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This visit was a Home Health federal
recertification survey. This was an
extended survey.

Survey date: 5/9/12 to 5/15/12
Facility #: 004804
Medicaid vendor #: 200828410

Surveyors: Tonya Tucker, RN, PHNS
Team leader

Bridget Boston, RN, PHNS
Team member

Census: 84

ABC Home Care is precluded from providing it's
own home health aide training and competency
evaluation program for a period of two years
beginning 5/15/12 through 5/15/14 for being
found out of compliance with the Conditions of
Participation 42 CFR 484.16: Group of
Professional Personnel and 484.52: Evaluation
of the Agency's Program.

Quality Review: Joyce Elder, MSN, BSN, RN
May 24, 2012
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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.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

OC1V11 Facility ID: 004804 If continuation sheet

Page 1 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
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 The following will be overseen 06/14/2012
review of policy, the agency failed to and mgmtored by )
; . . Administrator/DON or designated
ensure empIO}.lees provided services in alternate. Supervisory Nurses
accordance with agency policy and and Case Management Nurses
Centers for Disease Control infection will be trained and tasked with
control policies and procedures for implementation 9f
"Standard P tions" in 1 of 2 h changes/corrections when
andard Frecautions™ in 1 0 ome appropriate and with reporting
visit observations made with a home and updating the progress of said
health aide (employee B) and 1 of 3 home changes/corrections to the
visit observations made with a skilled Administrator/DON or designated
1 G . h a1 alternate for tracking and
nurse (employee ).creatlng t .e potentia monitoring of progress and
for the transfer of disease causing completion purposes. G121 All
organisms and the potential of infection to patients’ households will receive
the patients for whom services were written reminders of current CDC
dered 1 . ‘1 which th Guide line for Hand Hygiene in
rendered, to all patients m w IC. © Health Care Settings in addition
employee rendered care, the patient's to Universal Precautions and
family members, other caregivers and Patient Rights. 06/08/12 Al
friends, all family and contacts of the employees will receive written
| dth v at 1 reminders of CDC Guideline for
employee, and the community at farge. Hand Hygiene in Health Care
Settings and Universal
The findings include: Precautions and patient rights.
06-08-12  Employee will receive
. .. . signed receipt of CDC Standard
1. During home visit at 1:30 PM on Precautions and Guideline for
5/14/12, employee G was observed to Hand Hygiene to agency.
provide incontinent care to patient # 9. 06-14-12 1. Staff was
Employee G donned gloves, provided reeducated on Centers for
. . . Disease Control (CDC) infection
incontinent care, then proceeded with the L
) ] control policies and procedures
same gloves, to wipe around the patients for “Standard Precautions” by
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cecostomy site without changing her supervisory RN. Staff (employee
p . G) provided return
loves and performing hand hygiene.
& p & e demonstrations of “standard
precautions” 05-31-12 2. The
2. On May 15, 2012, at 2 PM, the personnel file for employee G will
administrator indicated the personnel file reflect educations and training of
for employee G, date of hire 1/3/07, a CDC “standard Precautlons.
li d cal failed 05-31-12 Agency hand hygiene
1censed practical nurse, fatled to policy will be included in infection
evidence any education and training since control policies. 05-31-12 3.
the year 2008 and there was not an agency Staff was reeducated on Centers
policy for hand hygiene infection control. for D|§ease Controll((.;‘DC)
infection control policies and
procedures for “standard
precautions” by supervisory RN.
Staff (employee B ) provided
return demonstrations of
“standard precautions” 06-07-12
4. Staff was reeducated on
agency hand hygiene policy
portion of Page 2 #2 All current
policies will be reviewed with
acceptance dates clarified. New
policies will be dated upon
acceptance by PAB and reviewed
annually. 06-01-12 5. Infection
control policies will reflect CDC
“Guideline for Hand Hygiene in
Health-care Settings”, as well as,
CDC Infectious Control Policies
and Procedures for “Standard
Precautions”. 06-01-12
3. On 5-10-12 at 9 AM, employee B was
observed to don gloves without washing
her hands and providing a bath to patient
#1. When she was finished, she removed
her gloves but did not wash hands.
4. The undated policy titled "Infection
control, universal precautions, and waste
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 3 of 125
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management" states, "Handwashing is the
single most effective way to prevent the
transmission of infection."

5. The CDC Morbidity and Mortality
Weekly Report (MMWR) October 25,
2002, Volume 51 No. RR-16 "Guideline
for Hand Hygiene in Health-Care Setting"
states, "Recommendations: Indications
for handwashing and hand antisepsis . . .
Decontaminate hands before having direct
contact with patients . . . Decontaminate
hands after contact with a patient's intact
skin . . . Decontaminate hands if moving
from a contaminated body site to a clean
body site during patient care.
Decontaminate hands after contact with
inanimate objects (including medical
equipment) in the immediate vicinity of
the patient. Decontaminate hands after
removing gloves."

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: QC1V11 Facility ID: 004804 If continuation sheet

Page 4 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
G0133 484.14(c)
ADMINISTRATOR
The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
organizes and directs the agency's ongoing
functions; maintains ongoing liaison among
the governing body, the group of professional
personnel, and the staff.
Based on administrative document and GO0133 Survey was May 11-15, 2012. 06/27/2012
policy review, and interview, the Results were posted on internet
A . . late May 24, 2012. The ID and
administrator failed to ensure the ongoing password given to the agency to
quality assurance (QA) program was allow opening of the survey report
designed to objectively and systematically were incorrect. We have written
monitor and evaluate the quality and confirmation of this error provided
. . by the state representative who
appropriateness of patient care, resolved made the error. Due to the error
identified problems, and improved patient and the holiday that followed the
care and maintained liaison with the correct ID and password were not
group of professional personnel in 1 of 1 received until mid-day May 29,
. . 2012. This made accessing the
agency with the potential to effect all completed survey impossible until
patients of the agency. the afternoon of May 29, 2012.
The deadline for submission of
The findings include: the POC was extended to June 7,
2012. Our understanding from the
Related to the QA program: exit interview was we had 10 days
to respond from when the survey
. was posted and we were able to
L O'n.May 15, 2_012’ at 1:35 P_M’ the access the results. Since this was
administrator / director of nursing affected by the delay due to the
indicated there was no documentation to error that was made and
evidence an identifiable professional extended to June 7, 2012 we
advisory group, which participated in the belleveq our 30 days for the.
. o completion of all the corrections
agency review of agency policies, agency began at that time. This is why
development and future planning, and some of our completion dates are
participated in the agency's annual 06-28-12 which is within the 30
evaluation. She indicated the owner of day period for completion per our
o ] understanding based on the exit
the agency maintained the minutes of the interview with the surveyors. The
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professional advisory group on his home following will be overseen and
computer and, therefore, they were not on monitored by Administrator/DON
hand. The admini bl or designated alternate.
and. The administrator was unable to Supervisory Nurses and Case
provide evidence polices were reviewed. Management Nurses will be
trained and tasked with
2. OnMay 15,2012, at 4 PM, the implementation of
dmini indi d she did h changes/corrections when
administrator indicated she did not have appropriate and with reporting
evidentiary evidence the agency monitors and updating the progress of said
care and services provided by the agency changes/corrections to the
staff for infection control precautions. Administrator/ DON or designated
alternate for tracking and
monitoring of progress and
3. On May 15, 2012, at 4:43 PM, the completion purposes. G133
administrator indicated the agency was Administrator/DON will initiate a
not able to evidence a review of the plan and monitor all patient care.
lici d d d Will create a quality assurance
agency p(? 1cies an. proce .ures and an program to ID problem areas and
agency wide ongoing quality assurance to create a plan of correction.
program. Will ensure lines of
communication are kept open
. . . between governing body,
"
4. The undated policy tltle.d Professional professional personnel and staff.
Advisory Board" was provided by the 06-27-12 1. Professional
administrator on May 15, 2012, who Advisory Group consists of MD,
indicated the policy was current, stated, owner, gdtmlnlstrator/tIDtQN, fand
" LT appropriate representation from
Mempershlp w111.1nclude at least one other professional disciplines.
physician, one registered nurse, and Meets 2X a year usually spring
appropriate representation from other and fall. Last meeting was in
professional disciplines. ... The IEIO\/tgmber 2011. Mlnl:teagrtat
. . . ept in agency manual. Minutes
professional Advisory Board will meet P gency o
i ) o ) will become more specific as to
twice a year and will meet additionally if subject matter ie. Policies that are
needed. Minutes are kept of each meeting reviewed. 06-27-12 2. All
and maintained in permanent agency employees will receive written
. . . . guidelines of CDC Infection
records. Functions: ... Participates in the .
] i control policies and procedures
establishment and annual review of for “Standard Precautions” upon
policies covering the scope of services hire and annually. 06-08-12
offered, admission and discharge policies, Written confirmation will be
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medical supervision, plans of care, placed in personal files. 06-14-12
emergency care, clinical records, 3. Agency policies and
. . procedures will be reviewed by
personnel qualifications, and program PAB yearly including agency
evaluation. Assist in identification of annual program review. Quality
community health needs and supports the assurance program will identify
agency in assuming its role in the an area/ areas of needed ,
leviati luti forobl growth/improvement and will
a e'Vlajuon or re'so ution of problems. develop plan of action with
Periodically reviews the agency's measurable goals with review to
programs and recommends needed be done Q6months 06-27-12 4.
changes. ... The professional advisory AQe“CV will proylde more ?pec'f'c
board will functi th b minutes of meetings with listings
oar .Wl nction Wllt twc.) Sub - of all policy & procedures that are
committees: A. Audit Review discussed reviewed, and
Committee B. Quality Assurance approved. 06-27-12 5. Agency
Committee." will provide more specific minutes
of meetings with listings of all
] ) policy and procedures that are
5. The undated pohcy titled "Annual discussed reviewed and
Program Evaluation" was provided by the approved. 06-27-12 G133 1.
administrator on May 15, 2012, who Agency will provide
indicated th T t stated documentation of entire
1n 1c.a cd the policy was cu.rren » Stated, PAB-including medical director,
"Policy and Procedure Review: The administrator/DON, and other
administrator shall meet with the appropriate professional
Professional Advisory Board to review representative. 06-27-12 2.
tient d administrati Specific minutes will be kept of
age.nc.y patient care and adminis r.a ive PAB meetings including QA
policies and procedures. The review shall summary, audits and review
be documented in the administrative summary and will be placed in
manual. Recommendations shall be agency manual. 06-22-12
summarized for presentation to the Board
of Directors."
Related to the professional advisory group:
1. On May 15, 2012, at 1:35 PM, the
administrator / director of nursing
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 7 of 125
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indicated there was no documentation to
evidence an identifiable professional
advisory group. Two administrative
documents dated 4/16/09 and 11/9/11 and
titled "Professional Advisory Board
Meeting" were presented and reviewed.
The document evidenced the attendance
at the meeting was only the medical
director and the administrator / director of
nursing.

2. The undated policy titled "Professional
Advisory Board" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Membership will include at least one
physician, one registered nurse, and
appropriate representation from other
professional disciplines. ... The
professional Advisory Board will meet
twice a year and will meet additionally if
needed. Minutes are kept of each meeting
and maintained in permanent agency
records. Functions: ... Participates in the
establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
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Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 9 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
i\, BUILDING
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
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 administrative document, po]lcy G0134 The following will be overseen 06/08/2012
and clinical record review, observation, and mgmtored by .
. . . . Administrator/DON or designated
and interview, the administrator failed to alternate. Supervisory Nurses
ensure all of the agency personnel who and Case Management Nurses
completed a prothrombin time (PT) and will be trained and tasked with
international normalized ratio (INR) by implementation 9f
fth , ¢ ved changes/corrections when
means of the ag(?ncy s coagmeter receive appropriate and with reporting
adequate education on the proper and updating the progress of said
procedures for use, storage, and changes/corrections to the
maintenance for 1 of 1 employee Administrator/DON or designated
identified and utilized th alternate for tracking and
1dentified and ut1 1ze. the coagmeter monitoring of progress and
(employee H) and failed to ensure all staff completion purposes. G134
received education and were supervised Administrator will develop
and monitored for infection control In-service tptrogram f%r Sew
. . equipment to be used by
procedures for. 1 of 2 licensed practlca.l professional staff. Wil be
nurse files reviewed (employees G) with monitored by administrator or
the potential to affect all the patients designated alternate. 1. All staff
served by the agency who have been identified as
potential users of CoaguChek Xs
o ) machine will a. Watch training
Findings include: DVD which provides step by step
instructions or setting up meter,
1. Clinical record # 8 evidenced skilled preparing for and performing a
isit not leted b | blood test, and cleaning the meter
nurse Vm' notes ('Jomp cted by c.emp oyee b. Become familiar with user
H, the assistant director of nursing, dated manual c. Become familiar with
February 2, 16, and 23; March 1, 15, and getting started guide d. Become
29; April 12; and May 3, 2012, that familiar with package inserts for
. ’ T " , test strips and lancets e.
included documentation the patient's o
o . . Complete operator certification
prothrombin time (PT) and international checklist f. Become familiar with
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 10 of 125
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normalized ratio (INR) was measured system policy and procedure
during the skilled nurse visits and man.gal 9: Will take operator
he physici certification test and pass at 88%
reported to the physician. (miss 2) h. Staff will be
evaluated Q 6 months. All
A. On May 15, 2012, at 1:45 PM, the documentation will be kept in
administrator presented the agency's personnel f|I'es. 06-08-12 G,1 34
th he b A. Battery indicator on machine
coagmeter; the name on the box wa§ in 4 segments — should allow 300
Coaguchek XS System. A hand written tests — To replace batteries when
note inside the box indicated the device only one segment remains as
was due for a battery change in July of stated in .manua! provided by
2011 indicati h had b d Roche Diagnostics. 06-08-12
1n. 1.cat1ngt € meter ha . een use C — In-service program will be
for a minimum of 9 months without the written and implemented for all
battery being replaced. The administrator identified users of CoaguChek Xs
indicated the device was used in the System (see G 134#1)
ents' h for th £ 06-08-12 G134 2. Staff was
patlents. omes for the purpose o reeducated on Centers for
measuring a patients' blood for PT and Disease Control (CDC) infection
INR and indicated she had no control policies and procedures
documentation to evidence the staff who for “sta.ndardR;:\;ecgtutflfo?s" bly
. . supervisory RN. Staff (employee
used the device were tramed. on the G) provided return
correct use, storage, and maintenance of demonstrations of “standard
the device. precautions” 05-31-12 The
personnel file for employee G will
reflect educations and training of
B. On Nllay.IS, 2012 at 5 PM, CDC “standard Precautions”
employee H indicated she had two current 05-31-12 Agency hand hygiene
patients for which she was using the policy will be included in
coagmeter to measure the patients' PT and infectious control policies.
05-31-12
INR.
C. The undated policy titled "PT /
INR Point of Care by Finger stick" stated,
"SN (skilled nurse) will do the testing
according to the machine manufactures
instructions."
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2. During home visit at 1:30 PM on
5/14/12, employee G was observed to
provide incontinent care to patient # 9.
Employee G donned gloves, provided
incontinent care, then proceeded with the
same gloves, to wipe around the patients
cecostomy site with out changing her
gloves and performing hand hygiene.

On May 15, 2012 at 2 PM, the
administrator indicated the personnel file
for employee G, date of hire 1/3/07, a
licensed practical nurse, failed to
evidence any education and training since
the year 2008 and there was not an agency
policy for hand hygiene infection control.
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G0144 484.14(g)
COORDINATION OF PATIENT SERVICES
The clinical record or minutes of case
conferences establish that effective
interchange, reporting, and coordination of
patient care does occur.
Based on clinical record and pohcy G0144 Survey was May 11-15, 2012. 06/27/2012
. - . Results were posted on internet
review, home visit observation and
. . h fail late May 24, 2012. The ID and
interview, the agency failed to ensure password given to the agency to
coordination of care was maintained with allow opening of the survey report
other entities that had provided services in were incorrect. We have written
2 (#9 and 10) of 2 clinical records confirmation of this error provided
. d of pati dentified ved by the state representative who
reviewed of patients identified as receive made the error. Due to the error
additional services from other entities. and the holiday that followed the
correct ID and password were not
Findings include: received until mid-day May 29,
' 2012. This made accessing the
o completed survey impossible until
1. Clinical record # 9, start of care the afternoon of May 29, 2012.
1/3/07, indicated the patient required 24 The deadline for submission of
hour care. The clinical record failed to the POC was extended to June 7,
includ dinati £ th th 2012. Our understanding from the
nclude any.coor 1n'at.10n of care with the exit interview was we had 10 days
other agencies providing care. to respond from when the survey
was posted and we were able to
During a home visit on 5/14/12 at a:fcefsdﬂ;)e ;‘;S“(ljtsl' Slr;ce tthlsthwas
) . affected by the delay due to the
1:30 PM, the careglve.zr. and employees F error that was made and
and G confirmed additional care and extended to June 7, 2012 we
services were provided by multiple care believed our 30 days for the
providers. completion of all the corrections
began at that time. This is why
o some of our completion dates are
2. Clinical record # 10, start of care 06-28-12 which is within the 30
2/8/11, indicated the patient required 24 day period for completion per our
hour care and had a baclofen pump. The understanding based on the exit
.. . . interview with the surveyors. The
clinical record failed to include any o
o i following will be overseen and
coordination of care with the other monitored by Administrator/DON
agencies providing care. or designated alternate.
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Supervisory Nurses and Case
During a home visit on 5/14/12 at Management Nurses will be
. S h trained and tasked with
1:30 PM, the caregiver indicated the implementation of
patient's baclofen pump was cared for and changes/corrections when
filled within the previous 2 weeks by appropriate and with reporting
another home health agency. and updating the progress of said
changes/corrections to the
Administrator/DON or designated
3. On May 15, 2012 at 4:10 PM, the alternate for tracking and
administrator indicated clinical records 9 monitoring of progress and
and 10 failed to evidence coordination of °°m9"?t'°“ pUrposes. G1_44
ith th ltinl ders i Administrator/DON or designated
care Wl.t ¢ multipie CE.J.I'C _prOVI ers mn alternate will ensure effective
the patients home. She indicated the interchange, reporting, and
coordination of care was to be coordination of care will occur
documented within the case conference with all providers of care.
i 06-27-12 1 Agency will
notes. designate a common area in
clients chart to document all
4. The undated policy titled "Case providers of care with phone
Management / Coordination of Services" number and contact person if
tated. "All | i . possible. 06-27-12 2 Agency will
s ;.1 ed, . 'per'S(')nne providing serv1ce?s designate a common area in
will maintain liaisons to assure that their clients chart to document all
efforts effectively compliment each other providers of care with phone
and support the objective outlined in the number and contact person if
| £ treat ¢ At least xt possible. 06-27-12 3 Agency will
plan ot freatmen : cast every six y determine a common area in
days documentation should be made in clients chart to document all
the clinical record to reflect that an providers. 06-27-12 Agency will
exchange for coordinated patient document more clearly Q60 day’s
luation has been carried out." coordination of care with all
evaluation has been carried out. providers. 06-27-12
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G0150 484.14(j)
LABORATORY SERVICES
(1) If the HHA engages in laboratory testing
outside of the context of assisting an
individual in self-administering a test with an
appliance that has been cleared for that
purpose by the FDA, such testing must be in
compliance with all applicable requirements
of part 493 of this chapter.
(2) If the HHA chooses to refer specimens for
laboratory testing to another laboratory, the
referral laboratory must be certified in the
appropriate specialties and subspecialties of
services in accordance with the applicable
requirements of part 493 of this chapter.
Based on clinical record and document G0150 The foIIowing will be overseen 06/14/2012
. . . . and monitored by
review and interview, t.he agency failed to Administrator/DON or designated
ensure the agency obtained a CLIA alternate. Supervisory Nurses
certificate for the level of testing the staff and Case Management Nurses
performed for 1 of 1 clinical record will be trained and tasked with
reviewed (# 8) of patients with lab testing implementation 9f
. . changes/corrections when
orders with the potential to effect all the appropriate and with reporting
patients with physician orders for and updating the progress of said
laboratory testing and interpretation. changes/corrections to the
Administrator/DON or designated
.- . alternate for tracking and
Findings include: monitoring of progress and
completion purposes. G150
1. Clinical record # 8 evidenced skilled Administrator/DON or designated
nurse visit notes completed by employee alternate will ensure all necessary
. . . documentation will be onsite of or
H, the assistant director of nursing, dated any equipment used in homes for
February 2, 16, and 23; March 1, 15, and medical testing. 2. Application
29; April 12; and May 3, 2012, that was submitted for Clia Waiver
included documentation the patient's 05-30-12 3 Application was
.. . . submitted or Clia Waiver
prothrombin time (PT) and international 05-30-12 4 All staff who have
normalized ratio (INR) was measured been identified as potential users
during the skilled nurse visits and of CoaguChek Xs machine.
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reported to the physician‘ Watch training DVD which
provides step by step instructions
. . for setting up meter, preparing for
2. .ReV1ew of agency documents failed to and performing a blood test, and
evidence the agency had a CLIA cleaning the meter. 06-08-125
certificate. Current policy will be reviewed.
Policy will be amended to include
) a training program for the use of
3. On May 15, 2012, at 10:30 AM, machine and cleaning of
employee E indicated the agency did not machine. 06-14-12
have a CLIA certificate of any kind.
4. On May 15, 2012, at 1:45 PM, the
administrator presented the agency's
coagmeter; the name on the box was
Coaguchek XS System. A hand written
note inside the box indicated the device
was due for a battery change in July of
2011 indicating the meter had been used
for a minimum of 9 months without a new
battery. The administrator indicated the
device was used in the patients' homes for
the purpose of measuring a patients blood
for prothrombin time (PT) and
international normalized ratio (INR) and
she had no documentation to evidence the
staff who used the device were trained on
the correct use, storage, and maintenance
of the device.
4. On May 15, 2012, at 5 PM, employee
H indicated she had two current patients
for which she was using the coagmeter to
measure the patient's PT and INR.
5. The undated policy titled "PT / INR
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Point of Care by Finger stick" stated, "SN
(skilled nurse) will do the testing
according to the machine manufactures
instructions."
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G0151 484.16
GROUP OF PROFESSIONAL PERSONNEL
Based on pohcy and administrative GO0151 Survey was May 11-15, 2012. 06/27/2012
document review and interview, it was Results were posted on internet
. . late May 24, 2012. The ID and
determined the agency failed to ensure a password given to the agency to
group of professional personnel was allow opening of the survey report
formed and included representation from were incorrect. We have written
physical therapy, occupational therapy, confirmation of this error provided
. ; by the state representative who
and home health aide (See G 152); failed made the error. Due to the error
to ensure a group of professional and the holiday that followed the
personnel was formed that reviewed and correct ID and password were not
approved the agency's policies and received .unt|| mid-day ng 29,
. . . 2012. This made accessing the
participated in a plan for the annual completed survey impossible until
program evaluation (See G 153); failed to the afternoon of May 29, 2012.
ensure there is a specific group of The deadline for submission of
professional personnel committed to the POC was extended to June 7,
. . . . . 2012. Our understanding from the
participate in an ongoing evaluation of the exit interview was we had 10 days
agency's program and assist in to respond from when the survey
maintaining liaison with other health care was posted and we were able to
providers in the community and in the access the results. Since this was
, ity inf " affected by the delay due to the
agency's communi y information program error that was made and
(See G 154), and failed to ensure the extended to June 7, 2012 we
group of professional personnel's believed our 30 days for the
meetings are documented by dated completion of all the corrections
hutes (See G 155 began at that time. This is why
minutes (See )- some of our completion dates are
06-28-12 which is within the 30
The cumulative effect of this systemic day period for completion per our
problem has resulted in the agency being understanding based on the exit
. . .. interview with the surveyors. The
out of compliance with the Condition of . .
R following will be overseen and
Participation 484.16: Group of monitored by Administrator/DON
Professional Personnel resulting in the or designated alternate.
potential to affect all the patients of the Supervisory Nurses and Case
agenc Management Nurses will be
gency. trained and tasked with
implementation of
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 18 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

