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G0000
This was an initial Home Health G0000 Plan of Correction: Forte Home
Medicaid certification survey. This was Health Cgre has contracted with
Amy Frazier RN, BSN, to provide
an extended survey. Home Health Aide re-instruction
for all cited training deficiencies
Survey dates: 4/11/12-4/13/12 and future Home Health Aide
training. See attachment (1).
.- The deficiency has been
Facility #: 012779
Y corrected by contracting with an
outside service for training.
Surveyor: Miriam Bennett, RN, BSN, Responsible Person: A. Doctor
PHNS RN, MA, MSN, FNP-Bc
Census: 12
Forte Home Healthcare Inc. is precluded
from providing it's own home home
health aide training and competency
evaluation program for a period of two
years beginning 4/13/12 through 4/13/14
for being found out of compliance with
the Condition of Participation 42 CFR
484.36: Home Health Aide Services.
Quality Review: Joyce Elder, MSN, BSN,
RN
April 20,2012
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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COMPLIANCE W/ ACCEPTED
PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
Based on observation, po]lcy review, and G0121 1. During home visit for patient 05/11/2012
interview, the agency failed to ensure the #2 on 4/11/12 at 2:45 PM,
L. . employee B was not observed to
employees were following infection have washed hands or use hand
control practices for 4 of 5 home visit gel prior to assessing patient and
observations with the potential to affect did not clean blood pressure cuff
all the agency's patients. (#2, 3, 5, and 6). or stethoscope prior to or after
use. Plan of Correction:
L . Employee B cleaned BP cuff,
Findings include: stethoscope with alcohol wipes in
car prior to entering residence.
1. During home visit for patient #2 on Employee B used hand sanitizer
4/11/12 at 2:45 PM, employee B was not in car prior to entering and
leaving homes. This was not
observed to have washed hands or use observed by the surveyor. A
hand gel prior to assessing patient and did policy has been created for
not clean blood pressure cuff or cleaining Medical Equipment
stethoscope prior to or after use. and Pewces: See Cleamng.
Medical Equipment and Devices
policy in attachment. All staff will
2. During home visit for patient #3 on be in-services and required to
4/11/12 at 3:30 PM, employee B was not review policy to ensure the
observed to have washed hands or use deficiency dogs not recur. The
. . . . above corrections will be
hand gel prior to assessing patient and did supervised by A. Frazier, RN,
not clean blood pressure cuff or BSN. This technique will be
stethoscope prior to or after use. reviewed annually in
the Continuing Education training
3. During home visit for patient #5 on ﬁtg;u;usnl]paenrsiggrs gzt?ndgby
4/13/12 at 11:25 AM, employee B was supervisory visits. Responsible
not observed to have washed hands or use Person: A. Doctor RN, MA, MSN,
hand gel prior to assessing patient and did FNP-Bc 2. During home visit for
patient #3 on 4/11/12 at 3:30PM,
not clean blood pressure cuff or employee B was not observed to
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stethoscope prior to or after use. have washed hands or use hand
gel prior to assessing patient and
4 1o h it f . did not clean blood pressure cuff
. During home visit for patient #6 on or stethoscope prior to or after
4/12/12 at 8:30 AM, Home Health Aide use. Plan of Correction:
(employee I) was observed providing a Employee B cleaned BP cuff,
tub bath to patient. Employee I did not stethgscope W'th, alcohgl wipes in
h hand ] d . ] car prior to entering residence.
wash han S'pI'IOI' to f)nnmg g oves. Employee B used hand sanitizer
After washing the patient's hair and in car prior to entering and
handling the shower sprayer, the Aide leaving homes. This was not
provided oral care with a toothbrush but obsgrved by the surveyor. A
did h | . f . policy has been created for
1d not change g oves pI.’IOI' to performing cleaining Medical Equipment and
the task. The Aide continued the bath Devices which will be
with the same pair of gloves and did not implemented. See Cleaning
change gloves when dressing the patient. Medical Equipment and Devices
The Aid t ob dtoh policy in attachment. All staff will
¢ Alde was 1.10 observed to :?we be notified and required to review
washed the patient's back or perineal area. policy to ensure the deficiency
does not recur. The above
On 4/12/12 at 1:05 PM, employee B corrections will be supervised by
i dicated the aide did not ’ 1 hand A. Frazier, RN, BSN. This
1n' lcate ? aide did not wash hands ) technique will be reviewed
prior to putting on gloves because the aide annually in the Continuing
has eczema, and the aid reported they Education training curriculum and
washed their hands after care was done observed by nursing supervisor
d patient o livi i during supervisory visits.
an p atient was 1 iving room wi Responsible Person: A. Doctor
family. RN, MA, MSN, FNP-Bc 3.
During home visit for patient #5
5. On 4/11/12 at 3:55 PM, employee B CB’n 4/13/1t2 E:)t 11:22Achemp|°yee
indicated they use hand sanitizer and also was not observed fo have
’ ) washed hands or use hand gel
clean the equipment used on patients prior to assessing patient and did
while driving to the next visit. not clean blood pressure cuff or
stethoscope prior to or after use.
6. On 4/12/12 at 10:20 AM, employee B Plan of Correction: Employee B
o ’ ’ .p .y cleaned BP cuff, stethoscope with
indicated the agency uses the Lippincott alcohol wipes in car prior to
Manual of Nursing Practice for the entering residence. Employee B
clinical procedure policies. Employee B used hand sanitizer in car prior to
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: R31F11 Facility ID: 012779 If continuation sheet Page 30f 176
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looked up toothbrush procedure and
indicated the book did not include the
need to use gloves.

entering and leaving homes. This
was not observed by the
surveyor. A policy has been
created for cleaining Medical
Equipment and Devices which will
be implemented . See Cleaning
Medical Equipment and Devices
policy in attachment. All staff will
be notified and required to review
policy to ensure the deficiency
does not recur. The above
corrections will be supervised by
A. Frazier, RN, BSN. This
technique will be reviewed
annually in the Continuing
Education training curriculum and
observed by nursing supervisor
during supervisory visits.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 4.
During home visit for patient #6
on 4/12/12 at 8:30 AM, Home
Health Aide (employee I) was
observed providing a tub bath to
patient. Employee | did not wash
hands prior to donning gloves.
After washing the patient's hair
and handling the shower sprayer,
the Aide provided oral care with a
toothbrush but did not change
gloves prior to performing the
task. The Aide continued the
bath with the same pair of gloves
and did not change gloves when
dressing the patient. The Aide
was not observed to have
washed the patient's back or
perineal area. Plan of
Correction: Employee | and all
employees will be re-instructed
and required to review policies of
the facility regarding Proper Glove
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Use (see Proper Glove Use policy
in attachment) practices to
ensure the deficiency does not
recur. This technique will be
reviewed annually in the
Continuing Education training
curriculum and observed by
nursing supervisor during
supervisory visits. Employee |
was re-instructed on proper
bathing techniques on 4/16/12 by
A. Doctor RN, MA, MSN, FNP-Bc
and will have skills verification by
A. Frazier RN, BSN. Employee |
has been instructed if for any
medical reason she cannot wash
her hands prior to putting on
gloves a physician's note must be
presented. The above
corrections will be supervised by
A. Frazier, RN, BSN.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 5. On
4/11/12 at 3:55 PM, employee B
indicated they use hand sanitizer
and also clean the equipment
used on patients while driving to
the next visit. Plan of Correction:
Employee B cleaned BP cuff,
stethoscope with alcohol wipes in
car prior to entering residence.
Employee B used hand sanitizer
in car prior to entering and
leaving homes. This was not
observed by the surveyor. A
policy has been created for
cleaining Medical Equipment and
Devices which will be
implemented May 1, 2012. See
Cleaning Medical Equipment and
Devices policy in attachment. All
staff will be notified and required
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to review policy by May 11, 2012
to ensure the deficiency does not
recur. The above corrections will
be supervised by A. Frazier, RN,
BSN. This technique will be
reviewed annually in the
Continuing Education training
curriculum This technique will be
reviewed annually in the
Continuing Education training
curriculum and observed by
nursing supervisor during
supervisory visits. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. On 4/12/12 at 10:20
AM, employee B indicated the
agency uses the Lippincott
Manual of Nursing Practice for
the clinical procedure policies.
Employee B looked up toothbrush
procedure and indicated the book
did not include the need to use
gloves. Plan of Correction:
Employee | and all employees will
be re-instructed and required to
review policies of the facility
regarding Proper Glove Use (see
Proper Glove Use policy in
attachment) practices to ensure
the deficiency does not recur.
This technique will be reviewed
annually in the Continuing
Education training curriculum and
observed by nursing supervisor
during supervisory visits. The
above corrections will be
supervised by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
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G0134 484.14(c)
ADMINISTRATOR
The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
employs qualified personnel and ensures
adequate staff education and evaluations.
Based on document review, clinical G0134 1. The agency's policy titled 05/11/2012
record review, interview, and policy Seecjzsgrr:é:tzr?ict{eda;z cljl_\lcsjteates
review, the agency failed to ensure Home unger "7 1 Home Health Aide
Health Aides were qualified to provide (HHA) Care. ... 1) Forte HHC
care by ensuring the completion of a shall be responsible for ensuring
competency evaluation prior to patient thgt .znolr to ﬁl'e:t C?':Tft’ the
: individuals who furnish home
care for 7 of 9 home health aide files health aide services on its behalf
reviewed with the potential to affect all met the requirements listed. The
the patients receiving home health aide home health aide shall: have
services. (employees F, G, 1, J, L, N, and successfully completed a
0 competency evaluation program
)- that addresses each of the
o ' subjects listed and be entered on
Findings include: and be in good standing on the
state aide registry. 2) Forte HHC
1. The agency's policy titled "Section shgll maintain documentation,
Ith Ai . " which demonstrate that the
7-Home Health Aide Requirements," not requirements of the specified
dated, states under "7.1 Home Health trainings were met." Plan of
Aide (HHA) Care. ... 1) Forte HHC shall Correction: Employee B
be responsible for ensuring that, prior to misunderstood the question by
i he individuals who furnish surveyor concerning aides
client contact,.t € In 1.Vl ua s.w o furnis receiving 16 hours of skills
home health aide services on its behalf training. Employee B thought that
met the requirements listed. The home the surveyor was asking about
health aide shall: have successfully céner;ltanonl, not S:"LS 1vgl;1dat|on.f
. ach employee ha ours o
completed a competency evaluation orientation on 2 different days, as
program that addresses each of the evidenced by their orientation
subjects listed and be entered on and be in checklist, in the personnel files.
good standing on the state aide registry. 2) Employees verified as being on
Forte HHC shall intain d tati the home health aide registry
orte Shall maintain documentation, were not required and did not
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: R31F11 Facility ID: 012779 If continuation sheet Page 7 of 176
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which demonstrate that the requirements receive skills instruction during
of the specified trainings were met." orientation. The home health aide
’ skills validation form has
signatures under “instruction”
2. During interview on 4/13/12 at 1:30 because employee B asked each
PM, employee B indicated the skills employee if they had received
competency observations for the Home mstrgcﬂon in eagh spegﬂc
Health Aid d th th requirement during skills
ealt . 1des .ar'e one wit t e observation. Employees who
supervisory visits and the skills observed were trained by the agency, had
are what the Aides have marked as being already received their 16 hours of
done on that day. Any skills observations training during their Home Health
‘thah . d d h Aide program. The home health
with a ] ome Ylsllt gre ocu.mente. f)nt © aide skills validation form has
supervisory visit line. During training the signatures under “instruction”
skills are taught and evaluated by verbal because employee B asked each
return demonstration and observation on a employee if they had received
1 th .. dth 1 instruction in each specific
person in t .e training room and they only requirement during their training.
watch the aides do a sponge bath. The actual 16 hours of skills
instruction this was denoted by
3. Personnel file F, date of hire 1/19/12, ar': addtltu:rr:al form, whlchdwere
. . . shown to the surveyor and are
failed to evidence a home healt.h aide now attached to the plan of
completed competency evaluation. correction. Forte Home Health
Care has contracted with Amy
A. On 4/13/12 at 10:50 AM Frazier RN, BSN, to provide
.. ’ Home Health Aide competency
employee B indicated t.hat emp 19yee F validation for all cited training
was Checked Off fOr Skllls, but dld not deficiencies and future Home
complete the test or training for Home Health Aide training. See
Health Aide since employee F was a zttachment.t Jge def|t0|er1tgy has
. . . een correcte contractin
Certified Nursing Assistant and they ; 1ea by < "9
o with an outside service for
complete 150 hours of training versus a training. The outside service is
Home Health Aide who only completes required to supply documentation
75 hours. for each Home Health Aide that
goes through training to prove the
requirements have been met.
B. On 4/13/12 at 1:15 PM, employee That documentation will be stored
B indicated they let employee F test out in the
of the book work for Home Health Aide employee's permanent personnel
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: R31F11 Facility ID: 012779 If continuation sheet Page 8 of 176
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Since the employee was already a file. All elements of the standard
Certified Nursing Assistant but the will be monitored during ,

) h supervisory visits. Responsible
employee completed the 16 hours of Person: A. Doctor RN, MA, MSN,
instruction and skills check offs all in one FNP-Bc 2. During interview on
day. Employee B also indicated they had 4/13/12 at 1:30 PM, employee B
asked questions of employee F using |nd|cateq the skills competency

