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G000000

This was a Federal home health
recertification survey. This was an
extended survey.

Survey date: 07/24, 07/25, 07/28, 07/29,
and 07/30/14.

Facility: 011480
Medicaid Vendor: 200893000

Surveyor: Shannon Pietraszewski, RN,
PHNS

Census: 75

The agency is precluded from providing a
home health aide training and
competency program for a period of 2
years beginning 08/07/14 for being found
out of compliance with the Conditions of
Participation 42 CFR 484.18: Acceptance
of Patients, Plan of Care, Medical
Supervision and 484.30 Nursing

Services: 484.36.

Quality Review: Joyce Elder, MSN,
BSN, RN
Auguat 7, 2014

G000000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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G000143 | 484.14(g)
COORDINATION OF PATIENT SERVICES
All personnel furnishing services maintain
liaison to ensure that their efforts are
coordinated effectively and support the
objectives outlined in the plan of care.
G000143 The Director of Nurses has 08/27/2014
Based on clinical record, document, and 'nserv'_ced all RN (?ase Managers
. . . regarding the requirement for all
policy review, the agency. fa?led to eTlsure clients receiving services from
all agency personnel furnishing services another provider that a detailed
maintained liaison and communicated care coordination must be
with outside service providers to ensure comp!eted. Coord'lnatlon 9f care
hat their off di d must include service provided
that their efforts were coordinate with frequency and duration.
effectively and supported the objectives Progression toward goals and
outlined in the plan of care for 3 of 10 schedule of caregivers. All Life's
records reviewed creating the potential to Touc.h. Home Health care staff
T 1 . h ved h providing services for clients who
aftecta .patlents who receive mor.e than also receive services from
one service from the agency or received another provider must clock out
services from another provider. (#4, 5, when the other provider is in the
and 6) home. A care coordination form
has been developed to address
o ) all of the required elements.
Findings include: Timesheets are modified to allow
staff to clock in and out as
1. Clinical record number 4, SOC (start Eeedid' Al RdN CE:S(‘? matnhagerT
. ave been educated on the policy
of carf:) 07/23/14, mc'lu'ded a plan of care "Coordination of Client Services".
established by a physician for the Client records have been audited
certification period 07/23/14 to 09/20/14 for compliance with coordination
with orders for home health aide to assist of client services. Coordination of
tient with | d d client services with dialysis units
patient wi ) [.)e.rsona C'flre I.le? San will include schedule and
ADL's (activities of daily living), to frequency of treatments, access
provide effective personal hygiene, assist type and who is responsible for
with bathing, dressing, hair care, skin / care ofaccessandall
. medications given in dialysis to be
foot care, check pressure areas, assist . o o
included on client’s medication
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with ambulation, transfer to get in / out administration record. Care
the bathroom, medication reminder, light coordination form developed to
. i address all required elements.
housekeeping, and cleaning bathroom, 6 10% of clinical records will be
hours a day with AM/PM visits, 7 days a audited quarterly for compliance
week. with care coordination needs. RN
case managers will be provided
education on coordination of
. a. The plan.ot-" care stellted that t-he client services on hire. If
patient was receiving nursing, physical, deficiencies are discovered on
and occupational services with a skilled clinical record audits, the RN
Medicare agency case manager will be provided
' additional education. The Director
o of Nurses will be responsible for
b. A Coordination of Care form monitoring corrective actions to
dated 07/23/14 stated an update was ensure that this deficiency is
given to an employee of the outside corrected and will not recur.
agency on the client. The form failed to
evidence specific details of the
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.
c. Employee C, a home health aide,
indicated during the home visit on
07/28/14 at 10:45 AM, she does not leave
the patient's home and she was in the
patient's home from 9 to 5.
2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.
a. A Coordination of Care form dated
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04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
"Continues to do dialysis with [Initial of
center]." The Medicare agency was
providing wound care and therapy
services. The form failed to evidence any
coordination regarding the wound care
and therapy services.

b. The plan of care stated the patient
was receiving outside services with a
Medicare home health agency and the
patient was going to a dialysis center for
treatment. A Coordination of Care form
dated 06/10/14 stated, "Still Attends."
The form failed to evidence any
coordination with the dialysis facility.

c. A Coordination of Care form dated
06/10/14 stated, "Rep at home at time of
recert - conference in home." The form
failed to evidence any coordination
regarding the wound care and therapy
services.

d. The clinical record failed to
evidence the agency coordinated services
with the dialysis center.

3. Clinical record number 6, SOC
11/20/13, included a plan of care

established by a physician for the
certification period of 05/19/14 to
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07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 week up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
the Medicare skilled agency performed
the patient's wound treatments 3 times a
week, monthly foley catheter changes,
B12 injections monthly, and biweekly
medication set up. Life Touch Home
Health requested the Medicare agency's
home health aide schedule, but the
Medicare skilled agency did not have a
schedule and indicated they would notify
Life Touch Home Health when available.
The form failed to evidence any
coordination regarding the problems
addressed by the Medicare agency.
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b. A Coordination of Care
communication log dated 04/29/14
indicated the skilled Medicare Agency
still did not have a home health aide.
The clinical record failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services or any coordination
regarding the progress of the wounds,
scheduling needs so services do not
overlap, foley catheter status, or changes
in medications during medication set up.

c. A Coordination of Care
communication log dated 06/09/14
indicted the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to
provide physical therapy services upon
resumption of care and the patient was
continuing to have IV antibiotics in the
home. The form failed to evidence
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documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

e. Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter
status, or changes in medications during
medication set up.

4. The Director of Nursing indicated on
07/30/14 at 1:00 PM indicated she had
addressed the status of issues with the
other agencies, she just hadn't written it
down to prove she had established
coordination of services. She also
indicated she was not aware that she
needed to coordinated services with the
dialysis center.

5. An undated policy titled
"Coordination of Client Services" stated
the purpose was "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
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reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "
G000144 | 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, document, and G000144 ‘The Director of Nurses has 08/27/2014
policy review, the agency failed to ensure mservped all RN Qase Managers
. . regarding the requirement for all
all agency personnel furnishing services clients receiving services from
maintained liaison and communicated another provider that a detailed
with outside service providers to ensure care coordination must be
that their efforts were coordinated Comp!eted' Coordllnatlon gf care
fectivel q d the objiecti must include service provided
ettectively and supported the objectives with frequency and duration.
outlined in the plan of care for 3 of 10 Progression toward goals and
records reviewed creating the potential to schedule of caregivers. All Life's
affect all patients who received more than TOU(?Q. Home Healtfh calr.e sttaff )
. . providing services for clients who
one §eW1ce from the agency or received also receive services from
services from another provider. (#4, 5, another provider must clock out
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: QEDO11 Facility ID: 011480 If continuation sheet Page 8 of 117




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

PRINTED: 08/18/2014
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:  BUILDING 00 COMPLETED
15K039 B‘ WING 07/30/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
2737 E56TH ST STEE
LIFE'S TOUCH HOME HEALTH INC INDIANAPOLIS, IN 46220
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
and 6) when the other provider is in the
home. A care coordination form
.. . . has been developed to address
Findings include: all of the required elements.
Timesheets are modified to allow
1. Clinical record number 4, SOC (start staff to clock in and out as
of care) 07/23/14, included a plan of care needed. All RN case managers
blished b hvsician for th have been educated on the policy
established by a physician tor the "Coordination of Client Services".
certification period 07/23/14 to 09/20/14 Client records have been audited
with orders for home health aide to assist for compliance with coordination
patient with personal care needs and Of_ client services. Co.ordlr?atlor? of
ADL's (activities of daily living), t client services with dialysis units
'S acttv .es ot daily v g » 10 ) will include schedule and
provide effective personal hygiene, assist frequency of treatments, access
with bathing, dressing, hair care, skin / type and who is responsible for
foot care, check pressure areas, assist care of accessand all
ith ambulati ¢ for t tin/ out medications given in dialysis to be
with ambulation, r.ans.er 0 g? mn OF included on client’s medication
the bathroom, medication reminder, light administration record. Care
housekeeping, and cleaning bathroom, 6 coordination form developed to
hours a day with AM/PM visits, 7 days a address all required elements.
K 10% of clinical records will be
week. audited quarterly for compliance
with care coordination needs. RN
a. The plan of care stated that the case managers will be provided
patient was receiving nursing, physical, eriuc:ltlon on coorﬁ!natll?n of
. . . . client services on hire.
and 9ccupat10nal services with a skilled deficiencies are discovered on
Medicare agency. clinical record audits, the RN
case manager will be provided
b. A Coordination of Care form additional education. The Director
of Nurses will be responsible for
d?ted 07/23/14 stated an update Was monitoring corrective actions to
given to an employee of the outside ensure that this deficiency is
agency on the client. The form failed to corrected and will not recur.
evidence specific details of the
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.
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c. Employee C, a home health aide,
indicated during the home visit on
07/28/14 at 10:45 AM, she does not leave
the patient's home and she was in the
patient's home from 9 to 5.

2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.

a. A Coordination of Care form dated
04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
"Continues to do dialysis with [Initial of
center]." The Medicare agency was
providing wound care and therapy
services. The form failed to evidence any
coordination regarding the wound care
and therapy services.

b. The plan of care stated the patient
was receiving outside services with a
Medicare home health agency and the
patient was going to a dialysis center for
treatment. A Coordination of Care form
dated 06/10/14 stated, "Still Attends."
The form failed to evidence any
coordination with the dialysis facility.

c. A Coordination of Care form dated
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06/10/14 stated, "Rep at home at time of
recert - conference in home." The form
failed to evidence any coordination
regarding the wound care and therapy
services.

d. The clinical record failed to
evidence the agency coordinated services
with the dialysis center.

3. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 week up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
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the Medicare skilled agency performed
the patient's wound treatments 3 times a
week, monthly foley catheter changes,
B12 injections monthly, and biweekly
medication set up. Life Touch Home
Health requested the Medicare agency's
home health aide schedule, but the
Medicare skilled agency did not have a
schedule and indicated they would notify
Life Touch Home Health when available.
The form failed to evidence any
coordination regarding the problems
addressed by the Medicare agency.

b. A Coordination of Care
communication log dated 04/29/14
indicated the skilled Medicare Agency
still did not have a home health aide.
The clinical record failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services or any coordination
regarding the progress of the wounds,
scheduling needs so services do not
overlap, foley catheter status, or changes
in medications during medication set up.

c. A Coordination of Care
communication log dated 06/09/14
indicted the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The form failed to evidence
documentation to indicate if the skilled
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agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to
provide physical therapy services upon
resumption of care and the patient was
continuing to have IV antibiotics in the
home. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

e. Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter
status, or changes in medications during
medication set up.

4. The Director of Nursing indicated on
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07/30/14 at 1:00 PM indicated she had
addressed the status of issues with the
other agencies, she just hadn't written it
down to prove she had established
coordination of services. She also
indicated she was not aware that she
needed to coordinated services with the
dialysis center.

5. Anundated policy titled
"Coordination of Client Services" stated
the purpose was "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "
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G000156 | 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
G000156 The Director of Nurse has 08/27/2014
Based on clinical record review and edlf(,:ate,d the staff on p.hy.S|C|an
i . . . notification for any deviations
interview, it was determined the agency from the plan of care, missed
failed to ensure visits were made as visits and frequency and duration
ordered on the p]an of care for, oxygen of ordered services. The Director
settings were obtained and documented _Of Nurses has educated and
Kl dth ders for th instructed the RN case managers
weekly, an there were orders (?rt ¢ care of the regulations and policies
provided for 4 of 10 records reviewed concerning collaboration and
creating the potential to affect all patients notification of the proposed
currently receiving services from the patient care needs after )
. completing the comprehensive
agency (See G 158); failed to ensure plan assessment, documentation of all
of care were revised and updated to DME, supplemental services
include all durable medical equipment, being provided, detailed care
outside services, duration of visits, needs and instructions on plan of
i d d medicati care, accurate frequency and
spec.l 1c treatment orders and me .1cat10n duration of disciplines providing
reminders for 7 of 10 records reviewed care, following all physician
creating the potential to affect all patients orders on the plan of care and
receiving services with the agency (See G concise documentation of
159): and failed t d provided care, the necessity of
); and failed to én'sure woun communicating with staff
treatments was administered as ordered concerning changes in the plan of
by the physician for 1 of 10 records care. Regularly scheduled
reviewed with wounds creating the meetings with professional and
. . . administrative staff to ensure that
potential to affect all 3 patients with the plan of care is being followed
WOundS W]thln the faClhty (See G 165) in regards to frequency and
duration of visits. Clinical records
The cumulative effect of these systemic have been audited for any
problems resulted in the agency being deviations from the plan of care,
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found out of compliance with the
Condition of Participation 484.18
Acceptance of Patients, Plan of Care, &
Medical Supervision.

contact with physician of record
following completion of
comprehensive assessment to
establish plan of care,
supplemental services being
provided, specific care needs and
instructions to complete ordered
care, accurate frequency and
duration of all disciplines and
accurate documentation. 10% of
all clinical records will be audited
quarterly for compliance with
physician notification for the
development of plan of care, any
deviations from the plan of
care-including missed visits, that
frequency and/or duration
changes have been documented
and reported to physician. Audit
process will also look at accurate
treatment orders, supplemental
services included on plan of care
and that DME needs are noted.
Records will be reviewed for
compliance with following the
physician ordered plan of care
and supporting documentation.
New hire orientation will include
education on accurate
development of plan of care,
discussing with the client any
supplemental services that may
be in the home, DME inventory,
concise and specific treatment
orders, contacting physician of
record after comprehensive
assessment is completed to
establish plan of care and
documentation requirements. If
deficiencies are discovered on
clinical record audits, additional
education will be provided. The
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Director of Nurses will be
responsible for monitoring
corrective actions to ensure that
this deficiency is corrected and
will not recur.
G000158 | 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on clinical record and policy G000158 Director of Nurses has instructed 08/27/2014
review and interview, the agency failed to itc?t]it:igztit:: t':?#gi?;?;g; of any
ensure visits were made as qrdered on the deviation from plan of care,
plan of care for, oxygen settings were including missed visits, frequency
obtained and documented weekly, and and duration changes. The
there were orders for the care provided t?]léelgtlil)rcc:sl: l:;ﬁiggfs'gitrt:zt‘ad
for 4 of 10 records reviewed (#1, 2, 4, requirement to consult with
and 6) creating the potential to affect all physician after the
patients currently receiving services from comprehensive assessment is
the agency completed to establish a plan of
' care either through verbal or
o ' written notice. Regularly
Findings include: scheduled meetings with
professional staff and
1. Clinical record number 1, SOC (start aldmln?tratlvg S;a]_cf tofelr;suredthat
. plan of care is being followed in
of carc.e) 06/17/10, 1nc.1u.ded a plan of care regards to frequency and duration
established by a physician for the of visits. Charts have been
certification period of 05/28/14 to audited for physician notification
07/26/14 with orders for home health following completion of
d ces 4t K for 1 K comprehensive assessment in
al .e services = fimes a week for 1 week, development of plan of care; all
7 times a week for 8 weeks, 4 hours a schedule visits and
day. The clinical record failed to documentation of scheduled visits
evidence home health aide visits on or Tezsgn. fci:}mlsl,.sgd \|/ISItS a(;e
included in the clinical record.
6/07/14 and 06/08/14. 10% of clinical records will be
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audited quarterly for compliance
a. A physician order dated 07/13/14 physician nofification for the
. development of the plan of care,
stated the patient hours for home health any deviations from the plan of
aide services had been increased from 4 care, including missed visits,
hours a day to 7 hours a day. The clinical frequency and duration changes
record failed to evidence the home health will be docgmented anq reported
. . to the physician. New hire
aide was in the home for 7 hours a day orientation will include the
after 07/13/14. necessity of establishing the plan
of care after consultation with the
b. The DoN (Director of Nursing) phyS|C|ahn upon completion ?f
C L ] comprehensive assessment.
1nd'1cated on 07/25/14 at 2'07 PM the Orientation will also include the
patient only wanted one particular home documentation and notification
health aide for the extended hours and if regulations concerning changes
she was not available, she didn't want to in the plan of care. If deficiencies
tilize th tra h The DoN ¢ are discovered on clinical record
utthze the extra ou.rs.. e. .0 was no audits, additional education will
able to locate the missing visit notes for be provided. The Director of
06/07/14 and 06/08/14. Nurses and the Administrator will
be responsible for monitoring
.. corrective actions to ensure that
2. Chmca.l record number 2, SOC this deficiency is corrected and
03/29/09, included a plan of care will not recur
established by a physician for the
certification period of 06/28/14 to
08/2/14 with orders for respite nursing up
to 60 hours a month.
a. On 07/01/14, 12 hours of respite
nursing was met.
b. On 07/02/14, and 07/03/14, 10
hours each day of respite nursing was
met.
c. On 07/04/14, 17.75 hours of
respite nursing was met.
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d. On 07/05/14, 18 hours of respite
nursing was met.

e. On 07/06/14, 10 hours of respite
nursing was met.

f. For 07/07/14 to 07/19, 2 hours of
respite nursing was met each day. The
clinical record evidenced the 60 hours of
respite hours for skilled nursing was
exceeded by 07/05/14 (67.75 hours).