157577

X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

ABC HOMECARE LLC

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

138 W CARMEL DR
CARMEL, IN 46032

X3) DATE SURVEY

00 COMPLETED

05/15/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED 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

changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G 151
Professional Advisory Group
consists of MD, owner,
administrator/DON, and
appropriate representation from
other professional disciplines.
Meets 2X a year usually spring
and fall. Last meeting was in
November 2011. Minutes are
kept in agency manual. Minutes
will become more specific as to
subject matter ie. Policies that are
reviewed. 06-27-12
Administrator/DON will initiate a
plan and monitor all patient care.
Will create a quality assurance
program to ID problem areas and
to create a plan of correction.
Will ensure lines of
communication are kept open
between governing body,
professional personnel and staff.
06-27-12 Agency will provide
more specific minutes of
meetings with listings of all
policy/procedures that are
discussed, reviewed, and
approved. 06-27-12
Administrator/DON or designated
alternate will ensure effective
interchange, reporting, and
coordination of care will occur
with all providers of care.
06-27-12
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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 document and GO152 Survey was May 11-15, 2012. 06/27/2012
policy review and interview, the agency E?;llj\:ltasywzirez%asztedTﬁz ||r|13tear:cejt
failed to ensure a group of professional password gi,ven to the agency to
personnel was formed and included allow opening of the survey report
representation from physical therapy, were incorrect. We have written
occupational therapy, and home health gor;::;mset\:?en rgfptr:sseirtg)tr r;rovr:c(i)ed
L. . . y ive w
aide in 1 of 1 agency VS.ll‘[h the potential to made the error. Due to the error
effect all patients of this agency. and the holiday that followed the
correct ID and password were not
Findings include: received until mid-day May 29,
’ 2012. This made accessing the
completed survey impossible until
1. On May 15, 2012, at 1:35 PM, the the afternoon of May 29, 2012.
administrator / director of nursing The deadline for submission of
indicated there was no documentation to the POC was extended to June 7,
d dentifiabl fessional 2012. Our understanding from the
evi .ence an identi .1a © prf) .essmn.a exit interview was we had 10 days
advisory group which participated in the to respond from when the survey
agency review of agency policies, agency was posted and we were able to
development and future planning, and in a;;fcefsdtr;)e ;ﬁsucljtS[ Slr;ce tthlihwas
, . affected by the delay due to the
the agency's a.nm.lal evaluation for the past error that was made and
2 years. She indicated the owner of the extended to June 7, 2012 we
agency maintained the minutes of the believed our 30 days for the
professional advisory group on his home Eompletltotr;] otf t"?‘" th(?rﬁprr.ectlﬁns
egan at that time. This is why
computer and, tbérefore, they were not on some of our completion dates are
hand. The administrator was unable to 06-28-12 which is within the 30
provide evidence polices and procedures day period for completion per our
were reviewed. The administrator }Jr:der.stand};gﬂt:ased on the e)'(ll'th
indicated she had written the document INIerview With the surveyors.  1he
i ) ) following will be overseen and
tltled "PI‘OfeSSIOIlal AdVlSOI'y Boal‘d monitored by Administrator/DON
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Meeting" dated 11/9/11. or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
A. The most recent agency annual trained and tasked with
evaluation presented for review was dated implementation of
4/15/09. changes/corrections when
appropriate and with reporting
dmini ve d and updating the progress of said
B. Two administrative 001.1ments changes/corrections to the
dated 4/16/09 and 11/9/11 and titled Administrator/DON or designated
"Professional Advisory Board Meeting" alternate for tracking and
were presented and reviewed. The monitoring of progress and
d d dth d h completion purposes. G152
ocument evidenced the at.ten a.nce at the Professional Advisory Group
meeting was only the medical director and consists of MD, owner,
the administrator / director of nursing. administrator/DON, and
appropriate representation from
. " . other professional disciplines.
2. T'he undated policy tltle.d Professional Meets 2X a year usually spring
Advisory Board" was provided by the and fall. Last meeting was in
administrator on May 15, 2012, who November 2011. Minutes are
indicated the policy was current, stated, kept in agency manual. Minutes
"Membershi i1l include at least will become more specific as to
er.n' crship wi ‘mc ude at feast one subject matter ie. Policies that are
physician, one registered nurse, and reviewed. 06-27-12 A. Agency
appropriate representation from other annual evaluation will be done
professional disciplines. ... The yearly. Evaluation documentation
fossi | Advi Board will ¢ will be reviewed and approved by
p r(-) essiona VIS.OI'y oar W_l . mee ) PAB. Documentation will be kept
twice a year and will meet additionally if in agency manual. 06/27/2012 B.
needed. Minutes are kept of each meeting Minutes of PAB will be more
and maintained in permanent agency specific. Meetings will have
ds. Functi . Participates in th entire PAB present, if possible.
recor 's. unctions: ... Pa 1(':1pa es in the 06/27/2012
establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
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community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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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 document and GO0153 Survey was May 11-15, 2012. 06/27/2012
policy review and interview, the agency Results were posted on internet
. : late May 24, 2012. The ID and
failed to ensure a group of professional password given to the agency to
personnel was formed that reviewed and allow opening of the survey report
approved the agency‘s policies and were incorrect. We have written
participated in a plan for the annual confirmation of this error provided
.. . by the state representative who
program evaluation in 1 of 1 with the made the error. Due to the error
potential to effect all patients of this and the holiday that followed the
agency. correct ID and password were not
received until mid-day May 29,
Findi include: 2012. This made accessing the
mdings include: completed survey impossible until
the afternoon of May 29, 2012.
1. On May 15, 2012, at 1:35 PM, the The deadline for submission of
administrator / director of nursing the POC was extended to June 7,
di dth d . 2012. Our understanding from the
n '1cate t e.re we.ls no ocumen.tatlon to exit interview was we had 10 days
evidence an identifiable professional to respond from when the survey
advisory group which participated in the was posted and we were able to
agency review of agency policies, agency access the results. Since this was
devel ¢ and fut | . di affected by the delay due to the
evelopment and future p aTmmg, and in error that was made and
the agency's annual evaluation for the past extended to June 7, 2012 we
2 years. She indicated the owner of the believed our 30 days for the
agency maintained the minutes of the completion of all the corrections
fessional advi his h began at that time. This is why
protessional advisory group on his home some of our completion dates are
computer and, therefore, they were not on 06-28-12 which is within the 30
hand. The administrator was unable to day period for completion per our
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provide evidence polices and procedures understanding based on the exit
were reviewed. The administrator |nterV|.ew W,'th the surveyors. The
L. he h . following will be overseen and
indicated she had written the document monitored by Administrator/DON
titled "Professional Advisory Board or designated alternate.
Meeting" dated 11/9/11. Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
A. The most recent agency annual implementation of
evaluation presented for review was dated changes/corrections when
4/15/09. appropriate and with reporting
and updating the progress of said
B. T dmini Ve d changes/corrections to the
- I'wo admunistrative 001-1ments Administrator/DON or designated
dated 4/16/09 and 11/9/11 and titled alternate for tracking and
"Professional Advisory Board Meeting" monitoring of progress and
were presented and reviewed. The completion purposes. G153
d d dth d h Professional Advisory Group
ocul.nent evidenced the at.ten a.nce at the consists of MD, owner,
meeting was only the medical director and administrator/DON, and
the administrator / director of nursing. appropriate representation from
other professional disciplines.
. . . Meets 2X a year usually spring
"
2. The undated policy tltle.d Professional and fall. Last meeting was in
Advisory Board" was provided by the November 2011. Minutes are
administrator on May 15, 2012, who kept in agency manual. Minutes
indicated the policy was current, stated, will become more specific as to
"Membershi 11 include at least subject matter ie. Policies that are
embersiip will incluce at feast one reviewed. 06-27-12 1 Agency
physician, one registered nurse, and policies and procedures will be
appropriate representation from other reviewed by PAB yearly including
professional disciplines. ... The der:-(t:y annual program reweyl\;.
. . . uality assurance program wi
professional Advisory Board will meet Aty prog
i ) o ) identify an area/ areas of needed
twice a year and will meet additionally if growth/improvement and will
needed. Minutes are kept of each meeting develop plan of action with
and maintained in permanent agency measurable goals with review to
. . . . be done every 6 months
records. Functions: ... Participates in the . .
] : 06-27-12 Agency will provide
establishment and annual review of more specific minutes of
policies covering the scope of services meetings with listings of all P/P
offered, admission and discharge policies, that are discussed reviewed, and
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medical supervision, plans of care, approved. 06-27-12 a. Agency
emergency care, clinical records, annual evaluation will be done
1 lificati d yearly. Evaluation documentation
personnel qualifications, and program will be reviewed and approved by
evaluation. Assist in identification of PAB. Documentation will be kept
community health needs and supports the in agency manual. 06/27/2012 b.
agency in assuming its role in the Profgsswnal Advisory Group
leviati luti forobl consists of MD, owner,
a e'Vlajuon or re'so ution of problems. administrator/DON, and
Periodically reviews the agency's appropriate representation from
programs and recommends needed other professional disciplines.
changes. ... The professional advisory Meets 2X a year ugually spring
board will functi th b and fall. Last meeting was in
oar .Wl nction Wllt twc.) Sub - November 2011. Minutes are
committees: A. Audit Review kept in agency manual. Minutes
Committee B. Quality Assurance will become more specific as to
Committee." subject matter ie. Policies that are
reviewed. 06-27-122 2. Policy
] ) “Professional Advisory Board” will
3. The undated policy titled "Annual be dated. 06/27/2012 3. Policy
Program Evaluation" was provided by the “Annual Program Evaluation” will
administrator on May 15, 2012, who be dated. 06/27/2012
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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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 agency administrative document GO154 Survey was May 11-15, 2012. 06/27/2012
. . . : Results were posted on internet
and pollc}f review and interview, the late May 24, 2012, The ID and
agency failed to ensure there was a password given to the agency to
specific group of professional personnel allow opening of the survey report
committed to participate in an ongoing were incorrect. We have written
evaluation of the agency's program and confirmation of this error provided
L. . . . by the state representative who
assist in maintaining liaison with other made the error. Due to the error
health care providers in the community and the holiday that followed the
and in the agency's community correct ID and password were not
information program in 1 of 1 agency received .unt|| mid-day ng 29,
. . . 2012. This made accessing the
with the potential to effect all patients of completed survey impossible untl
the agency. the afternoon of May 29, 2012.
The deadline for submission of
Findings include: the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
1. On May 15, 2012, at 1:35 PM, the to respond from when the survey
administrator / director of nursing was posted and we were able to
indicated there was no documentation to access the results. Since this was
. . . . affected by the delay due to the
evidence an identifiable professional error that was made and
advisory group which participated in the extended to June 7, 2012 we
agency review of agency policies, agency believed our 30 days for the
development and future planning, and in completion of all the corrections
, . began at that time. This is why
the agency's annual evaluation for the past some of our completion dates are
2 years. She indicated the owner of the 06-28-12 which is within the 30
agency maintained the minutes of the day period for completion per our
professional advisory group on his home understanding based on the exit
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computer and, therefore, they were not on interview with the surveyors. The
hand. The administrator was unable to f°”°\,N'n9 will be overseen and
. . i monitored by Administrator/DON
provide evidence polices and procedures or designated alternate.
were reviewed. The administrator Supervisory Nurses and Case
indicated she had written the document Management Nurses will be
titled "Professional Advisory Board Fralned and t.asked with
Meetine" dated 11/9/11 implementation of
eeting” date : changes/corrections when
appropriate and with reporting
A. The most recent agency annual and updating the progress of said
evaluation presented for review was dated chan.gclas/ corrections to thg
4/15/09 Administrator/DON or designated
) alternate for tracking and
monitoring of progress and
B. Two administrative documents completion purposes. G 154 1.
dated 4/16/09 and 11/9/11 and titled Pfofe,sts'°f;al\'ﬂgdv's°fy Group
" . . o consists 0 , owner,
Professional Adv1sory.Board Meeting administrator/DON, and
were presented and reviewed. The appropriate representation from
document evidenced the attendance at the other professional disciplines.
meeting was only the medical director and Meets 2X a year usually spring
the administrator / direct £ . and fall. Last meeting was in
e administrator / director of nursing. November 2011. Minutes are
kept in agency manual. Minutes
2. The undated policy titled "Professional will become more specific as to
Advisory Board" was provided by the subject matter ie. Policies that are
dministrat Mav 15. 2012. wh reviewed. 06-27-12 A. Agency
? rr}mm rator on. ay 19, » Who will do annual agency
indicated the policy was current, stated, evaluations. 06/27/12 B.
"Membership will include at least one Professional Advisory Group
physician, one registered nurse, and consists of MD, owner,
. . administrator/DON, and
appropriate representation from other . .
) T appropriate representation from
professional disciplines. ... The other professional disciplines.
professional Advisory Board will meet Meets 2X a year usually spring
twice a year and will meet additionally if and fall. Last meeting was in
. . November 2011. Minutes are
needed. Minutes are kept of each meeting : .
. ) kept in agency manual. Minutes
and maintained in permanent agency will become more specific as to
records. Functions: ... Participates in the subject matter ie. Policies that are
establishment and annual review of reviewed. 06-27-12 2. Policy will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 27 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
A\, BUILDING
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X3)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
policies covering the scope of services be dated — minutes must be more
offered, admission and discharge policies, specific. 06/27/12 Policy will be
dical .. 1 ¢ dated - Agency policies and
medical Ssupervision, plans ol care, procedures will be reviewed by
emergency care, clinical records, PAB yearly including agency
personnel qualifications, and program annual program review. Quality
evaluation. Assist in identification of assurance program will identify
v health ds and h an area/ areas of needed
commur.llty ca t. née S an. supports the growth/improvement and will
agency in assuming its role in the develop plan of action with
alleviation or resolution of problems. measurable goals with review to
Periodically reviews the agency's be done Q6months 06-27-12
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."
3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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late May 24, 2012. The ID and
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G0155 484.16(a)
ADVISORY AND EVALUATION FUNCTION
The group of professional personnel's
meetings are documented by dated minutes.
Based on agency administrative document GO155 Survey was May 11-15, 2012. 06/27/2012

agency.