Aid .. icul observations for the Home Health
Nurse Aide Training Program Curriculum Aides are done with the
material in lieu of a written test. supervisory visits and the skills
observed are what the Aides
3. Personnel file G, date of hire 1/19/12, Fhavtedmar'lzed ai.ﬁ)elng donet.on
. . . at day. Any skills observations
failed to evidence a home healt.h aide with a home visit are documented
completed competency evaluation. on the supervisory visit line.
During training the skills are
A. The Skill Instruction and taught and evaluated by verbal
- . return demonstration and
Qbserva.ltlon sheets dgted 1/19/12 list observation on a person in the
instruction / observation for "Sponge, tub, training room and they only watch
or shower bath" and also "Shampoo, sink, the aides do a sponge bath.
tub, or bed." There are no markings to Plan of Correction: Employee B
indicate instruction / ob f £ which misunderstood the question by
indicate 1n§ ruction . observation of whic surveyor conceming aides
of these skills were instructed and/or receiving 16 hours of skills
observed. training. Employee B thought that
the surveyor was asking about
.. . orientation, not skills validation.
B. Clinical recorfl #12 evidenced Each employee had 16 hours of
Employee G, first patient contact date orientation on 2 different days, as
3/2/12, was assigned to patient #12 and evidenced by their orientation
provided a shower and "shaved legs and cgeclillst, n the.?e;sonrtl)el.flles.
. mployees verified as being on
armpits" on 3/2, 3/16, 3/23, 3/30, and ployees veriie "9
the home health aide
4/6/12. On 3/9/12, a shower was registry were not required and did
provided. Skills / Observation sheet in not receive skills instruction
file failed to evidence shaving of legs and during orientation. The home
health aide skills validation form
underarm was competency tested. . C
has signatures under “instruction
because employee B asked each
4. Personnel file I, date of hire 2/22/12, employee if they had received
indicates the 16 hours of classroom instruction in each specific
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: R31F11 Facility ID: 012779 If continuation sheet Page 90of 176
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training and Skills Assessment Training / requirement during skills
Observation were completed on 2/20/12. observation. Employees who
were trained by the agency, had
already received their 16 hours of
training during their Home Health
A. The Skill Instruction and Aide program. The home health
Observation sheets dated 2/20/12 list a,'de stk'”S "a"gat'f}” ftormt'haf
. . ) \ signatures under “instruction
instruction / observation for "Sponge, jcub, because employee B asked each
or shower bath" and also "Shampoo, sink, employee if they had received
tub, or bed." There are no markings to instruction in each specific
indicate instruction / observation of which frehquwetmeln;[ g‘:}”ng th?rlirlalunlng.
. . e actua ours of skills
of these skills were instructed and/or instruction this was denoted by an
observed. additional form, which were
shown to the surveyor and are
B. Clinical record #6 evidenced now attt.achedFtorttherIan on "
) correction. Forte Home Hea
Employee I, ﬁrst patient contact date Care has contracted with Amy
2/22/12, provided a tub bath on 2/22, Frazier RN, BSN, to provide
2/29, and 3/5/12. Skills observation was Home Health Aide re-instruction
not documented until 3/7/12. for all cited training deficiencies
and future Home Health Aide
) training. See attachment. The
5. Personnel file J, date of hire 1/23/12, deficiency has been corrected by
failed to evidence a completed home contracting with an outside
health aide competency evaluation. The service for tralrjlng.tThe 0u|t3|de
. . ) service is required to supply
Skill Instructlor.l ar.ld Obse-rvatlon sheet.s documentation for each Home
dated 1/23/12 list instruction / observation Health Aide that goes through
for "Sponge, tub, or shower bath" and training to prove the requirements
also "Shampoo, sink, tub, or bed." There zave beetn [_"et' Tlr:?)t ored |
are no markings to indicate instruction / ocumentation witl be stored in
) i ) the employee's permanent
observation of which of these skills were personnel file. Responsible
instructed and/or observed. Person: A. Doctor RN, MA, MSN,
FNP-Bc 3. Personnel file F,
6. Personnel file L, date of hire 1/23/12, date of ire /19712, Taled ©
failed to evidence a completed home completed competency
health aide competency evaluation. The evaluation. A. On 4/13/12 at
Skill Instruction and Observation sheets 10:50 AM, employee B indicated
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dated 1/23/12 list instruction / observation that employee F was checked off
for "Sponge tub. or shower bath" and for skills, but did not complete the
\ U N test or training for Home Health
also "Shampoo, sink, tub, or bed." There Aide since employee F was a
are no markings to indicate instruction / Certified Nursing Assistant and
observation of which of these skills were they complete 150 hours of
instructed and/or observed training versus a Home Health
’ Aide who only completes 75
hours. B. On4/13/12 at1:15
7. Personnel file M, date of hire 2/14/12, PM, employee B indicated they
failed to evidence a completed home let employee F test out of the
health aide competency evaluation. The b,°°k work for Home Health Aide
SKill T . 40b . h since the employee was already a
! nSthUOI.l arll se.rvatlon S eets Certified Nursing Assistant but
dated 2/14/12 list instruction / observation the employee completed the 16
for "Sponge’ tub, or shower bath" and hours of instruction and skills
also "Shampoo, sink, tub, or bed." There check offs all in one Qay.
Ki indi . ion / Employee B also indicated they
are no m.ar ngs to' indicate lnStI‘l'J.CtIOIl had asked questions of employee
observation of which of these skills were F using Nurse Aide Training
instructed and/or observed. Program Curriculum material in
lieu of a written test. Plan of
. Correction: Employee F is no
8.. Personn§1 file N, date of hire 3/20/12, longer providing Home Health
failed to evidence a completed home Aide services as of 4/16/12, due
health aide competency evaluation. The to not having Home Health Aide
Skill Instruction and Observation sheets status f'” thedsttz)atzregstry, and
.. . ; was informed by A.
dated 3/5/12 list instruction / observation Doctor RN,MS.MSN.ENP.
for "Sponge, tub, or shower bath" and Employee F was informed that
also "Shampoo, sink, tub, or bed." There when she has completed the
are no markings to indicate instruction / state requirements for home
b " £ which of th Kill health aide training and submitted
f) servation ol which ot these skills were the proper documentation and
instructed and/or observed. skills validation she may return as
an employee. Responsible
9. Personnel file O, date of hire 1/23/12, EE§°£: AéDc;ctor RN'x;A’ g'SN’
. . -Bc 3. Personnel file G,
failed tq evidence a completed bome date of hire 1/19/12, failed to
health aide competency evaluation. The evidence a home health aide
Skill Instruction and Observation sheets completed competency
dated 1/23/12 list instruction / observation evaluation. ~A. The Skill
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for "Sponge, tub, or shower bath" and Instruction and Observation
also "Shampoo, sink, tub, or bed." There ?nhs?f:(sztic:)ar:(jc:);; L?'(/Lficl)lrftfor
are no markings to indicate instruction / "Sponge, tub, or shower bath"
observation of which of these skills were and also "Shampoo, sink, tub, or
instructed and/or observed. bed." There are no markings to
indicate instruction / observation
.. . of which of these skills were
Clinical record #‘% evidenced instructed and/or observed. Plan
Employee O, first patient contact date of Correction: Employee B
2/22/12, was assigned to provide care to misunderstood the question by
the patient and provided a shower on sgdrveyor cl:o.nce:rélrrl]g ¢ skl
aidesreceiving ours of skills
2/25,2/29, 3/14, 3/21, and 4/4/12. training. Employee B thought that
the surveyor was asking about
10. During home visit with patient #6 on orientation, not skills validation.
4/12/12 at 8:30 AM, employee B Egchtetrpployeg 2‘? 16 ?gurs of
. . .. orientation on 2 different days, as
1n.dlcated whe.n they d9 supervisory visits evidenced by their orientation
with observation of skills to watch to the checklist, in the personnel files.
Aides do personal care with clients, they Employees verified as being on
(employee B) give the patients their the home health aide registry
. . . . were not required and did not
privacy and just listen outside the room as receive skills instruction during
the Aide describes what they are doing. orientation. The home health aide
skills validation form has
11. On 4/13/12 at 1:45 PM 1:45 PM, z'gnatufes U”f'er “'”;"U'it'%“" )
o ecause employee B asked eac
employee B indicated that employees G, employee if they had received
J, L and O were already Home Health instruction in each specific
Aides upon dates of hire and they had requirement during skills
completed their testing elsewhere. The o%sewq’::obn. bA" ho(rjne Zealth
employees were already on the Home aides witl be observed an .
i ) competency evaluated for bathing
Health Aide Registry so the agency (tub, shower, and bed) and
figured that was all they needed to prove shampoo (sink, tub, or bed) by A.
competency testing. Frazier, RN, BSN Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #12
evidenced Employee G, first
patient contact date 3/2/12, was
assigned to patient #12 and
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: R31F11 Facility ID: 012779 If continuation sheet Page 12 of 176




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

PRINTED: 05/03/2012

FORM APPROVED
OMB NO. 0938-0391

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

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

X2) MULTIPLE CONSTRUCTION

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On
3/9/12, a shower was provided.
Skills / Observation sheet in file
failed to evidence shaving of legs
and underarm was competency
tested. Plan of
Correction:Employee G instructed
to not do any shaving of patient
and to follow nursing plan of care
on 4/26/12. All home health aides
will be instructed to follow nursing
plan of care and not perform any
skills they have not been
competency evaluated for by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 4. Personnel file |, date
of hire 2/22/12, indicates the 16
hours of classroom training and
Skills Assessment Training /
Observation were completed on
2/20/12. Plan of Correction: The
form presented to the surveyor
demonstrated that instruction was
verified during home health aide
training. See attached 16 hours
skills assessment training
completion form. Assessment
completed by Belinda Blosser,
RN. A. The Skill Instruction and
Observation sheets dated 2/20/12
list instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed.

Plan of Correction: Employee B
misunderstood the question by
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surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
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personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.  Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
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attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. On

2/22/12 employee | was observed
to complete bath by B. Blosser,
RN. See attachment. Employees
will not be allowed to perform
tasks without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee J was
terminated on 3/15/12. All home
health aides will receive
competency training on sponge,
tub, and shower bath, and also
shampoo, sink, tub, or bed, and
complete a written test. The
training and testing will be
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administered by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
6. Personnel file L, date of hire
1/23/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
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validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
2/14/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employee B misunderstood the
question by surveyor concerning
aides receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
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their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N,
date of hire 3/20/12, failed to
evidence a completed home
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health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
3/5/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employee B misunderstood the
question by surveyor concerning
aides receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.  Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
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deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O,
date of hire 1/23/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
1/23/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Clinical record #4
evidenced Employee O, first
patient contact date 2/22/12, was
assigned to provide care to the
patient and provided a shower on
2/25, 2/29, 3/14, 3/21, and 4/4/12.
Plan of Correction: Employee B
misunderstood the question by
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surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file.  All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
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written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath
and shower was observed. This
is in respect for patient's privacy.
While it is the policy of Forte
HHC to treat each patient with
respect and dignity by limiting the
number of people in the room
while the patient is being
undressed and prepared for
bathing, supervisory visits will
now be conducted within direct
sight of patient and employee
effective 4/16/12. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 11. On 4/13/12 at 1:45
PM 1:45 PM, employee B
indicated that employees G, J, L
and O were already Home Health
Aides upon dates of hire and they
had completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
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that was all they needed to prove
competency testing. Plan of
Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Employees who
were trained by the agency, had
already received their 16 hours of
training during their Home Health
Aide program. The home health
aide skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.  Forte Home Health
Care has contracted with Amy
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Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training/competency
validation to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0159 484.18(a)
PLAN OF CARE
The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.
Based on clinical record review’ pohcy GO0159 1. Clinical record #1 contained a 05/11/2012
review, observation, and interview, the plap of care for the certification
. period 2/20/12 - 4/1/12. The
agency failed to ensure the durable certification period beginning
medical equipment was listed on the Plan 2/20/12 should have ended on
of Care and the certification periods were 4/19/12.  A. Start of Care date
for a 60 day period for 12 of 12 records 1 “S‘_eF’ as 2/20/12. The ,
. . . physician order to "Assess client
reviewed with the potential to affect all for home health care" is dated
the agency's 12 patients. (#1-12) 2/21/12. The Comprehensive
Assessment, Consent to Receive
Findings include: Services, Release of Information,
and Service Relationship
Agreement forms are dated
1. Clinical record #1 contained a plan of 2/21/12. Plan of Correction:
care for the certification period 2/20/12 - Agency has downloaded the
4/1/12. The certification period ;Oﬁxs(ljsl-Follgwl-updAs':s]:assment
beginning 2/20/12 should have ended on re(;e(ree: clgiy éegaf:;m?roﬁi ce
4/19/12. manager. Recertification dates
have been corrected on forms
A. Start of Care date is listed as according tg policy by A. Doctor
. . RN, MA, MSN, FNP-Bc. The
2/20/12. The physician order to "Assess orders signed by physician were
client for home health care" is dated for 60 days, so were correct
2/21/12. The Comprehensive orders. All dates will be verified by
Assessment, Consent to Receive Services, Lheer Sso”r:’:;’irse"s‘go’:]‘;fz‘laeigff‘;ff:‘;
. . i Xi
Release of Information, and Service and filing. Errors were corrected
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Relationship Agreement forms are dated on 4/27/12 according to policy.
2/21/12 Responsible Person: A. Doctor
' RN, MA, MSN, FNP-Bc B. The
Home Safety Checklist, General
B. The Home Safety Checklist, Health Assessment, and
General Health Assessment, and Progress Progress Notes are dated
Notes are dated 2/20/12 2/20/12. Plan of Correction: The
) dates have been corrected by A.
Doctor RN, MA, MSN, FNP-Bc.
C. The record evidenced a physician Agency has downloaded the
order to "encourage movement & "OASIS Follow-up Assessment
activities" dated 2/21/12. This order was S‘]ihed”"“% Cg'egd:r for .
. reference by C. Gaham, office
not listed on the plan of care. manager, on 4/14/12. All dates
will be verified by the supervising
2. Clinical record #2 contained a plan of nurse and office personnel
care for the certification period 2/20/12 - rRespons@tI)T f?)" faxmg:ng f"'tng'
. . . esponsible Person: A. Doctor
4/1/12. The certification period RN. MA, MSN, ENP-Bc  C. The
beginning 2/20/12 should have ended on record evidenced a physician
4/19/12. order to "encourage movement &
activities" dated 2/21/12. This
. . . order was not listed on the plan of
A. A second certlﬁcatl.on perlod.was care. Plan of Correction:This
started on 3/5/12 when Skilled Nursmg patient has been discharged as of
services was added, the certification 3/15/12. A Nursing Plan of Care
period listed is 3/5/12 - 5/4/12. The *F‘&S ﬁ;”“;fsesteFdN? é\éDOC;Or
. . . . , MS, , -BC, an
certification period beginning 3/5/12 added to each client file and
Should haVe ended on 5/3/12 in-home binder, effective
4/27/12. This form will be
B. Physician orders to "Assess client rr;fniatowtf?r e,\TCh .clie;tl. Se?
for home health care" is dated 2/21/12. atiachment for INursing ran o )
) R o Care form. Responsible Person:
The client Medication List is dated A. Doctor RN, MA, MSN, FNP-Bc
2/18/12, and Progress Notes are dated 2. Clinical record #2 contained
2/20/12. a plan of care for the certification
period 2/20/12 - 4/1/12. The
. certification period beginning
C. On 4/11/12 at 2:45 PM during 2/20/12 should have ended on
home visit, a wheel chair was seen in the 4/19/12. Plan of Correction:
home. Wheelchair is not listed under Agency has downloaded the
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durable medical equipment and supplies "OASIS Follow-up Assessment
on the plan of care. The client's family Scheduling Calendar” for i
1 .. h reference by C. Gaham, office
member and employee B indicated the manager on 4/14/12.
wheelchair belonged to the client. Recertification dates have been
corrected on forms according to
3. Clinical record #3 contained a plan of policy by A. Doctor RN, MA’,
for th Ficati . MSN, FNP-Bc. The orders signed
care for the certl.lcatlf)n perlf)d 3/8/12 - by physician were for 60 days, so
4/7/12. The certification period were correct orders. All dates will
beginning 3/8/12 should have ended on be verified by the supervising
5/6/12. On 4/11/12 at 3:30 PM, during nurse and office personnel
h isit. th . b dtob responsible for faxing and filing
ome visit, the patient was observed to be prior to sending. Responsible
sitting in a wheelchair. The wheelchair is Person: A. Doctor RN, MA, MSN,
not specified on the plan of care. FNP-Bc A. A second
certification period was started on
.. . 3/5/12 when Skilled Nursing
4. Clinical reco.rd #4. contagled a plan of services was added, the
care for the certification period 2/20/12 - certification period listed is 3/5/12
4/1/12. The certification period beginning - 5/4/12. The certification period
2/20/12 should have ended on 4/19/12. A beginning 3/5/12 should have
d certificati iod tarted ended on 5/3/12. Plan of
second certifica .10n perio ‘was s a. ed on Correction: The dates were
3/15/12 when Skilled Nursing services corrected on 4/27/12 by A. Doctor
was added. The certification period listed RN, MA, MSN, FNP-Bc. Agency
is 3/15/12 - 5/14/12. The certification Eaﬁ dOW”'i\aded the "?AS'S
. . ollow-up Assessmen
period beginning 3/15/12 should have Scheduling Calendar" for
ended on 5/13/12. reference by C. Gaham, office
manager by 4/14/12. All dates will
5. Clinical record #5 contained a plan of be verifie(ji bf3f’. the supervisling
care for the certification period 3/27/12 - nurse and ortoe personne!
i i ] responsible for faxing and filing.
5/26/12 The Certlﬁcatlon perlod Responsible Person: A. Doctor
beginning 3/27/12 should have ended on RN, MA, MSN, FNP-Bc  B.
5/25/12. Physician orders to "Assess client
for home health care" is dated
. . 2/21/12. The client Medication
6. Clinical record #6 contained a plan of List is dated 2/18/12, and
care for the certification period 2/20/12 - Progress Notes are dated
4/1/12. The certification period 2/20/12. Plan of Correction: The
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beginning 2/20/12 should have ended on dates were corrected on 4/27/12
4/19/12. A second certification period by A. Doctor RN, MA, MSN,
1l FNP-Bc. Agency has downloaded
was started on 3/5/12 when Skilled the "OASIS Follow-up
Nursing services was added. The Assessment Scheduling
certification period listed is 3/5/12 - Calendar” for reference by C.
5/4/12. The certification period nghs m. OTCZ r;wa;\hager. Al Qgtes
. will be verified by the supervising
beginning 3/5/12 should have endeq on nurse and office personnel
5/3/12. On 4/12/12 at 8:30 AM during responsible for faxing and filing
home visit, the client was observed to be prior to sending. Responsible
in a wheelchair. The wheelchair is not Person: A. Doctor RN, MA, MSN,
listed he ol £ FNP-Bc C. On 4/11/12 at 2:45
1sted on the plan of care. PM during home visit, a wheel
chair was seen in the home.
7. Clinical record #7 contained a plan of Wheelchair is not listed under
care for the certification period 2/20/12 - dura?le medtlrc]:al qupfment arjlfjh
. . . supplies on the plan of care. The
4/1/12. The certification period client's family member and
beginning 2/20/12 should have ended on employee B indicated the
4/19/12. A second certification period wheelchair belonged to the client.
was started on 3/20/12 when Skilled Plan of Correction: Wheelchair
Nursi . dded. th was added to the plan of care on
ursing services was added, the 4/27/12 by A. Doctor RN, MA,
certification period listed is 3/20/12 - MSN, FNP-Bc. Future
5/19/12. The certification period assessments will include all
beginning 3/20/12 should have ended on durable medical equipment.
5/18/12 Responsible Person: A. Doctor
: RN, MA, MSN, FNP-Bc 3.
Clinical record #3 contained a
8. Clinical record #8 contained a plan of plan of care for the certification
care for the certification period 2/20/12 - perr-;?_d 3t/' 8/12-4/ Z/ ;2- ‘The
. . . certification period beginning
4/1/.12.. The certification period 3/8/12 should have ended on
beginning 2/20/12 should have ended on 5/6/12. On 4/11/12 at 3:30 PM,
4/19/12. A second certification period during home visit, the patient was
was started on 3/13/12 when Skilled observed to be sitting in a
. . wheelchair. The wheelchair is not
Nursing services was added, the o
: i S - specified on the plan of care.
certification period listed is 3/13/12 - Plan of Correction: The dates
5/12/12. The certification period were corrected on 4/27/12 by A.
beginning 3/13/12 should have ended on Doctor RN, MA, MSN, FNP-Bc.
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5/11/12. Agency has downloaded the
"OASIS Follow-up Assessment
.. . Scheduling Calendar" for
9. Clinical record #9 contained a plan of reference by C. Gaham, office
care for the certification period 2/20/12 - manager. All dates will be verified
4/1/12. The certification period by the supervising nurse and
beginning 2/20/12 should have ended on Oﬁ',ce perso'n.nel re.spon5|ble for
Ficati . faxing and filing prior to sending.
4/19/12. A second certification period Wheelchair has been added to
was started on 3/5/12 when Skilled the plan of care by A. Doctor RN,
Nursing services was added, the MA, MSN, FNP-Bc. Future
certification period listed is 3/5/12 - zsseslsmené§ W:” include at”
. . . urable medical equipment.
5/4/12. The certification period Responsible Person: A. Doctor
beginning 3/5/12 should have ended on RN, MA, MSN, FNP-Bc 4.
5/3/12. Clinical record #4 contained a
plan of care for the certification
.. . period 2/20/12 - 4/1/12. The
10. Clinical record #10 contained a plan certification period beginning
of care for the certification period 2/20/12 2/20/12 should have ended on
- 4/1/12. The certification period 4/19/12. A second certification
beginning 2/20/12 should have ended on period was started on 3/15/12
4/19/12 when Skilled Nursing services
) was added. The certification
period listed is 3/15/12 - 5/14/12.
11. Clinical record #11 contained a plan The certification period beginning
of care for the certification period 3/27/12 Z; 1:53; 1; S:;Cruld ffwge en?.ed or_1r X
. . . . Plan of Correction: The
-5/ 2.6/ 1.2 - The certification period dates were corrected on 4/27/12
beginning 3/27/12 should have ended on by A. Doctor RN, MA, MSN,
5/25/12. FNP-Bc. Agency has downloaded
the "OASIS Follow-up
12. Clinical record #12 contained a plan Assessm?nt Scheduling
) - ] Calendar" for reference by C.
of care for the certification period 2/20/12 Gaham, office manager. All dates
- 4/1/12. The certification period will be verified by the supervising
beginning 2/20/12 should have ended on nurse and office personnel
4/19/12 responsible for faxing and filing
’ prior to sending. Responsible
Person: A. Doctor RN, MA, MSN,
13. The agency's policy titled "Medical FNP-Bc 5. Clinical record #5
Plan of Care" #5.1, not dated, states "The contained a plan of care for the
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plan of care shall include: ... 2) The
services to be furnished and equipment
required."

