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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 G 158 Director of 11/02/2012
Based on clinical record review, policy Nursing/designee will audit 100%
. . . . of all charts weekly to ensure
review, and interview, the agency failed ) .
o ; there is documentation for
to ensure visits were provided as ordered ordered frequency for each
for 1 of 7 active records reviewed with a discipline. Once 100%
written plan of care (#7) and the potential compliance is achieved, Director
: of Nursing/designee will audit
to affect all the patients of the agency. 10% of charts weekly to ensure
compliance is maintained.
Findings include: On-going Director of
Nursing/designee will compare
o o .
1. Clinical record #7, start of care 100% of visit notes with the MD
. orders to ensure appropriate
7/12/12, included a plan of care for the frequency is being followed by
certification period 7/12/12 to 9/9/12 with that discipline. Once 100%
orders for skilled nurse visits 2 times a compliance is achieved, Director
week for 9 weeks. The record failed to of Nursmg{deggnee W'”_aUd't
. . . 10% of visit documentation each
evidence a second skilled nurse visit was month for each discipline to
made the weeks of 8/5/12, 8/12/12, ensure compliance is
8/19/12, and 8/26/12. maintained. On-going Director of
Nursing/designee will in-service
o . current employees on the
The clinical record also included a importance of following the MD
plan of care for the certification period ordered frequency for their
9/5/12 to 11/3/12 with orders for skilled discipline. Complete by 11/2/12
nurse every 2 weeks. The record failed to .Dlrector. of N_“rs'”g’ designee will
. il .. include in orientation of all new
evidence a skilled nurse visit was made clinical staff the importance of
every other week for the weeks of 9/2/12 following MD ordered frequency
and 9/16/12. for their discipline. On-going
Director of Nursing/designee will
in-service current staff on agency
2.0n 10/4/12 at 2:20 PM, the policy that visit documentation
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administrator / director of clinical services must be turned into office within
indicated she made the skilled nurse visits Zj ??;er/j gf tE:‘ife\::ltS;f" o?omplete
as ordered on the plans of care. She Nursing/designee will include in
indicated the skilled nurse notes must orientation of all new agency staff
have been misfiled and she could not that visit documentation must be
locate the missing documentation. turned in to thg 'office within 72
hours of the visit. On-going
Director of Nursing will audit 10%
3. The undated policy #11010 titled of active charts weekly to ensure
"MAINTENANCE AND RETENTION documentation is present in
OF CLINICAL RECORDS" states, "All patient chart for ordered visit
.. . . frequency. On-going
clinical notes, along with the patient
verification of the visit, are to be
completed and submitted to the office
within 72 hours following completion of
the visit. ... Ensuring that the content of
the records are filed accurately, i.e., in the
correct patient's file, and in a timely
manner to ensure currency {sic}of the
record."
4. The policy #11001 dated 2/29/12 titled
"MEDICAL RECORD CONTENT
POLICY" states, "All entries in the
medical record shall be dated, timed and
authenticated, in written or electronic
form, by the person responsible for
providing or evaluating the service
provided. Additionally, the time and date
of each entry (orders, reports, notes, etc.)
must be accurately documented."
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PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
GO0159 G 159 Director of 11/02/2012
Based on clinical record review, policy Nursing/designee will in-service
review, and interview, the agency failed current nursing staff on how to
’ o . calculate the 60 day certification
to ensure the certification period on the period. Complete by 11/2/12
plan of care was 60 days in length on 5 of Director of Nursing/designee will
8 records (#1, 3, 6, 7, and 8) reviewed include in orientation of new
with the potential to affect all the patients nurses hgw t.o calcqlate the 60.
day certification period. On-going
of the agency. Director of Nursing/designee will