Findings include:

Meeting" dated 11/9/11.

professional personnel's meetings were
documented by dated minutes in 1 of 1

1. On May 15, 2012, at 1:35 PM, the
administrator / director of nursing
indicated there was no documentation to
evidence an identifiable professional
advisory group which participated in the
agency review of agency policies, agency
development and future planning, and in
the agency's annual evaluation for the past
2 years. She indicated the owner of the
agency maintained the minutes of the
professional advisory group on his home
computer and, therefore, they were not on
hand. The administrator was unable to
provide evidence polices and procedures
were reviewed. The administrator
indicated she had written the document
titled "Professional Advisory Board

A. The most recent agency annual
evaluation presented for review was dated

password given to the agency to
allow opening of the survey report
were incorrect. We have written
confirmation of this error provided
by the state representative who
made the error. Due to the error
and the holiday that followed the
correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
to respond from when the survey
was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
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4/15/09. trained and tasked with
implementation of
dmini Ve d changes/corrections when
B. Two administrative documents appropriate and with reporting
dated 4/16/09 and 11/9/11 and titled and updating the progress of said
"Professional Advisory Board Meeting" changes/corrections to the
were presented and reviewed. The Adm|n|strator/DON or designated
4 d dth d h alternate for tracking and
ocu@ent evidenced the at'ten a'nce at the monitoring of progress and
meeting was only the medical director and completion purposes. G155
the administrator / director of nursing. Professional Advisory Group
consists of MD, owner,
. " . administrator/DON, and
2. T-he undated policy t1tleF1 Professional appropriate representation from
Advisory Board" was provided by the other professional disciplines.
administrator on May 15, 2012, who Meets 2X a year usually spring
indicated the policy was current, stated, and fall. Last meeting was in
"Membershin will include at least November 2011. Minutes are
ellnl ership wi .1nc ude at feast one kept in agency manual. Minutes
physician, one registered nurse, and will become more specific as to
appropriate representation from other subject matter ie. Policies that are
professional disciplines. ... The reviewed. 06-27-121.
fessional Advi Board will ¢ Professional Advisory Group
pro. essiona VlS.OI'y oar w.1 ' mee . consists of MD, owner,
twice a year and will meet additionally if administrator/DON, and
needed. Minutes are kept of each meeting appropriate representation from
and maintained in permanent agency other professional d|30|p||ne§.
ds. Functi . Participates in th Meets 2X a year usually spring
recor .s. unctions: ... Par 1?1pa es in the and fall. Last meeting was in
establishment and annual review of November 2011. Minutes are
policies covering the scope of services kept in agency manual. Minutes
offered, admission and discharge policies, will become more specific as to
medical ision. olans of car subject matter ie. Policies that are
cdical SUpervis 0. ,'p ans ot care, reviewed. 06-27-12 a. Agency
emergency care, clinical records, will do annual agency
personnel qualifications, and program evaluations. b. Professional
evaluation. Assist in identification of Advisory Group consists of MD,
. owner, administrator/DON, and
community health needs and supports the . .
. o ] appropriate representation from
agency in assuming its role in the other professional disciplines.
alleviation or resolution of problems. Meets 2X a year usually spring
Periodically reviews the agency's and fall. Last meeting was in
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programs and recommends needed November 2011. Minutes are
changes. ... The professional advisory kept in agency manual. Minutes
11 . th b will become more specific as to
board will function with two sub - subject matter ie. Policies that are
committees: A. Audit Review reviewed. 06-27-12 2.
Committee B. Quality Assurance Professional Advisory Group
Committee." consists of MD, owner,
’ administrator/DON, and
) ) appropriate representation from
3. The undated policy titled "Annual other professional disciplines.
Program Evaluation" was provided by the Meets 2X a year usually spring
administrator on May 15, 2012, who and fall. Last meetlpg was in
indi dth i d November 2011. Minutes are
1n 1c-ate the policy was cu.rrent, stated, kept in agency manual. Minutes
"Policy and Procedure Review: The will become more specific as to
administrator shall meet with the subject matter ie. Policies that are
Professional Advisory Board to review reviewed. 06-27-12 Policy will be
tient d administrati dated - Agency policies and
age.n(.:y patient care and adminis r.a ve procedures will be reviewed by
policies and procedures. The review shall PAB yearly including agency
be documented in the administrative annual program review. Quality
manual. Recommendations shall be assurance program will identify
ized f tation to the Board an areal/areas of needed
sum@arlze or presentation to the Boar growth/improvement and wil
of Directors." develop plan of action with
measurable goals with review to
be done Q6months 06-27-12
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patients. (#1, 3, 5, and 8)

Findings:

fall precautions.

was not a fall hazard.

Based on clinical record review,
observation, policy review, and interview,
the agency failed to ensure visits and
treatments were provided as ordered on
the plan of care (POC) for 4 of 10 patients
with the potential to affect all the agency's

1. On 5-9-12 at 9 AM, patient #1 was
observed in a bed with side rails down.
The POC for the certification period
3-18-12 to 5-16-12 identified seizure and

A. The undated policy titled
"SEIZURE HEALTH MANAGEMENT
PLAN" states, "Nursing Interventions:...
3. Provide safe environment: bed low
position, pad rails, remove clutter, and
protective head gear if needed.”

B. On 5-9-12 at 9:20 AM, employee
B, home health aide, indicated the side
rails were not used because the patient
doesn't move unless they move him and it

Results were posted on internet
late May 24, 2012. The ID and
password given to the agency to
allow opening of the survey report
were incorrect. We have written
confirmation of this error provided
by the state representative who
made the error. Due to the error
and the holiday that followed the
correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
to respond from when the survey
was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
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ACCEPTANCE OF PATIENTS, POC, MED

SUPER

Care follows a written plan of care

established and periodically reviewed by a

doctor of medicine, osteopathy, or podiatric

medicine.

GO158 Survey was May 11-15, 2012. 06/28/2012
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or designated alternate.
2. On 5-10-12 at 12:15 PM, employee I, Supervisory Nurses anq Case
. . Management Nurses will be
home health aide, was observed applying trained and tasked with
TED hose to patient #3. The POC for the implementation of
certification period 3-28-12 to 5-26-12 changeg,/correctiops when .
failed to evidence an order for TED hose. appropnatg, and with reporting .
and updating the progress of said
changes/corrections to the
3. Clinical Record #5 contained "Home Administrator/DON or designated
Health Aide Report(s)" dated March 3, alternate for tracking and
11-22, 24, 25, 27-29, and 31; April 1-6, monlt;)rtlpg of progress ???1(158 ™
) completion purposes. e
?'1 l’_ and 15'39’ and May 1-5, 2012, administrator/DON or designated
identified the aide performed range of alternate will closely monitor
motion exercises. The plans of care for frequency changes and ensure
the certification periods 2-16-12 to o/:ders are wrtlt:len. 0&';5'1; 1. .
. gency must have orders to
4-15-12 and 4-16-12 to 6-14-12 failed to cover visits and should be written
evidence an order for range of motion. before visit is made. 06-15-12
3 Agency must have MD orders
A. The undated "Aide Care Plan" to .c;,tove[)v:csns a.nc.it ghoulc; be
. . . written before visit is made.
falléd to evidence the aide had be.en 06-15-12 G158
assigned to perform range of motion. Administrator/DON or designated
alternate will ensure staff follows
B. The "Homemaker Report's" dated gé)/gg?zsoi;efteg by MD. o wil
. . Seizure policy wi
March 5, 8, 12, 14.,19, a.md 21 and April 9, be signed. a. With total
18, and 25, 2012, identified the assessment, high risk issues
homemaker performed dressing should be correctly identified and
assistance. The plans of care for the fdgretssfd- tAppropriatefaftions
certification periods 2-16-12 to 4-15-12 0 be taken fo ensure sarety. 1 a
) ) client is determined to not need a
al’ld 4'16—12 to 6—14—12 falled to eVldence Certain safety factor, Order must
an order for dressing assistance. be written and to be well
documented in case
C. The undated "Homemaker management. 06-28-12 b. With
) ] ) total assessment, high risk issues
Assignment Sheet" failed to evidence the should be correctly identified and
homemaker had been assigned to assist in addressed. Appropriate actions
dressing. to be taken to ensure safety. If a
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client is determined to not need a
certain safety factor, order must
be written and to be well
documented in case
management. 06-28-12 2. POC
must be complete and cover all
treatments. New treatments will
be covered by orders. 06-28-12
3. Reeducate all HH Aides on
following care plans. HH Aides to
chart according to care plans.
06-28-12 a. Undated care plan
was newly copied — not due yet —
dated copy under new one.
06-28-12 b. Reeducate
homemaker’s on allowable duties
— to chart according to care plan.
06-28-12 Reeducate
homemaker’s on allowable duties
— to chart according to care plan.
06-28-12
4. Clinical record # 8 evidenced a plan of
care for the certification periods 2/2/12
through 4/1/12 and 4/2/12 through
5/31/12 with orders for skilled nurse
every other week for 9 weeks "or as
ordered." The clinical record evidenced
the last 3 skilled nurse visits were made
by employee H on March 29, April 12,
and May 3, 2012. The clinical record
failed to evidence a physician order to
change the frequency of the skilled nurse
visits.
5. On May 15, 2012, at 4 PM, employee
H indicated she was the only nurse to
make home visits to this patient's home
and had not made a visit between April 12
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and May 3, 2012.
6. On May 15, 2012, at 4:04 PM,
employee E indicated she did not have
any documentation to evidence a change
in the frequency of the skilled nurse
visits.
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G0159 484 .18(a)
PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
Based on clinical record review’ GO0159 Survey was May 11-15, 2012. 06/28/2012
observation, and interview, the agency Results were posted on internet
. late May 24, 2012. The ID and
failed to ensure that TED hose were password given to the agency to
included on the plan of care for 1 of 10 allow opening of the survey report
records reviewed with the potential to were incorrect. We have written
affect all the agency's patients. (#3) confirmation of this error_’ provided
by the state representative who
made the error. Due to the error
Findings: and the holiday that followed the
correct ID and password were not
1. On 5-10-12 at 11:45 AM, patient #3 ;%"162"’??1 i‘;”;'af;‘;d;iiyes'\g%ztﬁé
was observed wearing TED hose. The completed survey impossible until
plan of care for the certification period the afternoon of May 29, 2012.
3-28-12 to 5-26-12 failed to evidence the The deadline for submission of
patient wore TED hose. the POC was extende_d to June 7,
2012. Our understanding from the
exit interview was we had 10 days
2. On 5-11-12 at 1:25 PM, the alternate to respond from when the survey
administrator indicated she was unable to was posted and we were able to
locate any other documentation regarding access the results. Since this was
affected by the delay due to the
the TED hose. error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
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06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G159
Administrator/DON or designated
alternate will review all POC with
assessment nurse to ensure all
issues are addressed. 06/28/2012
1. POC & HH Aide care plans
will be reviewed Q60 days and
will be updated as determined.
06-28-12 Changes will be noted
with orders and clearly addressed
in case management. 06-28-12
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G0165 484.18(c)
CONFORMANCE WITH PHYSICIAN
ORDERS
Drugs and treatments are administered by
agency staff only as ordered by the physician.
Based on clinical record review’ G0165 Survey was May 11-15, 2012. 06/28/2012
observation, and interview, the agency Results were posted on internet
. late May 24, 2012. The ID and
failed to ensure treatments were password given to the agency to
administered as ordered by the physician allow opening of the survey report
for 1 of 10 clinical records reviewed. (# 9) were incorrect. We have written
confirmation of this error provided
.. . by the state representative who
Findings include: made the error. Due to the error
and the holiday that followed the
1. Clinical record # 9, start of care correct ID and password were not
1/3/07, included a physician order dated received until mid-day May 29,
. 2012. This made accessing the
4/17/12 written by employee G that completed survey impossible until
stated, "Clarification of cecostomy order. the afternoon of May 29, 2012.
Clamp tube at night. Leave to drain bag The deadline for submission of
during day. ... Continue to flush the POC was extended to June 7,
" 2012. Our understanding from the
cecostomy QD [every day]. exit interview was we had 10 days
to respond from when the survey
2. During a home visit on 5/14/12 at 1:30 was posted and we were able to
PM, patient # 9 presented without a access the results. Since this was
. .. affected by the delay due to the
drainage bag. Employee G indicated the error that was made and
patient was not receiving a daily flush. extended to June 7, 2012 we
believed our 30 days for the
3. On May 15, 2012, at 4:10 PM, the completion of all the corrections
.. .- .. began at that time. This is why
administrator indicated the clinical record some of our completion dates are
failed to evidence an order to discontinue 06-28-12 which is within the 30
the daily flush. day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
or designated alternate.
Supervisory Nurses and Case
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Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G165
Administrator/DON or designated
alternate will ensure all orders will
be up to date, so staff in field will
be able to provide care as
ordered. 06/28/2012 1. Field
nurses will be reeducated on how
to update office with order
changes. le. Phone calls, faxes,
etc. 06-28-12 2. Field nurses will
be reeducated on how to update
office with order changes. le.
Phone calls, faxes, etc. 06-28-12
Field nurses will be reeducated
on how to update office with order
changes. le. Phone calls, faxes,
etc. 06-28-12
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G0172 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse regularly re-evaluates
the patients nursing needs.
Based on clinical record review and GO0172 Survey was May 11-15, 2012. 06/28/2012
. . . Results were posted on internet
olicy review, the agency failed to ensure
ph v > the agency late May 24, 2012. The ID and
t e.reglstered nurse reevaluate.d the password given to the agency to
patient's needs by the completion of a allow opening of the survey report
comprehensive assessment within 48 were incorrect. We have written
hours of the patients return home from a gormrminton of this ertrotr prov':ded
) . y the state representative who
hospltal admlss%on for 1 of 4 records made the error. Due to the error
reviewed of patients that had been and the holiday that followed the
hospitalized with the potential to affect all correct ID and password were not
the agency's patients who are hospitalized. received .unt|| mid-day ng 29,
. This made accessing the
4 2012. Th d g th
(#2) completed survey impossible until
the afternoon of May 29, 2012.
Findings: The deadline for submission of
the POC was extended to June 7,
.. . . 2012. Our understanding from the
1. Chmcal recorfi #2 identified .the exit interview was we had 10 days
patient was hospitalized on April 29, to respond from when the survey
2012, and returned home on May 1, 2012. was posted and we were able to
The record evidenced a resumption of access the results. Since this was
hensi dated affected by the delay due to the
care comp.re enmvg assessmen.t at?, error that was made and
5-4-12 which contained only vital signs, extended to June 7, 2012 we
signature of the nurse, and date. believed our 30 days for the
completion of all the corrections
. . began at that time. This is why
"
2. The undat-ed policy titled "Follow-up some of our completion dates are
comprehensive assessment and OASIS 06-28-12 which is within the 30
data collection" states, "Resumption of day period for completion per our
care After discharge from an inpatient yr:der.stand}tr;]gtsased on the e)'(llth
facility for 24 hours or more for any Interview with the surveyors. ©
) ) ) following will be overseen and
reason other than diagnostic testing when monitored by Administrator/DON
the patient is resumed for care by the or designated alternate.
agency." Supervisory Nurses and Case
Management Nurses will be
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 40 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
\. BUILDING
157577 L WING 05/15/2012
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX CAEACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G172
Administrator/DON or designated
alternate will create a policy
regarding completion of
documentation. 06/28/2012
Skilled notes are completed and
turned in Q Monday. Policy will be
created for timeliness of OASIS.
06-28-12 1. Skilled notes are
completed and turned in Q
Monday. Policy will be created
for timeliness of OASIS. 06-28-12
Skilled notes are completed and
turned in Q Monday. Policy will
be created for timeliness of
OASIS. 06-28-12
3. On May 15, 2012, at 4:28 PM,
employee H indicated she had not
documented the visit she made on May 4,
2012, and presented a document titled
"Comprehensive Adult Nursing
Assessment" dated "5/10/10" that
included only the patient's name, the vital
signs, and the signature of the registered
nurse, employee H. The administrator /
director of nursing indicated the agency
did not have an agency policy regarding
when the staff were expected to document
and complete visit notes.
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G0175 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse initiates appropriate
preventative and rehabilitative nursing
procedures.
Based on clinical record review’ GO0175 Survey was May 11-15, 2012. 06/28/2012
observation, and interview, the agency Results were posted on internet
. . late May 24, 2012. The ID and
failed to ensure the registered nurse made password given to the agency to
arrangements for fixing broken equipment allow opening of the survey report
and obtaining the right equipment for 2 of were incorrect. We have written
10 records reviewed with the potential to confirmation of this error provided
£ 1lth , tients. (#1. 3 by the state representative who
alfecta e agency's patients. (#1, 3) made the error. Due to the error
and the holiday that followed the
Findings: correct ID and password were not
received until mid-day May 29,
. 2012. This made accessing the
1. On5-10-12 aF 9:35 AM’ patl.ent #1 completed survey impossible until
was observed being physically lifted and the afternoon of May 29, 2012.
placed into wheelchair by home health The deadline for submission of
aide, employee B. The plan of care (POC) the POC was extended to June 7,
d the aid lan for th ficati 2012. Our understanding from the
an .t e aide care plan for t e.certl ication exit interview was we had 10 days
period 3-18-12 to 5-16-12 evidenced the to respond from when the survey
use of a Hoyer. was posted and we were able to
access the results. Since this was
. affected by the delay due to the
Qn 5-10-12 at 8.59. AM, the home health error that was made and
aide, employee B, indicated the Hoyer extended to June 7, 2012 we
was in the garage and not being used believed our 30 days for the
because it is too large for the patient. completion of all the corrections
began at that time. This is why
) some of our completion dates are
2.0n 5-10-12 at 11:45 AM, patient #3 06-28-12 which is within the 30
indicated her walker had a seat that was day period for completion per our
broken and also had brakes that did not }Jr:der.stand};gﬂt:ased on the e)'(ll'th
work. The POC and the aide care plan for i SVISWWIEh e surveyors.  The
] ] ] following will be overseen and
certification period 3-28-12 to 5-26-12 monitored by Administrator/DON
evidenced the use of a walker. or designated alternate.
Supervisory Nurses and Case
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Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G175
Administrator/DON or designated
alternate will ensure clients have
appropriate and safe equipment.
06/28/2012 1. Supervisory nurse
to monitor equipment in home.
To document in case
management the addition or
deletion of equipment. To update
care plans as necessary.
06-28-12 Skilled nurse needs to
document in case management
steps that have been taken to
repair equipment, who is
responsible for the repair, and
who is responsible for payment of
repair. 06-28-12
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G0176 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse prepares clinical and
progress notes, coordinates services, informs
the physician and other personnel of changes
in the patient's condition and needs.
Based on clinical record and pohcy GO0176 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
review and interview, the agency failed to
N geney. late May 24, 2012. The ID and
ensure the registered nurse coordinated password given to the agency to
care with other entities that provided allow opening of the survey report
services in 2 (# 9 and 10) of 2 clinical were incorrect. We have written
records reviewed of patients identified as confirmation of this error provided
. . f h .. by the state representative who
recelving services from other entities. made the error. Due to the error
and the holiday that followed the
Findings include: correct ID and password were not
received until mid-day May 29,
.. 2012. This made accessing the
L. Chm.cal. record # 9, st.art of Ca¥e completed survey impossible until
1/3/07, indicated the patient required 24 the afternoon of May 29, 2012.
hour care. The clinical record failed to The deadline for submission of
include any coordination of care with the the POC was extended to June 7,
h . i 2012. Our understanding from the
other agencies providing care. exit interview was we had 10 days
to respond from when the survey
During a home visit on 5/14/12 at was posted and we were able to
1:30 PM, the caregiver and employees F access the results. Since this was
dG & d additional d affected by the delay due to the
an ( confirme a. 1tiona carc? an error that was made and
services were provided by multiple care extended to June 7, 2012 we
providers. believed our 30 days for the
completion of all the corrections
.. began at that time. This is why
2. Chm.cal.record # 10, §taﬂ ofc-are some of our completion dates are
2/8/11, indicated the patient required 24 06-28-12 which is within the 30
hour care and had a baclofen pump. The day period for completion per our
clinical record failed to include any understanding based on the exit
.. . interview with the surveyors. The
coordination of care with the other ) .
) o following will be overseen and
agencies providing care. monitored by Administrator/DON
or designated alternate.
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During a home visit on 5/14/12 at Supervisory Nurses and Case
1:30 PM, the caregiver indicated the Mgnagement Nurses.wnl be
. trained and tasked with
patient's baclofen pump was cared for and implementation of
filled within the previous 2 weeks by changes/corrections when
another home health agency. appropriate and with reporting
and updating the progress of said
changes/corrections to the
3. On May 15, 2012 at 4:10 PM, the Administrator/DON or designated
administrator indicated clinical records 9 alternate for tracking and
and 10 failed to evidence coordination of monitoring of progress and
care with the multiple care providers in °°m9"?t'°“ purposes. G1_76
h . h She indi dth Administrator/DON or designated
the pa.tlen.ts ome. ¢ ndicated the alternate will ensure coordination
coordination of care was to be of care. 06/27/2012
documented within the case conference Administrator/DON or designated
notes alternate will ensure effective
interchange, reporting, and
] ] coordination of care will occur
4. The undated policy titled "Case with all providers of care.
Management / Coordination of Services" 06-27-12 1. Agency will
stated, "All personnel providing services designate a common area in
1 ntain liai 4 that thei clients chart to document all
will main am' iaisons to flssure at their providers of care with phone
efforts effectively compliment each other number and contact person if
and support the objective outlined in the possible. 06-27-12 2. Agency will
plan of treatment. At least every sixty designate a common area in
d d tati hould b dei clients chart to document al
ays -o.cumen ation should be made in providers of care with phone
the clinical record to reflect that an number and contact person if
exchange for coordinated patient possible. 06-27-12 3. Agency will
evaluation has been carried out." determine a common area in
clients chart to document all
providers. 06-27-12 4. Agency
will document more clearly Q60
day’s coordination of care with all
providers. 06-27-12
Supervisory nurses to document
that coordination of care is done
Q60 days, in case management
as well as case conference.
06-27-12
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G0215 484.36(b)(2)(iii)
COMPETENCY EVALUATION &
IN-SERVICE TRAI
The home health aide must receive at least
12 hours of in-service training during each 12
month period. The in-service training may be
furnished while the aide is furnishing care to
the patient.
Based on personnel record review and G0215 The foIIowing will be overseen 06/15/2012
interview, the registered nurse failed to and monitored by ,
. . Administrator/DON or designated
ensure home health aides received at least alternate. Supervisory Nurses
& hours of in-service training in the and Case Management Nurses
required subject areas and a total of 12 will be trained and tasked with
hours during the 2011 calendar year for 1 implementation 9f
Sy . changes/corrections when
of 4 home health aide inservice files appropriate and with reporting
reviewed (A). and updating the progress of said
changes/corrections to the
The findings include: Administrator/DON or designated
alternate for tracking and
monitoring of progress and
1. Personnel file A, date of hire 2/1/07, completion purposes. G215
failed to evidence the required inservice Administrator/DON or designated
for the home health aide. The file alternate will ensure HH Aides will
evidenced one post test dated 11/12/11 :?Czll\ll T_Iap;rgg Ziiglyy:zrzllgzsv;/ill
and titled "Skin Care." be reviewed. Outstanding
in-services will be completed. A
2. On May 10’ 201’2 at 3:38 PM, the “tickler” file will be implemented to
.. .- allow better tracking. 06-15-12 All
administrator indicated she could not HH aide employee files will be
provide documentation to evidence reviewed. Outstanding
employee A received required inservice in-services will be completed. A
during the year 2011. “Tickler” file will be implemented
to allow better tracking. 06-15-12
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G0229 484.36(d)(2)
SUPERVISION
The registered nurse (or another professional
described in paragraph (d)(1) of this section)
must make an on-site visit to the patient's
home no less frequently than every 2 weeks.
Based on clinical record review and G0229 Survey was May 11-15, 2012. 06/27/2012
. . . Results were posted on internet
1nterv1c?w, the agency failed to ens1.1re that late May 24, 2012, The ID and
the registered nurse made a supervisory password given to the agency to
visit every two weeks for 2 of 9 records allow opening of the survey report
reviewed of patients with skilled and were incorrect. We have written
home health aide services with the confirmation of this error provided
. , by the state representative who
potential to affect all the agency's made the error. Due to the error
patients. (#3 and 8) and the holiday that followed the
correct ID and password were not
Findings: received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
1. On 5-11-12 at 11:50 AM, clinical the afternoon of May 29, 2012.
record #3 included a plan of care for The deadline for submission of
certification period 3-28-12 to 5-26-12 the POC was extended to June 7,
. . . 2012. Our understanding from the
with orders for home health aide services. exit interview was we had 10 days
The record evidenced supervisory visits to respond from when the survey
were made on 4-2-12 and 4-30-12. was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
or designated alternate.
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Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G229
Administrator/DON or designated
alternate will monitor frequency of
skilled visits by completing chart
audits Q 2wks X 2 then Q 60
days. 06-27-12
Administrator/DON or designated
alternate will develop flow chart
for monitoring supervisory visits.
All case managers will utilize to
ensure Supervisory visits are
timely. 06-27-12 SN’s will do a
supervisory visit note each SN
visit. Primary nurse will update
flow sheet weekly noting last
skilled visit and when the next
one is due. The
Administrator/DON or designated
alternate will review monthly.
06-27-12
2. Clinical record # 8 evidenced a plan of
care for the certification periods 2/2/12
through 4/1/12 and 4/2/12 through
5/31/12 with orders for home health aide
1 - 3 times per week for 9 weeks and a
skilled nurse every other week for 9
weeks "or as ordered." The clinical
record evidenced home health aide visits
were made by employee K on April 2, 4,
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6,9,11, 13, 16, 18, 20, 23, 25, 27, and 30
and May 3 and 4, 2012. The clinical
record failed to evidence the aide was
supervised after March 29, 2012.