14. During interview on 4/11/12 at 12:55
PM, employee B indicated the dates for
clinical records #1 and #2 were mis-dated
and services were provided on 2/20, not
2/21. The physician orders should also be
dated 2/20. Also the medication list for
clinical record #2 was received on the
date indicated as the agency received the
list early, before care was provided.

certification period 3/27/12 -
5/26/12. The certification period
beginning 3/27/12 should have
ended on 5/25/12. Plan of
Correction: The dates were
corrected on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. All dates will be verified
by the supervising nurse and
office personnel responsible for
faxing and filing prior to sending.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 6.
Clinical record #6 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. A second certification
period was started on 3/5/12
when Skilled Nursing services
was added. The certification
period listed is 3/5/12 - 5/4/12.
The certification period beginning
3/5/12 should have ended on
5/3/12. On 4/12/12 at 8:30 AM
during home visit, the client was
observed to be in a wheelchair.
The wheelchair is not listed on
the plan of care. Plan of
Correction: The dates were
corrected on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. All dates will be verified
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by the supervising nurse and
office personnel responsible for
faxing and filing prior to sending.
Wheelchair has been added to
the plan of care by A. Doctor RN,
MA, MSN, FNP-Bc. Future
assessments will include all
durable medical equipment.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 7.
Clinical record #7 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. A second certification
period was started on 3/20/12
when Skilled Nursing services
was added, the certification
period listed is 3/20/12 - 5/19/12.
The certification period beginning
3/20/12 should have ended on
5/18/12. Plan of Correction: The
dates were corrected on 4/27/12
by A. Doctor RN, MA, MSN,
FNP-Bc. Agency has downloaded
the "OASIS Follow-up
Assessment Scheduling
Calendar" for reference by C.
Gaham, office manager. All dates
will be verified by the supervising
nurse and office personnel
responsible for faxing and filing
prior to sending. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Clinical record #8
contained a plan of care for the
certification period 2/20/12 -
4/1/12. The certification period
beginning 2/20/12 should have
ended on 4/19/12. A second
certification period was started on
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3/13/12 when Skilled Nursing
services was added, the
certification period listed is
3/13/12 -5/12/12. The
certification period beginning
3/13/12 should have ended on
5/11/12. Plan of Correction: The
dates were corrected on 4/27/12
by A. Doctor RN, MA, MSN,
FNP-Bc. Agency has downloaded
the "OASIS Follow-up
Assessment Scheduling
Calendar" for reference by C.
Gaham, office manager. All dates
will be verified by the supervising
nurse and office personnel
responsible for faxing and filing
prior to sending. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Clinical record #9
contained a plan of care for the
certification period 2/20/12 -
4/1/12. The certification period
beginning 2/20/12 should have
ended on 4/19/12. A second
certification period was started on
3/5/12 when Skilled Nursing
services was added, the
certification period listed is 3/5/12
- 5/4/12. The certification period
beginning 3/5/12 should have
ended on 5/3/12. Plan of
Correction: The dates were
corrected on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. All dates will be verified
by the supervising nurse and
office personnel responsible for
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faxing and filing prior to sending.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 10.
Clinical record #10 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. Plan of Correction:
The dates were corrected on
4/27/12 by A. Doctor RN, MA,
MSN, FNP-Bc. Agency has
downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. All dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
11. Clinical record #11 contained
a plan of care for the certification
period 3/27/12 -5/26/12. The
certification period beginning
3/27/12 should have ended on
5/25/12. Plan of Correction:
The dates were corrected on
4/27/12 by A. Doctor RN, MA,
MSN, FNP-Bc. Agency has
downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. All dates will be verified
by the supervising nurse and
office personnel responsible for
faxing and filing prior to sending.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 12.
Clinical record #12 contained a
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plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. Plan of Correction: The
dates were corrected on 4/27/12
by A. Doctor RN, MA, MSN,
FNP-Bc. Agency has downloaded
the "OASIS Follow-up
Assessment Scheduling
Calendar" for reference by C.
Gaham, office manager. All
dates will be verified by the
supervising nurse and office
personnel responsible for faxing
and filing prior to sending.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 13. The
agency's policy titled "Medical
Plan of Care" #5.1, not dated,
states "The plan of care shall
include: ... 2) The services to be
furnished and equipment
required." Plan of Correction:
Future assessments will include a
survey of all durable medical
equipment to be assured that it is
listed on the plan of care. This
information will be validated
during supervisory visits.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 14.
During interview on 4/11/12 at
12:55 PM, employee B indicated
the dates for clinical records #1
and #2 were mis-dated and
services were provided on 2/20,
not 2/21. The physician orders
should also be dated 2/20. Also
the medication list for clinical
record #2 was received on the
date indicated as the agency
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received the list early, before care
was provided. Plan of
Correction: The dates were
corrected on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. All dates
will be verified by the supervising
nurse and office personnel
responsible for faxing and filing
prior to sending. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0166 484.18(c)
CONFORMANCE WITH PHYSICIAN
ORDERS
Verbal orders are put in writing and signed
and dated with the date of receipt by the
registered nurse or qualified therapist (as
defined in section 484.4 of this chapter)
responsible for furnishing or supervising the
ordered services.
Based on clinical record review’ pohcy G0166 1. Clinical record #6 contained a 05/11/2012
review, and interview, the agency failed physician orqer dated 3/1/12 that
C stated, "Family requests that HHA
to ensure physician's verbal and telephone [Home Health Aide] visit be
orders were signed by the physician 1x/week x 2 hours x 60 days [one
within the time frame stated in the time per week for two hours for
agency's policy for 1 of 12 records 60 days], or 1x every 2 weeks x
. . . 60 days, MD office notified and
reviewed with the potential to affect all approved change." As of 4/13/12,
the agency's patients. (#6) this order had not been signed by
the doctor. Plan of Correction:
Findings include: Order resent to MD for signature
by C. Gaham, Office Manager,
and was signed by Dr Szuba on
1. Clinical record #6 contained a 4/27/12. See attachment.
physician order dated 3/1/12 that stated, Supervisor will be informed on
"Family requests that HHA [Home Health day 6 if any order has not been
. . . received. Order will be re-faxed
Aide] visit be 1x/week x 2 hours x 60 and physician office will be called,
days [one time per week for two hours for effective 4/26/12 Responsible
60 days], or 1x every 2 weeks x 60 days, Person: A. Doctor RN, MA, MSN,
MD office notified and approved change." FNP-Bc 2. The agency's policy
. titled "Client Orders / Notification
As of 4/13/12, this order had not been of Change in Client Status" #5.3,
signed by the doctor. not dated, states "The registered
nurse may accept written orders
2. The agency's policy titled "Client for home health services from a
Orders / Notification of Change in Client ﬁthiflstr;’;;C;Zf:dl flr::l)nr?;ag li gr
Status" #5.3, not dated, states "The (Home Health Care) receives a
registered nurse may accept written orders verbal order from a physician, it
for home health services from a must be signed within one (1)
week of receipt." Plan of
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physician, licensed in Indiana or in any Correction: Unsigned orders
other state. If Forte HHC (Home Health hgve been resent to MDs fo.r
. signature by C. Gaham, Office
Care) receives a verbal order from a Manager, and were signed on
physician, it must be signed within one 4/26/12. Future signatures will be
(1) week of receipt." checked by Office Manager
and office personnel responsible
3. During interview on 4/11/12 at 10:00 {/?irllfg:?n?:rcrjnfg Igg'das; Zixizr
AM, employee B indicated they would order has not been received.
have to look at the policy in regards to the Order will be re-faxed and
time frame for physicians to sign orders. physpan office will be callgd,
.. . effective 4/26/12 Responsible
Employee B also indicated this order was Person: A. Doctor RN, MA, MSN,
written incorrectly and should be 1 hour 2 FNP-Bc 3. During interview on
times per week or 2 hours one time per 4/11/12 at 10:00 AM, employee B
week. indicated they would have to look
at the policy in regards to the time
frame for physicians to sign
orders. Employee B also
indicated this order was written
incorrectly and should be 1 hour 2
times per week or 2 hours one
time per week. Plan of
Correction:Order was corrected
according to policy and resent to
MD for signature by C. Gaham,
Office Manager, and was signed
on 4/26/12. Future signatures will
be checked by Office Manager
and office personnel responsible
for filing and faxing. Supervisor
will be informed on day 6 if any
order has not been received.
Order will be re-faxed and
physician office will be called,
effective 4/26/12 Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0202 484.36
HOME HEALTH AIDE SERVICES
G0202 Based on document review, 05/11/2012
Based on document review, clinical clinical r?°°“?' review, )
K . . X observation, interview, and policy
record review, observation, interview, and review, it was determined the
policy review, it was determined the agency failed to ensure Home
agency failed to ensure Home Health Health Aides completed a
Aides completed a competency evaluation competency evaluation prior to
. . f foh patient care for 7 of 9 home
prior to patient care for 7 of 9 home health aide files reviewed with the
health aide files reviewed with the potential to affect all the patients
potential to affect all the patients receiving home health aide
receiving home health aide services (See ;TN'C?SC(See ? 21 :Ean? G 212)’
. an of Correction: Employee
G211 an-d G 212), failed to ensure Home misunderstood the question by
Health Aides completed a competency surveyor concerning aides
evaluation prior to patient care that receiving 16 hours of skills
included observations of the aide's training. Employee B thought that
. . the surveyor was asking about
performance of the. specified sl.<111$ for 7 orientation, not skills validation.
of 9 home health aide files reviewed with Each employee had 16 hours of
the potential to affect all the patients orientation on 2 different days, as
receiving home health aide services (See evidenced by their orientation
. . checklist, in the personnel files.
G 218), failed to ensure documentation
evidenced Home Health Aides completed
a competency evaluation prior to patient Employees verified as being on
care for 7 of 9 home health aide files the hom:e health :Idedrz'ngStryt
. . . re not required an n
reviewed with the potential to affect all Were not required and aic no
) o ] receive skills instruction during
the patients receiving home health aide orientation. The home health aide
services (See G 221), failed to ensure the skills validation form has
home health aides received written plans signatures under "instruction”
of care for the clients for 9 of 12 records because employee B asked each
] ) o employee if they had received
reviewed of patients receiving home instruction in each specific
health aide services with the potential to requirement during skills
affect all of the agency's patients observation.
receiving home health aide services (See
G 224), and failed to ensure the registered
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nurse completed a supervisory visit every
14 days in 1 of 8 records reviewed of
patients who received skilled and home
health aide services for longer than 14
days (See G 229).