3, Clinical record number 4, SOC (first
services provided) 07/23/14, included a
plan of care for the certification period
07/23/14 to 09/20/14 that identified the
patient was to receive home health aide
services. The record contained a
physician's order dated 07/23/14 that
stated, "Please have registered nurse
[RN] assess client for home care needs."
The record failed to evidence the
physician had been contacted following
the assessment for verbal or written
orders for the care that was provided on
7/23/14 and was to be provided.

4. Clinical record number 6, SOC
11/20/13 (first services provided),
included a plan of care for the
certification period 11/20/13 to 01/18/14
that identified the patient was to receive
skilled nursing, home health aide,
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attendant care aide, and homemaker
services. The record contained a
physician's order dated 11/19/13 that
stated, "RN to evaluate for home care
services." The record failed to evidence
the physician had been contacted
following the assessment for verbal or
written orders for the care that was
provided on 11/20/13 and was to be
provided.

The record also included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 weeks up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. The clinical record failed to
evidence a home health aide made a visit
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on 06/14/15, 06/15/14, 06/27/14,
07/01/14, 07/05/14, and 07/06/14.

b. The clinical record failed to
evidence an attendant care aide made a
visit on 06/14/14, 06/15/14, 07/01/14,
and 07/05/14.

c. The clinical record failed to
evidence a homemaker made a visit on
06/03/14, 06/12/14, 06/14/14, 06/15/14,
06/27/14,07/01/14, 07/05/14, and
07/06/14.

5. Clinical record number 9, SOC (start
of care) 11/23/11, included a plan of care
established by a physician for the
certification period of 05/11/14 to
07/09/14 with orders for skilled nursing
to document O2 (oxygen) settings
weekly.

Skilled nursing visits dated 05/15/14,
05/22/14, 05/29/14, 06/05/14, and
06/12/14 failed to evidence the oxygen
settings was obtained and documented
weekly.

6. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:25 PM.

7. Anundated policy titled "Care Plans"
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G000159

stated, "The Care Plan shall be reviewed,
evaluated, and revised [minimally every
sixty 60 days as needed] based upon the
client's health status and / or
environment, ongoing client assessments,
caregiver support systems, and the
effectiveness of the interventions in
achieving progress toward goals. All
updated entries must be signed and dated
by the Registered Nurse. All changes
will be communicated to appropriate staff
member ... "

8. An undated policy titled "Medical
Supervision" stated, "A physician Plan of
Care is developed for each client at the
time of admission and signed by the
physician within an appropriate time
frame. The physician orders shall outline
the disciplines providing care and the
type, frequency, and duration of services
to be provided ... "

9. An undated policy titled "Physician
orders" stated, "All medications,
treatments, and services provided to
clients must be ordered by a physician ...
All medications and treatments, that are
part of the client's plan of care, must be
ordered by the physician .. "

484.18(a)
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PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
Based on observation, clinical record and G000159 All RN case managers educated 08/27/2014
policy review, and interview, the agency on the requw.eme.nt to have a
. . comprehensive list of all durable
failed to ensure plan of care were revised medical equipment that the client
and updated to include all durable has in the home and all
medical equipment (DME), outside supplemental services the client
services, and specific treatment for 8 of is receiving on the plan of care.
. . . The plan of care must reflect all
10 records reviewed creating the potential care needs and instructions on
to affect all patients receiving services providing the ordered care. The
with the agency. (#1,2,3,4,5,6,9, and plan of care will accurately reflect
10) frequency and duration of visits
per discipline. Any changes to the
plan of care will be reflected with
Findings include: an interim order. Clinical records
audited for supplemental services
1. Clinical record number 1, SOC (start belndq pr°(Vj'F’e‘:' sp;gcn‘lct care
of care) 06/17/10, included a plan of care Ec?;psleatg olrgzr:l;g ;r:: aon d
established by a physician for the accurate frequency and duration
certification period of 05/28/14 to of all disciplines. 10% of clinical
07/26/14 with orders for home health records will be audited quarterly
. . . for accurate treatments orders,
aide services 4 times a week for 1 week, supplemental services in the
7 times a week for 8 weeks, 4 hours a day home, all DME needs noted and
for personal hygiene, assist with bathing, accuracy with frequency and
dressing, hair care, skin / foot care, check duration of visits for each
. . . discipline. Orientation will also
for pressure areas, assist with ambulation, include accurate development of
transfer to - get in and out of the the plan of care to include all
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bathroom, incontinence care, light DME, concise treatment orders
housekeeping, and cleaning bathroom. and gccuratg fr(.aq.uency and
duration of disciplines. If
deficiencies are discovered on
a. During a home visit on 07/25/14, a clinical record audits, additional
nebulizer machine was observed lying on education will be provided. The
the patient's bed. The patient had Director.of Nurses V\,'i” t,’e
. . .. responsible for monitoring
indicated during the visit she has corrective actions to ensure that
nebulizer treatments several times a day. this deficiency is corrected and
The plan of care failed to evidence the will not recur
nebulizer machine.
b. The clinical record stated the
patient was receiving meals on wheels for
meal supplementation throughout the
week. The plan of care failed to evidence
the patient was receiving meals on
wheels services.
c. The Director of Nursing was not
able to provide further information or
documentation when asked on 07/25/14
at 1:30 PM.
2. Clinical record number 2, SOC
03/29/09, included a plan of care
established by a physician for the
certification period of 06/28/14 to
08/2/14 with orders for skilled nursing 7
days a week for 8 weeks, then 4 days a
week for 1 week for 6 hours a day to
provide bathing, dressing, transfers,
incontinence care, tracheotomy care,
medication administration, monitor
seizure activity and monitor for
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continuous feed, monitor respiratory
status closely, suction prn (as needed)
with a 12 fr (french) catheter and monitor
oxygen saturations and attendant care up
to 60 hours a month for personal care /
hygiene and light house keeping.

a. The clinical record evidenced the
certification period started on a Saturday.
The plan of care failed to be revised to
reflect a frequency to be 1 day a week for
1 week, 7 days a week for 8 weeks, then
4 days a week for 1 week.

b. Upon observation and interview
on 07/25/14 at 10:00 AM, Employee A, a
Registered Nurse, indicated she provided
g/tube care daily and tracheotomy care.
Three (3) large liquid oxygen tanks were
observed in the patient's room with one
being utilized. The patient was observed
with a trach cover with tubing to the
oxygen receiving humidity. The clinical
record failed to evidence treatment
instructions for both the g/tube and
tracheotomy care. The plan of care failed
to evidence the oxygen tank were to be
humidified.

c. The plan of care evidenced the
patient was to receive tube feedings and
continuous water for 20 hours a day.
Employee A indicated the feeding and
water was taken down at 11:00 AM and
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put back up and started at 3:00 PM. The
plan of care failed to evidence the times
for infusion of the feedings and water.

3. Clinical record number 3, SOC
07/10/14, included a plan of care
established by a physician for the
certification period of 07/10/14 to
09/07/14 with orders for skilled nursing
53 hours a week, 7 days a week to
monitor TPN (total parental nutrition),
central line care, intake and output every
3 hours, weekly lab draws, ostomy care,
and bottled breast milk feedings every 3
hours. The skilled nurse was to provide
all personal care for client; monitor
closely for change in volume status;
monitor skin about ostomy stoma for any
redness, breakdown; change ostomy bag
as needed; and provide age appropriate
care and activities.

a. Employee B, a Registered Nurse,
indicated on 07/28/14 at 8:15 AM the
mother is a nurse and manages the central
line dressing, ostomy care, and lab draws.
The plan of care failed to evidence the
infusion rate and ingredients of the TPN
solution, treatment instructions for the
central line care, ostomy care (including
wafer and bag size), and that the mother
was providing these services.

b. The clinical record evidenced
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skilled nurse visit notes where the nurse
was in the home 4 to 5 days a week 10
hours a day.

c. A Patient Communication log
dated 07/14/14 indicated the mother
worked from 05:00 AM to 03:30 PM, but
her number of days per week would vary.
The plan of care failed to be specific in
the frequency of the skilled nurse visits.

4. Clinical record number 4, SOC (start
of care) 07/23/14, included a plan of care
established by a physician for the
certification period 07/23/14 to 09/20/14
with orders for home health aide 8 days a
week for 1 week, 14 days a week for 8
weeks, 6 hours a day with AM/PM visits.
The plan of care failed to evidence the
correct frequency of days to be provided
by the home health aide in a 1 week
period.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

5. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14.
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a. A discharge summary dated
04/30/14 stated the patient was receiving
Darbepoet 40 mcg IV every week with
dialysis. The plan of care failed to
evidence that the patient was receiving
the dialysis medication.

b. A physician order dated 03/18/14
indicated services on Tuesday and
Thursday were decreased for one hour
due to a Medicare Agency providing
home health aide services during that
time. The plan of care dated 04/09/14 to
06/11/14 failed to evidence the update
and revision to include the frequency
changes of the home health aide.

6. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide 6 times a week for 1 week, 7 days a
week for 7 weeks, and 5 days a week for
1 week up to 4 hours daily for 7 days a
week to assist with bathing, dressing,
grooming, meal prep and service,
incontinent care, and transfer assist;
Attendant care services 6 days a week for
1 week, 7 days a week (sic), and 5 days a
week for 1 week up to 5 hours daily for 7
days a week to assist with meals, prep
and service, light housekeeping,
incontinent care, and transfer assist; and
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homemaker services 6 days a week for 1
week up to 1 hour daily, 7 days a week to
assist with light housekeeping.

The plan of care indicated the patient
had wounds and a foley catheter. The
plan of care failed to evidence the
treatment orders and directions for the
management of wounds, the size of the
foley catheter, and if an outside agency
was providing those services.

7. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period 05/11/14 to 07/09/14
with orders for home health aide 14 days
a week for 8 weeks, 8 times a week for 1
week (2 hours a day AM visits and 2
hours a day PM visits,).

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

8. Clinical record number 10, SOC
05/28/11, included a plan of care
established by a physician for the
certification period of 05/12/14 to
07/10/14 with orders for skilled nursing 4
days a week for 1 week, 14 days a week
for 7 weeks, 4 days a week for 1 week (2
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visits a day, 1 hour visits) for wound
cleansing, assessment, measurement,
dressing change, and vital signs weekly
and home health aide services 6 days a
week for 1 week, 21 days a week for 7
weeks, 6 days a week for 1 week (2 to 3
hours in the morning, 1 hour mid day,
and 1 hour in the evening) to assist
patient with personal care needs and
ADL's / IADL's.

The clinical record evidenced a
physician's order from the wound center
dated 06/25/14 to apply zinc oxide to peri
wound, apply collagen to base of the
wound, cover with calcium alginate, and
abdominal pad twice a day due to
incontinence. The plan of care failed to
evidence specific treatment orders and
directions to be provided to the patient.

10. The Director of Nursing was not able
to provide further information or
documentation when asked on 07/30/14
at 2:25 PM.

12. An undated policy titled "Care
Plans" stated, "The Care Plan shall be
reviewed, evaluated, and revised
[minimally every sixty 60 days as
needed] based upon the client's health
status and / or environment, ongoing
client assessments, caregiver support
systems, and the effectiveness of the
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interventions in achieving progress
toward goals. All updated entries must
be signed and dated by the Registered
Nurse. All changes will be
communicated to appropriate staff
member ... "
13. An undated policy titled "Plan of
Care" stated, "The Plan of Care shall be
completed in full to include ... type,
frequency, and duration of all visits /
services ... Medications, treatments, and
procedures ... Medical supplies and
equipment required ... "
G000165 | 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 and policy G000165 Alternate Director of Nursing has 08/27/2014
review and interview, the agency failed to inserviced skilled nursing staff on
following physician orders as
ensure wound treatments were written and documentation
administered as ordered by the physician requirements. Wound care flow
for 1 of 10 records reviewed of patients sheet developed to assist with
with wounds creating the potential to documentation. RN case
o 1 . h ds withi managers educated on the need
altect % . 3 patients with wounds within to communicate with all field staff
the facility. (# 10) any physician ordered changes in
plan of care in a timely fashion.
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Findings include: Charts have been audited to
ensure physician orders are being
L followed and documentation is
1. Clinical record number 10, start of provided. 10% of clinical records
care 05/28/11, included a plan of care will be audited quarterly for
established by a physician for the compliance with following
certification period of 05/12/14 to ph)c/‘s(ljman ordTr?d pltaq o(;.catre
. . . and documentation to indicate
07/10/14 with orders for skilled nursing plan of care is followed. Staff will
for wound cleansing, assessment, be provided education on
measurement, dressing change, and vital following the physician ordered
signs weekly. The clinical record plan of care.and the.necessary
id d a physician' der i th documentation requirements on
evidenced a physician's order from the hire. If deficiencies are
wound center dated 06/25/14 that stated discovered with clinical record
to apply zinc oxide to perineal wound, audits, staff will be provided
apply collagen to base of the wound, additional education. The Plrector
th calci loi d of Nurses and Alternate Director
coyer wit c'a cium a gl.nate, and cover of Nurses will be responsible for
with abdominal pad twice a day due to monitoring corrective actions to
incontinence. ensure that this deficiency is
corrected and will not recur.
a. Skilled nursing visit notes dated
06/25/14 (11 AM & 5:30 PM), 06/26/14
(5:30 PM), 06/27/14 (5:30 PM), 06/28/14
(10 AM), 06/28/14 (5:30 PM), 06/30/14
(5:30 PM), 07/01/14 (5:30 PM), 07/02/14
(5:30 PM), 07/03/14 (5:30 PM), 07/04/14
(5:30 PM), 07/05/14 (11 AM & 5:30
PM), 07/06/14 (11 AM), 07/06/14 (5:30
PM),07/07/14 (11 AM & 5:30 PM), and
07/08/14 (5:30 PM) failed to indicate the
type of treatment provided to the wound
or that zinc oxide was applied as ordered.
b. Skilled nursing visit notes dated
06/20/14 (11 AM), 07/01/14 (11 AM),
07/02/14 (11 AM), 07/03/14 (11 AM),
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G000168

and 07/08/14 (11 AM) failed to evidence
that the collagen dressing was provided
as ordered or that zinc oxide was applied
as ordered.

c. Skilled nursing visit note dated
07/04/14 (12:30 PM) failed to evidence
that the zinc oxide was applied as
ordered.

2. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:35 PM.

3. Anundated policy titled "Clinical
Documentation" stated, "Agency will
document each direct contact with the
client ... Additional information that is
pertinent to the client's care or condition
may be documented on the Progress Note
or Flow Sheet ...Services not provided
and the reason for the missed visits will
be documented and reported to the
physician ... "

484.30
SKILLED NURSING SERVICES

G000168

Director of Nurses and Alternate

08/27/2014
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Based on clinical record and policy Director of Nurses has inserviced
review and interview, it was determined the sk.|IIed nursing staff on
. following physicians orders,
the agency failed to ensure oxygen communication with staff on
settings were obtained and documented ordered services, notification of
weekly for 1 of 10 records reviewed and physician for any deviation from
failed to ensure wound treatments were the established plan of care,
dmini d dered by the phvsici re-assessment when patients
administered as ordered by the physician condition changes, care
for 1 of 10 records reviewed of patients coordination with all outside
with wounds creating the potential to providers of service,
affect all 3 patients with wounds within doculmentattlc?n of all DMEtind
o s supplemental services on the
the fac11.1ty (See G 170); failed to ensure comprehensive assessment and
the Registered Nurse regularly plan of care, accurate
re-evaluates the patient nursing needs documentation of frequency and
related to assessment of oxygen settings, duration of disciplines and that
¢ rted a ch i th skilled care has been provided as
asssessmen § s‘uppo cd a change in the outlined in the plan of care.
patient's services, and assessments were Clinical records have been
accurate in 3 of 10 records reviewed audited to ensure physician
creating the potential to affect all patients orders are being followed,
h .. . ith th supporting documentation is
who are receiving serv1.ces wi e completed properly,
agency (See G 172); failed to ensure the reassessments are completed for
Registered Nurse revised and updated the changes in the client's condition,
plan of cares to include all durable care coordination is completed
dical . ¢ outsid . with outside providers of services,
me l.ca cquipment, outside SGI‘VICC'S, ) supplemental services are noted,
specific treatment orders, and medication specific care needs with concise
reminders for 8 of 10 records reviewed orders to complete care needs,
creating the potential to affect all patients accurate ffequenc.:y and dgranon
.. . th th (See G for all disciplines involved in care.
recetving services with the agency (see 10% of all clinical records will be
173); failed to ensure the skilled nurse audited quarterly for compliance
provided wound treatments as ordered by with ordered physician plan of
the physician for 1 of 10 records care, documentation to indicate
. . . plan of care is being followed,
reviewed with wounds creating the
] ) ) reassessments are completed as
wounds within the facility (See G 174); completed, supplemental
and failed to ensure the registered nurse services are included, specific
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coordinated all agency personnel care needs with concise orders to
furnishing services to ensure their efforts complete care, accu.rate
. . frequency and duration of all
were coordinated effectively and disciplines providing care. RN
supported the objectives outlined in the case managers will be educated
plan of care for 3 of 10 records reviewed upon hire of all the above noted
creating the potential to affect all patients items. _Sk”_led nursing educatlor.1
h ved h ce i upon hire includes documentation
who received more than one service from and following plan of care as
the agency or received services from written by physician of record.
another provider (See G 176). The Director of Nurses and the
Alternate Director of Nurses will
be responsible for monitoring
The cumulative effect of these systemic cqrrectlyg acthns o ensure that
. ) this deficiency is corrected and
problems resulted in the agency being will not recur
found out of compliance with the
Condition of Participation 484.30:
Skilled Nursing Services.
G000170 | 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
Based on clinical record and policy G000170 | Alternate Director of Nurses has 08/27/2014
review and interview, the agency failed to |nserv.|ced Sk'",e,d nursing staff on
. . following physician orders as
ensure oxygen settings were obtained and written and documentation
documented weekly for 1 of 10 records requirements. Wound care flow
reviewed (# 9) and failed to ensure sheet developed to assist with
wound treatments were administered as ?noac:zan‘c;(:?;aet:nc.ar\t):dc:nsihe need
.. u
ordered by the physician for 1 of 10 to communicate with all field staff
records reviewed (# 10) of patients with
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wounds creating the potential to affect all any physician ordered changes in
3 patients with wounds within the plan of care in a timely fashion.
. Staff educated on the need to
facility. report any deviations from the
plan of care so the physician can
Findings include: be notified. Charts have been
audited to ensure physician
1. Clinical d ber 9 ¢ orders are being followed and
. 1mca. record number 9, start of care documentation is provided. 10%
11/23/11, included a plan of care of clinical records will be audited
established by a physician for the quarterly for compliance with
certification period of 05/11/14 to fofllowmg pdhzsman ortdiredtplan
. . . of care and documentation to
07/09/14 with orders for skllle.d nursing indicate plan of care is followed,
to document O2 (oxygen) settings Staff will be provided education
weekly. Skilled nursing visits dated on following the physician ordered
05/15/14, 05/22/14, 05/29/14, 06/05/14, g'a” of Catret_a”d the,“ecesfaw
. . ocumentation requirements on
and 06/12/1.4 failed to eV1(.1ence that hire. If deficiencies are
oxygen settings were obtained and discovered with clinical record
documented weekly. audits, staff will be provided
additional education. The Director
2. Clinical record number 10, start of 0; Eurses a’_‘I? t;AIternate I?;)rlec:or
. of Nurses will be responsible for
care 0§ /28/11, 1nclud§d. a plan of care monitoring corrective actions to
established by a physician for the ensure that this deficiency is
certification period of 05/12/14 to corrected and will not recur.
07/10/14 with orders for skilled nursing
for wound cleansing, assessment,
measurement, dressing change, and vital
signs weekly. The clinical record
evidenced a physician's order from the
wound center dated 06/25/14 that stated
to apply zinc oxide to perineal wound,
apply collagen to base of the wound,
cover with calcium alginate, and cover
with abdominal pad twice a day due to
incontinence.
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a. Skilled nursing visit notes dated
06/25/14 (11 AM & 5:30 PM), 06/26/14
(5:30 PM), 06/27/14 (5:30 PM), 06/28/14
(10 AM), 06/28/14 (5:30 PM), 06/30/14
(5:30 PM), 07/01/14 (5:30 PM), 07/02/14
(5:30 PM), 07/03/14 (5:30 PM), 07/04/14
(5:30 PM), 07/05/14 (11 AM & 5:30
PM), 07/06/14 (11 AM), 07/06/14 (5:30
PM),07/07/14 (11 AM & 5:30 PM), and
07/08/14 (5:30 PM) failed to indicate the
type of treatment provided to the wound
or that zinc oxide was applied as ordered.

b. Skilled nursing visit notes dated
06/20/14 (11 AM), 07/01/14 (11 AM),
07/02/14 (11 AM), 07/03/14 (11 AM),
and 07/08/14 (11 AM) failed to evidence
that the collagen dressing was provided
as ordered or that zinc oxide was applied
as ordered.

c. Skilled nursing visit note dated
07/04/14 (12:30 PM) failed to evidence
that the zinc oxide was applied as
ordered.

3. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:35 PM.

4. An undated policy titled "Care Plans"
stated, "The Care Plan shall be reviewed,
evaluated, and revised [minimally every
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G000172

sixty 60 days as needed] based upon the
client's health status and / or
environment, ongoing client assessments,
caregiver support systems, and the
effectiveness of the interventions in
achieving progress toward goals. All
updated entries must be signed and dated
by the Registered Nurse. All changes
will be communicated to appropriate staff
member ... "

5. An undated policy titled "Clinical
Documentation" stated, "Agency will
document each direct contact with the
client ... Additional information that is
pertinent to the client's care or condition
may be documented on the Progress Note
or Flow Sheet ...Services not provided
and the reason for the missed visits will
be documented and reported to the
physician ... "

484.30(a)

DUTIES OF THE REGISTERED NURSE
The registered nurse regularly re-evaluates
the patients nursing needs.

Based on clinical record and policy
review and interview, the agency failed to
ensure the Registered Nurse regularly
re-evaluates the patient nursing needs
related to assessment of oxygen settings,

G000172

Director of Nurses has educated
all RN case managers on the
need to complete a
re-assessment for any changes in
client’s condition. Based upon
assessment findings a change in

08/27/2014
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assessments supported a change in the plan of care may be indicated.
patient's services, and assessments were Cf)ord.matpn Of, cl|er.1t services
K ¢ . with dialysis units will include
accurate in 3 of 10 records reviewed schedule and frequency of
creating the potential to affect all patients treatments, access type and who
who are receiving services with the is responsible for care of access
agency. (#1,5,and 9) apd a!l medlcgtlons given |n. ,
dialysis to be included on client’s
o ) medication administration record.
Findings include: Care coordination form developed
to address all required elements.
1. Clinical record number 1, SOC (start ::hent rec;ords ha,\t’f] been audited
. or compliance wi
of carc'a) 06/17/10, mc'lu'ded a plan of care reassessment needs and
established by a physician for the coordination of client services.
certification period of 05/28/14 to 10% of clinical records will be
07/26/14 with orders for home health audited quarterly for compliance
d ces 4 1 K for 1 K with reassessment needs and
at .e services 4 times a week for [ week, care coordination needs. RN case
7 times a week for 8 weeks, 4 hours a day managers will be provided
7 days a week for personal hygiene, assist education on reassessment
with bathing, dressing, hair care, skin / parameters and coordination of
foot heck f ist client services on hire. If
0.0 care, ¢ e.c Or pressure areas-, assis deficiencies are discovered on
with ambulation, transfer to - get in and clinical record audits, the RN
out of the bathroom, incontinence care, case manager will be provided
light housekeeping, and cleaning additional ec.iucatlon. The.Dlrector
bath A physici der dated of Nurses will be responsible for
athroom. physicians or er. ate ) monitoring corrective actions to
06/25/14 stated "Secondary to increasing ensure that this deficiency is
weakness and shortness of breath, corrected and will not recur.
requesting additional 2 hrs [hours] / 7
days a week home health aide to assist
with meal preparation and personal needs
as indicated." The clinical record failed
to evidence that an assessment had been
provided by a skilled nurse to suggest
that the patient was having increase
weakness and shortness of breath. A
physician's order dated 07/13/14 stated
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"Additional hours approved for home
health aide. Client has 7 hours / 7 days a
week home health aide services through
11/21/14." The clinical record failed to
evidence that an assessment had been
provided by a skilled nurse to suggest
that the patient needed to increase their
home health aide hours.

a. The home health aide care plan
dated 03/14/14 failed to evidence
changes to the care plan that would had
indicated the patient had a change in
condition.

b. Review of the 60 day
comprehensive re-assessments dated
03/24/14 and 05/23/14 failed to evidence
that the patient had a decline in health
and/or functioning to substantiate the
need to increase the home health aide
hours.

c. Review of the 60 day summaries
dated 03/24/14, 05/23/13, and 07/22/14
indicated the patient was stable and had
no falls, bleeding, hospitalizations, or ER
(emergency room) visits in the
certification period.

d. The DoN (Director of Nursing)
indicated on 07/25/14 at 2:07 PM the
patient had requested the extended hours.
The DoN reviewed the clinical record
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and was unable to provide any
documentation from a skilled nurse
and/or a home health aide that the patient
was having shortness of breath and
weakness.

2. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14
with orders for home health aide to assist
patient with personal care needs and
ADL's (activities of daily living), provide
effective personal hygiene, assist with
bathing, dressing, hair care, skin / foot
care, check pressure areas, assist with
ambulation, transfer to get in / out the
bathroom, medication reminder, light
housekeeping, and cleaning bathroom.

a. A discharge summary dated
04/30/14 stated the patient was in the
hospital for cellulitis, hypertension, end
stage renal disease, and type 2 diabetes.
The discharge summary also indicated
the patient was receiving dialysis
treatments three times a week.

b. A Recertification Comprehensive
Assessment dated 06/10/14 stated the
primary diagnosis for services was end
stage renal disease. Other diagnoses
provided were neurogenic bladder,
cystitis, diabetes, coronary artery, fluid
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overload, hypertension, stasis ulcer, and
below knee amputation. The assessment
indicated the patient had two stasis ulcer
wounds. The nursing diagnosis stated,
"Self care deficit related to wounds and
amputation" and "Risk for impaired skin
integrity related to neuropathic lower
extremities." The fall risk assessment
indicated the patient had visual
impairment, incontinent of urine,
impaired functional mobility, and pain
affecting level of function. The nursing
diagnoses stated, "Self care deficit related
to wounds and amputation" and "Risk for
impaired skin integrity related to
neuropathy in lower extremities." The
clinical record failed to evidence the
patient was receiving dialysis
treatments,and failed to include the type
of dialysis access for treatments.

3. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period of 05/11/14 to
07/09/14 with orders for skilled nursing
to document O2 (oxygen) settings
weekly. A skilled nurse assignment sheet
updated on 05/08/14 identified the skilled
nurse was to assess client and check
oxygen settings.

Skilled nursing visits dated 05/15/14,
05/22/14, 05/29/14, 06/05/14, and
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06/12/14 failed to evidence the registered
nurse had assessed the oxygen settings
and documented weekly.