3. On May 15, 2012, at 4 PM, employee
H indicated she was the only nurse to
make home visits to this patient's home
and had not made a visit between April
12, and May 3, 2012.

4. On May 15, 2012, at 4:04 PM,
employee E was observed looking
through the office for evidence of any
supervision of the home health aide
services provided to patient # 8§ after
March 29, 2012. She indicated she could
not find any evidence the aide was
supervised after March 29, 2012.
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to affect all patient records.

Findings:

assessment was completed.

review and interview, the agency failed to
ensure the agency maintained a current
and complete clinical record for 1 of 10
records reviewed (#2) with the potential

1. Clinical record #2 identified the
patient was hospitalized on April 29,
2012, and returned home on May 1, 2012.
The record failed to evidence a
resumption of care comprehensive

2. The undated policy titled "Follow-up
comprehensive assessment and OASIS
data collection" states, "Resumption of
care After discharge from an inpatient
facility for 24 hours or more for any
reason other than diagnostic testing when
the patient is resumed for care by the

Results were posted on internet
late May 24, 2012. The ID and
password given to the agency to
allow opening of the survey report
were incorrect. We have written
confirmation of this error provided
by the state representative who
made the error. Due to the error
and the holiday that followed the
correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
to respond from when the survey
was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
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G0236 484 .48
CLINICAL RECORDS
A clinical record containing pertinent past and
current findings in accordance with accepted
professional standards is maintained for
every patient receiving home health services.
In addition to the plan of care, the record
contains appropriate identifying information;
name of physician; drug, dietary, treatment,
and activity orders; signed and dated clinical
and progress notes; copies of summary
reports sent to the attending physician; and a
discharge summary.
Based on clinical record and po]lcy G0236 Survey was May 11-15, 2012. 06/27/2012
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agency." 06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
3. OnMay 15, 2012, at 4:28 PM, interview withgthe surveyors. The
employee H indicated she had not following will be overseen and
documented the visit she made on May 4, monitored by Administrator/DON
2012, and presented a document titled or des'?“ated altemate.
" . . Supervisory Nurses and Case
Comprehensive Adult Nursing Management Nurses will be
Assessment" dated "5/10/10" that trained and tasked with
included only the patient's name and vital implementation of
signs and the signature of the registered change§/ correctlops when .
.. appropriate and with reporting
nurse, employee H. The administrator / and updating the progress of said
director of nursing indicated the agency changes/corrections to the
did not have an agency policy regarding Administrator/DON or designated
when the staff were expected to document alterpatg for tracking and
.. monitoring of progress and
and complete visit notes. completion purposes. G236
Skilled nurse who does Oasis will
complete form within 48hrs of
visit. 06-27-12 Skilled nurse will
copy front page of each
completed Oasis form brought
into the office. The copy of the
front page will go to the DON so
tracking of the timely completion
of the Oasis can be monitored.
06-27-12 The skilled nurse will
sign each copy that is made of
the front sheet prior to submitting
it to the DON to acknowledge
ownership of the form. 06-27-12
The original completed Oasis
form is to be submitted to the
Oasis data entry coordinator or
designated alternate so the Oasis
data can be input into the Haven
system within 7 days of its
completion and transmitted to the
state within 30 days. 06-27-12
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G0242 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
Based on administrative document and G0242 Survey was May 11-15, 2012. 06/27/2012
policy review and interview, it was Results were posted on internet
determined the agency failed to ensure a late May 24, 2012. The ID and
plan was in place for the ongoing annual password given to the agency to
evaluation of the agency's total program allow opening of the survey
by the professional advisory group (See G report were incorrect. We have
243 and G 244), failed to ensure a plan written confirmation of this
was in place for the ongoing annual error provided by the state
evaluation that assesses the extent to representative who made the
which the agency‘s program is error. Due to the error and the
appropriate, adequate, effective and holiday that followed the
efficient (See G 245), failed to ensure a correct ID and password were
plan was in place for the ongoing annual not received until mid-day May
evaluation that identified issues that could 29, 2012. This made accessing
be reported and acted upon by those the completed survey impossible
responsible for the operation of the until the afternoon of May 29,
agency (See G 246), failed to ensure any 2012. The deadline for
tasks completed for the evaluation of the submission of the POC was
agency's total program were maintained as extended fo June 7, 2012. Our
administrative records, (See G 247), understanding from the exit
failed to ensure a plan was in place for the interview was we had 10 days fo
ongoing annual evaluation that assessed respond from when the survey
the policies and administrative practices was posted and we were able fo
of the agency to determine the extent to access fhe results. Since this
. . . ted by the delay d
which the promote patient care that is was affected by the delay due
. . to the error that was made and
appropriate, adequate, effective and
. . extended to June 7, 2012 we
efficient (See G 248), and failed to ensure
. . believed our 30 days for the
a plan was in place for collection of Y
. .. . completion of all the
pertinent data to assist in evaluation (See
G 249) corrections began at that time.
' This is why some of our
completion dates are 06-28-12
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The cumulative effect of these systemic
problems has resulted in the agency being
out of compliance with the Condition of
Participation 484.52: Evaluation of the
Agency's Program resulting in the
potential to affect all the patients of the
agency.

which is within the 30 day
period for completion per our
understanding based on the exit

interview with the surveyors.

The following will be overseen
and monitored by
Administrator/DON or
designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of
said changes/corrections to the
Administrator/DON or
designated alternate for
tracking and monitoring of
progress and completion

purposes.

G242 Professional Advisory
Group consists of MD, owner,
administrator/DON, and
appropriate representation from
other professional disciplines.
Meets 2X a year usually spring
and fall. Last meeting was in
November 2011. Minutes are
kept in agency manual. Minutes
will become more specific as to
subject matter ie. Policies that are
reviewed.  06-27-12
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G0243 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
The HHA has written policies requiring an
overall evaluation of the agency's total
program at least once a year by the group of
professional personnel (or a committee of
this group), HHA staff, and consumers, or by
professional people outside the agency
working in conjunction with consumers.
Based on administrative document and G0243 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
olicy review and interview, the agenc
pOtCY , geney late May 24, 2012. The ID and
failed to ensure a plan was in place for the password given to the agency to
ongoing annual evaluation of the agency's allow opening of the survey report
total program by the professional advisory were incorrect. We have written
group for 1 of 1 agency with the potential confirmation of this error provided
f 1l . £ thi by the state representative who
to ettect all patients of this agency. made the error. Due to the error
and the holiday that followed the
Findings include: correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
1. On May 15, 2012, at 1:35 PM, the completed survey impossible until
administrator / director of nursing the afternoon of May 29, 2012.
indicated there was no documentation to The deadiline for submission of
] . ] . the POC was extended to June 7,
evidence an identifiable professional 2012. Our understanding from the
advisory group which participated in the exit interview was we had 10 days
agency review of agency policies, agency to respond from when the survey
. . was posted and we were able to
development and future planning, and in . s
] access the results. Since this was
the agency's annual evaluation for the past affected by the delay due to the
2 years. She indicated the owner of the error that was made and
agency maintained the minutes of the extended to June 7, 2012 we
rofessional advisory group on his home believed our 30 days for the
p Ty group completion of all the corrections
computer and, therefore, they were not on began at that time. This is why
hand. The administrator was unable to some of our completion dates are
provide evidence polices and procedures 06-28-12 which is within the 30
were reviewed. The administrator day period for completion per our
understanding based on the exit
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 55 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: 00 COMPLETED
A\, BUILDING
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
indicated she had written the document interview with the surveyors. The
titled "Professional Advisory Board folloyvmg will be overseen and
e dated 11/9/11 monitored by Administrator/DON
Meeting" date : or designated alternate.
Supervisory Nurses and Case
A. The most recent agency annual Management Nurses will be
evaluation presented for review was dated Framed and t.asked with
415/ implementation of
5/09. changes/corrections when
appropriate and with reporting
B. Two administrative documents and updating the progress of said
dated 4/16/09 and 11/9/11 and titled Z';a”,g?j’“t’"‘jé“;gs t°dthe_ o
" ) . o ministrator, or designate
Professional AdV1sory-Board Meeting alternate for tracking and
were presented and reviewed. The monitoring of progress and
document evidenced the attendance at the completion purposes. G243
meeting was only the medical director and Professional Advisory Group
he admini /di £ . consists of MD, owner,
the administrator / director of nursing. administrator/DON, and
appropriate representation from
2. The undated policy titled "Professional other professional disciplines.
Advisory Board" was provided by the Meets 2X a year usually spring
dministrat Mav 15. 2012. wh and fall. Last meeting was in
'fl H.lll’llS Tator on. ay 1o, » Who November 2011. Minutes are
indicated the policy was current, stated, kept in agency manual. Minutes
"Membership will include at least one will become more specific as to
physician, one registered nurse, and subject.matter i.e. Policies that
. . are reviewed. 06-27-12
appropriate representation from other
professional disciplines. ... The
professional Advisory Board will meet
twice a year and will meet additionally if
needed. Minutes are kept of each meeting
and maintained in permanent agency
records. Functions: ... Participates in the
establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
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personnel qualifications, and program
evaluation. Assist in identification of
community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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G0244 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
The evaluation consists of an overall policy
and administrative review and a clinical
record review.
Based on administrative document and G0244 Survey was May 11-15, 2012. 06/27/2012
. . . . : Results were posted on internet
olicy review and interview, it was
POHCY T X oy late May 24, 2012. The ID and
determme'dt e agency failed t.o ensure a password given to the agency to
plan was in place for the ongoing annual allow opening of the survey report
evaluation of the agency's program for 1 were incorrect. We have written
of 1 agency with the potential to effect all confirmation of this error provided
. . e state representative who
fth by the state rep tat h
patients of this agency. made the error. Due to the error
and the holiday that followed the
The findings include: correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
L. O-n.May 15, 2_012’ at 1:35 PM’ the completed survey impossible until
administrator / director of nursing the afternoon of May 29, 2012.
indicated there was no documentation to The deadline for submission of
evidence an identifiable professional the POC was extended to June 7,
dvi hich . . din th 2012. Our understanding from the
advisory gr'oup whic part1c1patte in the exit interview was we had 10 days
agency review of agency policies, agency to respond from when the survey
development and future planning, and in was posted and we were able to
the agency's annual evaluation for the past access the results. Since this was
2 She indicated th fih affected by the delay due to the
years. .e H.l 1cate ? owner ot the error that was made and
agency maintained the minutes of the extended to June 7, 2012 we
professional advisory group on his home believed our 30 days for the
computer and, therefore, they were not on gompletlto; Otf t‘j‘" the_;rﬁ'orr.ectlﬁns
.. egan at that time. This is why
hand.. The.admmlstre.ltor was unable to some of our completion dates are
provide evidence polices and procedures 06-28-12 which is within the 30
were reviewed. The administrator day period for completion per our
indicated she had written the document .ur:der.stand.ltr;]g”t:ased on the E)fllth
titled "Professional Advisory Board INEVISW WIh the surveyors.  The
. following will be overseen and
Meeting" dated 11/9/11. monitored by Administrator/DON
or designated alternate.
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A. The most recent agency annual Supervisory Nurses and Case
evaluation presented for review was dated Management Nurses will be
trained and tasked with
4/15/09. implementation of
changes/corrections when
B. Two administrative documents appropriate and with reporting
dated 4/16/09 and 11/9/11 and titled and updating the progress of said
"Professional Advi Board Meeting" changes/corrections to the
Professiona visory Board vieeting Administrator/DON or designated
were presented and reviewed. The alternate for tracking and
document evidenced the attendance at the monitoring of progress and
meeting was only the medical director and completllon purposes. G244
he admini /di £ . Professional Advisory Group
the administrator / director of nursing. consists of MD, owner,
administrator/DON, and
2. The undated policy titled "Professional appropriate representation from
Advisory Board" was provided by the other professional d|SC|pI|ne§.
dmini Mav 15. 2012. wh Meets 2X a year usually spring
? n.nnlstrator on. ay 1>, » Who and fall. Last meeting was in
indicated the policy was current, stated, November 2011. Minutes are
"Membership will include at least one kept in agency manual. Minutes
physician, one registered nurse, and will become more specific as to
. . subject matter ie. Policies that are
appropriate representation from other reviewed. 06-27-12 Agency
professional disciplines. ... The policies and procedures will be
professional Advisory Board will meet reviewed by PAB yearly including
twice a year and will meet additionally if aneT'(t:y annual program rewe\'II\:.
. . uality assurance program wi
needed.- M.mute.s are kept of each meeting identify and area/ areas of
and maintained in permanent agency needed growth/improvement will
records. Functions: ... Participates in the develop plan of action with
establishment and annual review of measurable goals with review to
. . . . be done Q6 months 06-27-12
policies covering the scope of services . . -
o ; - Agency will provide more specific
offered, admission and discharge policies, minutes of meetings with listings
medical supervision, plans of care, of all policy & procedures that are
emergency care, clinical records, discussed reviewed, and
. . approved. 06-27-12
personnel qualifications, and program
evaluation. Assist in identification of
community health needs and supports the
agency in assuming its role in the
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alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board

of Directors."