The cumulative effect of these systemic
problems resulted in the agency being
unable to meet the requirements of the
Condition of Participation 484.36: Home
Health Aide Services.

Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by
an additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.

Forte Home Health Care has
contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide competency validation for all
cited training deficiencies and
future Home Health Aide training.
See attachment. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc failed to ensure Home
Health Aides completed a
competency evaluation prior to
patient care that included
observations of the aide's
performance of the specified
skills for 7 of 9 home health aide
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files reviewed with the potential to
affect all the patients receiving
home health aide services (See G
218), Plan of Correction: Forte
Home Health Care has
contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide competency validation for all
cited training deficiencies and
future Home Health Aide training.
See attachment. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc failed to ensure
documentation evidenced Home
Health Aides completed a
competency evaluation prior to
patient care for 7 of 9 home
health aide files reviewed with the
potential to affect all the patients
receiving home health aide
services (See G 221), Plan of
Correction: Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
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required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc failed to ensure the
home health aides received
written plans of care for the
clients for 9 of 12 records
reviewed of patients receiving
home health aide services with
the potential to affect all of the
agency's patients receiving home
health aide services (See G
224), Plan of Correction:
Although no regulation states that
the physician plan of care cannot
also be utilized as a
multidisciplinary plan of care,
including home health services,
Forte HHC has implemented a
Nursing Plan of Care for all
patient records. This Plan of Care
form was completed for all
patients by A. Doctor, RN, MA,
MSN, FNP-Bc on 4/27/12 and
can be found in the attachment
document as form Nursing Plan
of Care. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
and failed to ensure the
registered nurse completed a
supervisory visit every 14 days in
1 of 8 records reviewed of
patients who received skilled and
home health aide services for
longer than 14 days (See G 229).

Plan of Correction: Forte HHC
has implemented an online
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calendar to track supervisory
visits. This calendar will be
updated with the receipt of all
patient documentation. A. Doctor
RN, MA, MSN, FNP-Bc will be
notified by day 13 of needed
supervisory visits to ensure that
they are completed every 14
days. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
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G0211 484.36(b)(1)
COMPETENCY EVALUATION &
IN-SERVICE TRAI
An individual may furnish home health aide
services on behalf of an HHA only after that
individual has successfully completed a
competency evaluation program as described
in this paragraph.
G0211 1. The agency's policy titled 05/11/2012
Based on document review, clinical "Sect!on 7-Home Health Aide
K . . . Requirements," not dated, states
record review, interview, and policy under "7.1 Home Health Aide
review, the agency failed to ensure Home (HHA) Care. ... 1) Forte HHC
Health Aides completed a competency shall be responsible for ensuring
evaluation prior to patient care for 7 of 9 .tha't, prior to client cgntact, the
h health aide fil . th th individuals who furnish home
ome health aide files reviewed with the health aide services on its behalf
potential to affect all the patients met the requirements listed. The
receiving home health aide services. home health aide shall: have
(employees F, G, I, J, L, N, and O). successfully completed a
T competency evaluation program
.. . ) that addresses each of the
Findings include: subjects listed and be entered on
and be in good standing on the
1. The agency's policy titled "Section state aide registry. 2) Forte HHC
7-Home Health Aide Requirements," not Sh?” maintain documentation,
dated der 7.1 H Health which demonstrate that the
a.te , states under */.1 Home Hea requirements of the specified
Aide (HHA) Care. ... 1) Forte HHC shall trainings were met." Plan of
be responsible for ensuring that, prior to Correction: Employee B
client contact, the individuals who furnish misunderstood the qugjnon by
. . . surveyor concerning aides
home health 'alde serV1f:es on its behalf receiving 16 hours of skills
met the requirements listed. The home training. Employee B thought that
health aide shall: have successfully the surveyor was asking about
completed a competency evaluation orientation, not skills validation.
hat add h of th Each employee had 16 hours of
pro.gramt. at addresses each of the ) orientation on 2 different days, as
subjects listed and be entered on and be in evidenced by their orientation
good standing on the state aide registry. 2) checklist, in the personnel files.
Forte HHC shall maintain documentation, Employees verified as being on
the home health aide registry
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which demonstrate that the requirements were not required and did not
of the specified trainings were met." receive skills instruction during
p & orientation. The home health aide
skills validation form has
2. During interview on 4/13/12 at 1:30 signatures under “instruction”
PM, employee B indicated the skills because employee B asked each
competency observations for the Home gmployge ',f they had regglved
Ith A th th instruction in each specific
Health Aides are done with the requirement during skills
supervisory visits and the skills observed observation. Employees who
are what the Aides have marked as being were trained by the agency, had
done on that day. Any skills observations alrggdy recglved thelr 16 hours of
‘thah L d d h training during their Home Health
with a ] ome Ylsllt gre ocu.mente. f)nt © Aide program. The home health
supervisory visit line. During training the aide skills validation form has
skills are taught and evaluated by verbal signatures under “instruction”
return demonstration and observation on a because employee B asked each
i th .. dth 1 employee if they had received
person in t .e traimning room and they only instruction in each specific
watch the aides do a sponge bath. requirement during their training.
The actual 16 hours of skills
3. Personnel file F, date of hire 1/19/12, instruction this was denoted by
failed t d h health aid an additional form, which were
atled to evidence a home hea i aide shown to the surveyor and are
completed competency evaluation. now attached to the plan of
correction. Forte Home Health
A. On4/13/12 at 10:50 AM Care has contracted with Amy
.. ’ Frazier RN, BSN, to provide
employee B indicated t.hat emp 19yee F Home Health Aide re-instruction
was checked off for skills, but did not for all cited training deficiencies
complete the test or training for Home and future Home Health Aide
Health Aide since employee F was a tr:'n':g byt5/ 1 jl'/rjz.d S?_e_ A
. . . attachment. e deficiency has
Certified Nursing Assistant and they elency
o been corrected by contracting
complete 150 hours of training versus a with an outside service for
Home Health Aide who only completes training. Responsible Person: A.
75 hours. Doctor RN, MA, MSN, FNP-Bc
2. During interview on 4/13/12 at
1:30 PM, employee B indicated
B. On4/13/12 at 1:15 PM, employee the skills competency
B indicated they let employee F test out observations for the Home Health
of the book work for Home Health Aide Aides are done with the
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since the employee was ah‘eady a supervisory visits and the skills
Certified Nursing Assistant but the observed are what the Aides
have marked as being done on
employee completed the 16 hours of that day. Any skills observations
instruction and skills check offs all in one with a home visit are documented
day. Employee B also indicated they had on the supervisory visit line.
asked questions of employee F using During training the skills are
. . icul taught and evaluated by verbal
Nurse Aide Training Program Curriculum return demonstration and
material in lieu of a written test. observation on a person in the
training room and they only watch
3. Personnel file G, date of hire 1/19/12, the a'dfeé do atgponé;e blath. B
. . ) an of Correction: Employee
failed to evidence a home healt.h aide misunderstood the question by
completed competency evaluation. surveyor concerning aides
receiving 16 hours of skills
A. The Skill Instruction and :Lammg. Employee Bk.thougt;)ht tthat
. . e surveyor was asking abou
Qbservz.mon sheets dé_lted 1/19/12 list orientation, not skills validation.
instruction / observation for "Sponge, tub, Each employee had 16 hours of
or shower bath" and also "Shampoo, sink, orientation on 2 different days, as
tub, or bed." There are no markings to evidenced by their orientation
indicate instruction / ob f £ which checklist, in the personnel files.
indicate 1n§ ruction . observation of whic Employees verified as being on
of these skills were instructed and/or the home health aide registry
observed. were not required and did not
receive skills instruction during
.. . orientation. The home health aide
B. Clinical recorfl #12 evidenced skills validation form has
Employee G, first patient contact date signatures under
3/2/12, was assigned to patient #12 and “instruction”because employee B
provided a shower and "shaved legs and asked edaF:h :amp;]oyge if thsy had
. received instruction in eac
armpits" on 3/2, 3/16, 3/23, 3/30, and ved instuction in each.
specific requirement during skills
4/6/12 Ol’l 3/9/12, a ShOWGl‘ was Observation_ Emp|oyees Who
provided. Skills / Observation sheet in were trained by the agency, had
file failed to evidence shaving of legs and already received their 16 hours of
nderarm wa. mpetency tested training during their Home Health
unde was competency tested. Aide program. The home health
aide skills validation form has
4. Personnel file I, date of hire 2/22/12, signatures under “instruction”
indicates the 16 hours of classroom because employee B asked each
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training and Skills Assessment Training / employee if they had received
Observation were completed on 2/20/12. instruction in each Spe,c'ﬂc .
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
A. The Skill Instruction and additional form, which were
Observation sheets dated 2/20/12 list shown to the surveyor and are
. ion / ob ion for "S b now attached to the plan of
Instruction / observation for “Sponge, tub, correction. Forte Home Health
or shower bath" and also "Shampoo, sink, Care has contracted with Amy
tub, or bed." There are no markings to Frazier RN, BSN, to provide
indicate instruction / observation of which Home Health ‘,\'F’e re-|r.1$.truct.|on
fih Kill . d and/ for all cited training deficiencies
of these skills were instructed and/or and future Home Health Aide
observed. training. See attachment. The
deficiency has been corrected by
B. Clinical record #6 evidenced contracting with an outside
Emol L . d service for training. Responsible
mployee I, first patient contact date Person: A. Doctor RN, MA, MSN.,
2/22/12, provided a tub bath on 2/22, FNP-Bc 3. Personnel file F,
2/29, and 3/5/12. Skills observation was date of hire 1/19/12, failed to
not documented until 3/7/12. evidence a home health aide
completed competency
) evaluation. Plan of Correction:
5. Personnel file J, date of hire 1/23/12, Employee F is no longer providing
failed to evidence a completed home home health aide services as of
health aide competency evaluation. The 4/16/12, and was informed by A.
Skill Instructi 40b fi heet Doctor RN, MA, MSN, FNP-Bc,

11 Instruc 101.1 ar.l se-rva ton shee S due to registry status of CNA and
dated 1/23/12 list instruction / observation not HHA. Forte Home Health
for "Sponge, tub, or shower bath" and Care has contracted with Amy
also "Shampoo, sink, tub, or bed." There Frazier RN, BSN, to provide

. .. . . Home Health Aide re-instruction
are no markings to indicate instruction / . iy A
) i ] for all cited training deficiencies
observation of which of these skills were and future Home Health Aide
instructed and/or observed. training. See attachment. The
deficiency has been corrected by
6. Personnel file L, date of hire 1/23/12, contractlng Wl.th. an outside .

. . service for training. Responsible
failed to evidence a completed home Person: A. Doctor RN, MA, MSN,
health aide competency evaluation. The FNP-Bc A. On4/13/12 at 10:50
Skill Instruction and Observation sheets AM, employee B indicated that
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dated 1/23/12 list instruction / observation employee F was checked off for
for "Sponge, tub, or shower bath" and skills, but.dlld not complete the
"Sh k. tub bed." Th test or training for Home Health
also ampoo, Sinx, » O bed. cre Aide since employee F was a
are no markings to indicate instruction / Certified Nursing Assistant and
observation of which of these skills were the.y.complete 150 hours of
instructed and/or observed. trglnlng versus a Home Health
Aide who only completes 75
hours. Plan of Correction:
7. Personnel file M, date of hire 2/14/12, Employee F is no longer providing
failed to evidence a completed home home health aide services as of
health aide competency evaluation. The 4/16/12, and was informed by A.
SKill T . 40b . h Doctor RN, MA, MSN, FNP-Bc,

ill Instruction an servation sheets due to registry status of CNA and
dated 2/14/12 list instruction / observation not HHA. Responsible Person:
for "Sponge, tub, or shower bath" and A. Doctor RN, MA, MSN, FNP-Bc
also "Shampoo, sink, tub, or bed." There B. On 4/13/,12 .at 1:15 PM,

Ki indi . ion / employee B indicated they let
are no markings to indicate instruction employee F test out of the book
observation of which of these skills were work for Home Health Aide since
instructed and/or observed. the employee was already a

Certified Nursing Assistant but
) the employee completed the 16
8.. Personn§1 file N, date of hire 3/20/12, hours of instruction and skills
failed to evidence a completed home check offs all in one day.
health aide competency evaluation. The Employee B also indicated they
Skill Instruction and Observation sheets Ead ?Sk?\ld queztllc(’)n?_of.e.mployee
.. . ; using Nurse Aide Training
dated 3/5/12 list instruction / observation Program Curriculum material in
for "Sponge, tub, or shower bath" and lieu of a written test. Plan of
also "Shampoo, sink, tub, or bed." There Correction: Employee F is no
are no markings to indicate instruction / longer providing home health aide
b i £ which of th Kill services as of 4/16/12, and was
f) servation of which of these skills were informed by A. Doctor RN, MA,
instructed and/or observed. MSN, FNP-Bc, due to registry
status of CNA and not HHA. In
9. Personnel file O, date of hire 1/23/12, the fUttu(rZer\,liorttet HHC will not

. . accep status as
failed tq evidence a completed bome qualification for Home Health
health aide competency evaluation. The Aide services. Responsible
Skill Instruction and Observation sheets Person: A. Doctor RN, MA, MSN,
dated 1/23/12 list instruction / observation FNP-Bc 3. Personnel file G,
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for "Sponge, tub, or shower bath" and date of hire 1/19/12, failed to
also "Shampoo, sink, tub, or bed." There evidence a home health aide
. . . . completed competency
are no markings to indicate instruction / evaluation. Plan of Correction:
observation of which of these skills were Employees verified as being on
instructed and/or observed. the home health aide registry
were not required and did not
.. . receive skills instruction during

Clinical record #4 evidenced orientation. The home health aide
Employee O, first patient contact date skills validation form has
2/22/12, was assigned to provide care to signatures under “instruction”
the patient and provided a shower on Z?n‘:;g;::?tﬁ:ggeheag ?escke?\c/jeza(:h
2/25,2/29, 3/14, 3/21, and 4/4/12. instruction in each specific

requirement during skills

10. During home visit with patient #6 on observation. All home health
4/12/12 at 8:30 AM, employee B aides will be competency
.. . .. checked by A. Frazier, RN, BSN
indicated when they do supervisory visits for tub, shower, and bed bath. Al
with observation of skills to watch to the home health aides will be
Aides do personal care with clients, they observed and competency
(employee B) give the patients their evaluated for bathing (tub,