review all Plans of Care, before
Findings include: being sent to the MD for
signature, to ensure the
o certification dates are for 60 days.
1. Clinical record #1, start of care Once 100% compliance is
8/10/12, included a plan of care for the achieved, Director of
certification period 8/10/12 to 10/4/12, a Nursing/designee will audit 20%
period of 56 days. of Plans of Cgre mqnthly to
ensure compliance is
maintained. On-going Director of
2. Clinical record #3, start of care Nursing/designee will in-service
7/19/12, included plans of care for the current nursing staff on policy
certification periods 7/19/12 to 9/12/12, a regarding timeframe for nursing
. assessments. Complete by
period of 56 days, and 9/12/12 to 11/2/12 Director of
11/10/12. Nursing/designee will include in
orientation of new nurses the
3. Clinical record #6, start of care 8/9/12, policy for timeframes ,Of nursing
assessments. On-going Director
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included a plan of care for the of Nursing/designee will audit
o ;
certification period 8/9/12 to 10/8/12, a 100% of nursing assessments to
iod of 61 d ensure they are being done at
period of 61 days. least every 60 days. Once 100%
compliance is achieved, Director
4. Clinical record #7, start of care of Nursing/designee will audit
. 0 .
7/12/12, included plans of care for the 20% of docurpentat{on monthly to
) ) : ensure compliance is
certification periods 7/12/12 to 9/9/12 and maintained. On-going A tracking
9/5/12 to 11/3/12. The second plan of care sheet will be implemented by the
should have been dated 9/10/12 to Director of Nursing/designee to
11/8/12 ensure nursing assessments are
done at least every 60 days.
o Complete by 11/2/12 Director of
5. Clinical record #8, start of care 8/8/12, Nursing/designee will in-service
included a plan of care for the current nurses on how to utilize
certification period of 8/8/12 to 10/2/12, a tracking form to ensure nursing
iod of 56 d assessments are made at least
period o ays. every 60 days. Complete by
11/2/12 Director of
6. The policy #10008 dated 3/3/12 titled Nursing/designee will include in
"ASSESSMENT - NURSING" states. "In orientation of new nurses how to
. . ’ utilize tracking form to ensure
conf.ormance with the HHA policy, nursing assessments are being
applicable state and federal laws and done at least every 60 days.
regulations and accrediting organization On-going
standards as often as the patient's needs
require, but no less often than: every 60
days from the start of care."
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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, policy G0229 11/02/2012
review, and interview, the agency failed G229
to ensu#e the reg1§tered r'n?rse completed Director of Nursing/designee wil
an on-site supervisory visit of the home in-service all nurses on the need
health aide in 1 of 1 (#7) records to do aide supervisory visits at
reviewed of patients who received skilled least every fourteen (14) days
. . when there is an aide involved in
and home health aide services longer than . :
. ] a skilled case. On-going
14 days with the potential to affect all the
patients of the agency receiving home A tracking sheet will be
health aide services. implemented by the Director of
Nursing/designee to ensure aide
L . supervisory visits are done at
Findings include: least every fourteen (14) days
when there is an aide involved in
1. Clinical record #7, start of care a skilled case. Complete by
7/12/12, included plans of care for the 117212
certification periods 7/12/12 to 9/9/12 and Director of Nursing/designee will
9/5/12 to 11/3/12 with orders for skilled include in orientation of newly
nurse visits and home health aide 2 times hired nurses the regulation
a week for 9 weeks. The record failed to rggardlng supervision visits of
. . . aide at least every fourteen (14)
evidence a registered nurse supervisory days when aide is involved in a
visit was made the weeks of 9/2/12 and skilled case. On-going
9/16/12.
Director of Nursing/designee will
audit 100% of supervisory visits
2.On 10/4/12 at 2:20 PM, the weekly to ensure timeliness of
administrator / director of clinical services supervisory visits until 100%