4. Administrative documents failed to
evidence the agency conducted an annual
evaluation of its program which included
a review of policies and procedures and
an administrative review, including
criteria to prioritize the resolution of any
identified problems, and address how
monitoring of the effectiveness of the
program would be accomplished and
documented.
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G0245 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
The evaluation assesses the extent to which
the agency's program is appropriate,
adequate, effective and efficient.
Based on administrative document and G0245 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
olicy review and interview, the agenc
pOtCY , geney late May 24, 2012. The ID and
failed to ensure a plan was in place for an password given to the agency to
ongoing annual evaluation that assesses allow opening of the survey report
the extent to which the agency's program were incorrect. We have written
is appropriate, adequate, effective and confirmation of this error provided
fFici f ¢ th th by the state representative who
efficient for 1 of 1 agency with the made the error. Due to the error
potential to effect all patients served by and the holiday that followed the
this agency. correct ID and password were not
received until mid-day May 29,
. . 2012. This made accessing the
The findings include: completed survey impossible until
the afternoon of May 29, 2012.
1. On May 15,2012, at 1:35 PM, the The deadline for submission of
administrator / director of nursing the POC was extended to June 7,
indi dth d . 2012. Our understanding from the
n .1cate t e.re WE'lS no ocumen.tatlon to exit interview was we had 10 days
evidence an identifiable professional to respond from when the survey
advisory group which participated in the was posted and we were able to
agency review of agency policies, agency access the results. Since this was
devel t and fut lanni di affected by the delay due to the
evelopment an ure p a'nmng, and in error that was made and
the agency's annual evaluation for the past extended to June 7, 2012 we
2 years. She indicated the owner of the believed our 30 days for the
agency maintained the minutes of the completion of all the corrections
fossi | advi his h began at that time. This is why
prolessional advisory group on s home some of our completion dates are
computer and, therefore, they were not on 06-28-12 which is within the 30
hand. The administrator was unable to day period for completion per our
provide evidence polices and procedures understanding based on the exit
. .. interview with the surveyors. The
were reviewed. The administrator f . .
o ) ollowing will be overseen and
indicated she had written the document monitored by Administrator/DON
titled "Professional Advisory Board or designated alternate.
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Meeting" dated 11/9/11. Supervisory Nurses and Case
Management Nurses will be
I trained and tasked with
A. The most recent agency annua implementation of
evaluation presented for review was dated changes/corrections when
4/15/09. appropriate and with reporting
and updating the progress of said
dmini ve d changes/corrections to the
B. Two admimistrative documents Administrator/DON or designated
dated 4/16/09 and 11/9/11 and titled alternate for tracking and
"Professional Advisory Board Meeting" monitoring of progress and
were presented and reviewed. The completllon pUrposes. G245
d 4 dth d h Professional Advisory Group
ocument evidenced the at.ten a.nce at the consists of MD, owner,
meeting was only the medical director and administrator/DON, and
the administrator / director of nursing. appropriate representation from
other professional disciplines.
. . . Meets 2X a year usually spring
"
2. T'he undated policy tltle.d Professional and fall. Last meeting was in
Advisory Board" was provided by the November 2011. Minutes are
administrator on May 15, 2012, who kept in agency manual. Minutes
indicated the policy was current, stated, will become more specific as to
"Membershi i1l include at least subject matter ie. Policies that are
er.n. ership wi ‘mc ude at least one reviewed. 06-27-12 Agency
physician, one registered nurse, and policies and procedures will be
appropriate representation from other reviewed by PAB yearly including
professional disciplines. ... The agency annual program review.
fessi 1 Advi Board will ¢ Quality assurance program will
p r(? essiona VIS.OI'y oar W_l ) mee ) identify an area/ areas of needed
twice a year and will meet additionally if growth/improvement will develop
needed. Minutes are kept of each meeting plan of action with measurable
and maintained in permanent agency goals with review to be done Q6
. .. . months 06-27-12 Agency will
records. Functions: ... Participates in the . ey
] ] provide more specific minutes of
establishment and annual review of meetings with listings of all
policies covering the scope of services Policies and Procedures that are
offered, admission and discharge policies, discussed reviewed, and
medical rvision. plans of car approved. 06-27-12 2 Policy
cdical supetvis O' ,.p 5 ot care, “Professional Advisory Board” will
emergency care, clinical records, be dated.
personnel qualifications, and program
evaluation. Assist in identification of
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community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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G0246 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
Results of the evaluation are reported to and
acted upon by those responsible for the
operation of the agency.
Based on administrative document and G0246 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
olicy review and interview, the agenc
pOtCY , geney late May 24, 2012. The ID and
failed to ensure a plan was in place for an password given to the agency to
ongoing annual evaluation that identified allow opening of the survey report
issues that could be reported and acted were incorrect. We have written
upon by those responsible for the confirmation of this error provided
. fth f ¢ by the state representative who
operation of the agency for 1 of I agency made the error. Due to the error
with the potential to effect all patients of and the holiday that followed the
the agency. correct ID and password were not
received until mid-day May 29,
. . 2012. This made accessing the
The findings include: completed survey impossible until
the afternoon of May 29, 2012.
1. On May 15,2012, at 1:35 PM, the The deadline for submission of
administrator / director of nursing the POC was extended to June 7,
indi dth d . 2012. Our understanding from the
n .1cate t e.re WE'lS no ocumen.tatlon to exit interview was we had 10 days
evidence an identifiable professional to respond from when the survey
advisory group which participated in the was posted and we were able to
agency review of agency policies, agency access the results. Since this was
devel t and fut lanni di affected by the delay due to the
evelopment an ure p a'nmng, and in error that was made and
the agency's annual evaluation for the past extended to June 7, 2012 we
2 years. She indicated the owner of the believed our 30 days for the
agency maintained the minutes of the completion of all the corrections
fossi | advi his h began at that time. This is why
prolessional advisory group on s home some of our completion dates are
computer and, therefore, they were not on 06-28-12 which is within the 30
hand. The administrator was unable to day period for completion per our
provide evidence polices and procedures understanding based on the exit
. .. interview with the surveyors. The
were reviewed. The administrator . .
o ) following will be overseen and
indicated she had written the document monitored by Administrator/DON
titled "Professional Advisory Board or designated alternate.
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Meeting" dated 11/9/11. Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
A. The most recent agency annual implementation of
evaluation presented for review was dated changes/corrections when
4/15/09. appropriate and with reporting
and updating the progress of said
dmini ve d changes/corrections to the
B. Two admimistrative documents Administrator/DON or designated
dated 4/16/09 and 11/9/11 and titled alternate for tracking and
"Professional Advisory Board Meeting" monitoring of progress and
were presented and reviewed. The completllon pUrposes. G246
d 4 dth d h Professional Advisory Group
ocument evidenced the at.ten a.nce at the consists of MD, owner,
meeting was only the medical director and administrator/DON, and
the administrator / director of nursing. appropriate representation from
other professional disciplines.
. . . Meets 2X a year usually spring
"
2. T'he undated policy tltle.d Professional and fall. Last meeting was in
Advisory Board" was provided by the November 2011. Minutes are
administrator on May 15, 2012, who kept in agency manual. Minutes
indicated the policy was current, stated, will become more specific as to
"Membershi i1l include at least subject matter ie. Policies that are
er.n. ership wi ‘mc ude at least one reviewed. 06-27-12 Agency
physician, one registered nurse, and policies and procedures will be
appropriate representation from other reviewed by PAB yearly including
professional disciplines. ... The agency annual program review.
fessi 1 Advi Board will ¢ Quality assurance program will
p r(? essiona VIS.OI'y oar W_l ) mee ) identify an area/areas of needed
twice a year and will meet additionally if growth/improvement will develop
needed. Minutes are kept of each meeting plan of action with measurable
and maintained in permanent agency goals with review to be done Q6
. .. . months 06-27-12 Agency will
records. Functions: ... Participates in the . ey
] ] provide more specific minutes of
establishment and annual review of meetings with listings of all P/P
policies covering the scope of services that are discussed reviewed, and
offered, admission and discharge policies, approved. 06-27-12 3 Policy
. .. “Annual Program Evaluation” will
medical supervision, plans of care,
.. be dated.
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
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community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."

4. Administrative documents failed to
evidence the agency conducted an annual
evaluation of its program which included
a review of policies and procedures and
an administrative review, including
criteria to prioritize the resolution of any
identified problems, and address how
monitoring of the effectiveness of the
program would be accomplished and
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G0247 484.52
EVALUATION OF THE AGENCY'S
PROGRAM
Results of the evaluation are maintained
separately as administrative records.
Based on administrative document and G0247 Survey was May 11-15, 2012. 06/27/2012
policy review and interview, the agency Results were posted on internet
. late May 24, 2012. The ID and
failed to en.sure any tasks completed for password given to the agency to
the evaluation of the agency's total allow opening of the survey report
program were maintained as were incorrect. We have written
administrative records for 1 of 1 agency. confirmation of this error provided
by the state representative who
] ] made the error. Due to the error
The findings include: and the holiday that followed the
correct ID and password were not
1. On May 15, 2012, at 1:35 PM, the received until mid-day May 29,
dmini /di £ . 2012. This made accessing the
'fi rr'nmstrator irector of nursing ) completed survey impossible until
indicated there was no documentation to the afternoon of May 29, 2012.
evidence an identifiable professional The deadline for submission of
advisory group which participated in the the POC was extended to June 7,
. £ lici 2012. Our understanding from the
agency review ot agency po 1(‘jles, ager?cy exit interview was we had 10 days
development and future planning, and in to respond from when the survey
the agency's annual evaluation for the past was posted and we were able to
2 years. She indicated the owner of the access the results. Since this was
intained th ut fth affected by the delay due to the
agency.mam am? € minutes o. e error that was made and
professional advisory group on his home extended to June 7, 2012 we
computer and, therefore, they were not on believed our 30 days for the
hand. The administrator was unable to completion of all the corrections
id id li d d began at that time. This is why
provide ?VI ehce potices an procedures some of our completion dates are
were reviewed. The administrator 06-28-12 which is within the 30
indicated she had written the document day period for completion per our
titled "Professional Advisory Board }Jr:der.stand};gﬂt:ased on the e)'(ll'th
Meeting" dated 11/9/11. INTerview With the surveyors.  1he
following will be overseen and
monitored by Administrator/DON
A. The most recent agency annual or designated alternate.
evaluation presented for review was dated Supervisory Nurses and Case
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4/15/09. Management Nurses will be
trained and tasked with
.. . implementation of
B. Two administrative documents changes/corrections when
dated 4/16/09 and 11/9/11 and titled appropriate and with reporting
"Professional Advisory Board Meeting" and updating the progress of said
were presented and reviewed. The chan.g(.as/ corrections to thg
4 i dth d h Administrator/DON or designated
ocument evidenced the attendance at the alternate for tracking and
meeting was only the medical director and monitoring of progress and
the administrator / director of nursing. completion purposes. G247
Professional Advisory Group
L " . consists of MD, owner,
2. T-he undated policy t1tleF1 Professional administrator/DON, and
Advisory Board" was provided by the appropriate representation from
administrator on May 15, 2012, who other professional disciplines.
indicated the policy was current, stated, Meets 2X a year usually spring
"Membershin will include at least and fall. Last meeting was in
embersiip Witl iciude at feast one November 2011. Minutes are
physician, one registered nurse, and kept in agency manual. Minutes
appropriate representation from other will become more specific as to
professional disciplines. ... The sub_Ject matter ie. Policies that are
fessional Advi Board will ¢ reviewed. 06-27-12 Agency
pr9 essiona V159W oar W.l ) mee ) policies and procedures will be
twice a year and will meet additionally if reviewed by PAB yearly including
needed. Minutes are kept of each meeting agency annual program review.
and maintained in permanent agency .Quall'ty assurance program will
ds. Functions: Particiates in th identify an area/areas of needed
recor .s. unctions: ... Par 1?1pa es in the growth/improvement and will
establishment and annual review of develop plan of action with
policies covering the scope of services measurable goals with review to
offered, admission and discharge policies, be done Q6 months 06-27-12
. .. Agency will provide more specific
medical supervision, plans of care, - ) s
e minutes of meetings with listings
emergency care, clinical records, of all Policies and Procedures
personnel qualifications, and program that are discussed reviewed, and
evaluation. Assist in identification of approved. 06-27-12
community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
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programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."

3. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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G0248 484.52(a)
POLICY AND ADMINISTRATIVE REVIEW
As part of the evaluation process the policies
and administrative practices of the agency
are reviewed to
determine the extent to which they promote
patient care that is appropriate, adequate,
effective and efficient.
Based on administrative document and G0248 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
olicy review and interview, the agenc
pOtCY 7> the agency late May 24, 2012. The ID and
failed to ensure a plan was in place for the password given to the agency to
ongoing annual evaluation that assessed allow opening of the survey report
the policies and administrative practices were incorrect. We have written
of the agency to determine the extent to confirmation of this error provided
hich th . hat i by the state representative who
whie t.e promote patient c:%re that 1s made the error. Due to the error
appropriate, adequate, effective and and the holiday that followed the
efficient for 1 of 1 agency with the correct ID and password were not
potential to effect all patients served by received .unt|l mid-day ng 29,
hi 2012. This made accessing the
this agency. completed survey impossible until
the afternoon of May 29, 2012.
The findings include: The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
L. O'n.May 15, 2_012’ at 1:35 P_M’ the exit interview was we had 10 days
administrator / director of nursing to respond from when the survey
indicated there was no documentation to was posted and we were able to
evidence an identifiable professional access the results. Since this was
dvi hich participated in th affected by the delay due to the
advisory gr.oup which pa 1C1.p? ed in the error that was made and
agency review of agency policies, agency extended to June 7, 2012 we
development and future planning, and in believed our 30 days for the
the agency's annual evaluation for the past gompletlto; Otf t‘j‘" the_;rﬁ'orr.ectlﬁns
L egan at that time. This is why
2 years. Sl.le 1r.1dlcated th.e owner of the some of our completion dates are
agency maintained the minutes of the 06-28-12 which is within the 30
professional advisory group on his home day period for completion per our
computer and, therefore, they were not on .ur:der.stand.ltr;]g”t:ased on the E)fllth
hand. The administrator was unable to interview witn the surveyors.  Ihe
following will be overseen and
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provide evidence polices and procedures monitored by Administrator/DON
were reviewed. The administrator or des‘g“ate“ alternate.
L. d she had wri he d Supervisory Nurses and Case
indicated she had written the document Management Nurses will be
titled "Professional Advisory Board trained and tasked with
Meeting" dated 11/9/11. implementation of
changes/corrections when
A Th 1 appropriate and with reporting
- ¢ most recent age.ncy annua and updating the progress of said
evaluation presented for review was dated changes/corrections to the
4/15/09. Administrator/DON or designated
alternate for tracking and
.. . monitoring of progress and
B. Two administrative docgments completion purposes. G248
dated 4/16/09 and 11/9/11 and titled Professional Advisory Group
"Professional Advisory Board Meeting" consists of MD, owner,
were presented and reviewed. The administrator/DON, and
d t evid d the attend t th appropriate representation from
ocu1.nGn evidence © a. en a.nce atthe other professional disciplines.
meeting was only the medical director and Meets 2X a year usually spring
the administrator / director of nursing. and fall. Last meeting was in
November 2011. Minutes are
. kept in agency manual. Minutes
2. On May 1.5’ .2012’ at 4:08 PM, will become more specific as to
employee E indicated there was not an subject matter ie. Policies that are
agency system in place that identified reviewed. 06-27-12 Agency
when a specific policy and procedure was policies and procedures will be
d reviewed by PAB yearly including
approved. agency annual program review.
Quality assurance program will
3. On May 15, 2012, at 4:43 PM, the identify an area/areas of needed
administrator indicated she had no growth/improvement and will
. . develop plan of action with
evidence of annual evaluations and no : )
) ) measurable goals with review to
documentation of an ongoing plan. be done Q6 months 06-27-12
Agency will provide more specific
4. The undated policy titled "Professional minutes of meetings with listings
Advisory Board" provided by the of all Policies and Procedures
) 'ry p Y that are discussed reviewed, and
administrator on May 15, 2012, who approved. 06-27-12
indicated the policy was current, stated,
"Membership will include at least one
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physician, one registered nurse, and
appropriate representation from other
professional disciplines. ... The
professional Advisory Board will meet
twice a year and will meet additionally if
needed. Minutes are kept of each meeting
and maintained in permanent agency
records. Functions: ... Participates in the
establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee. Agency Evaluation: Agency
Agency Review 1. A review of the
agency's total program is done yearly by
the Professional Advisory Board. ...
Goals: ... Toward achievement of these
goals, ABC Home Care will annually
identify specific measurable goals and
actions or plans. Administrative and
clinical staff will have input into and
participate in the review and planning
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process."

5. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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G0249 484.52(a)
POLICY AND ADMINISTRATIVE REVIEW
Mechanisms are established in writing for the
collection of pertinent data to assist in
evaluation.
Based on administrative document and G0249 Survey was May 11-15, 2012. 06/27/2012
policy review and interview, the agency Results were posted on internet
. . late May 24, 2012. The ID and
failed to ensure a plan was in place for password given to the agency to
collection of pertinent data to assist in evaluation allow opening of the survey report
for 1 of 1 agency with the potential to were incorrect. We have written
affect all the agency's patients. confirmation of this error provided
by the state representative who
. . ] made the error. Due to the error
The findings include: and the holiday that followed the
correct ID and password were not
1. On May 15,2012, at 1:35 PM, the received until mid-day May 29,
administrator / director of nursing 2012. This made accessing the .
L h . completed survey impossible until
indicated there was no documentation to the afternoon of May 29, 2012.
evidence an identifiable professional The deadline for submission of
advisory group which participated in the the POC was extended to June 7,
agency review of agency policies, agency 20,1?' Our. understanding from the
devel dfu ] . di exit interview was we had 10 days
evelopment and future planning, and in to respond from when the survey
the agency's annual evaluation for the past was posted and we were able to
2 years. She indicated the owner of the access the results. Since this was
agency maintained the minutes of the affected by the delay due to the
. . . error that was made and
professional advisory group on his home extended to June 7. 2012 we
computer and, therefore, they were not on believed our 30 days for the
hand. The administrator was unable to completion of all the corrections
provide evidence polices and procedures began at that time. This is why
. d. The admini some of our completion dates are
were reviewed. The administrator 06-28-12 which is within the 30
indicated she had written the document day period for completion per our
titled "Professional Advisory Board understanding based on the exit
Meeting" dated 11/9/11. intervi.ew w.ith the surveyors. The
following will be overseen and
monitored by Administrator/DON
A. The most recent agency annual or designated alternate.
evaluation presented for review was dated Supervisory Nurses and Case
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4/15/09. Management Nurses will be
trained and tasked with
.. . implementation of
B. Two administrative documents changes/corrections when
dated 4/16/09 and 11/9/11 and titled appropriate and with reporting
"Professional Advisory Board Meeting" and updating the progress of said
were presented and reviewed. The chan.g(.as/ corrections to thg
4 i d the attend tth Administrator/DON or designated
ocument evidenced the attendance at the alternate for tracking and
meeting was only the medical director and monitoring of progress and
the administrator / director of nursing. completion purposes. G249
Professional Advisory Group
consists of MD, owner,
2. On May 1.5’ _2012’ at 4:08 PM, administrator/DON, and
employee E indicated there was not an appropriate representation from
agency system in place that identified other professional disciplines.
when a specific policy and procedure was Meets 2X a year usyally spring
d and fall. Last meeting was in
approved. November 2011. Minutes are
kept in agency manual. Minutes
3. On May 15, 2012, at 4:43 PM, the will become more specific as to
administrator indicated she had no subject matter ie. Policies that are
d £ | luati d reviewed. 06-27-12 Agency
evidence o .annua eva ua.lons and no policies and procedures will be
documentation of an ongoing plan. reviewed by PAB yearly including
agency annual program review.
4. The undated policy titled "Professional Quality assurance program will
Advi Board" ‘ded by th identify an area/areas of needed
V%S(.)ry oard: provided by the growth/improvement and will
admlnlstl‘ator on May 15, 2012, WhO deve|0p p|an of action with
indicated the policy was current, stated, measurable goals with review to
"Membership will include at least one be done Q6 months 06-27-12
. . . Agency will provide more specific
physician, one registered nurse, and X ) o
) ] minutes of meetings with listings
appropriate representation from other of all policy and procedures that
professional disciplines. ... The are discussed reviewed, and
professional Advisory Board will meet approved. 06-27-12
twice a year and will meet additionally if
needed. Minutes are kept of each meeting
and maintained in permanent agency
records. Functions: ... Participates in the
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establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee. Agency Evaluation: Agency
Agency Review 1. A review of the
agency's total program is done yearly by
the Professional Advisory Board. ...
Goals: ... Toward achievement of these
goals, ABC Home Care will annually
identify specific measurable goals and
actions or plans. Administrative and
clinical staff will have input into and
participate in the review and planning
process."

5. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
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Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."