. . . . shower, and bed) by A. Frazier,
privacy and just listen outside the room as RN, BSN Forte Home Health
the Aide describes what they are doing. Care has contracted with Amy

Frazier RN, BSN, to provide
11. On 4/13/12 at 1:45 PM 1:45 PM, Home Health Aide re-instruction
employee B indicated that employees G, ;or: da]lluztlidéfrlr?éng:;{rf%zes
J, L and O were already Home Health training. See attachment. The
Aides upon dates of hire and they had deficiency has been corrected by
completed their testing elsewhere. The contracting with an outside
service for training. Responsible
employees were already on the Home Person: A. Doctor RN, MA, MSN.
Health Aide Registry so the agency FNP-Bc A. The Skill Instruction
figured that was all they needed to prove and Observation sheets dated
competency testing. 1/19/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
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skills were instructed and/or
observed. Plan of

Correction: Employees verified
as being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under
“instruction”’because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. All home health
aides will be competency
checked by A. Frazier, RN, BSN
for tub, shower, and bed bath. All
home health aides will be
observed and competency
evaluated for bathing (tub,
shower, and bed) by A. Frazier,
RN, BSN Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. See attachment. The
deficiency has been corrected by
contracting with an outside
service for training. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #12
evidenced Employee G, first
patient contact date 3/2/12, was
assigned to patient #12 and
provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On
3/9/12, a shower was provided.
Skills / Observation sheet in file
failed to evidence shaving of legs

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

EventID: R31F11

Facility ID: 012779 If continuation sheet

Page 50 of 176




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

PRINTED: 05/03/2012
FORM APPROVED
OMB NO. 0938-0391

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

X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

and underarm was competency
tested. Plan of Correction:
Employee G instructed not to
shave legs and armpits of patient
and follow nursing plan of care by
A. Doctor, RN, MA, MSN,
FNP-Bc. All home health aides
will be instructed to follow the
nursing plan of care and not
perform any skills they have not
been competency evaluated for
by Amy Frazier RN, BSN. Forte
Home Health Care has
contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide re-instruction for all cited
training deficiencies and future
Home Health Aide training.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 4.
Personnel file |, date of hire
2/22/12, indicates the 16 hours of
classroom training and Skills
Assessment Training /
Observation were completed on
2/20/12. Plan of
Correction:Employees verified as
being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under
“instruction”’because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. All home health
aides will be competency
checked by A. Frazier, RN, BSN
for tub, shower, and bed bath. All
home health aides will be
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observed and competency
evaluated for bathing (tub,
shower, and bed) by A. Frazier,
RN, BSN Responsible Person:
A. Doctor RN, MA, MSN, FNP-Bc
A. The Skill Instruction and
Observation sheets dated 2/20/12
list instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employees verified
as being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under
“instruction”because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. Responsible Person:
A. Doctor RN, MA, MSN, FNP-Bc
B. Clinical record #6 evidenced
Employee |, first patient contact
date 2/22/12, provided a tub bath
on 2/22, 2/29, and 3/5/12. Skills
observation was not documented
until 3/7/12. Plan of
Correction:Employees verified as
being on the home health aide
registry were not required and did
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not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under
“instruction’because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. All home health
aides will be competency
checked by A. Frazier, RN, BSN
for tub, shower, and bed bath. All
home health aides will be
observed and competency
evaluated for bathing (tub,
shower, and bed) by A. Frazier,
RN, BSN Responsible Person:
A. Doctor RN, MA, MSN, FNP-Bc
5. Personnel file J, date of hire
1/23/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee J was
terminated on 3/15/12 by A.
Doctor RN, MA, MSN, FNP-Bc.
All home health aides will be
competency checked by A.
Frazier, RN, BSN for tub, shower,
and bed bath and sink, tub, or
bed shampoo. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. Personnel file L, date
of hire 1/23/12, failed to evidence
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a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction:Employees verified
as being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under
“instruction’because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. All home health
aides will be competency
checked by A. Frazier, RN, BSN
for tub, shower, and bed bath. All
home health aides will be
observed and competency
evaluated for bathing (tub,
shower, and bed) and bed, sink,
or tub shampoo by A. Frazier,

RN, BSN Responsible Person: A.

Doctor RN, MA, MSN, FNP-Bc

7. Personnel file M, date of hire
2/14/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 2/14/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
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bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction:

Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.

All home health aides will be
competency checked by A.
Frazier, RN, BSN for tub, shower,
and bed bath. All home health
aides will be observed and
competency evaluated for bathing
(tub, shower, and bed) and bed,
sink, or tub shampoo by A.
Frazier, RN, BSN Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
of hire 3/20/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
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indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction:

Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction.

All home health aides will be
competency checked by A.
Frazier, RN, BSN for tub, shower,
and bed bath. All home health
aides will be observed and
competency evaluated for bathing
(tub, shower, and bed) and
shampoo, sink, tub, or bed, by A.
Frazier, RN, BSN Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
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of which of these skills were
instructed and/or observed. Plan
of Correction:

Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation.

All home health aides will be
competency checked by A.
Frazier, RN, BSN for tub, shower,
and bed bath. All home health
aides will be observed and
competency evaluated for bathing
(tub, shower, and bed) and
shampooing (sink, tub, or bed) by
A. Frazier, RN, BSN Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc Clinical record #4
evidenced Employee O, first
patient contact date 2/22/12, was
assigned to provide care to the
patient and provided a shower on
2/25, 2/29, 3/14, 3/21, and
4/4/12. Plan of Correction:
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. Thehome health aide
skills validation form has
signatures under
“instruction”’because employee B
asked each employee if they had
received instruction in each
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specific requirement during skills
observation.

All home health aides will be
competency checked by A.
Frazier, RN, BSN for tub, shower,
and bed bath. All home health
aides will be observed and
competency evaluated for bathing
(tub, shower, and bed) by A.
Frazier, RN, BSN Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath,
and shower was observed. This is
in respect for patient's privacy.
While it is the policy of Forte HHC
to treat each patient with respect
and dignity by limiting the number
of people in the room while the
patient is being undressed and
prepared for bathing, supervisory
visits will now be conducted within
direct sight of patient and
employee effective 4/16/12.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 11. On
4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that
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employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction:
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation.
Forte Home Health Care has
contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide re-instruction for all cited
training deficiencies and future
Home Health Aide training. All
aides will be competency
checked by A. Frazier, RN, BSN.
The deficiency has been
corrected by contracting with an
outside service for training.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc
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G0212 484.36(b)(1)
COMPETENCY EVALUATION &
IN-SERVICE TRAI
The HHA is responsible for ensuring that the
individuals who furnish home health aide
services on its behalf meet the competency
evaluation requirements of this section.
Based on document review, clinical G0212 1. The agency's policy titled 05/11/2012
record review, interview, and policy Sect!on 7'H°Te Health Aide
. . Requirements," not dated, states
review, the agency failed to ensure Home under "7.1 Home Health Aide
Health Aides completed a competency (HHA) Care. ... 1) Forte HHC
evaluation prior to patient care for 7 of 9 shall be responsible for ensuring
home health aide files reviewed with the .tha-t, prior to client C‘,)ntaCt’ the
ol £ th . individuals who furnish home
potential to atfect all the patients health aide services on its behalf
receiving home health aide services. met the requirements listed. The
(employees F, G, I, J, L, N, and O). home health aide shall: have
successfully completed a
Findines include: competency evaluation program
& that addresses each of the
subjects listed and be entered on
1. The agency's policy titled "Section and be in good standing on the
7-Home Health Aide Requirements," not state aide registry. 2) Forte HHC
dated, states under "7.1 Home Health st;gllhn;amtam ?oi:ume?ttinon,
. which demonstrate that the
Aide (HHA) Care. ... 1) Forte HHC shall requirements of the specified
be responsible for ensuring that, prior to trainings were met."  Plan of
client contact, the individuals who furnish Correction: Employee B
home health aide services on its behalf misunderstood th? qugsnon by
h . listed. The h surveyor concerning aides
met the .requlrements 1sted. 1he home receiving 16 hours of skills
health aide shall: have successfully training. Employee B thought that
completed a competency evaluation the surveyor was asking about
program that addresses each of the orientation, not skills validation.
bi listed and b d dbei Each employee had 16 hours of
subjects 1sj[e and be entere. on an. ¢m orientation on 2 different days, as
good standing on the state aide registry. 2) evidenced by their orientation
Forte HHC shall maintain documentation, checklist, in the personnel files.
which demonstrate that the requirements Employees verified as being on
£th ified traini ¢ the home health aide registry
ol the spectlied tramnings were met. were not required and did not
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receive skills instruction during
2. During interview on 4/13/12 at 1:30 orientation. The home health aide
Lo i skills validation form has
PM, employee B indicated the skills signatures under “instruction”
competency observations for the Home because employee B asked each
Health Aides are done with the employee if they had received
supervisory visits and the skills observed mstrgcﬂon In eaph spegﬂc
hat the Aides h «ed as bei requirement during skills
are what the Aides have @ar cdas ejmg observation.  Employees who
done on that day. Any skills observations were trained by the agency, had
with a home visit are documented on the already received their 16 hours of
supervisory visit line. During training the training during their Home Health
Kl ht and | db bal Aide program. The home health
skills are taught ar.l evaluated by Yer a aide skills validation form has
return demonstration and observation on a signatures under “instruction”
person in the training room and they only because employee B asked each
watch the aides do a sponge bath. employee if they had received
instruction in each specific
) requirement during their training.
3. Personnel file F, date of hire 1/19/12, The actual 16 hours of skills
failed to evidence a home health aide instruction this was denoted by an
completed competency evaluation. additional form, which were
shown to the surveyor and are
now attached to the plan of
A. On 4/13/12 at 10:50 AM, correction.  Forte Home Health
employee B indicated that employee F Care has contracted with Amy
was checked off for skills, but did not Frazier RN, BSN, to provide
lete the test or trainine for H Home Health Aide re-instruction
comple e. ¢ .es or traming for Home for all cited training deficiencies
Health Aide since employee F was a and future Home Health Aide
Certified Nursing Assistant and they training. See attachment (1).
complete 150 hours of training versus a The d?flglincy h?s bt?e“ "
. correcte contractin an
Home Health Aide who only completes . v ng Wi
outside service for training. The
75 hours. outside service is required to
supply documentation for each
B. On4/13/12 at 1:15 PM, employee ;'lome ':'fa!th A'C:e that gfiﬁs
B indicated they let employee F test out rough Training fo prove e
) requirements have been met.
of the book work for Home Health Aide That documentation will be stored
since the employee was already a in the employee's permanent
Certified Nursing Assistant but the personnel file. Responsible
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employee completed the 16 hours of Person: A. Doctor RN, MA, MSN,
instruction and skills check offs all in one FNP-Bc 2. During interview on
d ) IS0 indi d thev h 4/13/12 at 1:30 PM, employee B
ay. Emp qyee B also indicate t. ey had indicated the skills competency
asked questions of employee F using observations for the Home Health
Nurse Aide Training Program Curriculum Aides are done with the
material in lieu of a written test. supervisory visits and the skills
observed are what the Aides
. have marked as being done on
3. Personnel file G, date of hire 1/19/12, that day. Any skills observations
failed to evidence a home health aide with a home visit are documented
completed competency evaluation. on t.he supervisory V'S,'t line.
During training the skills are
) ) taught and evaluated by verbal
A. The Skill Instruction and return demonstration and
Observation sheets dated 1/19/12 list observation on a person in the
instruction / observation for "Sponge, tub, training room and they only watch
h bath" and also "Sh ik the aides do a sponge bath.
or shower bath ™ and also ampoo, Sinx, Plan of Correction: Employee B
tub, or bed." There are no markings to misunderstood the question by
indicate instruction / observation of which surveyor concerning aides
of these skills were instructed and/or receiving 16 hours of skills
b d training. Employee B thought that
observed. the surveyor was asking about
orientation, not skills validation.
B. Clinical record #12 evidenced Each employee had 16 hours of
Employee G, first patient contact date orientation on 2 different days, as
32/12 . dt tient #12 and evidenced by their orientation
- was assigned to patien an checklist, in the personnel files.
provided a shower and "shaved legs and Employees verified as being on
armpits" on 3/2, 3/16, 3/23, 3/30, and the home health aide registry
4/6/12. On 3/9/12, a shower was were not required and did not
. . . . receive skills instruction during
pr0v1d.ed. Sklllls / Observat.lon sheet in orientation. The home health aide
file failed to evidence shaving of legs and skills validation form has
underarm was competency tested. signatures under
“instruction’because employee B
4. Personnel file I, date of hire 2/22/12, askgd ea.ch emp!oyge if they had
o received instruction in each
indicates the 16 hours of classroom specific requirement during skills
training and Skills Assessment Training / observation. Employees who
Observation were completed on 2/20/12. were trained by the agency, had
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already received their 16 hours of
training during their Home Health
. . Aide program. The home health
A. The Skill Instruction and aide skills validation form has
Observation sheets dated 2/20/12 list signatures under “instruction”
instruction / observation for "Sponge, tub, because employee B asked each
or shower bath" and also "Shampoo, sink, gmployge ',f they had regglved
b. orbed." Th ki instruction in each specific
tub, or bed.” There are no markings to requirement during their training.
indicate instruction / observation of which The actual 16 hours of skills
of these skills were instructed and/or instruction this was denoted by an
observed additional form, which were
shown to the surveyor and are
o ) now attached to the plan of
B. Clinical record #6 evidenced correction. Forte Home Health
Employee I, first patient contact date Care has contracted with Amy
2/22/12, provided a tub bath on 2/22, EraZIerHRNI,ﬂ?i!\clj, to p.rovtldet'
. . ome Health Aide re-instruction
2/29, and 3/5/12. Sl'<1115 observation was for all cited training deficiencies
not documented until 3/7/12. and future Home Health Aide
training. See attachment (1).
5. Personnel file J, date of hire 1/23/12, The deficiency has been
failed t d leted h corrected by contracting with an
arie quI ence a complete .ome outside service for training. The
health aide competency evaluation. The outside service is required to
Skill Instruction and Observation sheets supply documentation for each
dated 1/23/12 list instruction / observation :—rllome ':'fa!th A'(:e that QC:ES
" " rough training to prove the
for ?ponge, tub, .or shower bath "and requirements have been met.
also "Shampoo, sink, tub, or bed." There That documentation will be stored
are no markings to indicate instruction / in the employee's permanent
observation of which of these skills were personnel file. Responsible
instructed and/ b d Person: A. Doctor RN, MA, MSN,
Instructed and/or observed. FNP-Bc 3. Personnel file F, date
of hire 1/19/12, failed to evidence
6. Personnel file L, date of hire 1/23/12, a home health aide completed
failed to evidence a completed home Eompe:.encyEevalluatlonF. Plan of
. . orrection: Employee F was
hez?lth aide C(.)mpetency evalugtlon. The informed by A. Doctor, RN, MA.
Skill Instruction and Observation sheets MSN, FNP-BC, that she could no
dated 1/23/12 list instruction / observation longer provide care until she
for "Sponge, tub, or shower bath" and received home health aid
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also "Shampoo, sink, tub, or bed." There training. In the future all
are no markings to indicate instruction / employees will be Ve”f'?d on the
. hi h 1 state registry. Responsible
observation of which of these skills were Person: A. Doctor RN, MA, MSN,
instructed and/or observed. FNP-Bc A. On4/13/12 at 10:50
AM, employee B indicated that
7. Personnel file M, date of hire 2/14/12, employee F was checked off for
fail . ) h skills, but did not complete the
ailed to evidence a completed home test or training for Home Health
health aide competency evaluation. The Aide since employee F was a
Skill Instruction and Observation sheets Certified Nursing Assistant and
dated 2/14/12 list instruction / observation the.y.complete 150 hours of
for b h bath" and training versus a Home Health
or "Sponge, tu ,.or shower bath” an Aide who only completes 75
also "Shampoo, sink, tub, or bed." There hours. Plan of Correction:
are no markings to indicate instruction / Employee F was informed
observation of which of these skills were effective 4/16/12, by A. Doctor,
. dand/ b d RN, MA, MSN, FNP-BC, that she
Instructed and/or observed. could no longer provide care until
she received home health aid
8. Personnel file N, date of hire 3/20/12, training. In the future all
failed to evidence a completed home employegs will be verified on the
health aid luati Th state registry. Forte HHC will no
efl th aide C(.)mpetency cva uz?tlon. c longer accept CNA certifications
Skill Instruction and Observation sheets for Home Health Aide positions.
dated 3/5/12 list instruction / observation Responsible Person: A. Doctor
for "Sponge, tub, or shower bath" and AF?/:IS/'\:IQ ':/'13’1\‘5 EII\\IAP'BC IB- OnB
" . " at 1: , employee
also Shampoo, smk, tgb, or. bed. There indicated they let employee F
are no marklngs to 1nd1cate nstruction / test out of the book work for
observation of which of these skills were Home Health Aide since the
instructed and/or observed. employee was already a Certified
Nursing Assistant but the
) employee completed the 16 hours
9. Personnel file O, date of hire 1/23/12, of instruction and skills check offs
failed to evidence a completed home all in one day. Employee B also
health aide competency evaluation. The mdu:?ted th:'y ha::i askelgl _
. . . questions of employee F using
Skill InStI'uCthl:l al:ld Obsej'rvatlon sheet§ Nurse Aide Training Program
dated 1/23/12 list instruction / observation Curriculum material in lieu of a
for "Sponge, tub, or shower bath" and written test. Plan of Correction:
also "Shampoo, sink, tub, or bed." There Employee F was informed by A.
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instructed and/or observed.