4. The Director of Nursing indicated on
07/30/14 at 11:00 AM the patient was
non-compliant with her oxygen.

5. Anundated policy titled "Client
Reassessment / Update of
Comprehensive Assessment" stated the
purpose was, "To identify decline or
improvement in health status, modify the
plan of care and document changes that
may affect care and reimbursement ...
Clients are reassessed when significant
changes occur in their diagnosis. A
significant change in diagnosis will
trigger care coordination with health team
members, at that time a decision is made
regarding the need for reassessment ... "

6. An undated policy titled "Skilled
Nursing Services" stated "The Registered
Nurse ... regularly reevaluates the client
needs, and coordinates the necessary
services ... initiates the plan of care and
necessary revisions and updates to the
plan of care and the care plan ... "

G000173 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse initiates the plan of
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care and necessary revisions.
Based on observation, clinical record and G000173 Director of Nurses has educated 08/27/2014
policy review, and interview, the agency all RN case managers on the
failed he Regi dN requirement to have a
atled to ensure the Registered Nurse comprehensive list of all durable
revised and updated the plan of cares to medical equipment that the client
include all durable medical equipment, has in the home and all
outside services, specific treatment supplemental services the client
d d medicati nders f ¢ is receiving on the plan of care.
orders, an me' 1cation rqnln ers for 8 f) The plan of care must reflect all
10 records reviewed creating the potential care needs and instructions on
to affect all patients receiving services providing the ordered care. The
with the agency. (#1,2,3,4,5,6,9, and plan of care will accurately reflect
10 frequency and duration of visits
) per discipline. Any changes to the
plan of care will be reflected with
Findings include: an interim order. Care
coordination will be completed by
.. RN case managers with all
1. Clinical record .number 1, SOC (start outside entities. RN case
of care) 06/17/10, included a plan of care managers educated on the need
established by a physician for the to communicate with all field staff
certification period of 05/28/14 to alny pr]lysmlap orcti.ere:j c;ha;ges in
. plan of care in a timely fashion.
07/26/14.W1th Or'ders for home health Clinical records audited for
aide services 4 times a week for 1 week, supplemental services being
7 times a week for 8 weeks, 4 hours a day provided, specific care needs,
for personal hygiene, assist with bathing, care coordination completed and
d . hai Kin / foot heck instructions to complete ordered
Tessing, hair care, s 1.n (_)0 care, ¢ ?c care and accurate frequency and
for pressure areas, assist with ambulation, duration of all disciplines. 10% of
transfer to - get in and out of the clinical records will be audited
bathroom, incontinence care, light quarterly for accurate treatments
h keepine. and cleanine bathroom orders, supplemental services in
ousekeeping, and cleaning bathroom. the home, all DME needs noted,
accuracy with frequency and
a. The home health aide care plan duration of visits for each
dated 03/14/14 identified the home health discipline and care coordination
. . . . has been completed. Orientation
aide was to assist with medication i .
] ) ) will also include accurate
reminders. The registered nurse failed to development of the plan of care
update the plan of care to include to include all DME, concise
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medication reminders.

b. During a home visit on 07/25/14, a
nebulizer machine was observed lying on
the patient's bed. The patient indicated
during the visit the patient has nebulizer
treatments several times a day. The
registered nurse failed to update the plan
of care to include the nebulizer
equipment.

c. The clinical record indicated the
patient was receiving meals on wheels for
meal supplementation throughout the
week. The registered nurse failed to
update the plan of care to include the
meals on wheels services.

d. The Director of Nursing was not
able to provide further information or
documentation when asked on 07/25/14
at 1:30 PM.

2. Clinical record number 2, SOC
03/29/09, included a plan of care
established by a physician for the
certification period of 06/28/14 to
08/2/14 with orders for skilled nursing 7
days a week for 8 weeks, then 4 days a
week for 1 week for 6 hours a day to
provide bathing, dressing, transfers,
incontinence care, tracheotomy care,
medication administration, monitor
seizure activity and monitor for

treatment orders and accurate
frequency and duration of
disciplines. If deficiencies are
discovered on clinical record
audits, additional education will
be provided. The Director of
Nurses will be responsible for
monitoring corrective actions to
ensure that this deficiency is
corrected and will not recur
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continuous feed, monitor respiratory
status closely, suction prn (as needed)
with a 12 fr (french) catheter and monitor
oxygen saturations and attendant care up
to 60 hours a month for personal care /
hygiene and light house keeping.

a. The clinical record evidenced the
certification period started on a Saturday.
The registered nurse failed to update the
plan of care to reflect a frequency to be 1
day a week for 1 week, 7 days a week for
8 weeks, then 4 days a week for 1 week.

b. Upon observation and interview
on 07/25/14 at 10:00 AM, Employee A, a
Registered Nurse, indicated she provided
g/tube care daily and tracheotomy care.
Three large liquid oxygen tanks were
observed in the patient's room with one
being utilized. The patient was observed
with a trach cover with tubing to the
liquid oxygen receiving humidity. The
registered nurse failed to update the plan
of care to include the treatment
instructions for both the g/tube and
tracheotomy care. The registered nurse
failed to update the plan of care to
include the liquid oxygen tanks for
humidity.

c. The plan of care evidenced that the
patient was to receive tube feedings and
continuous water for 20 hours a day.
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Employee A indicated the feeding and
water were taken down at 11:00 AM and
put back up and started at 3:00 PM. The
registered nurse failed to update the plan
of care to include the times for infusion
of the feedings and water.

3. Clinical record number 3, SOC
07/10/14, included a plan of care
established by a physician for the
certification period of 07/10/14 to
09/07/14 with orders for skilled nursing
53 hours a week to monitor TPN (total
parental nutrition), provide central line
care, measure intake and output every 3
hours, provide weekly lab draws, provide
ostomy care, provide bottled breast milk
feedings every 3 hours, provide all
personal care for client, monitor closely
for change in volume status, monitor skin
about ostomy stoma for any redness /
breakdown, change ostomy bag as
needed, provide age appropriate care and
activities, and complete central line
dressing changes and cap changes.

Employee B, a Registered Nurse,
indicated on 07/28/14 at 8:15 AM the
mother is a nurse and manages the central
line dressing, ostomy care, and lab draws.
The registered nurse failed to update the
plan of care to include the infusion rate
and ingredients of the TPN solution,
treatment instructions for the central line

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

QEDO11 Facility ID: 011480 If continuation sheet

Page 47 of 117




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

PRINTED: 08/18/2014
FORM APPROVED
OMB NO. 0938-0391

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

15K039

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE'S TOUCH HOME HEALTH INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2737 E56TH ST STE E
INDIANAPOLIS, IN 46220

00

X3) DATE SURVEY

COMPLETED
07/30/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

care, ostomy care [including wafer and
bag size], and that the mother was
providing these services.

4. Clinical record number 4, SOC (start
of care) 07/23/14, included a plan of care
established by a physician for the
certification period 07/23/14 to 09/20/14
with orders for home health aide 8 days a
week for 1 week, 14 days a week for 8
weeks, 6 hours a day with AM/PM visits.
The registered nurse failed to update the
plan of care to include the correct
frequency of days to be provided by the
home health aide in a 1 week period.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

5. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14.

a. A discharge summary dated
04/30/14 indicated the patient was
receiving darbepoetin 40 meg IV every
week with dialysis. The registered nurse
failed to update the plan of care to
include the patient was receiving the
dialysis medication.
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b. A physician order dated 03/18/14
indicated that services on Tuesday and
Thursday was decreased for one hour due
to a Medicare Agency providing home
health aide services during that time. The
registered nurse failed to update the plan
of care to include the changes of the
home health aide.

6. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide 6 times a week for 1 week, 7 days a
week for 7 weeks, and 5 days a week for
1 week up to 4 hours daily to assist with
bathing, dressing, grooming, meal prep
and service, incontinent care, and transfer
assist; Attendant care services 6 days a
week for 1 week, 7 days a week [sic], and
5 days a week for 1 week up to 5 hours
daily to assist with meals, prep and
service, light housekeeping, incontinent
care, and transfer assist; and homemaker
services 6 days a week for 1 week up to 1
hour daily to assist with light
housekeeping.

The plan of care indicated the patient
had wounds and a foley catheter. The
registered nurse failed to update the plan
of care to include the treatment orders
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and directions for the management of
wounds, the size of the foley catheter,
and if an outside agency was providing
those services.

7. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period 05/11/14 to 07/09/14
with orders for home health aide 14 days
a week for 8 weeks, 8 times a week for 1
week (2 hours a day AM visits and 2
hours a day PM visits). The registered
nurse failed to update the plan of care to
include the specific days services would
be provided by the home health aide and
attendant care aide.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

8. Clinical record number 10, SOC
05/28/11, included a plan of care
established by a physician for the
certification period of 05/12/14 to
07/10/14 with orders for skilled nursing 4
days a week for 1 week, 14 days a week
for 7 weeks, 4 days a week for 1 week (2
visits a day, 1 hour visits) for wound
cleansing, assessment, measurement,
dressing change, and vital signs weekly
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and home health aide services 6 days a
week for 1 week, 21 days a week for 7
weeks, 6 days a week for 1 week (2 to 3
hours in the morning, 1 hour mid day,
and 1 hour in the evening) to assist with
personal care needs and ADL's / IADL's.
The registered nurse failed to update the
plan of care to include the specific days
services would be provided by the skilled
nurse for each week.

The clinical record evidenced a
physician's order from the wound center
dated 06/25/14 identified the nurse was
to apply zinc oxide to peri wound, apply
collagen to base of the wound, cover with
calcium alginate, and abdominal pad
twice a day due to incontinence. The
registered nurse failed to update the plan
of care to include the specific treatment
orders and directions to be provided to
the patient.

9. The Director of Nursing was not able
to provide further information or
documentation when asked on 07/30/14
at 2:25 PM.

10. An undated policy titled "Care
Plans" stated, "The Care Plan shall be
reviewed, evaluated, and revised
[minimally every sixty 60 days as
needed] based upon the client's health
status and / or environment, ongoing
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client assessments, caregiver support
systems, and the effectiveness of the
interventions in achieving progress
toward goals. All updated entries must
be signed and dated by the Registered
Nurse. All changes will be
communicated to appropriate staff
member ... "
G000174 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse furnishes those
services requiring substantial and
specialized nursing skill.
Based on clinical record and policy G000174 | Alternate Director of Nurses 08/27/2014
review and interview, the agency failed to mservllced Sk'",e,d nursing staff on
. . following physician orders as
ensure the skilled nurse provided wound written and documentation
treatments as ordered by the physician for requirements. Wound care flow
1 of 1 records reviewed of patients with sheet developed to assist with
wounds creating the potential to affect all documentation. RN case
3 . “h ds within th managers educated on the need
pfit.lents with wounds within the to communicate with all field staff
facility. (# 10) any physician ordered changes in
plan of care in a timely fashion.
Findings include: Charts have been audited to
' ensure physician orders are being
o followed and documentation is
1. Clinical record number 10, SOC provided. 10% of clinical records
05/28/11, included a plan of care will be audited quarterly for
established by a physician for the szr_’“?nce ‘é‘"th ;ollfwmgf
. . . physician ordered plan of care
certlﬁcatlor? period of 05/12_/14 to ) and documentation to indicate
07/10/14 with orders for skilled nursing plan of care is followed. Staff will
for wound cleansing, assessment, be provided education on
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measurement, dressing change, and vital
signs weekly. The clinical record
evidenced a physician's order from the
wound center dated 06/25/14 that
identified the nurse was to apply zinc
oxide to peri wound, apply collagen to
base of the wound, cover with calcium
alginate, and cover with an abdominal
pad twice a day due to incontinence.

a. Skilled nursing visit notes dated
06/25/14 (11AM & 5:30 PM), 06/26/14
(5:30 PM), 06/27/14 (5:30 PM), 06/28/14
(10 AM), 06/28/14 (5:30 PM), 06/30/14
(5:30 PM), 07/01/14 (5:30 PM), 07/02/14
(5:30 PM), 07/03/14 (5:30 PM), 07/04/14
(5:30 PM), 07/05/14 (11 AM & 5:30
PM), 07/06/14 (11 AM), 07/06/14 (5:30
PM),07/07/14 (11 AM & 5:30 PM), and
07/08/14 (5:30 PM) failed to indicate the
type of treatment provided to the wound
or that zinc oxide was applied as ordered.

b. Skilled nursing visit notes dated
06/20/14 (11 AM), 07/01/14 (11 AM),
07/02/14 (11 AM), 07/03/14 (11 AM),
and 07/08/14 (11 AM) failed to evidence
that the collagen dressing was provided
as ordered or that zinc oxide was applied
as ordered.

c. Skilled nursing visit note dated
07/04/14 (12:30 PM) failed to evidence
that the zinc oxide was applied as

following the physician ordered
plan of care and the necessary
documentation requirements on
hire. If deficiencies are
discovered with clinical record
audits, staff will be provided
additional education. The Director
of Nurses and Alternate Director
of Nurses will be responsible for
monitoring corrective actions to
ensure that this deficiency is
corrected and will not recur.
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ordered.
2. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:35 PM.
3. Anundated policy titled "Skilled
Nursing Services" stated "The Registered
Nurse ... Provides services requiring
specialized nursing skill and initiates
appropriate preventative and
rehavilitative nursing procedures ... "
G000176 | 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, document, and G000176 The Director of Nurses has 08/27/2014
policy review, the agency failed to ensure mserw'ced all RN Qase Managers
K . regarding the requirement for all
the registered nurse co.orc.hnated a?ll clients receiving services from an
agency personnel furnishing services to outside provider that a detailed
ensure their efforts were coordinated care coordination must be
effectively and supported the objectives comp!eted. Coordllnatlon gf care
lined in the ol ¢ f ¢ must include service provided
outlined in the plan of care for 3 of 10 with frequency and duration.
records reviewed creating the potential to Progression toward goals and
affect all patients who received more than schedule of caregivers. All staff
one service from the agency or received prowdmg.serwce's for clients who
. 6 h d 44 5 also receive services from
services from another provider. (#4, 5, another provider must clock out
and 6) when the other provider is in the
home. A care coordination form
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Findings include: has been developed to address
all of the required elements.
L Timesheets have been modified
1. Clinical record number 4, SOC (start to allow staff to clock in and out
of care) 07/23/14, included a plan of care as needed. All RN case
established by a physician for the managers have been educated
certification period 07/23/14 to 09/20/14 on the policy "Coordination of
ith orders for h health aid . Client Services". Client records
with orders for home health aide to assist have been audited for compliance
patient with personal care needs and with coordination of client
ADL's (activities of daily living), to services. Coordination of client
provide effective personal hygiene, assist services with dialysis units will
ith bathine. d 1o hai Kin / include schedule and frequency
with bathing, dressing, hair care, s .m of treatments, access type and
foot care, check pressure areas, assist who is responsible for care of
with ambulation, transfer to get in / out access and all medications given
the bathroom, medication reminder, light in dialysis to be included on
h Keeni d cleanine bath 6 client’s medication administration
ouse eeplng,. andc eamng. .at room, record. Care coordination form
hours a day with AM/PM visits, 7 days a developed to address all required
week. elements. 10% of clinical records
will be audited quarterly for
compliance with care coordination
) a. Thep lan.ot-" care Stf‘ted that t-he needs. RN case managers will be
patlent was receiving nursing, physmal, provided education on
and occupational services with a skilled coordination of client services on
Medicare agency. hire. If deficiencies are
discovered on clinical record
o audits, the RN case manager will
b. A Coordination of Care form be provided additional
dated 07/23/14 stated an update was education. The Director of
given to an employee of the outside Nurses will be responsible for
aoen. n the client. The form failed t monitoring corrective actions to
g? yo e.c ent. . clo tiedto ensure that this deficiency is
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.
c. Employee C, a home health aide,
indicated during the home visit on
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07/28/14 at 10:45 AM, she does not leave
the patient's home and she was in the
patient's home from 9 to 5.

2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.

a. A Coordination of Care form dated
04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
"Continues to do dialysis with [Initial of
center]." The Medicare agency was
providing wound care and therapy
services. The form failed to evidence any
coordination regarding the wound care
and therapy services.

b. The plan of care stated the patient
was receiving outside services with a
Medicare home health agency and the
patient was going to a dialysis center for
treatment. A Coordination of Care form
dated 06/10/14 stated, "Still Attends."
The form failed to evidence any
coordination with the dialysis facility.

c. A Coordination of Care form dated
06/10/14 stated, "Rep at home at time of
recert - conference in home." The form
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failed to evidence any coordination
regarding the wound care and therapy
services.

d. The clinical record failed to
evidence the agency coordinated services
with the dialysis center.

3. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 week up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
the Medicare skilled agency performed
the patient's wound treatments 3 times a
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week, monthly foley catheter changes,
B12 injections monthly, and biweekly
medication set up. Life Touch Home
Health requested the Medicare agency's
home health aide schedule, but the
Medicare skilled agency did not have a
schedule and indicated they would notify
Life Touch Home Health when available.
The form failed to evidence any
coordination regarding the problems
addressed by the Medicare agency.

b. A Coordination of Care
communication log dated 04/29/14
indicated the skilled Medicare Agency
still did not have a home health aide.
The clinical record failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services or any coordination
regarding the progress of the wounds,
scheduling needs so services do not
overlap, foley catheter status, or changes
in medications during medication set up.

c. A Coordination of Care
communication log dated 06/09/14
indicted the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the

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

QEDO11  Facility ID:

011480 If continuation sheet

Page 58 of 117




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

PRINTED: 08/18/2014
FORM APPROVED
OMB NO. 0938-0391

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

15K039

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE'S TOUCH HOME HEALTH INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2737 E56TH ST STE E
INDIANAPOLIS, IN 46220

00

X3) DATE SURVEY

COMPLETED
07/30/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to
provide physical therapy services upon
resumption of care and the patient was
continuing to have IV antibiotics in the
home. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

e. Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter
status, or changes in medications during
medication set up.

4. The Director of Nursing indicated on
07/30/14 at 1:00 PM indicated she had
addressed the status of issues with the
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G000337

other agencies, she just hadn't written it
down to prove she had established
coordination of services. She also
indicated she was not aware that she
needed to coordinated services with the
dialysis center.

5. Anundated policy titled
"Coordination of Client Services" stated
the purpose was "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "

484.55(c)
DRUG REGIMEN REVIEW
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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 review and G000337 Director of Nurses has educated 08/27/2014
interview, the agency failed to ensure the i:d'\lt:?:jurzznsatgretrcsjaotcr;str;ce)r all
medication profile included start dates medications on the medication
and new medicated treatment orders for 4 administration record. All
of 10 records reviewed creating the medication discrepancies will be
potential to affect all current patients :zzgpc;:llziwgggsﬁzeoihnzselg!igtgn
.. . oy . i icati
receiving services within the agency. reconciliation with resumption of
(#1,5, 9, and 10) care following hospitalization.
Clinical records have been
Findings include: audited to ensure medication
' reconciliation policy is being
followed. 10% of the clinical
1. Clinical record number 1, SOC (start records will be audited quarterly
of care) 06/17/10, included a plan of care to for compliance with accurate
established by a physician for the reconciliation of any o
ctificati iod of 05/28/14 t inconsistencies in the medication
certitication perio .0 ] 0 ) regimen. If deficiencies are
07/26/14. The medication profile failed discovered with the clinical record
to evidence start dates for Combivent, audits, staff will be provided
Amlodipine, Famotidine, Gabapentin additional education. The Director
’ ’ . of Nurses will be responsible for
Norco, .Metoprolol, Albuterol, Lasix, and monitoring corrective actions to
Warfarin. ensure that this deficiency is
corrected and will not recur.
2. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14.
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a. The medication profile failed to
evidence start dates for Atorvastatin 40
mg by mouth at bedtime; Bisacodyl 5 mg
by mouth daily as needed; Clopidagrel
(Plavix) 75 mg by mouth daily; Nexium
40 mg by mouth daily; Ferrous Sulfate
325 mg by mouth three times a day;
Gabapentin 300 mg by mouth twice a
day; Metoprolol 25 mg by mouth twice a
day; Multi-Vitamin 1 tab by mouth daily;
Mirilax 17 gms (grams) in 8 ounces of
water; Nystatin Powder topically under
breasts daily; Norco 5/325 mg 1 tab every
4 hours as needed; Lispro sliding scale
with meals; Calcium Acetate 667 mg 1
tab three times a day with meals;
Regranex gel topical on wound daily; and
Lantus 10 Units subcutaneously at
bedtime. The medication profile failed to
evidence a start and discontinued date for
Vancomyacin.

b. The patient was in the hospital
04/28/14 to 04/30/14. Discharge
medications include Augmentin 500/125,
one tab every 24 hours for 1 day; Aspirin
81 mg (milligrams) daily; Atorvastatin 40
mg at bedtime; Darbepoet 40 mcg
(micrograms) IV (intravenously) every
week with dialysis; Docusate Sodium
100 mg capsule as needed; Esomeprazole
20 mg by mouth daily; Ferrous Sulfate
325 mg daily; Pregabalin 75 mg by
mouth twice a day; Hydrocodone / APAP
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57325 mg 2 tabs every 8 hours as
needed; Glargine 10 units at bedtime;
Metoprolol tartrate 25 mg twice a day;
Nystatin 100 units powder twice a day;
Plavix 75 mg by mouth daily; and renal
Multivitamin 1 capsule by mouth daily.
The clinical record failed to evidence the
medication profile and discharge
medications was reconciled with the
physician upon resumption of care.

3. Clinical record number 9, SOC (start
of care) 11/23/11, included a plan of care
established by a physician for the
certification period of 05/11/14 to
07/09/14. The medication profile failed
to evidence start dates for Bumetadmide,
Clonazapam, Digoxin, Gabapentin,
Klor-Con, Levothyroxine, Mag Oxide,
Multivitamin, Oxycontin ER, Sertraline
HCC, Trazadone, Vitamin D2, Albuterol,
Pro Air HFA, Avan, Spiriva, Fish Oil,
Omeprazole, Senna Plus, Oxycodone,
Flonase, and Coumadin.

4. Clinical record number 10, SOC (start
of care) 05/28/11, included a plan of care
established by a physician for the
certification period of 05/12/14 to
07/10/14. The medication profile failed
to evidence start dates for Isentress,
Norvir, Prezista, Taztia, Retrovir,
Baclofen, Acyclovir, and Nystatin
powder.
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N0O00000

5. Anundated policy titled "Medication
Profile" stated, "The Medication Profile
shall document ... Date medication
ordered or care initiated ... If the
physician changes the medication orders,
the Nurse must add newly ordered drugs
or medication changes to the Medication
Profile. Discontinued medications shall
be highlighted and documented as [DC]
with the appropriate date ... The
Medication Profile shall be reviewed by a
Registered Nurse every sixty (60) days
and updated whenever there is a change
or discontinuation in medication ... "

6. An undated policy titled "Medication
Reconciliation" stated "When client is
discharged from the facility, the
medications will be reviewed and the
orders updated to reflect changes and / or
continuation of previous orders ... "

This was a State home health relicensure
survey.

Survey date: 07/24, 07/25, 07/28, 07/29,
and 07/30/14.

Facility: 011480

N000000
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Medicaid Vendor: 200893000
Surveyor: Shannon Pietraszewski, RN,
PHNS
Census: 75
Quality Review: Joyce Elder, MSN,
BSN, RN
Auguat 7, 2014
N000486 | 410 IAC 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, document, and N000486 The Director of Nurses has 08/27/2014
policy review, the agency failed to ensure Irr;fgzrr\gi(;zdtﬁi ?e,\(lqgr?esriel\:ta?oargaellrs
all agency personnel furnishing services clients receiving services from
maintained liaison and communicated another provider that a detailed
with outside service providers to ensure care coordination must be
that their efforts were coordinated comtp!etelzda Coordllnatlon o(fj c;\re
. . must include service provide
effectively and supported the objectives with frequency and duration.
outlined in the plan of care for 3 of 10 Progression toward goals and
records reviewed creating the potential to schedule of caregivers. All Life's
affect all patients who received more than TOUC,Q, Home Healtp calr.e sttaff h
. . providing services for clients who
one §erv1ce from the agenc?l or received also receive services from
services from another provider. (#4, 5, another provider must clock out
and 6) when the other provider is in the
home. A care coordination form
Findi include: has been developed to address
Indings include: all of the required elements.
Timesheets are modified to allow
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1. Clinical record number 4, SOC (start staff to clock in and out as
of care) 07/23/14, included a plan of care Eg\?:iteﬁ”e?:cj:cei za?higssicy
established by a physician for the "Coordination of Client Services".
certification period 07/23/14 to 09/20/14 Client records have been audited
with orders for home health aide to assist for compliance with coordination
patient with personal care needs and Of_ client services. Coprdlqatloq of
, ... a e client services with dialysis units
ADL's (activities of daily living), to will include schedule and
provide effective personal hygiene, assist frequency of treatments, access
with bathing, dressing, hair care, skin / type and who is responsible for
foot care, check pressure areas, assist carglof?ccess. and' alclj. vsis o b
. . . medications given in dialysis to be
with ambulation, tr.ans.fer to ge.t in/ 01.1t included on client's medication
the bathroom, medication reminder, light administration record. Care
housekeeping, and cleaning bathroom, 6 coordination form developed to
hours a day with AM/PM visits, 7 days a address all required elements.
K 10% of clinical records will be
week. audited quarterly for compliance
with care coordination needs. RN
a. The plan of care stated that the case managers will be provided
patient was receiving nursing, physical, education on coordination of
d tional . th a skilled client services on hire. If
an (?ccupa lonal services with a skille deficiencies are discovered on
Medicare agency. clinical record audits, the RN
case manager will be provided
b. A Coordination of Care form additional education. The Director
of Nurses will be responsible for
d?ted 07/23/14 stated an update Was monitoring corrective actions to
given to an employee of the outside ensure that this deficiency is
agency on the client. The form failed to corrected and will not recur.
evidence specific details of the
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.
c. Employee C, a home health aide,
indicated during the home visit on
07/28/14 at 10:45 AM, she does not leave
the patient's home and she was in the
State Form Event ID: QEDO11 Facility ID: 011480 If continuation sheet Page 66 of 117
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patient's home from 9 to 5.

2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.

a. A Coordination of Care form dated
04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
"Continues to do dialysis with [Initial of
center]." The Medicare agency was
providing wound care and therapy
services. The form failed to evidence any
coordination regarding the wound care
and therapy services.

b. The plan of care stated the patient
was receiving outside services with a
Medicare home health agency and the
patient was going to a dialysis center for
treatment. A Coordination of Care form
dated 06/10/14 stated, "Still Attends."
The form failed to evidence any
coordination with the dialysis facility.

c. A Coordination of Care form dated
06/10/14 stated, "Rep at home at time of
recert - conference in home." The form
failed to evidence any coordination
regarding the wound care and therapy
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services.

d. The clinical record failed to
evidence the agency coordinated services
with the dialysis center.

3. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 week up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
the Medicare skilled agency performed
the patient's wound treatments 3 times a
week, monthly foley catheter changes,
B12 injections monthly, and biweekly
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medication set up. Life Touch Home
Health requested the Medicare agency's
home health aide schedule, but the
Medicare skilled agency did not have a
schedule and indicated they would notify
Life Touch Home Health when available.
The form failed to evidence any
coordination regarding the problems
addressed by the Medicare agency.

b. A Coordination of Care
communication log dated 04/29/14
indicated the skilled Medicare Agency
still did not have a home health aide.
The clinical record failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services or any coordination
regarding the progress of the wounds,
scheduling needs so services do not
overlap, foley catheter status, or changes
in medications during medication set up.

c. A Coordination of Care
communication log dated 06/09/14
indicted the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
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changes in medications during
medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to
provide physical therapy services upon
resumption of care and the patient was
continuing to have IV antibiotics in the
home. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

e. Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter
status, or changes in medications during
medication set up.

4. The Director of Nursing indicated on
07/30/14 at 1:00 PM indicated she had
addressed the status of issues with the
other agencies, she just hadn't written it
down to prove she had established
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N000522

coordination of services. She also
indicated she was not aware that she
needed to coordinated services with the
dialysis center.

5. Anundated policy titled
"Coordination of Client Services" stated
the purpose was "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "

410 1AC 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 and policy
review and interview, the agency failed to

ensure visits were made as ordered on the

N000522

Director of Nurses has instructed
staff on the requirement of
notification to the physician of any
deviation from plan of care,

08/27/2014
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plan of care for, oxygen settings were including missed visits, frequency
obtained and documented weekly, and and durat|on. changes. Director of
h for th . Nurses has instructed all RN
there were orders for the care provided case managers have on the
for 4 of 10 records reviewed (#1, 2, 4, requirement to consult with
and 6) creating the potential to affect all physician after the
patients currently receiving services from comprehensive assessment is
h completed to establish a plan of
the agency. care either through verbal or
written notice. RN case managers
Findings include: educated on the need to
communicate with all field staff
.. any physician ordered changes in
1. Clinical record number 1, SOC (start plan of care in a timely fashion.
of care) 06/17/10, included a plan of care Staff educated on the need to
established by a physician for the report any deviations from the
certification period of 05/28/14 to Elan otff.cadre RSO thle Fl’hys':'zn fzn
. e notified. Regularly schedule
07/26/ 14‘w1th or.ders for home health meetings with professional staff
aide services 4 times a week for 1 week, and administrative staff to ensure
7 times a week for 8 weeks, 4 hours a that plan of care is being followed
day. The clinical record failed to in regards to frequency and
d h health aide visit duration of visits. Charts have
evidence home health aide visits on been audited for physician
6/07/14 and 06/08/14. notification following completion
of comprehensive assessment in
a. A physician order dated 07/13/14 der\]/e:jop:me.nt.tof plzn of care; all
. schedule visits an
st.ated the. patient hours.for home health documentation of scheduled visits
aide services had been increased from 4 or reason for missed visits are
hours a day to 7 hours a day. The clinical included in the clinical record and
record failed to evidence the home health any deviations from the plan of
aide was in the home for 7 hours a da care. 10% of clinical records will
¢ was ¢ home 1o ours y be audited quarterly for
after 07/13/14. compliance physician notification
for the development of the plan of
b. The DoN (Director of Nursing) care, any deviations from the plan
Ny f includi i isit
indicated on 07/25/14 at 2:07 PM the of care, including m|§sed VISts,
) ) frequency and duration changes
patient only wanted one particular home will be documented and reported
health aide for the extended hours and if to the physician. New hire
she was not available, she didn't want to orientation will include the
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utilize the extra hours. The DoN was not necessity of establishing the plan
able to locate the missing visit notes for of care after consultahop with the
physician upon completion of
06/07/14 and 06/08/14. comprehensive assessment.
Orientation will also include the
2. Clinical record number 2, SOC documentation and notification
03/29/09, included a plan of care regulations concerning changes
. . in the plan of care. If deficiencies
estajbhshe.:d by a.physmlan for the are discovered on clinical record
certification period of 06/28/14 to audits, additional education will
08/2/14 with orders for respite nursing up be provided. The Director of
to 60 hours a month Nurses and the Administrator will
' be responsible for monitoring
) corrective actions to ensure that
a. On 07/01/14, 12 hours of respite this deficiency is corrected and
nursing was met. will not recur
b. On 07/02/14, and 07/03/14, 10
hours each day of respite nursing was
met.
c. On 07/04/14, 17.75 hours of
respite nursing was met.
d. On 07/05/14, 18 hours of respite
nursing was met.
e. On 07/06/14, 10 hours of respite
nursing was met.
f. For 07/07/14 to 07/19, 2 hours of
respite nursing was met each day. The
clinical record evidenced the 60 hours of
respite hours for skilled nursing was
exceeded by 07/05/14 (67.75 hours).
3, Clinical record number 4, SOC (first
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services provided) 07/23/14, included a
plan of care for the certification period
07/23/14 to 09/20/14 that identified the
patient was to receive home health aide
services. The record contained a
physician's order dated 07/23/14 that
stated, "Please have registered nurse
[RN] assess client for home care needs."
The record failed to evidence the
physician had been contacted following
the assessment for verbal or written
orders for the care that was provided on
7/23/14 and was to be provided.