6. Administrative documents failed to
evidence the agency conducted an annual
evaluation of its program which included
a review of policies and procedures and
an administrative review, including
criteria to prioritize the resolution of any
identified problems, and address how
monitoring of the effectiveness of the
program would be accomplished and
documented.
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G0337 484.55(c)
DRUG REGIMEN REVIEW
The comprehensive assessment must
include a review of all medications the patient
is currently using in order to identify any
potential adverse effects and drug reactions,
including ineffective drug therapy, significant
side effects, significant drug interactions,
duplicate drug therapy, and noncompliance
with drug therapy.
Based on clinical record and pohcy G0337 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
review and interview, the agency failed to
crview, T ageney late May 24, 2012. The ID and
ensure the patient's medications were password given to the agency to
reviewed as part of the comprehensive allow opening of the survey report
assessment to identify any potential were incorrect. We have written
adverse effects and drug reactions confirmation of this error provided
. . .. T by the state representative who
ineffective drug therapy, significant side made the error. Due to the error
effects and drug interactions, duplicate and the holiday that followed the
drug therapy, and noncompliance with correct ID and password were not
drug therapy for 3 of 10 clinical records ;%iezlv?i.untn r(rjnd-day ng ztﬁ
. . . . This made accessing the
reviewed with tl.le pO‘[eIltIE.ll to affect all completed survey impossible untl
the agency's patients. (patients 8, 9, and the afternoon of May 29, 2012.
10) The deadline for submission of
the POC was extended to June 7,
. . 2012. Our understanding from the
The findings include: exit interview was we had 10 days
to respond from when the survey
1. Clinical record # 8 evidenced was posted and we were able to
employee H completed the recertification a:fcefsdﬂ;)e ;‘;S“(ljtsl' Slr;ce tthlsthwas
. affected by the delay due to the
assegsment on 3/?9/ 12. The recgrd .falled error that was made and
to evidence a review of the medications extended to June 7, 2012 we
that included all the required elements believed our 30 days for the
was completed with the updated completion of all the corrections
hensi ¢ began at that time. This is why
comprehensive assessment. some of our completion dates are
06-28-12 which is within the 30
2. Clinical record # 9 evidenced a day period for completion per our
resumption of care assessments dated understanding based on the exit
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3/3/12 and 3/16/12 and a recertification interview with the surveyors.
dated 4/5/12 documented as completed by ;:: :rc:lci(r)\\il:)rr]gdwl;!/ be overseen
employee J, a registered nurse. The Administrator/DON or designated
record failed to evidence the registered alternate. Supervisory Nurses
nurse completed a review of the and Case Management Nurses
medications that included all the required Y‘”” be trame.d and tasked with
) leted with th Jated implementation of
elements wa.s completed with the update changes/corrections when
comprehensive assessment. appropriate and with reporting
and updating the progress of said
A. The clinical record evidenced a chan.gclas/ corrections to thg
i d tical . dth Administrator/DON or designated
1cen-se .prac ical nurse reviewed the alternate for tracking and
medications on 3/6/12. monitoring of progress and
completion purposes. G337
B. On May 15, 2012, at 4:25 PM, the Administrator/DON or designated
dmini indi ’ d 1; . d ’h alternate will implement a policy
a m%msFrato.r indicated she reVIe\ye the for documentation of medication
medication list on 4/5/12 and reviewed review. 1. On reassessment
the medications for duplicated agency will document medication
medications but did not review the review by resigning medication
dicati to identi tential sheets and documenting in case
medications to identify any pq ehtia management. 06-27-12 2. On
adverse effects and drug reactions, reassessment — as stated above.
ineffective drug therapy, significant side On resumption of care. The
effects and drug interactions, and oasis reflects drug regimen
i th d th h review M2000, M2002, M2010,
noncompliance wi rug erapy as she M2020, M2030. Further
does not make home visits and, therefore, documentation should be
depends on the registered nurse that is in reflected in case management.
the home to inform her. 06-27-12 3. On reassessment —
as stated above. On resumption
o ) of care. The oasis reflects drug
3. Clinical record # 10 evidenced a regimen review M2000, M2002,
recertification dated 3/29/12 documented M2010, M2020, M2030. Further
as completed by employee J, a registered documentation should be
. . reflected in case management.
nurse. The record failed to evidence a
) o . 06-27-12 On reassessment — as
review of the medications that included stated above. On resumption of
all the required elements was completed care. The oasis reflects drug
with the updated comprehensive regimen review M2000, M2002,
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assessment. M201 O, M2020, M2030. Further
documentation should be
C reflected in case management.
4. The undated agency policies titled 06-27-12
"Comprehensive Assessment and OASIS
Data Collection Start of Care" and
"Follow Up Comprehensive Assessment"
failed to include specific requirements
and procedures regarding the review of all
the patient's medications at the time of the
comprehensive assessments.
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and complete visit notes.

employee H indicated she had not
documented the visit she made on May 4,
2012, and presented a document titled
"Comprehensive Adult Nursing
Assessment" dated "5/10/10" that
included only the patient's name and vital
signs and the signature of the registered
nurse, employee H. The administrator /
director of nursing indicated the agency
did not have an agency policy regarding
when the staff were expected to document

Results were posted on internet
late May 24, 2012. The ID and
password given to the agency to
allow opening of the survey report
were incorrect. We have written
confirmation of this error provided
by the state representative who
made the error. Due to the error
and the holiday that followed the
correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
to respond from when the survey
was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
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G0340 484.55(d)(2)
UPDATE OF THE COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) within 48 hours
of the patient's return to the home from a
hospital admission of 24 hours or more for
any reason other than diagnostic tests.
3. On May 15, 2012, at 4:28 PM, G0340 Survey was May 11-15, 2012. 06/27/2012
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following will be overseen and
monitored by Administrator/DON
or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. G340
skilled notes are completed and
turned in Q Monday. Policy will
be created for timeliness of
OASIS. 06-27-12 Skilled notes
are completed and turned in Q
Monday. Policy will be created
for timeliness of OASIS. 06-27-12
Skilled notes are completed and
turned in Q Monday. Policy will
be created for timeliness of
OASIS. 06-27-12
Based on clinical record review and
policy review, the agency failed to ensure
the registered nurse completed the
resumption of care comprehensive
assessment within 48 hours of the patients
return home from a hospital admission for
1 of 4 records reviewed with the potential
to affect all the agency's patients who are
hospitalized. (#2)
Findings:
1. Clinical record #2 identified the
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patient was hospitalized on April 29,
2012, and returned home on May 1, 2012.
The record failed to evidence a
resumption of care comprehensive
assessment was completed.
2. The undated policy titled "Follow-up
comprehensive assessment and OASIS
data collection" states, "Resumption of
care After discharge from an inpatient
facility for 24 hours or more for any
reason other than diagnostic testing when
the patient is resumed for care by the
agency."
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N0444 410 IAC 17-12-1(c)(1)
Home health agency
administration/management
Rule 12 Sec. 1(c) An individual need not be
a home health agency employee or be
present full time at the home health agency in
order to qualify as its administrator. The
administrator, who may also be the
supervising physician or registered nurse
required by subsection (d), shall do the
following:
(1) Organize and direct the home health
agency's ongoing functions.
Based on administrative document and N0444 Survey was May 11-15, 2012. 06/27/2012
policy review, and interview, the Results were posted on internet
A . . late May 24, 2012. The ID and
administrator failed to ensure the ongoing password given to the agency to
quality assurance (QA) program was allow opening of the survey report
designed to objectively and systematically were incorrect. We have written
monitor and evaluate the quality and confirmation of this error provided
. . by the state representative who
appropriateness of patient care, resolved made the error. Due to the error
identified problems, and improved patient and the holiday that followed the
care and maintained liaison with the correct ID and password were not
group of professional personnel in 1 of 1 received until mid-day May 29,
. . 2012. This made accessing the
agency with the potential to effect all completed survey impossible until
patients of the agency. the afternoon of May 29, 2012.
The deadline for submission of
The findings include: the POC was extended to June 7,
2012. Our understanding from the
Related to the QA program: exit interview was we had 10 days
to respond from when the survey
1. On May 15, 2012, at 1:35 PM, the was posted and we were atfle o
. . . access the results. Since this was
administrator / director of nursing affected by the delay due to the
indicated there was no documentation to error that was made and
evidence an identifiable professional extended to June 7, 2012 we
advisory group, which participated in the believed our 30 days for the
R o completion of all the corrections
agency review of agency policies, agency began at that time. This is why
development and future planning, and some of our completion dates are
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participated in the agency's annual 06-28-12 which is within the 30
evaluation. She indicated the owner of day period for completion per our
h intained the mi fih understanding based on the exit
the agel.lcy mamFalne the mmute.:s of the interview with the surveyors. The
professional advisory group on his home following will be overseen and
computer and, therefore, they were not on monitored by Administrator/DON
hand. The administrator was unable to or des'?“ated alternate.
i i i . d Supervisory Nurses and Case
provide evidence polices were reviewed. Management Nurses will be
trained and tasked with
2. On May 15,2012, at 4 PM, the implementation of
administrator indicated she did not have change§/ correctlops when ]
. . . . appropriate and with reporting
evidentiary evidence the agency monitors
Ty ; ) genecy and updating the progress of said
care and services provided by the agency changes/corrections to the
staff for infection control precautions. Administrator/DON or designated
alternate for tracking and
. monitoring of progress and
3. O'n.May 15_’ 2912’ at 4:43 PM, the completion purposes. N 444 The
administrator indicated the agency was administrator/DON or designed
not able to evidence a review of the alternate will initiate a plan and
agency policies and procedures and an will monitor all patient care.
d . lit Administrator/DON or designated
agency wide ongoing qualily assurance alternate will create a quality
program. assurance program to identify
problem areas and to create a
4. The undated policy titled "Professional plan of correction. '
Advi Board" ‘ded by th Administrator/DON or designated
V%S(.)ry oard: was provided by the alternate will ensure lines of
admlnlstl‘ator on May 15, 2012, WhO communication are kept open
indicated the policy was current, stated, between governing body,
"Membership will include at least one professional personnel, and staff.
hvsici istered d 06-22-12 1. Professional
p y5101a.n, one regis ert? DUTSE, an advisory board (PAB) consists of
appropriate representation from other MD, owner, one registered nurse
professional disciplines. ... The and appropriate representation
professional Advisory Board will meet from other professional
. . .- . disciplines. The PAB meets twice
twice a year and will meet additionally if ) .
i ) a year, usually in the spring and
needed. Minutes are kept of each meeting fall, and more often if needed.
and maintained in permanent agency Last meeting was held in
records. Functions: ... Participates in the November 2011. The minutes
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establishment and annual review of are kept in agency manual.
policies covering the scope of services Minutes will become more
ffered. admissi d disch lici specific as to what subject matter
offered, admission and discharge policies, is reviewed and approved.
medical supervision, plans of care, 06-27-12 2. All employees will
emergency care, clinical records, receive written guidelines of DCD
personnel qualifications, and program Guideline for Hapd Hyg|e.ne n
luati Assist in identificati ¢ Health Care Settings, Universal
evaluation. Assist in 1dentification o Precautions, and Patient Rights
community health needs and supports the upon hire and annually.
agency in assuming its role in the 05-31-12 Written confirmation
alleviation or resolution of problems. will be returped by employees
Periodicall . h , and placed in employee files
eriodically reviews the agency's 06-14-12 3. PAB will review and
programs and recommends needed approve all policies and
changes. ... The professional advisory procedures twice a year or more
board will function with two sub - often as needed. A qlljlﬁgty
. ) . . assurance program will be
commljctees. A. Al%dlt Review created. 4. “Professional
Committee B. Quality Assurance Advisory Board” policy will be
Committee." dated. 5. Annual Program
Evaluation” policy will be dated.
. . Related to PAB 1. PAB will
"
5. The undated pohcy titled A.nnual consist of MD, owner, at least one
Program Evaluation" was prOVlded by the registered nurse, and appropriate
administrator on May 15, 2012, who representation from other
indicated the policy was current, stated, professional disciplines. Meeting
"Pol; dp dure Review: Th minutes will be more specific as
0 1cy and Frocedure CV.ICW. ¢ to subject material reviewed and
administrator shall meet with the approved. 2. “Professional
Professional Advisory Board to review Advisory Board” policy will be
agency patient care and administrative dated.
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
Related to the professional advisory group:
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1. On May 15, 2012, at 1:35 PM, the
administrator / director of nursing
indicated there was no documentation to
evidence an identifiable professional
advisory group. Two administrative
documents dated 4/16/09 and 11/9/11 and
titled "Professional Advisory Board
Meeting" were presented and reviewed.
The document evidenced the attendance
at the meeting was only the medical
director and the administrator / director of
nursing.

2. The undated policy titled "Professional
Advisory Board" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Membership will include at least one
physician, one registered nurse, and
appropriate representation from other
professional disciplines. ... The
professional Advisory Board will meet
twice a year and will meet additionally if
needed. Minutes are kept of each meeting
and maintained in permanent agency
records. Functions: ... Participates in the
establishment and annual review of
policies covering the scope of services
offered, admission and discharge policies,
medical supervision, plans of care,
emergency care, clinical records,
personnel qualifications, and program
evaluation. Assist in identification of
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community health needs and supports the
agency in assuming its role in the
alleviation or resolution of problems.
Periodically reviews the agency's
programs and recommends needed
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."
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N0446 410 IAC 17-12-1(c)(3)
Home health agency
administration/management
Rule 12 410 IAC 17-12-1(c)(3)
Sec. 1(c)(3) The administrator, who may also
be the supervising physician or registered
nurse required by subsection (d), shall do the
following:
(3) Employ qualified personnel and ensure
adequate staff education and evaluations.
Based on administrative document, po]lcy NO0446 The following will be overseen 06/08/2012
and clinical record review, observation, and mgmtored by )
. . . . Administrator/DON or designated
and interview, the administrator failed to alternate. Supervisory Nurses
ensure all of the agency personnel who and Case Management Nurses
completed a prothrombin time (PT) and will be trained and tasked with
international normalized ratio (INR) by implementation 9f
, . changes/corrections when
means of the agency's coagmeter received appropriate and with reporting
adequate education on the proper and updating the progress of said
procedures for use, storage, and changes/corrections to the
maintenance for 1 of 1 employee Administrator/DON or designated
. . .- alternate for tracking and
identified and utilized the coagmeter monitoring of progress and
(employee H) and failed to ensure all staff completion purposes. N446
received education and were supervised Administrator will develop
and monitored for infection control in-service tptrogram f%r Sew
procedures for 1 of 2 licensed practical ;e)?ctjffsn;i?)nnalo staeffl.JS\7Vill g’e
nurse files reviewed (employees G) with monitored by administrator or
the potential to affect all the patients designated alternate. a. Per user
served by the agency. manual — battery indicator is
displayed in 4 segments. This
should allow 300 tests. Batteries
Findings include: to be replaced when one segment
remains. 06-08-12 1. All staff
1. Clinical record # 8 evidenced skilled who have been identified as
. . potential users of CoaguChekXs
nurse visit notes completed by employee machine will do the following and
H, the assistant director of nursing, dated complete by 06-08-12: a. Watch
February 2, 16, and 23; March 1, 15, and training DVD which provides step
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29; April 12; and May 3, 2012, that by step instructions for setting up
included documentation the patient's meter preparing for and
.. . . performing a blood test, and
prothrombin time (PT) and international cleaning the meter. b. Become
normalized ratio (INR) was measured familiar with user manual. c.
during the skilled nurse visits and Become familiar with getting
reported to the physician. stgrted gunde..d. Become familiar
with package inserts for test
strips and lancets. e. Complete
A. On May 15, 2012, at 1:45 PM, the operator certification checklist. f.
administrator presented the agency's Become familiar with system
coagmeter; the name on the box was \F;\cl)llllcty End proctedurertr.?an?al. ? )
) ill take operator certification tes
Coag.ucl-lek XS Syst.em-. A hand ert.ten and pass at 88% (miss 2). h.
note inside the box indicated the device Staff will be evaluated Q6months.
was due for a battery change in July of i. All documentation will be kept
2011 indicating the meter had been used in personnel files. B. Employee H
f .. £9 hs with h will complete training as above.
ora m1n1mum of 9 months wit (.)u.t the 06-08-12 C. “PT/INR Point of
battery being replaced. The administrator care by finger stick” policy will be
indicated the device was used in the rewritten and dated. 06-08-12
patients' homes for the purpose of Staff was reeducated on CDC
. tients' blood for PT and infection control policies and
measurmg a.pa tents blood tor an procedures for standard
INR and indicated she had no precautions by supervisory RN.
documentation to evidence the staff who Employee G provided return
used the device were trained on the demonstration of standard
¢ ¢ d int £ precautions. Agency policy will
correc -use, storage, and maintenance o be created for hand hygiene
the device. infection control according to
CDC guidelines. The personnel
B. On May 15,2012 at 5 PM file for employee G will reflect
. ’ education and training of CDC
employee H 1n(.ilcated she haq two current standard precautions, 05-31-12
patients for which she was using the
coagmeter to measure the patients' PT and
INR.
C. The undated policy titled "PT /
INR Point of Care by Finger stick" stated,
"SN (skilled nurse) will do the testing
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according to the machine manufactures
instructions."

2. During home visit at 1:30 PM on
5/14/12, employee G was observed to
provide incontinent care to patient # 9.
Employee G donned gloves, provided
incontinent care, then proceeded with the
same gloves, to wipe around the patients
cecostomy site with out changing her
gloves and performing hand hygiene.

On May 15,2012 at 2 PM, the
administrator indicated the personnel file
for employee G, date of hire 1/3/07, a
licensed practical nurse, failed to
evidence any education and training since
the year 2008 and there was not an agency
policy for hand hygiene infection control.
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N0456 410 IAC 17-12-1(e)
Home health agency
administration/management
Rule 12 Sec. 1(e) The administrator shall be
responsible for an ongoing quality assurance
program designed to do the following:
(1) Obijectively and systematically monitor
and evaluate the quality and appropriateness
of patient care.
(2) Resolve identified problems.
(3) Improve patient care.
Based on pohcy review and inter\/iew, the NO0456 Survey was May 11-15, 2012. 06/27/2012

and evaluate the quality and

Findings include:

quality assurance program was designed
to objectively and systematically monitor

appropriateness of patient care, resolved
identified problems, and improve patient
care for 1 of 1 agency with the potential
to effect all patients of the agency.