competency testing.

are no markings to indicate instruction /
observation of which of these skills were

Clinical record #4 evidenced
Employee O, first patient contact date
2/22/12, was assigned to provide care to
the patient and provided a shower on
2/25,2/29, 3/14, 3/21, and 4/4/12.

10. During home visit with patient #6 on
4/12/12 at 8:30 AM, employee B
indicated when they do supervisory visits
with observation of skills to watch to the
Aides do personal care with clients, they
(employee B) give the patients their
privacy and just listen outside the room as
the Aide describes what they are doing.

11. On4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that employees G,
J, L and O were already Home Health
Aides upon dates of hire and they had
completed their testing elsewhere. The
employees were already on the Home
Health Aide Registry so the agency
figured that was all they needed to prove

Doctor, RN, MA, MSN, FNP-BC,
that she could no longer provide
care until she received home
health aid training. In the future all
employees will be verified on the
state registry. Forte HHC will no
longer accept CNA certifications
for Home Health Aide positions.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 3.
Personnel file G, date of hire
1/19/12, failed to evidence a
home health aide completed
competency evaluation. Plan of
Correction: Employees verified as
being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation.  Forte Home
Health Care has contracted with
Amy Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. See attachment (1).

The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home Health Aide that goes
through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
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personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc A. The Skill Instruction
and Observation sheets dated
1/19/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employees will not be allowed to
perform tasks without being
observed and competency tested.
Skills competency will be verified
in home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #12
evidenced Employee G, first
patient contact date 3/2/12, was
assigned to patient #12 and
provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On
3/9/12, a shower was provided.
Skills / Observation sheet in file
failed to evidence shaving of legs
and underarm was competency
tested. Plan of Correction:
Employee G was informed by A.
Doctor RN, MA, MSN,

FNP-Bc, that she could no longer
perform these duties. Employees
will be in-serviced that they must
follow nursing plan of care by A
Frazier RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 4. Personnel file |, date
of hire 2/22/12, indicates the 16
hours of classroom training and
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Skills Assessment Training /
Observation were completed on
2/20/12. A. The Skill Instruction
and Observation sheets dated
2/20/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employees will not be allowed to
perform tasks without being
observed and competency tested.
Skills competency will be verified
in home health aide training by A.
Frazier, RN, BSN. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: Employees
verified as being on the home
health aide registry were not
required and did not receive skills
instruction during orientation. The
home health aide skills validation
form has signatures under
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“instruction” because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. See attachment. The
deficiency has been corrected by
contracting with an outside
service for training. The outside
service is required to supply
documentation for each Home
Health Aide that goes through
training to prove the requirements
have been met. That
documentation will be stored in
the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee J was
terminated 3/15/12 by A. Doctor,
RN, MA, MSN, FNP-Bc. The
deficiency has been corrected by
contracting with an outside
service for training. The outside

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

EventID: R31F11

Facility ID: 012779 If continuation sheet

Page 68 of 176




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

PRINTED: 05/03/2012

FORM APPROVED
OMB NO. 0938-0391

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

X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

service is required to supply
documentation for each Home
Health Aide that goes through
training to prove the requirements
have been met and competencies
have been verified. That
documentation will be stored in
the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. Personnel file L, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employees verified
as being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. The deficiency has
been corrected by contracting
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with an outside service for
training. The outside service is

in the employee's permanent

without being observed and
competency tested. Skills
competency will be verified in

FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency

and Observation sheets dated
2/14/12 list instruction /

observation of which of these
skills were instructed and/or
observed. Plan of Correction:

The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific

required to supply documentation
for each Home Health Aide that

goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored

personnel file. Employees will
not be allowed to perform tasks

home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,

evaluation. The Skill Instruction

observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /

Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.

requirement during their training.
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The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will
not be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
of hire 3/20/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed Plan
of Correction: Employees who
were trained by the agency, had
already received their 16 hours of
training during their Home Health
Aide program. The home health
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aide skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
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instructed and/or observed. Plan
of Correction: Employees verified
as being on the home health aide
registry were not required and did
not receive skills instruction
during orientation. The home
health aide skills validation form
has signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will
not be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc Clinical record #4
evidenced Employee O, first
patient contact date 2/22/12, was
assigned to provide care to the
patient and provided a shower on
2/25, 2/29, 3/14, 3/21, and
4/4/12. Plan of Correction: The
deficiency has been corrected by
contracting with an outside
service for training. The outside
service is required to supply
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documentation for each Home
Health Aide that goes through
training to prove the requirements
have been met and competencies
have been verified. That
documentation will be stored in
the employee's permanent
personnel file. Employees
verified as being on the home
health aide registry were not
required and did not receive skills
instruction during orientation. The
home health aide skills validation
form has signatures under
“instruction” because employee B
asked each employee if they had
received instruction in each
specific requirement during skills
observation. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath,
and shower was observed. This is
in respect for patient's privacy.
While it is the policy of Forte HHC
to treat each patient with respect
and dignity by limiting the number
of people in the room while the
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patient is being undressed and
prepared for bathing, supervisory
visits will now be conducted within
direct sight of patient and
employee effective 4/16/12.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 11. On
4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that
employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction:

Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation.

The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home Health Aide that goes
through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
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personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0218 484.36(b)(3)(iii)
COMPETENCY EVALUATION &
IN-SERVICE TRAI
The subject areas listed at paragraphs (a)(1)
(iiii), (ix), (x), and (xi) of this section must be
evaluated after observation of the aides
performance of the tasks with a patient. The
other subject areas in paragraph (a)(1) of this
section may be evaluated through written
examination, oral examination, or after
observation of a home health aide with a
patient.
G0218 1. The agency's policy titled 05/11/2012

Based on document review, clinical
record review, interview, and policy
review, the agency failed to ensure Home
Health Aides completed a competency
evaluation prior to patient care that
included observations of the aide's
performance of the specified skills for 7
of 9 home health aide files reviewed with
the potential to affect all the patients
receiving home health aide services.
(employees F, G, I, J, L, N, and O).

Findings include:

successfully completed a

"Section 7-Home Health Aide
Requirements," not dated, states
under "7.1 Home Health Aide
(HHA) Care. ... 1) Forte HHC
shall be responsible for ensuring
that, prior to client contact, the
individuals who furnish home
health aide services on its behalf
met the requirements listed. The
home health aide shall: have

competency evaluation program
that addresses each of the
subjects listed and be entered on
and be in good standing on the
state aide registry. 2) Forte HHC

1. The agency's policy titled "Section
7-Home Health Aide Requirements," not
dated, states under "7.1 Home Health
Aide (HHA) Care. ... 1) Forte HHC shall
be responsible for ensuring that, prior to
client contact, the individuals who furnish
home health aide services on its behalf
met the requirements listed. The home
health aide shall: have successfully

shall maintain documentation,
which demonstrate that the
requirements of the specified
trainings were met." Plan of
Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
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completed a competency evaluation evidenced by their orientation
program that addresses each of the checklist, in the personnel files.

) . . Employees verified as being on
subjects listed and be entered on and be in the home health aide registry
good standing on the state aide registry. 2) were not required and did not
Forte HHC shall maintain documentation, receive skills instruction during
which demonstrate that the requirements orientation. The home health aide

fih o .. " skills validation form has
of the specified trainings were met. signatures under “instruction”
because employee B asked each
2. During interview on 4/13/12 at 1:30 employee if they had received
PM, employee B indicated the skills instruction in each specific
b . for the H requirement during skills
competegcy o servatlons. or the Home observation. Employees who
Health Aides are done with the were trained by the agency, had
supervisory visits and the skills observed already received their 16 hours of
are what the Aides have marked as being training during their Home Health
d hat dav. A kills ob . Aide program. The home health
(?ne on that ay ny skills observations aide skills validation form has
with a home visit are documented on the signatures under “instruction”
supervisory visit line. During training the because employee B asked each
skills are taught and evaluated by verbal employee if they had received
¢ d trati d ob " instruction in each specific
retumn .emons re} 1.0n and observation on a requirement during their training.
person in the training room and they only The actual 16 hours of skills
watch the aides do a sponge bath. instruction this was denoted by an
additional form, which were
. shown to the surveyor and are
3.. Personns:l file F, date of hire 1/-19/12, now attached to the plan of
failed to evidence a home health aide correction. The deficiency has
completed competency evaluation. been corrected by contracting
with an outside service for
training. Th tsi icei
A. On 4/13/12 at 10:50 AM, raining. The outside service is
T required to supply documentation

employee B indicated that employee F for each Home HealthAide that
was checked off for skills, but did not goes through training to prove the
complete the test or training for Home requirements have been met and
Health Aide sin ol F was a competencies have been verified.

© . s ] cece p oyee I was That documentation will be stored
Certified Nursing Assistant and they in the employee's permanent
complete 150 hours of training versus a personnel file. Employees will not
Home Health Aide who only completes be allowed to perform tasks
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75 hours. without being observed and
competency tested. Skills
. competency will be verified in
B. On4/13/12 at 1:15 PM, employee home health aide training by A.
B indicated they let employee F test out Frazier, RN, BSN. Responsible
of the book work for Home Health Aide Person: A. Doctor RN, MA, MSN,
since the employee was already a FNP-Bc 2. During interview on
ified iho Assi but th 4/13/12 at 1:30 PM, employee B
Certified Nursing Assistant but the indicated the skills competency
employee completed the 16 hours of observations for the Home Health
instruction and skills check offs all in one Aides are done with the
day. Employee B also indicated they had supervisory visits and the skills
ked . £ I F usi observed are what the Aides
aske qu.estlons.o. cmployce usm.g have marked as being done on
Nurse Aide Training Program Curriculum that day. Any skills observations
material in lieu of a written test. with a home visit are documented
on the supervisory visit line.
. During training the skills are
3.' Personns:l file G, date of hire 1/.19/12, taught and evaluated by verbal
failed to evidence a home health aide return demonstration and
completed competency evaluation. observation on a person in the
training room and they only watch
. . the aides do a sponge bath. Plan
A. "Fhe Skill Instruction and . of Correction: Employee B
Observation sheets dated 1/19/12 list misunderstood the question by
instruction / observation for "Sponge, tub, surveyor concerning aides
or shower bath" and also "Shampoo, sink, :e(?e!vng16 rllours OBftsth”S Htthat
" . raining. Employee ought tha
‘.[ubf or b‘.sd. There are no ma.rkmgs to - the surveyor was asking about
indicate instruction / observation of which orientation, not skills validation.
of these skills were instructed and/or Each employee had 16 hours of
observed. orientation on 2 different days, as
evidenced by their orientation
o ) checklist, in the personnel files.
B. Clinical record #12 evidenced Employees verified as being on
Employee G, first patient contact date the home health aide registry
3/2/12, was assigned to patient #12 and were not required and did not
rovided a sh ¢ and "shaved 1 and receive skills instruction during
prov ) cd a showe shavec legs orientation. The home health aide
armpits" on 3/2, 3/16, 3/23, 3/30, and skills validation form has
4/6/12. On 3/9/12, a shower was signatures under
provided. Skills / Observation sheet in “instruction”because employee B
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file failed to evidence shaving of legs and asked each employee if they had
underarm was competency tested. received instruction in each
specific requirement during skills
observation. Employees who
4. Personnel file I, date of hire 2/22/12, were trained by the agency, had
indicates the 16 hours of classroom already received their 16 hours of
training and Skills Assessment Training / training during their Home Health
. 1 Aide program. The home health
Observation were completed on 2/20/12. aide skills validation form has
signatures under “instruction”
because employee B asked each
A. The Skill Instruction and employee if they had received
. . instruction in each specific
.Observaittlon sheets dz.lted 2/20/12 list requirement during their training.
instruction / observation for "Sponge, tub, The actual 16 hours of skills
or shower bath" and also "Shampoo, sink, instruction this was denoted by an
tub, or bed." There are no markings to additional form, which were
indi . ion / ob . £ which shown to the surveyor and are
1ndicate 1ns;tmct10n ' observation ot whic now attached to the plan of
of these skills were instructed and/or correction. Forte Home Health
observed. Care has contracted with Amy
Frazier RN, BSN, to provide
.. . Home Health Aide re-instruction
B.  Clinical recqrd #6 evidenced for all cited training deficiencies
Employee I, first patient contact date and future home health aide
2/22/12, provided a tub bath on 2/22, training. See attachment. The
2/29, and 3/5/12. Skills observation was def'f'entéy haét:een C?rrjcted by
. contracting with an outside
not documented until 3/7/12. service for training. The outside
service is required to supply
5. Personnel file J, date of hire 1/23/12, documentation for each Home
failed to evidence a completed home L—Ie.allth A{'de that ?ﬁes through .
. . raining to prove the requirements
health aide competency evaluation. The ining fo prov qu!
] . ) have been met. That
Skill Instruction and Observation sheets documentation will be stored in
dated 1/23/12 list instruction / observation the employee's permanent
for "Sponge, tub, or shower bath" and petrsbonnﬁl f||ea tEmprI]?yee? W;(”
also "Shampoo, sink, tub, or bed." There not be aflowed 1o perform 1asks
) o ) ) without being observed and
are no markings to indicate instruction / competency tested. Skills
observation of which of these skills were competency will be verified in
instructed and/or observed. home health aide training by A.
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6. Personnel file L, date of hire 1/23/12,
failed to evidence a completed home
health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 1/23/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

