55 AM.
A. Clinical record number 1 included
a plan of care for the certification period
11-22-11 to 01-20-12 that had been
signed by the physician on 12-22-11 The
record failed to evidence any plans of care
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had been reviewed by the physician since
12-22-11. The agency's list of current
patients evidenced patient number 1 is
currently receiving home health aide
services.

B. Clinical record number 2 included
a plan of care for the certification period
6-5-12 to 8-3-12 and signed by the
physician on 6-10-12. The record failed
to evidence the physician had reviewed a
plan of care since 6-10-12. The agency's
list of current patients evidenced patient
number 2 is currently receiving skilled
nurse (SN) services.

1.) The record included SN visit
notes that evidenced SN services had
been provided 4 to 5 times per week
during the certification period 8-4-12 to
10-2-12.

2.) A home visit was made with
employee B, a licensed practical nurse
(LPN), on 9-19-12 at 9:35 AM. The LPN
was observed to perform a skilled
assessment, administer a breathing
treatment with Albuterol and a nebulizer,
and perform a total bed bath, range of
motion, and positioning.

C. Clinical record number 3 included
a plan of care for the certification period
5-22-12 to 7-20-12 that had been signed
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by the physician on an unknown date.
The record failed to evidence the
physician had completed any further
review of a plan of care. The agency's list
of current patients evidenced patient
number 3 is currently receiving SN and
homemaker services.

1.) The record included SN visit
notes that evidenced SN services had
been provided 1 time per week during the
certification period 07-21-12 to 09-18-12.

2.) A home visit was made to
patient number 3 on 9-19-12 at 12:45 PM
with employee E, a registered nurse (RN).
The RN was observed to provide a skilled
assessment and teaching to the patient
during the visit.

D. Clinical record number 4 included a
plan of care for the certification period
7-8-12 to 9-5-12 that had been signed by
the physician on 7-30-12 and that
evidenced the agency was to provide
home health aide services 3 times per
week.

1.) The record failed to evidence
the physician had reviewed a plan of care
for the next certification period, 9-6-12 to
11-4-12.

2.) The record evidenced home
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health aide services had been provided 3
times per week during the certification
period 9-6-12 to 11-4-12.

E. Patient number 5 was included on
the list of current patients. The list
evidenced the patient received SN and
home health aide services with a start of
care date of 5-7-12. Clinical record
number 5 failed to evidence the physician
had reviewed a plan of care for the
certification period 9-4-12 to 11-2-12.

A home visit was made to patient
number 5 on 9-20-12 at 8:00 AM with
employee D, a home health aide. The
aide was observed to assist the patient
with a shower bath and dressing.

F. Patient number 6 was included on
the list of current patients. The list
evidenced the patient received home
health aide services with a start of care
date of 12-14-10. Clinical record number
6 failed to evidence the physician had
reviewed a plan of care for the
certification period 8-9-12 to 10-7-12.

1.) Clinical record number 6
included home health aide visit notes that
evidenced home health aide services had
been provided 1 to 2 times per day 7 days
per week during the certification period.
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2.) A home visit was made to
patient number 6 on 9-19-12 at 7:55 AM
with employee A, a home health aide.
The aide was observed to assist the
patient with a shower bath, dressing,
ambulation, and transfer.

G. Patient number 9 was included on
the list of current patients. The list
evidenced the patient received SN
services with a start of care date of
12-5-11. Clinical record number 9 failed
to evidence the physician had reviewed
any plans of care for services provided
after 7-31-12.

The record included SN visit notes
that evidenced SN services had been
provided 1 time per week since 7-31-12.

H. Clinical record number 10 was
included on the list of current patients.
The list evidenced the patient received SN
services with a start of care date of
8-8-11. Clinical record number 10 failed
to evidence the physician had reviewed a
plan of care for the certification period
8-2-12 to 9-30-12.

The record included SN visit notes
that evidenced SN services had been
provided 1 time per week during the
certification period.
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2. The administrator, employee I, stated,
on 9-18-12 at 10:20 AM, "I need to put
the charts back together. I'm behind on
my filing." At 10:45 AM, the
administrator indicated a former
employee had "misfiled" and "misplaced"
many documents in the clinical records
and that she was still trying to rectify the
situation. The administrator indicated the
situation was discovered approximately 2
months ago and the employee was
terminated.