1. On May 15, 2012, at 1:35 PM, the
administrator / director of nursing
indicated there was no documentation to
evidence an identifiable professional
advisory group, which participated in the
agency review of agency policies, agency
development and future planning, and
participated in the agency's annual
evaluation. She indicated the owner of
the agency maintained the minutes of the
professional advisory group on his home
computer and, therefore, they were not on
hand. The administrator was unable to

late May 24, 2012. The ID and
password given to the agency to
allow opening of the survey report
were incorrect. We have written
confirmation of this error provided
by the state representative who
made the error. Due to the error
and the holiday that followed the
correct ID and password were not
received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
the POC was extended to June 7,
2012. Our understanding from the
exit interview was we had 10 days
to respond from when the survey
was posted and we were able to
access the results. Since this was
affected by the delay due to the
error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
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provide evidence polices were reviewed. understanding based on the exit
interview with the surveyors.
The following will be overseen
2. OnMay 15,2012, at 4 PM, the and monitored by
administrator indicated she did not have Administrator/DON or designated
evidentiary evidence the agency monitors alternate. Supervisory Nurses
: : and Case Management Nurses
care and services provided by the agency will be trained ar?d tasked with
staff for infection control precautions. implementation of
changes/corrections when
3. On May 15, 2012, at 4:43 PM, the appropriate and with reporting
administrator indicated the agency was and updating th? progress of said
. . changes/corrections to the
not able to evidence a review of the Administrator/DON or designated
agency policies and procedures and an alternate for tracking and
agency wide ongoing quality assurance monitoring of progress and
program completion purposes. N456
Administrator or designated
o ) alternate will ensure the following:
4. The undated policy titled "Professional 1. Professional advisory board
Advisory Board" was provided by the (PAB) consists of MD, owner, one
administrator on May 15, 2012, who registered nurse and appropriate
.. . representation from other
indicated the policy was current, stated, professional disciplines. The
"Membership will include at least one PAB meets twice a year, usually
physician, one registered nurse, and in the spring and fall, and more
appropriate representation from other oftenhlflr;gedﬁd. Last mzeoit;”QTh
. . was held in November . The
professional disciplines. ... The minutes are kept in agency
professional Advisory Board will meet manual. Minutes will become
twice a year and will meet additionally if more specific as to what subject
needed. Minutes are kept of each meeting matter is reviewed and approved.
C . . 06-27-12 2. All employees will
and maintained in permanent agency receive written guidelines of DCD
records. Functions: ... Participates in the Guideline for Hand Hygiene in
establishment and annual review of Health Care Settings, Universal
policies covering the scope of services Precautions, and Patient Rights
.. . . . upon hire and annually.
offered, admission and discharge policies, 06-08-12 Written confirmation
medical supervision, plans of care, will be returned by employees
emergency care, clinical records, and placed in employee files
personnel qualifications, and program 06-14-12.3. The
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evaluation. Assist in identification of administrator/DON or designed
community health needs and supports the alternate will initiate a plan and
. L le in th will monitor all patient care.
agency In assuming 1ts role in the Administrator/DON or designated
alleviation or resolution of problems. alternate will create a quality
Periodically reviews the agency's assurance program to identify
programs and recommends needed problem areas.and to create a
h h fessional advi plan of correction.
changes. .. The professional advisory Administrator/DON or designated
board will function with two sub - alternate will ensure lines of
committees: A. Audit Review communication are kept open
Committee B. Quality Assurance betweep governing body,
C . " professional personnel, and staff.
ommittee. 06-22-12 4. “Professional
Advisory Board” policy will be
5. The undated policy titled "Annual dated. “Annual Program
Program Evaluation" was provided by the Evaluation” policy will be dated.
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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NO0470 410 IAC 17-12-1(m)
Home health agency
administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on Observation’ interview’ and N0470 The following will be overseen 06/14/2012
review of policy, the agency failed to and monitored by
pl y g y . . Administrator/DON or designated
ensure emp oyees provided .SeI'VICGS in alternate. Supervisory Nurses
accordance with agency policy and and Case Management Nurses
Centers for Disease Control infection will be trained and tasked with
control policies and procedures for implementation 9f
" . f2h changes/corrections when
Standard Precautions"” in 1 of 2 home appropriate and with reporting
visit observations made with a home and updating the progress of said
health aide (employee B) and 1 of 3 home changes/corrections to the
visit observations made with a skilled Administrator/DON or designated
I G o th al alternate for tracking and
nurse (employee ).creatmg t .e potentia monitoring of progress and
for the transfer of disease causing completion purposes. N470
organisms and the potential of infection to Administrator or designated
the patients for whom services were alternate will ensure the following:
dered 1l pati 1 which th 1. Staff was reeducated on CDC
rendered, to all patients in w. 1c' the infection control policies and
employee rendered care, the patient's procedures for standard
family members, other caregivers and precautions by supervisory RN.
friends, all family and contacts of the Employee G provided return
1 dth v at 1 demonstration of standard
employee, and the community at farge. precautions. Agency policy will
be created for hand hygiene
The findings include: infection control according to
CDC guidelines. The personnel
. .. . file for employee G will reflect
1. During home visit at 1:30 PM on education and training of CDC
5/14/12, employee G was observed to standard precautions. 05-31-12
provide incontinent care to patient # 9. 2. Staff was reeducated on CDC
Employee G donned gloves, provided infection control policies and
. . . procedures for standard
incontinent care, then proceeded with the . .
precautions by supervisory RN.
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same gloves, to wipe around the patients
cecostomy site without changing her
gloves and performing hand hygiene.

demonstration of standard

Employee G provided return

precautions. Agency policy will

2. On May 15, 2012, at 2 PM, the
administrator indicated the personnel file
for employee G, date of hire 1/3/07, a
licensed practical nurse, failed to

evidence any education and training since
the year 2008 and there was not an agency
policy for hand hygiene infection control.

be created for hand hygiene
infection control according to
CDC guidelines. The personnel
file for employee G will reflect
education and training of CDC
standard precautions. 05-31-12
3. All employees will receive
written guidelines of CDC
Guideline for Hand Hygiene in
Health Care Settings, Universal
Precautions, and Patient Rights
upon hire and annually.
06-08-12 Written confirmation
will be returned by employees
and placed in employee files
06-14-12 4. Infection Control,
Universal Precautions, and
Waste Management” policy will
be dated. It will also be revised to
include CDC Guidelines for Hand
Hygiene in Health Care Settings.

3. On 5-10-12 at 9 AM, employee B was
observed to don gloves without washing
her hands and providing a bath to patient
#1. When she was finished, she removed
her gloves but did not wash hands.

4. The undated policy titled "Infection
control, universal precautions, and waste
management" states, "Handwashing is the

06-14-12 Infection Control,
Universal Precautions, and

06-14-12

Waste Management” policy will
be dated. It will also be revised to
include CDC Guidelines for Hand
Hygiene in Health Care Settings.
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single most effective way to prevent the
transmission of infection."”

5. The CDC Morbidity and Mortality
Weekly Report (MMWR) October 25,
2002, Volume 51 No. RR-16 "Guideline
for Hand Hygiene in Health-Care Setting"
states, "Recommendations: Indications
for handwashing and hand antisepsis . . .
Decontaminate hands before having direct
contact with patients . . . Decontaminate
hands after contact with a patient's intact
skin . . . Decontaminate hands if moving
from a contaminated body site to a clean
body site during patient care.
Decontaminate hands after contact with
inanimate objects (including medical
equipment) in the immediate vicinity of
the patient. Decontaminate hands after
removing gloves."
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N0472 410 IAC 17-12-2(a)
Q A and performance improvement
Rule 12 Sec. 2(a) The home health agency
must develop, implement, maintain, and
evaluate a quality assessment and
performance improvement program. The
program must reflect the complexity of the
home health organization and services
(including those services provided directly or
under arrangement). The home health
agency must take actions that result in
improvements in the home health agency's
performance across the spectrum of care.
The home health agency's quality
assessment and performance improvement
program must use objective measures.
Based on pohcy review and interview’ the N0472 Survey was May 11-15, 2012. 06/22/2012
. . Results were posted on internet
agen.cy failed to ensure the ongomg late May 24, 2012. The ID and
quality assurance program was designed password given to the agency to
to objectively and systematically monitor allow opening of the survey report
and evaluate the quality and were incorrect. We have written
appropriateness of patient care, resolved confirmation of this error provided
. . . . by the state representative who
identified problems, and improve patient made the error. Due to the error
care for 1 of 1 agency with the potential and the holiday that followed the
to effect all patients of the agency. correct ID and password were not
received until mid-day May 29,
Lo . 2012. This made accessing the
Findings include: completed survey impossible until
the afternoon of May 29, 2012.
The deadline for submission of
1. On May 15, 2012, at 1:35 PM, the the POC was extended to June 7,
administrator / director of nursing 2012. Our understanding from the
indicated there was no documentation to exit interview was we had 10 days
evidence an identifiable professional to respond from when the survey
advisory group, which participated in the was posted and we were able to
R ) access the results. Since this was
agency review of agency policies, agency affected by the delay due to the
development and future planning, and error that was made and
participated in the agency's annual extended to June 7, 2012 we
believed our 30 days for the
State Form EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 100 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:  BUILDING 00 COMPLETED
157577 L WING 05/15/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
138 W CARMEL DR
ABC HOMECARE LLC CARMEL, IN 46032
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
evaluation. She indicated the owner of completion of all the corrections
the agency maintained the minutes of the began at that time. This is why
. . . some of our completion dates are
professional advisory group on his home 06-28-12 which is within the 30
computer and, therefore, they were not on day period for completion per our
hand. The administrator was unable to understanding based on the exit
provide evidence polices were reviewed. mterwlew W,'th the surveyors. The
following will be overseen and
monitored by Administrator/DON
2. On May 15, 2012, at 4 PM, the or designated alternate.
administrator indicated she did not have Supervisory Nurses and Case
evidentiary evidence the agency monitors Mgnagement Nurses.wnl be
. . trained and tasked with
care and services provided by the agency implementation of
staff for infection control precautions. changes/corrections when
appropriate and with reporting
3. OnMay 15, 2012, at 4:43 PM, the and updating the progress of said
.. .. changes/corrections to the
administrator indicated the agency was Administrator/DON or designated
not able to evidence a review of the alternate for tracking and
agency policies and procedures and an monitoring of progress and
agency wide ongoing quality assurance completion purposes. N472
Administrator/DON or designated
program. alternate will monitor: 1.
Professional advisory board
4. The undated policy titled "Professional (PAB) consists of MD, owner, one
Advisory Board" was provided by the registered nurse and appropriate
dministrat Mav 15. 2012. wh representation from other
? rr_ums rator on. ay 1> » WHO professional disciplines. The
indicated the policy was current, stated, PAB meets twice a year, usually
"Membership will include at least one in the spring and fall, and more
physician, one registered nurse, and often if needed. Last meeting
. . was held in November 2011. The
appropriate representation from other minutes are kept in agency
professional disciplines. ... The manual. Minutes will become
professional Advisory Board will meet more specific as to what subject
twice a year and will meet additionally if matter is reviewed and approved.
. . 06-22-12 2. All employees will
needed. Minutes are kept of each meeting . . o
o . receive written guidelines of DCD
and maintained in permanent agency Guideline for Hand Hygiene in
records. Functions: ... Participates in the Health Care Settings, Universal
establishment and annual review of Precautions, and Patient Rights
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policies covering the scope of services upon hire and annually.
offered, admission and discharge policies, 06-08-12 Written confirmation
dical .. 1 ¢ will be returned by employees
medical supervision, plans of care, and placed in employee files
emergency care, clinical records, 06-14-12 3. PAB will review and
personnel qualifications, and program approve all policies and
evaluation. Assist in identification of procedures twice a year or more
v health d d h often as needed. A quality
commur.uty ea t. née S an' supports the assurance program will be
agency in assuming its role in the created. 06-22-12 4.
alleviation or resolution of problems. “Professional Advisory Board”
Periodically reviews the agency's policy will be datgd. Anrlwual )
Program Evaluation” policy will be
programs and recommends needed dated
changes. ... The professional advisory
board will function with two sub -
committees: A. Audit Review
Committee B. Quality Assurance
Committee."
5. The undated policy titled "Annual
Program Evaluation" was provided by the
administrator on May 15, 2012, who
indicated the policy was current, stated,
"Policy and Procedure Review: The
administrator shall meet with the
Professional Advisory Board to review
agency patient care and administrative
policies and procedures. The review shall
be documented in the administrative
manual. Recommendations shall be
summarized for presentation to the Board
of Directors."
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NO0486 410 1AC 17-12-2(h)
Q A and performance improvement
Rule 12 Sec. 2(h) The home health agency
shall coordinate its services with other health
or social service providers serving the patient.
Based on clinical record and po]lcy N0486 Survey was May 11-15, 2012. 06/27/2012
review, home visit observation and Results were posted on internet
. . . late May 24, 2012. The ID and
interview, the agency failed to ensure password given to the agency to
coordination of care was maintained with allow opening of the survey report
other entities that had provided services in were incorrect. We have written
2 (#9 and 10) of 2 clinical records confirmation of this error provided
. . . . . by the state representative who
reviewed of patients identified as received made the error. Due to the error
additional services from other entities. and the holiday that followed the
correct ID and password were not
Findings include: received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
1. Clinical record # 9, start of care the afternoon of May 29, 2012.
1/3/07, indicated the patient required 24 The deadline for submission of
hour care. The clinical record failed to the POC was extended to June 7,
. . . 2012. Our understanding from the
include any coordination of care with the exit interview was we had 10 days
other agencies providing care. to respond from when the survey
was posted and we were able to
During a home visit on 5/14/12 at access the results. Since this was
. affected by the delay due to the
1:30 PM, the caregiver and employees F error that was made and
and G confirmed additional care and extended to June 7, 2012 we
services were provided by multiple care believed our 30 days for the
providers. completion of all the corrections
began at that time. This is why
some of our completion dates are
2. Clinical record # 10, start of care 06-28-12 which is within the 30
2/8/11, indicated the patient required 24 day period for completion per our
hour care and had a baclofen pump. The understanding based on the exit
.. . . interview with the surveyors. The
clinical record failed to include any following will b d
g will be overseen an
coordination of care with the other monitored by Administrator/DON
agencies providing care. or designated alternate.
Supervisory Nurses and Case
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During a home visit on 5/14/12 at Management Nurses will be
1:30 PM, the caregiver indicated the Framed and t,aSked with
. implementation of
patient's baclofen pump was cared for and changes/corrections when
filled within the previous 2 weeks by appropriate and with reporting
another home health agency. and updating the progress of said
changes/corrections to the
Administrator/DON or designated
3. On May 15, 2012 at 4:10 PM, the alternate for tracking and
administrator indicated clinical records 9 monitoring of progress and
and 10 failed to evidence coordination of completion purposes. N486
care with the multiple care providers in Admlnlstrat.or/ DON or designated
h . h She indi dth alternate will monitor that: 1.
the pa.tlen.ts ome. ¢ Indicated the Effective interchange, reporting
coordination of care was to be and coordination of care will
documented within the case conference occur with all providers of care.
notes. 06-27—12 a. Agency will .
designate a common area in
o clients chart to document all
4. The undated pohcy titled "Case providers of care with phone
Management / Coordination of Services" number and contact person if
stated, "All personnel providing services possible 06-27-12b. Agency will
1 ntain liai 4 that thei designate a common area in
will main am' iaisons to flssure at their clients chart to document all
efforts effectively compliment each other providers of care with phone
and support the objective outlined in the number and contact person if
plan of treatment. At least every sixty possible 06-27-12 ¢. Agency will
davs d tation should b doi determine a common area in
ays -o.cumen ation should be made in client’s chart to document alll
the clinical record to reflect that an providers. 06-27-12 d. Agency
exchange for coordinated patient will document more clearly Q60
evaluation has been carried out." days coordination of care with all
providers. 06-27-12 2.
Administrator/DON or designated
alternate will ensure effective
interchange, reporting and
coordination of care will occur
with all providers of care.
06-27-12 a. Agency will
designate a common area in
clients chart to document all
providers of care with phone
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number and contact person if
possible 06-27-12 b. Agency will
designate a common area in
clients chart to document all
providers of care with phone
number and contact person if
possible 06-27-12 c. Agency will
determine a common area in
client’s chart to document all
providers. 06-27-12 d. Agency
will document more clearly Q60
days coordination of care with all
providers. 06-27-12 3.
Administrator/DON or designated
alternate will ensure effective
interchange, reporting and
coordination of care will occur
with all providers of care.
06-28-12 1. Agency will
designate a common area in
clients chart to document all
providers of care with phone
number and contact person if
possible 06-27-12 2. Agency will
designate a common area in
clients chart to document all
providers of care with phone
number and contact person if
possible 06-27-12 3 Agency will
determine a common area in
client’s chart to document all
providers. 06-27-12 4 Agency
will document more clearly Q60
days coordination of care with all
providers. 06-27-12 4.
Administrator/DON or designated
alternate will ensure effective
interchange, reporting and
coordination of care will occur
with all providers of care.
06-27-12 1 Agency will designate
a common area in clients chart to
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document all providers of care
with phone number and contact
person if possible 06-27-12 2
Agency will designate a common
area in clients chart to document
all providers of care with phone
number and contact person if
possible 06-27-12 3 Agency will
determine a common area in
client’s chart to document all
providers. 06-27-12 Agency will
document more clearly Q60 days
coordination of care with all
providers. 06-27-12
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N0522 410 IAC 17-13-1(a)
Patient Care
Rule 13 Sec. 1(a) Medical care shall follow a
written medical plan of care established and
periodically reviewed by the physician,
dentist, chiropractor, optometrist or podiatrist,
as follows:
Based on clinical record review, N0522 Survey was May 11-15, 2012. 06/22/2012
observation, policy review, and interview, Results were posted on internet
. . late May 24, 2012. The ID and
the agency failed to ensure visits and password given to the agency to
treatments were provided as ordered on allow opening of the survey report
the plan of care (POC) for 4 of 10 patients were incorrect. We have written
with the potential to affect all the agency's confirmation of this error provided
. ) by the state representative who
patients. (#1, 3, 5, and 8) made the error. Due to the error
and the holiday that followed the
Findings: correct ID and password were not
received until mid-day May 29,
. 2012. This made accessing the
1. On 5'?'12 at9 AM’ Patlen‘f #1 was completed survey impossible until
observed in a bed with side rails down. the afternoon of May 29, 2012.
The POC for the certification period The deadline for submission of
3-18-12 to 5-16-12 identified seizure and the POC was extended to June 7,
fall . 2012. Our understanding from the
all precautions. exit interview was we had 10 days
to respond from when the survey
A. The undated policy titled was posted and we were able to
HSEIZURE HEALTH MANAGEMENT access the results. Since this was
PLAN" states. "Nursine Int tions: affected by the delay due to the
.s ates, u@mg nterventions:... error that was made and
3. Provide safe environment: bed low extended to June 7, 2012 we
position, pad rails, remove clutter, and believed our 30 days for the
protective head gear if needed." completion of gll the cprr.ectlons
began at that time. This is why
some of our completion dates are
B. On 5-9-12 at 9:20 AM, employee 06-28-12 which is within the 30
B, home health aide, indicated the side day period for completion per our
rails were not used because the patient understanding based on the exit
, . . interview with the surveyors. The
doesn't move unless they move him and it . .
following will be overseen and
was not a fall hazard. monitored by Administrator/DON
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or designated alternate.
2. On 5-10-12 at 12:15 PM, employee I, Supervisory Nurses anq Case
. . Management Nurses will be
home health aide, was observed applying trained and tasked with
TED hose to patient #3. The POC for the implementation of
certification period 3-28-12 to 5-26-12 changeg,/correctiops when .
failed to evidence an order for TED hose. appropnatg, and with reporting .
and updating the progress of said
changes/corrections to the
3. Clinical Record #5 contained "Home Administrator/DON or designated
Health Aide Report(s)" dated March 3, alternate for tracking and
11-22, 24, 25, 27-29, and 31; April 1-6, monlt;)rtlpg of progress ?\Jnsdzz ™
completion purposes. e
9-11, and 15-30; and May 1-5, 2012, AdmriJnistrath:r/DpON or designated
identified the aide performed range of alternate will closely monitor
motion exercises. The plans of care for frequency changes and ensure
the certification periods 2-16-12 to ordetri are vl\\;lrgten(.j 4—,t°\gency
. must have orders to cover
4-15-12 and 4-16-12 to 6-14-12 failed to visits and should be written prior
evidence an order for range of motion. to any visit change. 06-15-12
5-Employee H was reeducated on
A. The undated "Aide Care Plan" ]rjeed for ord:rs to 008’5921 12
. . . requency changes. 05-31-
failed to evidence the aide had been 6-I§mpl 05/ e H v% as reeducated on
assigned to perform range of motion. need for orders to cover
frequency changes. 05-31-12
B. The "Homemaker Report's" dated :\/;A' “Selzur? ;eal}h v will b
. anagement Plan” policy will be
March 5, 8, 12, 14,19, and 21 and April 9, o gneg B it ot
18, and 25, 2012, identified the assessment, high risk issues
homemaker performed dressing should be correctly identified and
assistance. The plans of care for the fdgretssfd- tApproprlatefaftlons
certification periods 2-16-12 to 4-15-12 0 be taken fo ensure sarety. 1 a
) ) client is determined to not need a
al’ld 4'16—12 to 6—14—12 falled to eVldence certain safety factor, order must
an order for dressing assistance. be written and to be well
documented in case
C. The undated "Homemaker management. 05-31-12 2 POC
) i ] must be complete and cover all
Assignment Sheet" failed to evidence the treatments. New treatments must
homemaker had been assigned to assist in be covered by orders. 05-31-12
dressing. 3 Reeducate all HH Aides in
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following care plans and to chart
according to care plan. 06-22-12
a. Undated care plan was newly
copied — not due yet. Dated
careplan under new one. b.
Reeducate homemaker on
allowable duties. To chart
according to care plan 06-22-12
Reeducate homemaker on
allowable duties. To chart
according to care plan. 06-22-12
4. Clinical record # 8 evidenced a plan of
care for the certification periods 2/2/12
through 4/1/12 and 4/2/12 through
5/31/12 with orders for skilled nurse
every other week for 9 weeks "or as
ordered." The clinical record evidenced
the last 3 skilled nurse visits were made
by employee H on March 29, April 12,
and May 3, 2012. The clinical record
failed to evidence a physician order to
change the frequency of the skilled nurse
visits.
5. On May 15, 2012, at 4 PM, employee
H indicated she was the only nurse to
make home visits to this patient's home
and had not made a visit between April 12
and May 3, 2012.
6. On May 15, 2012, at 4:04 PM,
employee E indicated she did not have
any documentation to evidence a change
in the frequency of the skilled nurse
visits.
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N0524 410 IAC 17-13-1(a)(1)

Patient Care

Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:

(A) Be developed in consultation with the
home health agency staff.