7. Personnel file M, date of hire 2/14/12,
failed to evidence a completed home
health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 2/14/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

8. Personnel file N, date of hire 3/20/12,
failed to evidence a completed home
health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 3/5/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 3. Personnel file F, date
of hire 1/19/12, failed to evidence
a home health aide completed
competency evaluation. A. On
4/13/12 at 10:50 AM, employee B
indicated that employee F was
checked off for skills, but did not
complete the test or training for
Home Health Aide since
employee F was a Certified
Nursing Assistant and they
complete 150 hours of training
versus a Home Health Aide who
only completes 75 hours. B. On
4/13/12 at 1:15 PM, employee B
indicated they let employee F test
out of the book work for Home
Health Aide since the employee
was already a Certified Nursing
Assistant but the employee
completed the 16 hours of
instruction and skills check offs all
in one day. Employee B also
indicated they had asked
questions of employee F using
Nurse Aide Training Program
Curriculum material in lieu of a
written test. Plan of

Correction: Employee F is no
longer providing Home Health
Aide services as of 4/16/12, due
to not having Home Health Aide
status in the state registry, and
was informed by A. Doctor
RN,MS,MSN,FNP. Employee F
was informed that when she has
completed the state requirements
for home health aide training and
submitted the proper
documentation and skills
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9. Personnel file O, date of hire 1/23/12, validation she may return as an
failed to evidence a completed home employee.Forte Home Health
i K Care will no longer accept CNA
health aide competency evaluation. The certification for home health aide
Skill Instruction and Observation sheets positions. Responsible Person:
dated 1/23/12 list instruction / observation A. Doctor RN, MA, MSN, FNP-Bc
for "Sponge, tub, or shower bath" and 3. Personn.el file G, Qate of hire
10 "Sh k. tub bed." Th 1/19/12, failed to evidence a
also ampoo, Sink, tub, or bed. cre home health aide completed
are no markings to indicate instruction / competency evaluation. A. The
observation of which of these skills were Skill Instruction and Observation
instructed and/or observed. §heets ,datEd 1719/ 12_ list
instruction / observation for
o ) "Sponge, tub, or shower bath"
Clinical record #4 evidenced and also "Shampoo, sink, tub, or
Employee O, first patient contact date bed.” There are no markings to
2/22/12, was assigned to provide care to indicate instruction / observation
h . d ided a sh of which of these skills were
the patient and provided a shower on instructed and/or observed. Plan
2/25,2/29, 3/14, 3/21, and 4/4/12. of Correction:
Employees verified as being on
10. During home visit with patient #6 on the homte hea!th(jealdedrzg(;strylt
] were not required and did no
4/1.2/12 at 8:30 AM, employee.B o receive skills instruction during
indicated when they do supervisory visits orientation. The home health aide
with observation of skills to watch to the skills validation form has
Aides do personal care with clients, they signatures under "instruction
| B) sive th tients thei because employee B asked each
(erpp oyee _) glV.e cpa 1~.3n s therr employee if they had received
privacy and just listen outside the room as instruction in each specific
the Aide describes what they are doing. requirement during skills
observation.
All'h health ai ill
11. On 4/13/12 at 1:45 PM 1:45 PM, ome health aides will be
o observed and competency
employee B indicated that employees G, evaluated for bathing (tub,
J, L and O were already Home Health shower, and bed) and bed, sink,
Aides upon dates of hire and they had and tub shampooing by A.
. . Frazier, RN, BSN Employees will
completed their testing elsewhere. The
not be allowed to perform tasks
employees were already on the Home without being observed and
Health Aide Registry so the agency competency tested. Skills
figured that was all they needed to prove competency will be verified in
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competency testing.

home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #12
evidenced Employee G, first
patient contact date 3/2/12, was
assigned to patient #12 and
provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On 3/9/12,
a shower was provided. Skills /
Observation sheet in file failed to
evidence shaving of legs and
underarm was competency
tested. Plan of Correction:
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation.

All home health aides will be
observed and competency
evaluated for bathing (tub,
shower, and bed) by A. Frazier,
RN, BSN
All home health aides will be
instructed to follow the nursing plan
of care and not perform any skills
they have not been competency
evaluated for by Amy Frazier RN,

BSN.

Employee G instructed to not
shave legs and armpits of patient
on 4/27/12 by A. Doctor, RN, MA,
MSN, FNP. Responsible Person:
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A. Doctor RN, MA, MSN, FNP-Bc
4. Personnel file |, date of hire
2/22/12, indicates the 16 hours of
classroom training and Skills
Assessment Training /
Observation were completed on
2/20/12. Plan of Correction: The
form presented to the surveyor
demonstrated that instruction was
verified during skills checkoff by
Belinda Blosser, RN. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. A. The Skill
Instruction and Observation
sheets dated 2/20/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
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patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: Employees
will not be allowed to perform
tasks without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Personnel file J has
been terminated by A. Doctor,
RN, MA, MSN, FNP-Bc effective
3/15/12. All home health aides
will receive competency training
on sponge, tub, and shower bath,
and also shampoo, sink, tub, or
bed, and complete a written test.
The training and testing will be
administered by A. Frazier, RN,
BSN. The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home Health Aide that goes
through training to prove the
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requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. Personnel file L, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN.The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
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and Observation sheets dated
2/14/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction: All
home health aides will receive
competency training on sponge,
tub, and shower bath, and also
shampoo, sink, tub, or bed, and
complete a written test. The
training and testing will be
administered by A. Frazier, RN,
BSN. The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home Health Aide that goes
through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
of hire 3/20/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction:All home health
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aides will receive competency
training on sponge, tub, and

written test. The training and

with an outside service for
training. The outside service is

requirements have been met.

in the employee's permanent
personnel file. Responsible

a completed home health aide

Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"

of which of these skills were
instructed and/or observed.
Clinical record #4 evidenced

date 2/22/12, was assigned to
provide care to the patient and

Correction: All home health aid

shower bath, and also shampoo,
sink, tub, or bed, and complete a

testing will be administered by A.
Frazier, RN, BSN. The deficiency
has been corrected by contracting

required to supply documentation
for each Home Health Aide that
goes through training to prove the

That documentation will be stored

Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence

competency evaluation. The Skill

and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation

Employee O, first patient contact

provided a shower on 2/25, 2/29,
3/14, 3/21, and 4/4/12. Plan of

will receive competency training
on sponge, tub, and shower bath,
and also shampoo, sink, tub, or
bed, and complete a written test.

es
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The training and testing will be
administered by A. Frazier, RN,
BSN. The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home Health Aide that goes
through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath
and shower was observed. This is
in respect for patient's privacy.
While it is the policy of Forte HHC
to treat each patient with respect
and dignity by limiting the number
of people in the room while the
patient is being undressed and
prepared for bathing, supervisory
visits will now be conducted within
direct sight of patient and
employee effective 4/16/12.
Responsible Person: A. Doctor
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RN, MA, MSN, FNP-Bc 11. On
4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that
employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction: Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training/competency
validation to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0221 484.36(b)(5)
COMPETENCY EVALUATION &
IN-SERVICE TRAI
The HHA must maintain documentation
which demonstrates that the requirements of
this standard are met.
Based on document review’ clinical G0221 1. The agency's policy titled 05/11/2012
record review, interview, and policy Sect!on 7-Home Health Aide
. . Requirements," not dated, states
review, the agency failed to ensure under "7.1 Home Health Aide
documentation evidenced Home Health (HHA) Care. ... 1) Forte HHC
Aides completed a competency evaluation shall be responsible for ensuring
prior to patient care for 7 of 9 home .tha't, prior to client cgntact, the
health aide fil . th th individuals who furnish home
ealth aide files reviewed with the health aide services on its behalf
potential to affect all the patients met the requirements listed. The
receiving home health aide services. home health aide shall: have
(employees F, G, I, J, L, N, and O). successfully completed a
T competency evaluation program
.. . ) that addresses each of the
Findings include: subjects listed and be entered on
and be in good standing on the
1. The agency's policy titled "Section state aide registry. 2) Forte HHC
7-Home Health Aide Requirements," not Sh?” maintain documentation,
dated der 7.1 H Health which demonstrate that the
a.te , states under */.1 Home Hea requirements of the specified
Aide (HHA) Care. ... 1) Forte HHC shall trainings were met." Plan of
be responsible for ensuring that, prior to Correction: Forte Home Health
client contact, the individuals who furnish Care has contracted with Amy
h health aid . s behalf Frazier RN, BSN, to provide
ome healt 'al © serV1f:es on its beha Home Health Aide re-instruction
met the requirements listed. The home for all cited training deficiencies
health aide shall: have successfully and future Home Health Aide
completed a competency evaluation training. See attachment. The
hat add hof th deficiency has been corrected by
program t at addresses each ot the ) contracting with an outside
SubjeCtS listed and be entered on and be in service for training. The outside
good standing on the state aide registry. 2) service is required to supply
Forte HHC shall maintain documentation, documentation for each Home
hich d trate that th . " Health Aide that goes through
whic em.ons Ta e' .a ¢ requirements training to prove the requirements
of the specified trainings were met." have been met. That
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documentation will be stored in
2. During interview on 4/13/12 at 1:30 the employee’s permanent
| . he skill personnel file. Responsible
PM, employee B indicated the skills Person: A. Doctor RN, MA, MSN,
competency observations for the Home FNP-Bc 2. During interview on
Health Aides are done with the 4/13/12 at 1:30 PM, employee B
supervisory visits and the skills observed |nd|cateq the skills competency
hat the Aides h «ed as bei observations for the Home Health
are what the Aides have marked as being Aides are done with the
done on that day. Any skills observations supervisory visits and the skills
with a home visit are documented on the observed are what the Aides
supervisory visit line. During training the have marked as.belng done.on
Kl ht and | db bal that day. Any skills observations
skills are taught ar.l evaluated by Yer a with a home visit are documented
return demonstration and observation on a on the supervisory visit line.
person in the training room and they only During training the skills are
watch the aides do a sponge bath. taught and evaluated by verbal
return demonstration and
. observation on a person in the
3. Personnel file F, date of hire 1/19/12, training room and they only watch
failed to evidence a home health aide the aides do a sponge bath.
completed competency evaluation. Plan of Correction: Forte Home
Health Care has contracted with
Amy Frazier RN, BSN, to provide
A. On 4/13/12 at 10:50 AM, Home Health Aide re-instruction
employee B indicated that employee F for all cited training deficiencies
was checked off for skills, but did not and future Home Health Aide
lete the test or trainine for H training. See attachment. The
compie e. ¢ .es or trafing for Home deficiency has been corrected by
Health Aide since employee F was a contracting with an outside
Certified Nursing Assistant and they service for training. The outside
complete 150 hours of training versus a service is required to supply
Home Health Aide who only completes documentation for each Home
y p Health Aide that goes through
75 hours. training to prove the requirements
have been met. That
B. On 4/13/12 at 1:15 PM, employee documentation will be stored in
B indicated they let employee F test out the employee's permanent
) personnel file. Responsible
of the book work for Home Health Aide Person: A. Doctor RN, MA, MSN,
since the employee was already a FNP-Bc 3. Personnel file F, date
Certified Nursing Assistant but the of hire 1/19/12, failed to evidence
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employee completed the 16 hours of a home health aide completed
instruction and skills check offs all in one competency evaluation. ) Plan of
1 Iso indi hev h Correction: Employee F is no
day. Emp qyee B also indicated t. ey had longer providing Home Health
asked questions of employee F using Aide services as of 4/16/12, due
Nurse Aide Training Program Curriculum to not having Home Health Aide
material in lieu of a written test. statu.s in the state registry, and
was informed by A. Doctor
RN,MS,MSN,FNP. Employee F
3. Personnel file G, date of hire 1/19/12, was informed that when she has
failed to evidence a home health aide completed the state requirements
completed competency evaluation. for ho.me health aide training and
submitted the proper
) ) documentation and skills
A. The Skill Instruction and validation she may return as an
Observation sheets dated 1/19/12 list employee. Responsible Person:
instruction / observation for "Sponge, tub, A. Doctor RN, MA, MSN, FNP-Bc
hower bath” and also "Sh -~ A. On 4/13/12 at 10:50 AM,
or shower bath™and also ampoo, Sinx, employee B indicated that
tub, or bed." There are no markings to employee F was checked off for
indicate instruction / observation of which skills, but did not complete the
of these skills were instructed and/or test or training for Home Health
b d Aide since employee F was a
observed. Certified Nursing Assistant and
they complete 150 hours of
B. Clinical record #12 evidenced training versus a Home Health
Employee G, first patient contact date Aide who only completes 75
32/12 coned t tient #12 and hours. Plan of Correction: The
- was assighed to patien an deficiency has been corrected by
provided a shower and "shaved legs and contracting with an outside
armpits" on 3/2, 3/16, 3/23, 3/30, and service for training. The outside
4/6/12. On 3/9/12, a shower was service is required to supply
. . . . documentation for each Home
pr0v1d.ed. Sklllls / Observat.lon sheet in HealthAide that goes through
file failed to evidence shaving of legs and training to prove the requirements
underarm was competency tested. have been met and competencies
have been verified. That
4. Personnel file I, date of hire 2/22/12, documentatlo‘n will be stored in
o the employee's permanent
indicates the 16 hours of classroom personnel file. Employees will not
training and Skills Assessment Training / be allowed to perform tasks
Observation were completed on 2/20/12. without being observed and
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competency tested. Skills
competency will be verified in
. . home health aide training by A.

A. The Skill Instruction and Frazier, RN, BSN. Responsible
Observation sheets dated 2/20/12 list Person: A. Doctor RN, MA, MSN,
instruction / observation for "Sponge, tub, FNP-Bc B.On4/13/12 at 1:15
or shower bath" and also "Shampoo, sink, PM, employee B indicated they let

" Th ki employee F test out of the book
tub, or bed." There are no markings to work for Home Health Aide since
indicate instruction / observation of which the employee was already a
of these skills were instructed and/or Certified Nursing Assistant but
observed the employee completed the 16

’ hours of instruction and skills

o ) check offs all in one day.

B. Clinical record #6 evidenced Employee B also indicated they
Employee I, first patient contact date had asked questions of employee
2/22/12, provided a tub bath on 2/22, E using N(t;rsg A||de Trang !