indicated she made the supervisory visits, compliance is achieved. Once
. 0, i i i
but the notes must be have been misfiled 1(_)0 fo °°mp"a”‘?e 1S achleved, .
dsh 1d 1 he missi Director of Nursing/designee will
and she could not locate the missing audit 20% of supervisory visit
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documentation. notes monthly to ensure
compliance is maintained.
. . On-going
3. The policy # 10112 dated 2/29/12 titled
"RN SUPERVISORY VISITS" states, "A
Registered Nurse shall make onsite visits
to a patient's home no less frequently than
every two (2) weeks [for a supervisory
visit] when a patient is receiving skilled
nursing care [home health aide and skilled
services?]."
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G0325 484.20(c)(3)
TRANSMITTAL OF OASIS DATA
The HHA must successfully transmit test
data to the State agency or CMS OASIS
contractor.
G0325 G 325 Director of Nursing will 11/20/2012
Based on interview, and review of agency enter a test OASIS into HAVEN
documents and policy, the agency failed once the ID/Password has been
p . Y, .g' y . received. Once ID/Password is
to ensure electronic transmission of Oasis received. 12/10/12 Administrator/
test data was sent to the Indiana Director of Nursing completed a
Department of Health (ISDH) for 1 of 1 successful transmission
of an OASIS.
agency.
Findings include:
1. Review of agency documents failed to
evidence a validation report that identified
the agency had test transmitted an Oasis
assessment.
2.0n 10/4/12 at 6:10 PM, the
administrator / director of clinical services
indicated an Oasis test transmission had
not been sent to ISDH because of a
problem with changes in leadership and
acquisition of the password.
3. The policy #6013 dated 2/4/2012 titled
"REPORTING OASIS INFORMATION"
states, "Transmitted data includes the
Centers for Medicare and Medicaid
Services (CMS) assigned branch
identification number, as applicable."
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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, policy N0522 N 0522Director of 11/02/2012
review, and interview, the agency failed Nursing/designee will audit 100%
. . . of all charts weekly to ensure
to ensure visits were provided as ordered ) .
. . . there is documentation for
for 1 of 7 active records reviewed with a ordered frequency for each
written plan of care (#7) and the potential discipline. Once 100%
to affect all the patients of the agency. compliance is achieved, Director
of Nursing/designee will audit
L. . 10% of charts weekly to ensure
Findings include: compliance is maintained.
On-going Director of
1. Clinical record #7, start of care Nursing/designee will compare
o o .
7/12/12, included a plan of care for the 100% of visit notes with the MD
. . . . orders to ensure appropriate
certification period 7/12/12 to 9/9/12 with frequency is being followed by
orders for skilled nurse visits 2 times a that discipline. Once 100%
week for 9 weeks. The record failed to compliance is achieved, Director
evidence a second skilled nurse visit was of Nursmg{deggnee W'”_aUd't
10% of visit documentation each
made the weeks of 8/5/12, 8/12/12, month for each discipline to
8/19/12, and 8/26/12. ensure compliance is
maintained. On-going Director of
The clinical record also included a Nursing/designee will in-service
. . : current employees on the
plan of care for the certification period importance of following the MD
9/5/12 to 11/3/12 with orders for skilled ordered frequency for their
nurse every 2 weeks. The record failed to discipline. Complete by 11/2/12
evidence a skilled nurse visit was made il?llcrﬁ:jzrir?fo';li:;i;?é :eosfgrl}eneeal”
every other week for the weeks of 9/2/12 clinical staff the importance of
and 9/16/12. following MD ordered frequency
for their discipline. On-going
2. 0n 10/4/12 at 2:20 PM, the Pirectqr of Nursing/designee will
dmini / di £ clinical . in-service current staff on agency
administrator / director ot clinical services policy that visit documentation
State Form EventID: QSIR11 Facility ID: 012827 If continuation sheet Page 10 of 16
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indicated she made the skilled nurse visits must be turned into office within