4. Clinical record number 6, SOC
11/20/13 (first services provided),
included a plan of care for the
certification period 11/20/13 to 01/18/14
that identified the patient was to receive
skilled nursing, home health aide,
attendant care aide, and homemaker
services. The record contained a
physician's order dated 11/19/13 that
stated, "RN to evaluate for home care
services." The record failed to evidence
the physician had been contacted
following the assessment for verbal or
written orders for the care that was
provided on 11/20/13 and was to be
provided.

The record also included a plan of care
established by a physician for the
certification period of 05/19/14 to
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07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 weeks up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. The clinical record failed to
evidence a home health aide made a visit
on 06/14/15, 06/15/14, 06/27/14,
07/01/14, 07/05/14, and 07/06/14.

b. The clinical record failed to
evidence an attendant care aide made a
visit on 06/14/14, 06/15/14, 07/01/14,
and 07/05/14.

c. The clinical record failed to
evidence a homemaker made a visit on
06/03/14, 06/12/14, 06/14/14, 06/15/14,
06/27/14,07/01/14, 07/05/14, and
07/06/14.
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5. Clinical record number 9, SOC (start
of care) 11/23/11, included a plan of care
established by a physician for the
certification period of 05/11/14 to
07/09/14 with orders for skilled nursing
to document O2 (oxygen) settings
weekly.

Skilled nursing visits dated 05/15/14,
05/22/14, 05/29/14, 06/05/14, and
06/12/14 failed to evidence the oxygen
settings was obtained and documented
weekly.

6. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:25 PM.

7. Anundated policy titled "Care Plans"
stated, "The Care Plan shall be reviewed,
evaluated, and revised [minimally every
sixty 60 days as needed] based upon the
client's health status and / or
environment, ongoing client assessments,
caregiver support systems, and the
effectiveness of the interventions in
achieving progress toward goals. All
updated entries must be signed and dated
by the Registered Nurse. All changes
will be communicated to appropriate staff
member ... "

8. An undated policy titled "Medical
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N000524

Supervision" stated, "A physician Plan of
Care is developed for each client at the
time of admission and signed by the
physician within an appropriate time
frame. The physician orders shall outline
the disciplines providing care and the
type, frequency, and duration of services
to be provided ... "

9. Anundated policy titled "Physician
orders" stated, "All medications,
treatments, and services provided to
clients must be ordered by a physician ...
All medications and treatments, that are
part of the client's plan of care, must be
ordered by the physician .. "

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.
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(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 observation, clinical record and N000524 Director of Nurses has educated 08/27/2014
policy review, and interview, the agency f;lqii'\rle?:;ﬁtr;a::g:r: on the
failed to ensure'plan of care were revised comprehensive list of all durable
and updated to include all durable medical equipment that the client
medical equipment (DME), outside has in the home and all
services, and specific treatment for 8 of _SUpplefn'ental s;rwc?s th? client
. . : is receiving on the plan of care.
10 records reviewed creating the potential The plan of care must reflect all
to affect all patients receiving services care needs and instructions on
with the agency. (#1,2,3,4,5,6,9, and providing the ordered care. The
10) plan of care will accurately reflect
frequency and duration of visits
o ) per discipline. Any changes to the
Findings include: plan of care will be reflected with
an interim order. Care
1. Clinical record number 1, SOC (start ;ohfrdlnatlon will be cgtr;plﬁted by
. case managers with a
of carf:) 06/17/10, mc'lu.ded a plan of care outside entities. RN case
established by a physician for the managers educated on the need
certification period of 05/28/14 to to communicate with all field staff
07/26/14 with orders for home health alny pr]lysmlap orcti.ere:j c;ha;ges in
. . . plan of care in a timely fashion.
alqe services 4 times a week for 1 week, Clinical records audited for
7 times a week for 8 weeks, 4 hours a day supplemental services being
for personal hygiene, assist with bathing, provided, specific care needs,
dressing, hair care, skin / foot care, check PGFte cct)prdlntat|on Colmtpletedd andd
. . . instructions to complete ordere
for pressure areaTs, assist with ambulation, care and accurate frequency and
transfer to - get in and out of the duration of all disciplines. 10% of
bathroom, incontinence care, light clinical records will be audited
housekeeping, and cleaning bathroom. quarterly for accurate treatments
orders, supplemental services in
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a. During a home visit on 07/25/14, a the home, all DME needs noted,
nebulizer machine was observed lying on accuracy W't,h frequency and
h . h ent h duration of visits for each
the patient's bed. The patient had discipline and care coordination
indicated during the visit she has has been completed. Orientation
nebulizer treatments several times a day. will also include accurate
The plan of care failed to evidence the deyelopment of the plan.of care
buli hi to include all DME, concise
nebulizer maching. treatment orders and accurate
frequency and duration of
b. The clinical record stated the disciplines. If deficiencies are
patient was receiving meals on wheels for dlsc.overed.c?n clinical regord )
1 ] . h h h audits, additional education will
meal supplementation t rgug outt 'e be provided. The Director of
week. The plan of care failed to evidence Nurses will be responsible for
the patient was receiving meals on monitoring corrective actions to
wheels services ensure that this deficiency is
corrected and will not recur
c. The Director of Nursing was not
able to provide further information or
documentation when asked on 07/25/14
at 1:30 PM.
2. Clinical record number 2, SOC
03/29/09, included a plan of care
established by a physician for the
certification period of 06/28/14 to
08/2/14 with orders for skilled nursing 7
days a week for 8 weeks, then 4 days a
week for 1 week for 6 hours a day to
provide bathing, dressing, transfers,
incontinence care, tracheotomy care,
medication administration, monitor
seizure activity and monitor for
continuous feed, monitor respiratory
status closely, suction prn (as needed)
with a 12 fr (french) catheter and monitor
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oxygen saturations and attendant care up
to 60 hours a month for personal care /
hygiene and light house keeping.

a. The clinical record evidenced the
certification period started on a Saturday.
The plan of care failed to be revised to
reflect a frequency to be 1 day a week for
1 week, 7 days a week for 8 weeks, then
4 days a week for 1 week.

b. Upon observation and interview
on 07/25/14 at 10:00 AM, Employee A, a
Registered Nurse, indicated she provided
g/tube care daily and tracheotomy care.
Three (3) large liquid oxygen tanks were
observed in the patient's room with one
being utilized. The patient was observed
with a trach cover with tubing to the
oxygen receiving humidity. The clinical
record failed to evidence treatment
instructions for both the g/tube and
tracheotomy care. The plan of care failed
to evidence the oxygen tank were to be
humidified.

c. The plan of care evidenced the
patient was to receive tube feedings and
continuous water for 20 hours a day.
Employee A indicated the feeding and
water was taken down at 11:00 AM and
put back up and started at 3:00 PM. The
plan of care failed to evidence the times
for infusion of the feedings and water.
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3. Clinical record number 3, SOC
07/10/14, included a plan of care
established by a physician for the
certification period of 07/10/14 to
09/07/14 with orders for skilled nursing
53 hours a week, 7 days a week to
monitor TPN (total parental nutrition),
central line care, intake and output every
3 hours, weekly lab draws, ostomy care,
and bottled breast milk feedings every 3
hours. The skilled nurse was to provide
all personal care for client; monitor
closely for change in volume status;
monitor skin about ostomy stoma for any
redness, breakdown; change ostomy bag
as needed; and provide age appropriate
care and activities.

a. Employee B, a Registered Nurse,
indicated on 07/28/14 at 8:15 AM the
mother is a nurse and manages the central
line dressing, ostomy care, and lab draws.
The plan of care failed to evidence the
infusion rate and ingredients of the TPN
solution, treatment instructions for the
central line care, ostomy care (including
wafer and bag size), and that the mother
was providing these services.

b. The clinical record evidenced
skilled nurse visit notes where the nurse
was in the home 4 to 5 days a week 10
hours a day.
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c. A Patient Communication log
dated 07/14/14 indicated the mother
worked from 05:00 AM to 03:30 PM, but
her number of days per week would vary.
The plan of care failed to be specific in
the frequency of the skilled nurse visits.

4. Clinical record number 4, SOC (start
of care) 07/23/14, included a plan of care
established by a physician for the
certification period 07/23/14 to 09/20/14
with orders for home health aide 8 days a
week for 1 week, 14 days a week for 8
weeks, 6 hours a day with AM/PM visits.
The plan of care failed to evidence the
correct frequency of days to be provided
by the home health aide in a 1 week
period.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

5. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14.

a. A discharge summary dated
04/30/14 stated the patient was receiving
Darbepoet 40 mcg IV every week with
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dialysis. The plan of care failed to
evidence that the patient was receiving
the dialysis medication.

b. A physician order dated 03/18/14
indicated services on Tuesday and
Thursday were decreased for one hour
due to a Medicare Agency providing
home health aide services during that
time. The plan of care dated 04/09/14 to
06/11/14 failed to evidence the update
and revision to include the frequency
changes of the home health aide.

6. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide 6 times a week for 1 week, 7 days a
week for 7 weeks, and 5 days a week for
1 week up to 4 hours daily for 7 days a
week to assist with bathing, dressing,
grooming, meal prep and service,
incontinent care, and transfer assist;
Attendant care services 6 days a week for
1 week, 7 days a week (sic), and 5 days a
week for 1 week up to 5 hours daily for 7
days a week to assist with meals, prep
and service, light housekeeping,
incontinent care, and transfer assist; and
homemaker services 6 days a week for 1
week up to 1 hour daily, 7 days a week to
assist with light housekeeping.
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The plan of care indicated the patient
had wounds and a foley catheter. The
plan of care failed to evidence the
treatment orders and directions for the
management of wounds, the size of the
foley catheter, and if an outside agency
was providing those services.

7. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period 05/11/14 to 07/09/14
with orders for home health aide 14 days
a week for 8 weeks, 8 times a week for 1
week (2 hours a day AM visits and 2
hours a day PM visits,).

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

8. Clinical record number 10, SOC
05/28/11, included a plan of care
established by a physician for the
certification period of 05/12/14 to
07/10/14 with orders for skilled nursing 4
days a week for 1 week, 14 days a week
for 7 weeks, 4 days a week for 1 week (2
visits a day, 1 hour visits) for wound
cleansing, assessment, measurement,
dressing change, and vital signs weekly
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and home health aide services 6 days a
week for 1 week, 21 days a week for 7
weeks, 6 days a week for 1 week (2 to 3
hours in the morning, 1 hour mid day,
and 1 hour in the evening) to assist
patient with personal care needs and
ADL's /IADL's.

The clinical record evidenced a
physician's order from the wound center
dated 06/25/14 to apply zinc oxide to peri
wound, apply collagen to base of the
wound, cover with calcium alginate, and
abdominal pad twice a day due to
incontinence. The plan of care failed to
evidence specific treatment orders and
directions to be provided to the patient.

10. The Director of Nursing was not able
to provide further information or
documentation when asked on 07/30/14
at 2:25 PM.

12. An undated policy titled "Care
Plans" stated, "The Care Plan shall be
reviewed, evaluated, and revised
[minimally every sixty 60 days as
needed] based upon the client's health
status and / or environment, ongoing
client assessments, caregiver support
systems, and the effectiveness of the
interventions in achieving progress
toward goals. All updated entries must
be signed and dated by the Registered
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Nurse. All changes will be
communicated to appropriate staff
member ... "
13. An undated policy titled "Plan of
Care" stated, "The Plan of Care shall be
completed in full to include ... type,
frequency, and duration of all visits /
services ... Medications, treatments, and
procedures ... Medical supplies and
equipment required ... "
NO00537 | 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 and policy N000537 | Alternate Director of Nurses has 08/27/2014
review and interview, the agency failed to |nserv.|ced Sk'",e,d nursing staff on
. . following physician orders as
ensure oxygen settings were obtained and written and documentation
documented weekly for 1 of 10 records requirements. Wound care flow
reviewed (# 9) and failed to ensure sheet developed to assist with
wound treatments were administered as ﬁlozl;r::?]t:st'zz' Eelartzztc;rlloliN case
.. u u
ordered by the physician for 1 of 10 managers on the need to
records reviewed (# 10) of patients with communicate with all field staff
wounds creating the potential to affect all any physician ordered changes in
3 patients with wounds within the plan of care in a timely fashion.
facili Staff educated on the need to
acility. report any deviations from the
plan of care so the physician can
Findings include: be notified. Clinical records have
been audited to ensure physician
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orders are being followed and
1. Clinical record number 9, start of care docgmentatlon 1 prpwded. 1,0%
K of clinical records will be audited
11/23/.1 1, included a pl:fm of care quarterly for compliance with
established by a physician for the following physician ordered plan
certification period of 05/11/14 to of care and documentation to
07/09/14 with orders for skilled nursing |nd|cat§ plan of care Is followed.
P 0 . Staff will be provided education
to document O2 (oxygen) settings on following the physician ordered
weekly. Skilled nursing visits dated plan of care and the necessary
05/15/14, 05/22/14, 05/29/14, 06/05/14, documentation requirements on
and 06/12/14 failed to evidence that hire. If deficiencies are
. btained and discovered with clinical record
OXygen settings were obtained an audits, staff will be provided
documented weekly. additional education. The Director
of Nurses and Alternate Director
2. Clinical record number 10, start of of Nurses will be responsible for
care 05/28/11, included a plan of care monitoring correctl\{e.actlorjs to
lish hvsician for th ensure that this deficiency is
established by a physician for the corrected and will not recur.
certification period of 05/12/14 to
07/10/14 with orders for skilled nursing
for wound cleansing, assessment,
measurement, dressing change, and vital
signs weekly. The clinical record
evidenced a physician's order from the
wound center dated 06/25/14 that stated
to apply zinc oxide to perineal wound,
apply collagen to base of the wound,
cover with calcium alginate, and cover
with abdominal pad twice a day due to
incontinence.
a. Skilled nursing visit notes dated
06/25/14 (11 AM & 5:30 PM), 06/26/14
(5:30 PM), 06/27/14 (5:30 PM), 06/28/14
(10 AM), 06/28/14 (5:30 PM), 06/30/14
(5:30 PM), 07/01/14 (5:30 PM), 07/02/14
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(5:30 PM), 07/03/14 (5:30 PM), 07/04/14
(5:30 PM), 07/05/14 (11 AM & 5:30
PM), 07/06/14 (11 AM), 07/06/14 (5:30
PM),07/07/14 (11 AM & 5:30 PM), and
07/08/14 (5:30 PM) failed to indicate the
type of treatment provided to the wound
or that zinc oxide was applied as ordered.

b. Skilled nursing visit notes dated
06/20/14 (11 AM), 07/01/14 (11 AM),
07/02/14 (11 AM), 07/03/14 (11 AM),
and 07/08/14 (11 AM) failed to evidence
that the collagen dressing was provided
as ordered or that zinc oxide was applied
as ordered.

c. Skilled nursing visit note dated
07/04/14 (12:30 PM) failed to evidence
that the zinc oxide was applied as
ordered.

3. The Director of Nursing was unable to
provide any additional information or
documentation when asked on 07/30/14
at 2:35 PM.