(B) Include all services to be provided if a
skilled service is being provided.

(B) Cover all pertinent diagnoses.

(C) Include the following:

(i)  Mental status.

(i) Types of services and equipment
required.

(i) Frequency and duration of visits.

(iv) Prognosis.

(v) Rehabilitation potential.

(vi) Functional limitations.

(vii) Activities permitted.

(viii) Nutritional requirements.

(ix) Medications and treatments.

(x)  Any safety measures to protect against
injury.

(xi) Instructions for timely discharge or
referral.

(xii) Therapy modalities specifying length of
treatment.

(xiii) Any other appropriate items.

Based on clinical record review,
observation, and interview, the agency
failed to ensure that TED hose were
included on the plan of care for 1 of 10
records reviewed with the potential to
affect all the agency's patients. (#3)

Findings:
1. On 5-10-12 at 11:45 AM, patient #3

was observed wearing TED hose. The
plan of care for the certification period

NO0524 Survey was May 11-15, 2012.
Results were posted on internet
late May 24, 2012. The ID and
password given to the agency to
allow opening of the survey
report were incorrect. We have
written confirmation of this
error provided by the state
representative who made the
error. Due to the error and the
holiday that followed the

correct ID and password were

06/22/2012
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the TED hose.

3-28-12 to 5-26-12 failed to evidence the
patient wore TED hose.

2. On 5-11-12 at 1:25 PM, the alternate
administrator indicated she was unable to
locate any other documentation regarding

not received until mid-day May
29, 2012. This made accessing
the completed survey impossible
until the afternoon of May 29,
2012. The deadline for
submission of the POC was
extended to June 7, 2012. Our
understanding from the exit
interview was we had 10 days to
respond from when the survey
was posted and we were able to
access the results. Since this
was affected by the delay due
to the error that was made and
extended to June 7, 2012 we
believed our 30 days for the
completion of all the
corrections began at that time.
This is why some of our
completion dates are 06-28-12
which is within the 30 day
period for completion per our
understanding based on the exit

interview with the surveyors.

The following will be overseen
and monitored by
Administrator/DON or
designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of

changes/corrections when
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appropriate and with reporting
and updating the progress of
said changes/corrections to the
Administrator/DON or
designated alternate for
tracking and monitoring of
progress and completion

purposes.

N524 1. Administrator/DON or
designated alternate will
monitor/review all POC with
assessment nurse to ensure all
issues are addressed. This will
occur monthly or whenever a
change in POC is needed or
made. 06-22-12
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N0537 410 IAC 17-14-1(a)
Scope of Services
Rule 1 Sec. 1(a) The home health agency
shall provide nursing services by a registered
nurse or a licensed practical nurse in
accordance with the medical plan of care as
follows:
Based on clinical record review’ NO0537 Survey was May 11-15, 2012. 06/28/2012
observation, and interview, the agency Results were posted on internet
. late May 24, 2012. The ID and
failed to ensure treatments were password given to the agency to
administered as ordered by the physician allow opening of the survey report
for 1 of 10 clinical records reviewed. (# 9) were incorrect. We have written
confirmation of this error provided
.. . by the state representative who
Findings include: made the error. Due to the error
and the holiday that followed the
1. Clinical record # 9, start of care correct ID and password were not
1/3/07, included a physician order dated received until mid-day May 29,
. 2012. This made accessing the
4/17/12 written by employee G that completed survey impossible until
stated, "Clarification of cecostomy order. the afternoon of May 29, 2012.
Clamp tube at night. Leave to drain bag The deadline for submission of
during day. ... Continue to flush the POC was extended to June 7,
" 2012. Our understanding from the
cecostomy QD [every day]. exit interview was we had 10 days
to respond from when the survey
2. During a home visit on 5/14/12 at 1:30 was posted and we were able to
PM, patient # 9 presented without a access the results. Since this was
. .. affected by the delay due to the
drainage bag. Employee G indicated the error that was made and
patient was not receiving a daily flush. extended to June 7, 2012 we
believed our 30 days for the
3. On May 15, 2012, at 4:10 PM, the completion of all the corrections
.. .- .. began at that time. This is why
administrator indicated the clinical record some of our completion dates are
failed to evidence an order to discontinue 06-28-12 which is within the 30
the daily flush. day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
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or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. N537
Administrator/DON or designated
alternate will ensure all orders will
be up to date, so staff in field will
be able to provide care as
ordered. Field nurses will be
re-educated on how to update
office with order changes. le.
Phone calls, faxes. 06-28-12
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N0541 410 IAC 17-14-1(a)(1)(B)
Scope of Services
Rule 14 Sec. 1(a) (1)(B) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(B) Regularly reevaluate the patient's nursing
needs.
Based on clinical record review and N0541 Survey was May 11-15, 2012. 06/27/2012
policy review, the agency failed to ensure Results were posted on internet
. late May 24, 2012. The ID and
the registered nurse completed the password given to the agency to
comprehensive assessment within 48 allow opening of the survey report
hours of the patients return home from a were incorrect. We have written
hospital admission to reevaluate the confirmation of this error provided
. ds for 1 of 4 q . q by the state representative who
patient's needs for 1 of 4 records reviewe made the error. Due to the error
of patients that had been hospitalized with and the holiday that followed the
the potential to affect all the agency's correct ID and password were not
patients who are hospitalized. (#2) received until mid-day May 29,
2012. This made accessing the
o completed survey impossible until
Findings: the afternoon of May 29, 2012.
The deadline for submission of
1. Clinical record #2 identified the the POC was extended to June 7,
. hospitalized on April 29 2012. Our understanding from the
patient was hospitalized on April 29, exit interview was we had 10 days
2012, and returned home on May 1, 2012. to respond from when the survey
The record evidenced a resumption of was posted and we were able to
care comprehensive assessment dated access the results. Since this was
5.4-12 which tained onlv vital si affected by the delay due to the
o which contained only vital signs, error that was made and
signature of the nurse, and date. extended to June 7, 2012 we
believed our 30 days for the
2. The undated policy titled "Follow-up completion of all the corrections
hensi t and OASIS began at that time. This is why
compre ens:we assessment an ] some of our completion dates are
data collection" states, "Resumption of 06-28-12 which is within the 30
care After discharge from an inpatient day period for completion per our
facility for 24 hours or more for any understanding based on the exit
interview with the surveyors. The
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reason other than diagnostic testing when following will be overseen and
the patient is resumed for care by the momtqred by Administrator/DON
or designated alternate.
agency. Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. N541
Administrator/DON or designated
alternate will create a policy
regarding completion of
documentation. 06-27-12 3
Skilled notes are completed and
turned in Q Monday. Policy will
be created for timeliness of
OASIS. 06-27-12
3. On May 15, 2012, at 4:28 PM,
employee H indicated she had not
documented the visit she made on May 4,
2012, and presented a document titled
"Comprehensive Adult Nursing
Assessment" dated "5/10/10" that
included only the patient's name, the vital
signs, and the signature of the registered
nurse, employee H. The administrator /
director of nursing indicated the agency
did not have an agency policy regarding
when the staff were expected to document
and complete visit notes.
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N0543 410 IAC 17-14-1(a)(1)(D)
Scope of Services
Rule 14 Sec. 1(a) (1)(D) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(D) Initiate appropriate preventive and
rehabilitative nursing procedures.
N0543 Survey was May 11-15, 2012, 06/28/2012
Based on clinical record review Results were posted on internet
. . . ’ late May 24, 2012. The ID and
observation, and interview, the agency password given to the agency to
failed to ensure the registered nurse made allow opening of the survey report
arrangements for fixing broken equipment were incorrect. We have written
and obtaining the right equipment for 2 of confirmation of this error provided
. . . by the state representative who
10 records reviewed with the potential to made the error. Due to the error
affect all the agency's patients. (#1, 3) and the holiday that followed the
correct ID and password were not
Findings: received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
1. On 5-10-12 at 9:35 AM, patient #1 the afternoon of May 29, 2012.
was observed being physically lifted and The deadline for submission of
placed into wheelchair by home health t2hOe1 2PO(§:u\rers1deexrtsetgggic:1tof;Jour:irZe‘;
aide, employee B. The plan of care (POC) exit interview was we hagd 10 days
and the aide care plan for the certification to respond from when the survey
period 3-18-12 to 5-16-12 evidenced the was posted and we were able to
use of a Hoyer. access the results. Since this was
affected by the delay due to the
error that was made and
On 5-10-12 at 8:59 AM, the home health extended to June 7, 2012 we
aide, employee B, indicated the Hoyer believed our 30 days for the
was in the garage and not being used completion of all the corrections
. - . began at that time. This is why
because it is too large for the patient. some of our completion dates are
06-28-12 which is within the 30
2.0n 5-10-12 at 11:45 AM, patient #3 day period for completion per our
indicated her walker had a seat that was understanding based on the exit
interview with the surveyors. The
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broken and also had brakes that did not
work. The POC and the aide care plan for
certification period 3-28-12 to 5-26-12
evidenced the use of a walker.

following will be overseen and
monitored by Administrator/DON
or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. N543
Administrator/DON or designated
alternate will ensure clients have
appropriate and safe equipment.
06-28-12 1. Supervisory nurse to
monitor equipment in home. To
document in case management
the addition or deletion of
equipment. To update care plans
as necessary. 06-28-12 Skilled
nurse needs to document in case
management steps that have
been taken to repair equipment,
who is responsible for the repair,
and who is responsible for
payment of repair. 06-28-12
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N0545 410 IAC 17-14-1(a)(1)(F)
Scope of Services
Rule 14 Sec. 1(a) (1)(F) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(F) Coordinate services.
Based on clinical record and pohcy NO0545 Survey was May 11-15, 2012. 06/27/2012
. . . . Results were posted on internet
review and interview, the agency failed to
N geney. late May 24, 2012. The ID and
ensure the registered nurse coordinated password given to the agency to
care with other entities that provided allow opening of the survey report
services in 2 (# 9 and 10) of 2 clinical were incorrect. We have written
records reviewed of patients identified as confirmation of this error provided
. . f h .. by the state representative who
recelving services from other entities. made the error. Due to the error
and the holiday that followed the
Findings include: correct ID and password were not
received until mid-day May 29,
.. 2012. This made accessing the
L. Chm.cal. record # 9, st.art of Ca¥e completed survey impossible until
1/3/07, indicated the patient required 24 the afternoon of May 29, 2012.
hour care. The clinical record failed to The deadline for submission of
include any coordination of care with the the POC was extended to June 7,
h . i 2012. Our understanding from the
other agencies providing care. exit interview was we had 10 days
to respond from when the survey
During a home visit on 5/14/12 at was posted and we were able to
1:30 PM, the caregiver and employees F access the results. Since this was
dG & d additional d affected by the delay due to the
an ) conlirme a. thiona car(? an error that was made and
services were provided by multiple care extended to June 7, 2012 we
providers. believed our 30 days for the
completion of all the corrections
.. began at that time. This is why
2. Chm.cal. record # 10, §taﬂ of c-are some of our completion dates are
2/8/11, indicated the patient required 24 06-28-12 which is within the 30
hour care and had a baclofen pump. The day period for completion per our
clinical record failed to include any understanding based on the exit
.. . interview with the surveyors. The
coordination of care with the other ) .
following will be overseen and
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agencies providing care. monitored by Administrator/DON
or designated alternate.
. .. Supervisory Nurses and Case
During a home visit on 5/14/12 at Management Nurses will be
1:30 PM, the caregiver indicated the trained and tasked with
patient's baclofen pump was cared for and implementation of
filled within the previous 2 weeks by change§/ correchops when )
ther h health appropriate and with reporting
another home health agency. and updating the progress of said
changes/corrections to the
3. On May 15,2012 at 4:10 PM, the Administrator/DON or designated
administrator indicated clinical records 9 alter:atg forftracklng and q
. . .. monitoring of progress an
and lO.falled to ev.ldence COOI‘dl.l’latIOIil of completion purposes. N545
care with the multiple care providers in Administrator/DON or designated
the patients home. She indicated the alternate will ensure effective
coordination of care was to be mterchange, reportmg,' and
d d within th f coordination of care will occur
ocumented within the case conference with all providers of care. 6-27-12
notes. 1. Agency will designate a
common area in client’s chart to
4. The undated policy titled "Case dgcument all providers of care
M t / Coordinati £ Services" with phone numbers and contact
ahagemen oordina 10.nf) erV1f:es person if possible. 6-27-12 2.
stated, "All personnel providing services Agency will designate a common
will maintain liaisons to assure that their area in client’s chart to document
efforts effectively compliment each other all prtc))wdersdof catre ‘:"th phor?fe
. . . numbers and contact person i
and support the objective outlined .1n the possible. 6-27-12 3. Agency wil
plan Of treatment. At 1eaSt eVery SlXty determine a common area in
days documentation should be made in client’s chart to document all
the clinical record to reflect that an ;,\)/lrowders 6'52'12 é’ “?asef
. . anagement/Coordination o
exchange for coordinated patient agemen-oordinat
- ) Services” policy will be dated.
evaluation has been carried out." Agency will document more
clearly Q 60 days coordination of
care with all providers. 6-27-12
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N0589 410 IAC 17-14-1(i)
Scope of Services
Rule 14 Sec. 1(i) During a home health
aide's first year on the state's home health
aide registry, the number of hours of training
for that aide shall be a prorated portion of the
usual twelve (12) and eight (8) hours.
Based on personne] record review and NO0589 Survey was May 11-15, 2012. 06/28/2012
interview, the registered nurse failed to Results were posted on internet
. . late May 24, 2012. The ID and
ensure home health aides received at least password given to the agency to
8 hours of in-service training in the allow opening of the survey report
required subject areas and a total of 12 were incorrect. We have written
hours during the 2011 calendar year for 1 confirmation of this error provided
. . by the state representative who
of 4 home health aide inservice files made the error. Due to the error
reviewed (A). and the holiday that followed the
correct ID and password were not
The findings include: received until mid-day May 29,
2012. This made accessing the
completed survey impossible until
1. Personnel file A, date of hire 2/1/07, the afternoon of May 29, 2012.
failed to evidence the required inservice The deadline for submission of
for the home health aide. The file t2hoe1 2PO(§3 wasdextetnd(e;q tofJune;h7,
evidenced one post test dated 11/12/11 exit ir.wterlj/ri :Wn V?;z 3\; Lnagd ;oorr; ayz
and titled "Skin Care." to respond from when the survey
was posted and we were able to
2. On May 10, 201,2 at 3:38 PM, the access the results. Since this was
.. .. affected by the delay due to the
administrator indicated she could not error that was made and
provide documentation to evidence extended to June 7, 2012 we
employee A received required inservice believed our 30 days for the
during the year 2011. completion of all the corrections
began at that time. This is why
some of our completion dates are
06-28-12 which is within the 30
day period for completion per our
understanding based on the exit
interview with the surveyors. The
following will be overseen and
monitored by Administrator/DON
State Form EventID: QC1V11 Facility ID: 004804 If continuation sheet Page 122 of 125




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

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

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

157577

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

ABC HOMECARE LLC

X2) MULTIPLE CONSTRUCTION

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

138 W CARMEL DR
CARMEL, IN 46032

X3) DATE SURVEY

00 COMPLETED

05/15/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED 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

or designated alternate.
Supervisory Nurses and Case
Management Nurses will be
trained and tasked with
implementation of
changes/corrections when
appropriate and with reporting
and updating the progress of said
changes/corrections to the
Administrator/DON or designated
alternate for tracking and
monitoring of progress and
completion purposes. N589
Administrator/DON or designated
alternate will ensure HH Aides will
receive appropriate in-services.
06-15-12 1. All HH Aide
employee files will be reviewed.
Outstanding in-services will be
completed. A “tickler” file will be
implemented to allow better
tracking. 06-15-12 2. All HH Aide
employee files will be reviewed.
Outstanding in-services will be
completed. A “tickler” file will be
implemented to allow better
tracking. 06-15-12
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N0597 410 IAC 17-14-1(1)(1)(B)
Scope of Services
Rule 14 Sec. (1)(I)(1) The home health aide
shall:
(B) be entered on and be in good standing
on the state aide registry.
Based on personnel file and clinical NO0597 The foIIowing will be overseen 05/31/2012
. . . and monitored by
refzord review and interview, the agency Administrator/DON or designated
failed to ensure that 2 of 4 home health alternate. Supervisory Nurses
aides were in good standing on the state and Case Management Nurses
aide registry. (A, B) will be trained and tasked with
implementation of
.. changes/corrections when
Findings: appropriate and with reporting
and updating the progress of said
1. Personnel file A, date of hire 2007, changes/corrections to the
failed to evidence the agency had checked Administrator/ DON or designated
. . . alternate for tracking and
the aide's status on the state aide registry. monitoring of progress and
completion purposes. N597 The
2. Personnel file B, date of hire 1-29-07, administrator/DON or designated
failed to evidence the agency had checked alternate will monitor the
- . . following: 1. All HH Aides
the aide's status on the state aide registry. educated on the need to recertify
and the process to do so. Must
3. On 5-15-12 at 11:35 AM, the keep state informed of current
administrator presented a registry aﬁjfz& 5-31 ;1 2 HRthVIVI”XCZhECk
verification dated 5-11-12 that identified m onttl1 t?)r:r? ;g ;TZ; is )éurr ont
employee B's status on the registry was then quarterly. 05-31-12  Any HH
expired. Aide who allows registration to
lapse will be removed from
current cases, documentation
placed in files. They will not be
allowed to work until registration
is re-instated. 05-31-12 Agency
will create a “tickler file” which
records all expiration dates of
CNA/HHA this will prevent
registration from lapsing.
05-31-12
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4. Clinical record # 7 evidenced NO0597 The foIIowing will be overseen 05/31/2012
. and monitored by
emp‘loyee A rende'red home health a'lde Administrator/DON or designated
services daily April 1st through April alternate. Supervisory Nurses
11th and Apl‘il 14th through May 5th, and Case Management Nurses
2012. will be trained and tasked with
implementation of
changes/corrections when
5. On May 10, 2012, at 3:38 PM, the appropriate and with reporting
administrator indicated she could not and updating the progress of said
provide documentation to evidence changes/corrections to the
personnel file A was current and Admlnlstrator/DON or designated
. . alternate for tracking and
contained documentation the home health monitoring of progress and
aide was in good standing on the Indiana completion purposes. N597 The
state home health aide registry. administrator/DON or designated
alternate will monitor the
following: 1. All HH Aides
educated on the need to recertify
and the process to do so. Must
keep state informed of current
address. 5-31-12 HR will check
HH Aide registry monthly X2
month to ensure staff is current
then quarterly. 05-31-12  Any HH
Aide who allows registration to
lapse will be removed from
current cases, documentation
placed in files. They will not be
allowed to work until registration
is re-instated. 05-31-12 Agency
will create a “tickler file” which
records all expiration dates of
CNA/HHA this will prevent
registration from lapsing.
05-31-12
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