as ordered on the plans of care. She Zj ??;er/j gflzt)?ri(\:/tls:t.ofComplete

indicated the skilled nurse notes must Nursing/designee will include in

have been misfiled and she could not orientation of all new agency staff

locate the missing documentation. that visit documentation must be

turned in to the office within 72
. . hours of the visit. On-going

3. The undated policy #11010 titled Director of Nursing will audit 10%

"MAINTENANCE AND RETENTION of active charts weekly to ensure

OF CLINICAL RECORDS" states, "All documentation is present in

clinical notes, along with the patient ?raegir:ng;argr?_rg%riizred visit

verification of the visit, are to be '

completed and submitted to the office

within 72 hours following completion of

the visit. ... Ensuring that the content of

the records are filed accurately, i.e., in the

correct patient's file, and in a timely

manner to ensure currency {sic}of the

record."

4. The policy #11001 dated 2/29/12 titled

"MEDICAL RECORD CONTENT

POLICY" states, "All entries in the

medical record shall be dated, timed and

authenticated, in written or electronic

form, by the person responsible for

providing or evaluating the service

provided. Additionally, the time and date

of each entry (orders, reports, notes, etc.)

must be accurately documented."
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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.
(iii) 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.
N0524 N 0524 Director of 11/02/2012
Based on clinical record review, policy Nursing/designee will in-service
review, and interview the agency failed to current nursing staff on how to
’ calculate the 60 day certification
ensure the care period on the plan of care period. Complete by 11/2/12
was 2 months in length on 5 of 8 records Director of Nursing/designee will
reviewed (#1, 3, 6, 7, and 8) with the include in orientation of new
potential to affect all the patients of the nurses hgw t.o calcqlate the 60.
day certification period. On-going
agency. Director of Nursing/designee will
review all Plans of Care, before
Findings include: being sent to the MD for
signature, to ensure the
o certification dates are for 60 days.
1. Clinical record #1, start of care Once 100% compliance is
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8/10/12, included a plan of care for the achieved, Director of
. . : oo
certification period 8/10/12 to 10/4/12, a Nursing/designee will audit 20%
. of Plans of Care monthly to
period of 56 days. ensure compliance is
maintained. On-going Director of
2. Clinical record #3, start of care Nursing/designee will in-service
7/19/12, included plans of care for the currer; nu:.smg:c staff ?n pollcy
. . . regarding timeframe for nursing
certification periods 7/19/12 to 9/12/12, a assessments. Complete by
period of 56 days, and 9/12/12 to 11/2/12 Director of
11/10/12. Nursing/designee will include in
orientation of new nurses the
.. policy for timeframes of nursing
.3. Clinical record #6, start of care 8/9/12, assessments. On-going Director
included a plan of care for the of Nursing/designee will audit
certification period 8/9/12 to 10/8/12, a 100% of nursing assessments to
period of 61 days. ensure they are being done at
least every 60 days. Once 100%
o compliance is achieved, Director
4. Clinical record #7, start of care of Nursing/designee will audit
7/12/12, included plans of care for the 20% of documentation monthly to
certification periods 7/12/12 to 9/9/12 and ens-u[e. co(rjnplcl)ance s A tracki
maintained. On-going A tracking
9/5/12 to 11/3/12. The second plan of sheet will be implemented by the
care should have been dated 9/10/12 to Director of Nursing/designee to
11/8/12. ensure nursing assessments are
done at least every 60 days.
.. Complete by 11/2/12 Director of
.5. Clinical record #8, start of care 8/8/12, Nursing/designee will in-service
included a plan of care for the current nurses on how to utilize
certification period of 8/8/12 to 10/2/12, a tracking form to ensure nursing
period of 56 days. assessments are made at least
every 60 days. Complete by
) ) 11/2/12 Director of
6. The pOllcy #10008 dated 3/3/12 tltled Nursing/designee will inc|ude in
"ASSESSMENT - NURSING" states, "In orientation of new nurses how to
conformance with the HHA policy, utilize tracking form to ensure
applicable state and federal laws and nursing assessments are being
i o o done at least every 60 days.
regulations and accrediting organization On-going
standards as often as the patient's needs
require, but no less often than: every 60
State Form EventID: QSIR11 Facility ID: 012827 If continuation sheet Page 13 of 16
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days from the start of care."
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NO0606 410 IAC 17-14-1(n)
Scope of Services
Rule 14 Sec. 1(n) A registered nurse, or
therapist in therapy only cases, shall make
the initial visit to the patient's residence and
make a supervisory visit at least every thirty
(30) days, either when the home health aide
is present or absent, to observe the care, to
assess relationships, and to determine
whether goals are being met.
N0606 N 606Director of 11/02/2012
Based on clinical record review, policy Nursing/designee will in-service
. . . . all nurses on the need to do aide
review, and interview, the agency failed . s
. supervisory visits at least every
to ensure the registered nurse completed fourteen (14) days when there is
an on-site supervisory visit of the home an aide involved in a skilled
health aide in 1 of 1 (#7) records case. On-going A tracking sheet
reviewed of patients who received skilled W!” be |mplemer.1ted by .the
. . Director of Nursing/designee to
and home health aide services longer than ensure aide supervisory visits are
14 days with the potential to affect all the done at least every fourteen (14)
patients of the agency receiving home days when there is an aide
health aide services. involved in a skilled case.
Complete by 11/2/12 Director of
Nursing/designee will include in
Findings include: orientation of newly hired nurses
the regulation regarding
1. Clinical record #7, start of care supervision visits of aide at least
. ’ every fourteen (14) days when
7/12/12, included plans of care for the aide is involved in a skilled case.
certification periods 7/12/12 to 9/9/12 and On-going Director of
9/5/12 to 11/3/12 with orders for skilled Nursing/designee will audit 100%
nurse visits and home health aide 2 times of supervisory visits weekly'to
i ensure timeliness of supervisory
a week for 9 weeks. The record failed to visits until 100% compliance is
evidence a registered nurse supervisory achieved. Once 100%
visit was made the weeks of 9/2/12 and compliance is achieved, Director
9/16/12. of Nursing/designee will audit
20% of supervisory visit notes
monthly to ensure compliance is
2. 0n 10/4/12 at 2:20 PM, the maintained. On-going
administrator / director of clinical services
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indicated she made the supervisory visits,
but the notes must be have been misfiled
and she could not locate the missing
documentation.

3. The policy # 10112 dated 2/29/12 titled
"RN SUPERVISORY VISITS" states, "A
Registered Nurse shall make onsite visits
to a patient's home no less frequently than
every two (2) weeks [for a supervisory
visit] when a patient is receiving skilled
nursing care [home health aide and skilled
services?]."
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