4. Anundated policy titled "Care Plans"
stated, "The Care Plan shall be reviewed,
evaluated, and revised [minimally every
sixty 60 days as needed] based upon the
client's health status and / or
environment, ongoing client assessments,
caregiver support systems, and the
effectiveness of the interventions in
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achieving progress toward goals. All
updated entries must be signed and dated
by the Registered Nurse. All changes
will be communicated to appropriate staff
member ... "
5. Anundated policy titled "Clinical
Documentation" stated, "Agency will
document each direct contact with the
client ... Additional information that is
pertinent to the client's care or condition
may be documented on the Progress Note
or Flow Sheet ...Services not provided
and the reason for the missed visits will
be documented and reported to the
physician ... "
N000541 | 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 and policy N000541 The Director of Nuses has 08/27/2014
review and interview, the agency failed to educated all RN case managers
. on the need to complete a
ensure the Registered Nurse regularly re-assessment for any changes in
re-evaluates the patient nursing needs client’s condition. Based upon
related to assessment of oxygen settings, assessment findings a change in
assessments supported a change in the plan of care may be indicated.
D . Documentation will reflect specific
patient's services, and assessments were observations as outlined in the
accurate in 3 of 10 records reviewed plan of care. Coordination of
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creating the potential to affect all patients client services with dialysis units
who are receiving services with the will include schedule and
frequency of treatments, access
agency. (#1, 5, and 9) type and who is responsible for
care of access and all
Findings include: medications given in dialysis to be
included on client’s medication
.. administration record. Care
1. Clinical record number 1, SOC (start coordination form developed to
of care) 06/17/10, included a plan of care address all required elements.
established by a physician for the Client records have been audited
certification period of 05/28/14 to for comphanc:a W'tz q
. reassessment needs an
0.7/26/14.W1th or.ders for home health coordination of client services.
aide services 4 times a week for 1 week, 10% of clinical records will be
7 times a week for 8 weeks, 4 hours a day audited quarterly for compliance
7 days a week for personal hygiene, assist with reassessment needs and
ith bathine. d 1o hai Kin / care coordination needs. RN case
with bathing, dressing, hair care, skin . managers will be provided
foot care, check for pressure areas, assist education on reassessment
with ambulation, transfer to - get in and parameters and coordination of
out of the bathroom, incontinence care, client services on hire. If
licht h Kkeepi d cleani deficiencies are discovered on
1ght house eepmg,. ap cleaning clinical record audits, the RN
bathroom. A physicians order dated case manager will be provided
06/25/14 stated "Secondary to increasing additional education. The Director
weakness and shortness of breath of Nurses will be responsible for
. .- ’ monitoring corrective actions to
requesting additional 2 hrs .[hours] / 7 ensure that this deficiency is
days a week home health aide to assist corrected and will not recur.
with meal preparation and personal needs
as indicated." The clinical record failed
to evidence that an assessment had been
provided by a skilled nurse to suggest
that the patient was having increase
weakness and shortness of breath. A
physician's order dated 07/13/14 stated
"Additional hours approved for home
health aide. Client has 7 hours /7 days a
week home health aide services through
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11/21/14." The clinical record failed to
evidence that an assessment had been
provided by a skilled nurse to suggest
that the patient needed to increase their
home health aide hours.

a. The home health aide care plan
dated 03/14/14 failed to evidence
changes to the care plan that would had
indicated the patient had a change in
condition.

b. Review of the 60 day
comprehensive re-assessments dated
03/24/14 and 05/23/14 failed to evidence
that the patient had a decline in health
and/or functioning to substantiate the
need to increase the home health aide
hours.

c. Review of the 60 day summaries
dated 03/24/14, 05/23/13, and 07/22/14
indicated the patient was stable and had
no falls, bleeding, hospitalizations, or ER
(emergency room) visits in the
certification period.

d. The DoN (Director of Nursing)
indicated on 07/25/14 at 2:07 PM the
patient had requested the extended hours.
The DoN reviewed the clinical record
and was unable to provide any
documentation from a skilled nurse
and/or a home health aide that the patient
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was having shortness of breath and
weakness.

2. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14
with orders for home health aide to assist
patient with personal care needs and
ADL's (activities of daily living), provide
effective personal hygiene, assist with
bathing, dressing, hair care, skin / foot
care, check pressure areas, assist with
ambulation, transfer to get in / out the
bathroom, medication reminder, light
housekeeping, and cleaning bathroom.

a. A discharge summary dated
04/30/14 stated the patient was in the
hospital for cellulitis, hypertension, end
stage renal disease, and type 2 diabetes.
The discharge summary also indicated
the patient was receiving dialysis
treatments three times a week.

b. A Recertification Comprehensive
Assessment dated 06/10/14 stated the
primary diagnosis for services was end
stage renal disease. Other diagnoses
provided were neurogenic bladder,
cystitis, diabetes, coronary artery, fluid
overload, hypertension, stasis ulcer, and
below knee amputation. The assessment
indicated the patient had two stasis ulcer
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wounds. The nursing diagnosis stated,
"Self care deficit related to wounds and
amputation" and "Risk for impaired skin
integrity related to neuropathic lower
extremities." The fall risk assessment
indicated the patient had visual
impairment, incontinent of urine,
impaired functional mobility, and pain
affecting level of function. The nursing
diagnoses stated, "Self care deficit related
to wounds and amputation" and "Risk for
impaired skin integrity related to
neuropathy in lower extremities." The
clinical record failed to evidence the
patient was receiving dialysis
treatments,and failed to include the type
of dialysis access for treatments.

3. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period of 05/11/14 to
07/09/14 with orders for skilled nursing
to document O2 (oxygen) settings
weekly. A skilled nurse assignment sheet
updated on 05/08/14 identified the skilled
nurse was to assess client and check
oxygen settings.

Skilled nursing visits dated 05/15/14,
05/22/14, 05/29/14, 06/05/14, and
06/12/14 failed to evidence the registered
nurse had assessed the oxygen settings
and documented weekly.
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4. The Director of Nursing indicated on
07/30/14 at 11:00 AM the patient was
non-compliant with her oxygen.

5. Anundated policy titled "Client
Reassessment / Update of
Comprehensive Assessment" stated the
purpose was, "To identify decline or
improvement in health status, modify the
plan of care and document changes that
may affect care and reimbursement ...
Clients are reassessed when significant
changes occur in their diagnosis. A
significant change in diagnosis will
trigger care coordination with health team
members, at that time a decision is made
regarding the need for reassessment ... "

6. Anundated policy titled "Skilled
Nursing Services" stated "The Registered
Nurse ... regularly reevaluates the client
needs, and coordinates the necessary
services ... initiates the plan of care and
necessary revisions and updates to the
plan of care and the care plan ... "

N000542 | 410 IAC 17-14-1(a)(1)(C)

Scope of Services

Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:

(C) Initiate the plan of care and necessary
revisions.
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Based on observation, clinical record and N000542 Director of Nurse has educated 08/27/2014
policy review, and interview, the agency raélqii';le(r:r?:r?tr;at?:\?:ras on the
failed to ensure the Reglstered Nurse Comprehensive list of all durable
revised and updated the plan of cares to medical equipment that the client
include all durable medical equipment, has in the home and all
outside services, specific treatment 'Ssufepclzm‘igtilnsir:;?;ntg?;;Irint
. . . | VI .
orders, and medication reminders for 8 of The plan of care must reflect all
10 records reviewed creating the potential care needs and instructions on
to affect all patients receiving services providing the ordered care. The
with the agency. (#1,2, 3,4, 5, 6,9, and plan of care will accurately reflect
10 ' T T e frequency and duration of visits
) per discipline. Any changes to the
plan of care will be reflected with
Findings include: an interim order. Care
coordination will be completed by
.. RN case managers with all
1. Clinical record .number 1, SOC (start outside entities. RN case
of care) 06/17/10, included a plan of care managers educated on the need
established by a physician for the to communicate with all field staff
certification period of 05/28/14 to alny pr}ysma.n orctj.ere? cfha;:.ges in
. plan of care in a timely fashion.
0.7/26/14.W1th or.ders for home health Clinical records audited for
aide services 4 times a week for 1 week, supplemental services being
7 times a week for 8 weeks, 4 hours a day provided, specific care needs,
for personal hygiene, assist with bathing, f:arte cc:prdlntatlon colmtpletczd andd
. . . instructions to complete ordere
dressing, hair care, skl'n / fgot care, chfack care and accurate frequency and
for pressure areas, assist with ambulation, duration of all disciplines. 10% of
transfer to - get in and out of the clinical records will be audited
bathroom, incontinence care, light quc?rterly for Iaccuratt? treatments
. . orders, supplemental services in
housekeeping, and cleaning bathroom. the home, all DME needs noted,
accuracy with frequency and
a. The home health aide care plan duration of visits for each
dated 03/14/14 identified the home health g'SC'E'me and Clarte gogrd'n?t'tc?n
. L . n com . Orientation
aide was to assist with medication as been complele rentatio
] ) ) will also include accurate
reminders. The registered nurse failed to development of the plan of care
update the plan of care to include to include all DME, concise
medication reminders. treatment orders and accurate
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b. During a home visit on 07/25/14, a
nebulizer machine was observed lying on
the patient's bed. The patient indicated
during the visit the patient has nebulizer
treatments several times a day. The
registered nurse failed to update the plan
of care to include the nebulizer
equipment.

c. The clinical record indicated the
patient was receiving meals on wheels for
meal supplementation throughout the
week. The registered nurse failed to
update the plan of care to include the
meals on wheels services.

d. The Director of Nursing was not
able to provide further information or
documentation when asked on 07/25/14
at 1:30 PM.

2. Clinical record number 2, SOC
03/29/09, included a plan of care
established by a physician for the
certification period of 06/28/14 to
08/2/14 with orders for skilled nursing 7
days a week for 8 weeks, then 4 days a
week for 1 week for 6 hours a day to
provide bathing, dressing, transfers,
incontinence care, tracheotomy care,
medication administration, monitor
seizure activity and monitor for
continuous feed, monitor respiratory

frequency and duration of
disciplines. If deficiencies are
discovered on clinical record
audits, additional education will
be provided. The Director of
Nurses will be responsible for
monitoring corrective actions to
ensure that this deficiency is
corrected and will not recur
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status closely, suction prn (as needed)
with a 12 fr (french) catheter and monitor
oxygen saturations and attendant care up
to 60 hours a month for personal care /
hygiene and light house keeping.

a. The clinical record evidenced the
certification period started on a Saturday.
The registered nurse failed to update the
plan of care to reflect a frequency to be 1
day a week for 1 week, 7 days a week for
8 weeks, then 4 days a week for 1 week.

b. Upon observation and interview
on 07/25/14 at 10:00 AM, Employee A, a
Registered Nurse, indicated she provided
g/tube care daily and tracheotomy care.
Three large liquid oxygen tanks were
observed in the patient's room with one
being utilized. The patient was observed
with a trach cover with tubing to the
liquid oxygen receiving humidity. The
registered nurse failed to update the plan
of care to include the treatment
instructions for both the g/tube and
tracheotomy care. The registered nurse
failed to update the plan of care to
include the liquid oxygen tanks for
humidity.

c. The plan of care evidenced that the
patient was to receive tube feedings and
continuous water for 20 hours a day.
Employee A indicated the feeding and
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water were taken down at 11:00 AM and
put back up and started at 3:00 PM. The
registered nurse failed to update the plan
of care to include the times for infusion
of the feedings and water.

3. Clinical record number 3, SOC
07/10/14, included a plan of care
established by a physician for the
certification period of 07/10/14 to
09/07/14 with orders for skilled nursing
53 hours a week to monitor TPN (total
parental nutrition), provide central line
care, measure intake and output every 3
hours, provide weekly lab draws, provide
ostomy care, provide bottled breast milk
feedings every 3 hours, provide all
personal care for client, monitor closely
for change in volume status, monitor skin
about ostomy stoma for any redness /
breakdown, change ostomy bag as
needed, provide age appropriate care and
activities, and complete central line
dressing changes and cap changes.

Employee B, a Registered Nurse,
indicated on 07/28/14 at 8:15 AM the
mother is a nurse and manages the central
line dressing, ostomy care, and lab draws.
The registered nurse failed to update the
plan of care to include the infusion rate
and ingredients of the TPN solution,
treatment instructions for the central line
care, ostomy care [including wafer and
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bag size], and that the mother was
providing these services.

4. Clinical record number 4, SOC (start
of care) 07/23/14, included a plan of care
established by a physician for the
certification period 07/23/14 to 09/20/14
with orders for home health aide 8 days a
week for 1 week, 14 days a week for 8
weeks, 6 hours a day with AM/PM visits.
The registered nurse failed to update the
plan of care to include the correct
frequency of days to be provided by the
home health aide in a 1 week period.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

5. Clinical record number 5, SOC
02/12/14, included a plan of care
established by a physician for the
certification period 06/12/14 to 08/10/14.

a. A discharge summary dated
04/30/14 indicated the patient was
receiving darbepoetin 40 mcg IV every
week with dialysis. The registered nurse
failed to update the plan of care to
include the patient was receiving the
dialysis medication.
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b. A physician order dated 03/18/14
indicated that services on Tuesday and
Thursday was decreased for one hour due
to a Medicare Agency providing home
health aide services during that time. The
registered nurse failed to update the plan
of care to include the changes of the
home health aide.

6. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide 6 times a week for 1 week, 7 days a
week for 7 weeks, and 5 days a week for
1 week up to 4 hours daily to assist with
bathing, dressing, grooming, meal prep
and service, incontinent care, and transfer
assist; Attendant care services 6 days a
week for 1 week, 7 days a week [sic], and
5 days a week for 1 week up to 5 hours
daily to assist with meals, prep and
service, light housekeeping, incontinent
care, and transfer assist; and homemaker
services 6 days a week for 1 week up to 1
hour daily to assist with light
housekeeping.

The plan of care indicated the patient
had wounds and a foley catheter. The
registered nurse failed to update the plan
of care to include the treatment orders
and directions for the management of
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wounds, the size of the foley catheter,
and if an outside agency was providing
those services.

7. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period 05/11/14 to 07/09/14
with orders for home health aide 14 days
a week for 8 weeks, 8 times a week for 1
week (2 hours a day AM visits and 2
hours a day PM visits). The registered
nurse failed to update the plan of care to
include the specific days services would
be provided by the home health aide and
attendant care aide.

The Director of Nursing indicated on
07/30/14 at 1:00 PM the agency wrote
their frequencies to include all visits in
one day since she had started working for
the company.

8. Clinical record number 10, SOC
05/28/11, included a plan of care
established by a physician for the
certification period of 05/12/14 to
07/10/14 with orders for skilled nursing 4
days a week for 1 week, 14 days a week
for 7 weeks, 4 days a week for 1 week (2
visits a day, 1 hour visits) for wound
cleansing, assessment, measurement,
dressing change, and vital signs weekly
and home health aide services 6 days a
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week for 1 week, 21 days a week for 7
weeks, 6 days a week for 1 week (2 to 3
hours in the morning, 1 hour mid day,
and 1 hour in the evening) to assist with
personal care needs and ADL's / IADL's.
The registered nurse failed to update the
plan of care to include the specific days
services would be provided by the skilled
nurse for each week.

The clinical record evidenced a
physician's order from the wound center
dated 06/25/14 identified the nurse was
to apply zinc oxide to peri wound, apply
collagen to base of the wound, cover with
calcium alginate, and abdominal pad
twice a day due to incontinence. The
registered nurse failed to update the plan
of care to include the specific treatment
orders and directions to be provided to
the patient.