On 9-20-12 at 9:10 AM and 12:50 PM,
the administrator was asked for any
additional documentation and/or
information for records numbered 1
through 10. The administrator was unable
to provide any further documentation
and/or information regarding the findings
in the records referenced above.

3. The agency's undated "Physician's Plan
of Treatment (Care) /Change Orders"
policy states, "The Agency will provide
care/services consistent with the plan of
care. The plan shall be reviewed by the
attending physician in consultation with
the Agency's professional staff at such
intervals as the client's condition requires
but at least every 60 days."
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G0168 484.30
SKILLED NURSING SERVICES
Based on clinical record and agency GO0168 G 0168The Supervising 10/12/2012
policy review, observation, and interview, Registered Nurse has inserviced
. . . Registered Nurses on ensuring
it was determined the agency failed to A :
] ] ) o that care provided is according to
ensure compliance with this condition by a written plan of care established
failing to ensure skilled nursing services by the physician, initial
provided to patients had been in assessments are made by the
. . Rgistered Nurse, and updated
accordance with a written plan of care : -
] o and re-evaluation of the patient's
established by the physician in 5 of 5 nursing needs are performed by
records of patients that received skilled the Registered nurse every 60
nursing services creating the potential to days. The Registered Nurses and
affect all of the agency's 5 current patients LPN.wer.e inserviced on prowdmg
. ) ] ) services in accordance with the
that received skilled nursing services (See agency's infection control policies
G 170); by failing to ensure the registered and procedures, 60% of all
nurse had made an initial assessment visit clinical records will be audited
in 3 of 10 records reviewed creating the monthly for three quarters to
. ) ensure that care provided is
potential to affect all of the agency's new according to a written plan of care
patients (See G 171); by failing to ensure established by the physician,
the registered nurse had updated initial assessments are made by
comprehensive assessments and the Ryistered Nurse, and uPdat,ed
. . . and re-evaluation of the patient's
re-evaluated the patients' nursing needs at nursing needs are performed by
every 60 days in 9 of 9 records reviewed the Registered nurse every 60
of patients that had been on service for days, that services are provided
longer than 60 days creating the potential services in accgrdance with t,h?
o 1 of th . agency's infection control policies
to é ect all of the agency s.1.2 current and procedures, The
patients (See G 172); by failing to ensure Supervising Registered Nurse is
the licensed practical nurse (LPN)had responsible for monitoring these
provided services in accordance with the CorreCt'Ve, ?Ct'o,ns to ensure that
's infecti trol polici d these deficiencies are corrected
agency's infection control policies an and will not recur
procedures in 1 of 1 LPN observed
creating the potential for the spread of
disease causing organisms among staff
and all of the agency's 12 current patients
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(See G 179); and the LPN failed to
maintain aseptic technique while
preparing equipment for a breathing
treatment in 1 (employee B) of 1 LPN
observed creating the potential for the
spread of disease causing organisms
among staff and the agency's 12 current
patients (See G 182).
The cumulative effect of these systemic
problems resulted in the agency's inability
to be in compliance with the Condition 42
CFR 484.30 Skilled Nursing Services.
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G0170 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on clinical record and agency GO0170 G 0170 The Supervising 10/12/2012
policy review, observation, and interview, Registered Nurse has inserviced
. . . Registered Nurses on ensuring
the agency failed to ensure skilled nursing A :
. . . ] that care provided is according
services provided to patients had been in with a written plan of care
accordance with a written plan of care established by a physician. 60%
established by the physician in 5 (#s 2, 3, of a!l clinical records will be
5,9, and 10) of 5 records of patients that audited monthly for three quarters
. ; . ) . to ensure that plans of care are
received skilled nursing services creating signed and dated by the
the potential to affect all of the agency's 5 physician. The Supervising
current patients that received skilled Registered Nurse is responsible
. . for monitoring these corrective
nursing services. :
actions to ensure that these
deficiencies are corrected and will
The findings include: not recur
1. A list of the agency's current patients
was received from the administrator,
employee I, on 9-18-12 at 9:55 AM.
A. Patient number 2 was included on
the list of current patients. The list
evidenced the patient received skilled
nurse (SN) services with a start of care
date of 2-6-12. Clinical record number 2
failed to evidence a plan of care signed by
the physician for the certification period
8-4-12 to 10-2-12.
1.) The record included SN visit
notes that evidenced SN services had
been provided 4 to 5 times per week
during the certification period.
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