9. The Director of Nursing was not able
to provide further information or
documentation when asked on 07/30/14
at 2:25 PM.

10. An undated policy titled "Care
Plans" stated, "The Care Plan shall be
reviewed, evaluated, and revised
[minimally every sixty 60 days as
needed] based upon the client's health
status and / or environment, ongoing
client assessments, caregiver support
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systems, and the effectiveness of the
interventions in achieving progress
toward goals. All updated entries must
be signed and dated by the Registered
Nurse. All changes will be
communicated to appropriate staff
member ... "
N000544 | 410 IAC 17-14-1(a)(1)(E)
Scope of Services
Rule 14 Sec. 1(a) (1)(E) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(E) Prepare clinical notes.
Based on clinical record, document, and N000544 The Director of Nurses has 08/27/2014
policy review, the agency failed to ensure inserviced all RN 9""59 Managers
Lo . regarding the requirement for all
all agency personnel furnishing services clients receiving services from
maintained liaison and communicated another provider that detailed
with outside service providers to ensure care coordination must be
that their efforts were coordinated comp!eted. Coordllnatlon 9f care
frectivel d d the obiccti must include service provided
ettectively and supported the objectives with frequency and duration.
outlined in the plan of care for 4 of 10 Progression toward goals and
records reviewed (#4, 5, 6, and 9), failed schedule of caregivers. All Life's
to ensure the physician was consulted to Touc.h. Home Health care staff
.- . . providing services for clients who
approve additions or modifications to the also receive services from
original plan of care after an initial another provider must clock out
evaluation visit for 2 of 10 clinical when the other provider is in the
records reviewed creating the potential to home. A care coordination form
has been developed to address
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affect all patients currently receiving all of the required elements.
services with the agency (# 4 and 6) Timesheets are modified to allow
. ; . staff to clock in and out as
creating the potential to affect all patients needed. All RN case managers
who received more than one service from have been educated on the policy
the agency or received services from "Coordination of Client Services".
another provider Coordination of client services
) with dialysis units will include
o . schedule and frequency of
Findings include: treatments, access type and who
is responsible for care of access
1. Clinical record number 4, SOC (start Zn(lj a!l Teg'cét'ﬂnz g(;ven "I]' ¢
. ialysis to be included on client’s
of carc'a) 07/23/14, 1nc'lu'ded a plan of care medication administration record.
established by a physician for the Care coordination form developed
certification period 07/23/14 to 09/20/14 to address all required elements.
with orders for home health aide to assist RN case managers have been
. th | ds and instructed on the requirement to
patient Wlt‘ 1.)e.r sona c.are ge? § an consult with physician after the
ADL's [activities of daily living], to comprehensive assessment is
provide effective personal hygiene, assist completed to establish a plan of
with bathing, dressing, hair care, skin / care either through verbal or
foot heck ist written notice. Client records have
0.0 care, ¢ e.c pressure areas, E_ISSIS been audited for compliance with
with ambulation, transfer to get in / out coordination of client services and
the bathroom, medication reminder, light contact with physician of record
housekeeping, and cleaning bathroom, 6 following cotr?pretleglsjlme an of
. . . assessment to establish plan o
hours a day with AM/PM visits, 7 days a care. 10% of clinical records will
week. be audited quarterly for
compliance with care coordination
a. The plan of care stated that the needs and contact with physician
atient was receivine nursing. physical of record to establish plan of
patient was .ece ving ) urs %’” p ys%c care. RN case managers will be
and occupational services with a skilled provided education on
Medicare agency. coordination of client services and
contacting physician of record
. after completion of
b. A Coordination of Care form et
comprehensive assessment to
was given to an employee of the outside deficiencies are discovered on
agency on the client. The clinical record clinical record audits, the RN
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failed to evidence specific details of the
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.

c. Employee C, a home health aide,
indicated during the home visit on
07/28/14 at 10:45 AM that she does not
leave the patient's home and she was in
the patient's home from 9 to 5.

d. A physician's order dated 07/23/14
stated "Please have RN assess client for
home care needs." The clinical record
failed to evidence that the physician had
been contacted following the assessment
in regards to the needs of the patient and
admission for services.

2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.

a. A Coordination of Care form dated
04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
"Continues to do dialysis with [Initial of
center]."  The Medicare agency was
providing wound care and therapy
services.

case manager will be provided
additional education. The Director
of Nurses will be responsible for
monitoring corrective actions to
ensure that this deficiency is
corrected and will not recur
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b. The plan of care stated that the
patient was receiving outside services
with a Medicare home health agency and
that the patient was going to a dialysis
center for treatment. A Coordination of
Care form dated 06/10/14 stated " Still
Attends."

c. A Coordination of Care form dated
06/10/14 stated "Rep at home at time of
recert - conference in home."

d. The clinical record failed to
evidence that the agency coordinated
services with the dialysis center upon
admission and every 60 days at the
recertification period. The clinical record
failed to evidence specific details of the
coordination of services with the
Medicare agency every 60 days at the
recertification period.

3. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for a home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
for 1 week up to 4 hours daily 7 days a
week to assist with bathing, dressing,
grooming, meal prep and service,
incontinence care, and transfer assist;
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attendant care services 6 days a week for
1 week, 7 days a week [sic], 5 days a
week for 1 weeks up to 5 hours a daily 7
days a week to assist with meal prep and
service, light housekeeping, incontinence
care, and transfer assist and homemaker
services 6 days a week for 1 week, 7 days
a week for 7 weeks, 5 days a week for 1
week up to 1 hour daily 7 days a week to
assist with light housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
that the Medicare skilled agency was
informed of the patient's wound
treatments 3 times a week, monthly foley
catheter changes, B12 injections monthly,
and biweekly medication set up. Request
for an home health aide schedule was
indicated by Life Touch Home Health but
the Medicare skilled agency did not have
a schedule and would notify Life Touch
Home Health when available.

b. A Coordination of Care
communication log dated 04/29/14 stated
that the skilled Medicare Agency still did
not have a home health aide. The clinical
record failed to evidence documentation
to indicate if the skilled agency had found
a home health aide to provide services,
the progress of the wounds, scheduling
needs so services do not overlap, foley
catheter, or changes in medications
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provide physical

during medication set up.

c. A Coordination of Care
communication log dated 06/09/14 stated
that the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The clinical record failed to
evidence documentation to indicate if the
skilled agency had found a home health
aide to provide services, the progress of
the wounds, scheduling needs so services
do not overlap, foley catheter, or changes
in medications during medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to

therapy services upon

resumption of care and the patient was
continuing to have IV antibiotics in the
home. The clinical record failed to
evidence documentation to indicate if the
skilled agency had found a home health
aide to provide services, the progress of
the wounds, scheduling needs so services
do not overlap, foley catheter, or changes
in medications during medication set up.

e. A Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
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health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter,
or changes in medications during
medication set up.

f. A physician's order dated 11/19/13
stated "RN [registered nurse] to evaluate
for home care services." The clinical
record failed to evidence that the
physician had been contacted following
the assessment in regards to the needs of
the patient and admission for services.

4. Clinical record number 9, SOC
11/23/11, included a plan of care
established by a physician for the
certification period 05/11/14 to 07/09/14
with orders for home health aide 14 days
a week for 8 weeks, 8 times a week for 1
week, 2 hours a day AM visits and 2
hours a day PM visits, 7 days a week.

5. The Director of Nursing indicated on
07/30/14 at 1:00 PM indicated she
needed to write down her conversations
with the agency to prove she had
established coordination of services and
also indicated she was not aware that she
needed to coordinated services with the
dialysis centers.

6. An undated policy titled
"Coordination of Client Services" stated,
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NO000545

the purpose "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "

7. Anundated policy titled "Physician
orders" stated, "All medications,
treatments, and services provided to
clients must be ordered by a physician ...
All medications and treatments, that are
part of the client's plan of care, must be
ordered by the physician .. "

8. An undated policy titled "Medical
Supervision" stated, Physicians will be
informed, at the time their clients are
admitted to the agency, of each parties'
responsibilities in managing client care ...

410 IAC 17-14-1(a)(1)(F)
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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, document, and N000545 The Director of Nurses has 08/27/2014
policy review, the agency failed to ensure inserviced all RN Qase Managers
. . regarding the requirement for all
the registered nurse coordinated all clients receiving services from
agency personnel furnishing services to another provider that a detailed
ensure their efforts were coordinated care coordination must be
effectively and supported the objectives completed. Coordination of care
. . must include service provided
outlined in the plan of care for 3 of 10 with frequency and duration.
records reviewed creating the potential to Progression toward goals and
affect all patients who received more than schedule of caregivers. All Life's
one service from the agency or received Toucl:h. Home Health care staff
. ) providing services for clients who
services from another provider. (#4, 5, also receive services from
and 6) another provider must clock out
when the other provider is in the
Findings include: home. A care coordination form
has been developed to address
all of the required elements.
1. Clinical record number 4, SOC (Start Timesheets are modified to allow
of care) 07/23/14, included a plan of care staff to clock in and out as
established by a physician for the :eedebd. Al F;N cas;a manhagerT.
certification period 07/23/14 to 09/20/14 "g;l)ird?nearlisnlg;act;lei er?tnst er?/izzg?/
with orders for home health aide to assist Client records have been audited
patient with personal care needs and for compliance with coordination
ADL's (activities of daily living), to of client services. Coordination of
. . . . client services with dialysis units
provide effective personal hygiene, assist will include schedule and
with bathing, dressing, hair care, skin / frequency of treatments, access
foot care, check pressure areas, assist type and who is responsible for
with ambulation, transfer to get in / out care of accessand all
the bathroom, medication reminder, light medlcatlons gven in dla!y3|§ tobe
included on client’s medication
housekeeping, and cleaning bathroom, 6 administration record. Care
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hours a day with AM/PM visits, 7 days a coordination form developed to
week address all required elements.
’ 10% of clinical records will be
audited quarterly for compliance
a. The plan of care stated that the with care coordination needs. RN
patient was receiving nursing, physical, case managers will be provided
and occupational services with a skilled ec.iucatlon on coord!natlon of
di client services on hire. If
Medicare agency. deficiencies are discovered on
clinical record audits, the RN
b. A Coordination of Care form case manager will be provided
dated 07/23/14 stated an update was additional education. The Director
. 1 fih d of Nurses will be responsible for
given to an employee of the outside monitoring corrective actions to
agency on the client. The form failed to ensure that this deficiency is
evidence specific details of the corrected and will not recur.
coordination in order to prevent
overlapping of visits between a Medicare
Agency and a Medicaid Agency.
c. Employee C, a home health aide,
indicated during the home visit on
07/28/14 at 10:45 AM, she does not leave
the patient's home and she was in the
patient's home from 9 to 5.
2. Clinical record number 5, SOC (start
of care) 02/14/14, included a plan of care
established by a physician for the
certification period of 06/12/14 to
08/10/14 with orders for home health
aide services.
a. A Coordination of Care form dated
04/08/14 stated "[Name of Medicare
Agency] in home at time of visit -
Coordinated Care" and under Dialysis
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"Continues to do dialysis with [Initial of
center]." The Medicare agency was
providing wound care and therapy
services. The form failed to evidence any
coordination regarding the wound care
and therapy services.

b. The plan of care stated the patient
was receiving outside services with a
Medicare home health agency and the
patient was going to a dialysis center for
treatment. A Coordination of Care form
dated 06/10/14 stated, "Still Attends."
The form failed to evidence any
coordination with the dialysis facility.

c. A Coordination of Care form dated
06/10/14 stated, "Rep at home at time of
recert - conference in home." The form
failed to evidence any coordination
regarding the wound care and therapy
services.

d. The clinical record failed to
evidence the agency coordinated services
with the dialysis center.

3. Clinical record number 6, SOC
11/20/13, included a plan of care
established by a physician for the
certification period of 05/19/14 to
07/17/14 with orders for home health
aide services 6 days a week for 1 week, 7
days a week for 7 weeks, 5 days a week
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for 1 week up to 4 hours daily to assist
with bathing, dressing, grooming, meal
prep and service, incontinence care, and
transfer assist; attendant care services 6
days a week for 1 week, 7 days a week
(sic), 5 days a week for 1 week up to 5
hours a daily 7 days a week to assist with
meal prep and service, light
housekeeping, incontinence care, and
transfer assist; and homemaker services 6
days a week for 1 week, 7 days a week
for 7 weeks, 5 days a week for 1 week up
to 1 hour daily to assist with light
housekeeping.

a. A Coordination of Care
communication log dated 03/18/14 stated
the Medicare skilled agency performed
the patient's wound treatments 3 times a
week, monthly foley catheter changes,
B12 injections monthly, and biweekly
medication set up. Life Touch Home
Health requested the Medicare agency's
home health aide schedule, but the
Medicare skilled agency did not have a
schedule and indicated they would notify
Life Touch Home Health when available.
The form failed to evidence any
coordination regarding the problems
addressed by the Medicare agency.

b. A Coordination of Care
communication log dated 04/29/14
indicated the skilled Medicare Agency
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still did not have a home health aide.
The clinical record failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services or any coordination
regarding the progress of the wounds,
scheduling needs so services do not
overlap, foley catheter status, or changes
in medications during medication set up.

c. A Coordination of Care
communication log dated 06/09/14
indicted the skilled Medicare Agency was
providing IV (intravenous) antibiotic
treatment for a chronic urinary tract
infection. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the
wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

d. A Coordination of Care
communication log dated 06/16/14 stated
that the skilled Medicare Agency was to
provide physical therapy services upon
resumption of care and the patient was
continuing to have IV antibiotics in the
home. The form failed to evidence
documentation to indicate if the skilled
agency had found a home health aide to
provide services, the progress of the

State Form Event ID:

QEDO11  Facility ID:

011480 If continuation sheet

Page 115 of 117




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

PRINTED: 08/18/2014
FORM APPROVED
OMB NO. 0938-0391

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

15K039

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

LIFE'S TOUCH HOME HEALTH INC

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
2737 E56TH ST STE E
INDIANAPOLIS, IN 46220

00

X3) DATE SURVEY

COMPLETED
07/30/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

wounds, scheduling needs so services do
not overlap, foley catheter status, or
changes in medications during
medication set up.

e. Coordination of Care
communication log dated 06/25/14,
07/01/14, 07/11/14, and 07/23/14 failed
to evidence documentation to indicate if
the skilled agency had found a home
health aide to provide services, the
progress of the wounds, scheduling needs
so services do not overlap, foley catheter
status, or changes in medications during
medication set up.

4. The Director of Nursing indicated on
07/30/14 at 1:00 PM indicated she had
addressed the status of issues with the
other agencies, she just hadn't written it
down to prove she had established
coordination of services. She also
indicated she was not aware that she
needed to coordinated services with the
dialysis center.

5. An undated policy titled
"Coordination of Client Services" stated
the purpose was "To ensure appropriate,
quality care is being provided to clients,
To establish effective interchange,
reporting, and coordination of client care
does occur, To assure that the efforts of
agency personnel effectively complement
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one another and support the objectives
outlined in the Plan of Care, to modify
the plan to reflect needs or changes
identified by members of the team and
avoid duplication of services, to identify
needs to modify the plan of care, to
evaluate the adequacy of treatment and
the effect of services provided, to
determine the continuation of services
and / or future plans of care ... "
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