. . rogram Curriculum material in
2/29, and 3/5/12. Skills observation was lieu of a written test. Plan of
not documented until 3/7/12. Correction:Forte Home Health
Care will no longer accept
5. Personnel file J, date of hire 1/23/12, certifications of CNA for Home
failed t d leted h Health Aide positions. The
atle quI ence a complete 'Ome deficiency has been corrected by
health aide competency evaluation. The contracting with an outside
Skill Instruction and Observation sheets service for training. The outside
dated 1/23/12 list instruction / observation service is required to supply
for 'S tub h bath" and documentation for each Home
or “Sponge, tub, .or shower bath™ an HealthAide that goes through
also "Shampoo, sink, tub, or bed." There training to prove the requirements
are no markings to indicate instruction / have been met and competencies
observation of which of these skills were have been verified. That
. documentation will be stored in
instructed and/or observed. :
the employee's permanent
personnel file. Employees will not
6. Personnel file L, date of hire 1/23/12, be allowed to perform tasks
failed to evidence a completed home without being Obszr"seglf‘”d
health aide competency evaluation. The competency tested. Skills -

. . . competency will be verified in
Skill Instruction and Observation sheets home health aide training by A.
dated 1/23/12 list instruction / observation Frazier, RN, BSN. Responsible
for "Sponge, tub, or shower bath" and Person: A. Doctor RN, MA, MSN,
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also "Shampoo, sink, tub, or bed." There FNP-Bc 3. Personnel file G, date
are no markings to indicate instruction / :fhholrrﬁ; :] 169; Ilﬁ'aﬁaggeg;;slve'?;nce
f)bservatlon of which of these skills were competency evaluation. Plan of
instructed and/or observed. Correction: The deficiency has
been corrected by contracting
7. Personnel file M, date of hire 2/14/12, W't,h an outside service fo.r .
failed d leted h training. The outside service is
atle t({ evidence a complete 'ome required to supply documentation
health aide competency evaluation. The for each Home HealthAide that
Skill Instruction and Observation sheets goes through training to prove the
dated 2/14/12 list instruction / observation requwemenlts have been met-allnd
for 'S tub h bath" and competencies have been verified.
Or “>ponge, tub, .or shower bath™ an That documentation will be stored
also "Shampoo, sink, tub, or bed." There in the employee's permanent
are no markings to indicate instruction / personnel file. Employees will not
observation of which of these skills were b'ja’ aIIoweq to perform tasks
. d and/ b d without being observed and
Instructed and/or observed. competency tested. Skills
competency will be verified in
8. Personnel file N, date of hire 3/20/12, home health aide training by A.
failed to evidence a completed home Eramer, iNll_)BStN. Rl\?el\sﬂionl\jg)ll\f
] ) erson: A. Doctor RN, MA, ,
hea'llth aide C(.)mpetency evaluz?tlon. The ENP-Bc A. The Skill Instruction
Skill Instruction and Observation sheets and Observation sheets dated
dated 3/5/12 list instruction / observation 1/19/12 list instruction /
for "Sponge, tub, or shower bath" and observation for "Sponge, tub, or
" . " shower bath" and also "Shampoo,
also Shampoo, smk, tgb, or. bed. There sink, 1ub, or bed." There are no
are no markings to indicate instruction / markings to indicate instruction /
observation of which of these skills were observation of which of these
instructed and/or observed. skills were instructed and/or
observed. Plan of Correction: All
) home health aides will be
9. Personnel file O, date of hire 1/23/12, observed and competency
failed to evidence a completed home evaluated for bathing (tub,
health aide competency evaluation. The sEower, and t')(e(:)snd ‘Z'sg oy A
. . . shampoo, sink, tub, or bed by A.
Skill InStI'uCthl:l al:ld Obsej'rvatlon sheet§ Frazier, RN, BSN The deficiency
dated 1/23/12 llst nstruction / Observatlon has been corrected by Contracting
for "Sponge, tub, or shower bath" and with an outside service for
also "Shampoo, sink, tub, or bed." There training. The outside service is
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are no markings to indicate instruction / required to supply documentation
observation of which of these skills were for each Home Heglth Aide that
. goes through training to prove the
instructed and/or observed. requirements have been met.
That documentation will be stored
Clinical record #4 evidenced in the employee's permanent
Employee O, first patient contact date personnel file. Responsible
. . Person: A. Doctor RN, MA, MSN,
2/22/12, was assigned to provide care to ENP-Bc B. Clinical record #12
the patient and provided a shower on evidenced Employee G, first
2/25,2/29, 3/14, 3/21, and 4/4/12. patient contact date 3/2/12, was
assigned to patient #12 and
10. During home visit with patient #6 on gg: I:sg Zr:;g?;in;;gﬂ ; d
4/12/12 at 8:30 AM, employee B 3/23, 3/30, and 4/6/12. On 3/9/12,
indicated when they do supervisory visits a shower was provided. Skills /
with observation of skills to watch to the Observation sheet in file failed to
. . . evidence shaving of legs and
Aides do personal care with clients, they underarm was competency
(employee B) give the patients their tested. Plan of Correction: All
privacy and just listen outside the room as home health aides will be
the Aide describes what they are doing. observed and competency
evaluated for bathing (tub,
shower, and bed) by A. Frazier,
11. On4/13/12 at 1:45 PM 1:45 PM, RN, BSN Emp|oyee G instructed
employee B indicated that employees G, to not shave legs and armpits of
J, L and O were already Home Health Ear\?el\rJltAonM‘lS/i?/ Ill%l gy A. Doctor,
Aides upon da.tes ofhlre and they had All home health aides will be
completed their testing elsewhere. The instructed to follow the nursing plan
employees were already on the Home of care and not perform any skills
Health Aide Registry so the agency they have not been competency
figured that was all they needed to prove evaluated for by Amy Frazier RN,
competency testing. BSN. i
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 4.
Personnel file |, date of hire
2/22/12, indicates the 16 hours of
classroom training and Skills
Assessment Training /
Observation were completed on
2/20/12. Plan of Correction: The
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form presented to the surveyor
demonstrated that instruction was
verified during instruction. See
attached 16 hours skills
assessment training completion
form. Assessment completed by
Belinda Blosser, RN. A. The Skill
Instruction and Observation
sheets dated 2/20/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: On 2/22/12
employee | was observed to
complete bath by B. Blosser, RN.
See attachment. Employees will
not be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
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FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee J has
been terminated by A. Doctor RN,
MA, MSN, FNP-Bc, effective
3/15/12. All home health aides
will receive competency training
on sponge, tub, and shower bath,
and also shampoo, sink, tub, or
bed, and complete a written test.
The training and testing will be
administered by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
6. Personnel file L, date of hire
1/23/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
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sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home HealthAide that
goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
2/14/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction: All
home health aides will receive
competency training on sponge,
tub, and shower bath, and also
shampoo, sink, tub, or bed, and
complete a written test. The
training and testing will be
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administered by A. Frazier, RN,
BSN. The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home HealthAide that goes
through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
of hire 3/20/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction:All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. The deficiency
has been corrected by contracting
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with an outside service for
training. The outside service is
required to supply documentation
for each Home HealthAide that
goes through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed.
Clinical record #4 evidenced
Employee O, first patient contact
date 2/22/12, was assigned to
provide care to the patient and
provided a shower on 2/25, 2/29,
3/14, 3/21, and 4/4/12. Plan of
Correction: All home health aides
will receive competency training
on sponge, tub, and shower bath,
and also shampoo, sink, tub, or
bed, and complete a written test.
The training and testing will be
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administered by A. Frazier, RN,
BSN. The deficiency has been
corrected by contracting with an
outside service for training. The
outside service is required to
supply documentation for each
Home HealthAide that goes
through training to prove the
requirements have been met and
competencies have been verified.
That documentation will be stored
in the employee's permanent
personnel file. Employees will not
be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath
and shower was observed. This is
in respect for patient's
privacy.While it is the policy of
Forte HHC to treat each patient
with respect and dignity by
limiting the number of people in
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the room while the patient is
being undressed and prepared for
bathing, supervisory visits will
now be conducted within direct
sight of patient and employee
effective 4/16/12. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 11. On 4/13/12 at 1:45
PM, employee B indicated that
employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction: Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training/competency
validation to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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G0224 484.36(c)(1)
ASSIGNMENT & DUTIES OF HOME
HEALTH AIDE
Written patient care instructions for the home
health aide must be prepared by the
registered nurse or other appropriate
professional who is responsible for the
supervision of the home health aide under
paragraph (d) of this section.
Based on clinical record review’ G0224 1. Clinical records #1, 2, 4, 6, 7, 05/11/2012
observation during home visits, policy 8,9, 10, and 12 fguled to evidence
. . . . a Home Health Aide Care Plan.
review, and interview, the agency failed During home visit to patient #6 on
to ensure the home health aides received 4/12/12 at 8:30 AM, the record in
written plans of care for the clients for 9 the home failed to evidence a
of 12 records reviewed of patients home hea-lth aide care plan. Plan
. . . . of Correction: Although no
receiving home health aide services with regulation states that the
the potential to affect all of the agency's physician plan of care cannot also
patients receiving home health aide be utilized as a multidisciplinary
services. (#1,2,4,6,7,8,9, 10, and 12). plan of care, including home
health services, Forte HHC has
implemented a Nursing Plan of
Findings include: Care for all patient records. This
Plan of Care form was completed
1. Clinical records #1, 2, 4, 6, 7, 8, 9, 10, gﬁg'QOCtOZ/ZR?’\/‘%gAA'dMSN’b
and 12 failed to evidence a Home Health found iﬁ (t)r:] e atta chmaennt canbe
Aide Care Plan. During home visit to document as form Nursing Plan
patient #6 on 4/12/12 at 8:30 AM, the of Care. Responsible Person: A.
record in the home failed to evidence a Doctor RN, MA, MSN, FNP-Bc 2.
. On 4/11/11 at 1:05 PM, employee
home health aide care plan. B indicated the Plan of Care is
used as the aide care plan. Plan
2. On 4/11/11 at 1:05 PM, employee B of Correction: Although no
indicated the Plan of Care is used as the regulation states that the
. physician plan of care cannot also
aide care plan. be utilized as a multidisciplinary
plan of care, including home
3. The agency's policy titled "Assignment health services, Forte HHC has
and Duties of the Home Health Aide," implemented a Nursing Plan of
Care for all patient records. This
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#7.8, not dated, states, "The home health
aide is assigned to a specific client by the
registered nurse. Written client care
instructions for the home health aide must
be prepared by the registered nurse /
nursing supervisor who is responsible for
the supervision of the home health aide."

Plan of Care form was completed
by A. Doctor, RN, MA, MSN,
FNP-Bc on 4/27/12 and can be
found in the attachment
document as form Nursing Plan
of Care. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc 3.
The agency's policy titled
"Assignment and Duties of the
Home Health Aide," #7.8, not
dated, states, "The home health
aide is assigned to a specific
client by the registered nurse.
Written client care instructions for
the home health aide must be
prepared by the registered nurse /
nursing supervisor who is
responsible for the supervision of
the home health aide." Plan of
Correction: Although no
regulation states that the
physician plan of care cannot also
be utilized as a multidisciplinary
plan of care, including home
health services, Forte HHC has
implemented a Nursing Plan of
Care for all patient records. This
Plan of Care form was completed
by A. Doctor, RN, MA, MSN,
FNP-Bc on 4/27/12 and can be
found in the attachment
document as form Nursing Plan
of Care. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
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G0229 484.36(d)(2)
SUPERVISION
The registered nurse (or another professional
described in paragraph (d)(1) of this section)
must make an on-site visit to the patient's
home no less frequently than every 2 weeks.
Based on clinical record review’ the G0229 Clinical record #6, start of care 05/11/2012
p . 2/20/12, evidenced the patient
agency failed to ensure the registered '
geney R g . received skilled and home health
nurse completed a supervisory visit every aide services. The record failed
14 days in 1 of 8 records reviewed of to evidence a Home Health Aide
patients who received skilled and home supervisory visit had been
health aide services for longer than 14 completed between 3/ 28,/ 12 and
4 6 4/12/12. Plan of Correction: Forte
ays. (#6) HHC has implemented an online
calendar to track supervisory
Findings include: visits. This calendar will be
updated with the receipt of all
Clinical record #6, start of care 2/20/12, patient documentation. Aj Doctor
. . . . RN, MA, MSN, FNP-Bc will be
evidenced the patient received skilled and notified by day 13 of needed
home health aide services. The record supervisory visits to ensure that
failed to evidence a Home Health Aide they are completed every 14
supervisory visit had been completed g?));st.orier\?plc\)ﬂrfltl)\l/lesﬁerlfﬁg QC
between 3/28/12 and 4/12/12. T ’
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N0416 410 IAC-17-10-1(k)
LICENSURE
Rule 10 Sec. 1(k) In conducting a survey, a
surveyor shall receive copies of any and all
documents necessary to make a
determination of compliance. The surveyor
may do either of the following:
(1) Make copies with the permission of the
home health agency.
(2) Supervise any copying process to ensure
that photocopies are true and accurate.
At the sole discretion of the department and
for good cause shown, the home health
agency may be granted up to twenty-four (24)
hours to produce documents requested by
the surveyor.
Based on clinical record review and NO0416 1. Home Health Aide notes from 05/11/2012
interview, the agency failed to provide C“n",:al record #10 were not
" . provided. These were requested
Home Health Aide sheets from patient on 4/13/12 at 2 PM. Plan of
record #10 and all policies as requested correction: Surveyor was asked
by surveyor for 1 of 1 agency. after each record was copied by
C. Gaham if anything else
Findings include: needed to be copied. The
surveyor did not request copies of
record #10's progress notes.
1. Home Health Aide notes from clinical This was also not mentioned
record #10 were not provided. These during the exit interview. Copies
were requested on 4/13/12 at 2 PM. of patient #1 0's aide notes have
been provided by A. Doctor RN,
MA, MSN, FNP-Bc. See
2. On4/12/12 at 10:00 AM, surveyor Attachment. Responsible Person:
requested policy and procedures for A. Doctor RN, MA, MSN, FNP-Bc
handwashing and infection control. 2. On4/12/12 at 10:00,AM’
. surveyor requested policy and
These were not provided by end of survey procedures for handwashing and
on 4/13/12. infection control. These were not
provided by end of survey on
4/13/12. Plan of correction:
Surveyor requested to view, but
did not ask for copy of policies.
Copies of Infection Control
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Policies (handwashing policy,
exposure control plan and proper
glove use) have been attached to
survey. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
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N0446 410 IAC 17-12-1(c)(3)
Home health agency
administration/management
Rule 12 410 IAC 17-12-1(c)(3)
Sec. 1(c)(3) The administrator, who may also
be the supervising physician or registered
nurse required by subsection (d), shall do the
following:
(3) Employ qualified personnel and ensure
adequate staff education and evaluations.
Based on document review, clinical NO0446 1. The agency's policy titled 05/11/2012
record review, interview, and policy "Sect!on 7-Home Health Aide
. . Requirements," not dated, states
review, the agency failed to ensure Home under "7.1 Home Health Aide
Health Aides were qualified to provide (HHA) Care. ... 1) Forte HHC
care by ensuring the completion of a shall be responsible for ensuring
competency evaluation prior to patient .thaj[, prior to client C‘,)ntaCt’ the
. individuals who furnish home
care for 7 of 9 home health aide files health aide services on its behalf
reviewed with the potential to affect all met the requirements listed. The
the patients receiving home health aide home health aide shall: have
services. (employees F, G, 1, J, L, N, and successfully completed a
competency evaluation program
0). that addresses each of the
subjects listed and be entered on
Findings include: and be in good standing on the
state aide registry. 2) Forte HHC
1. The agency's policy titled "Section Sh?” maintain documentation,
. . " which demonstrate that the
7-Home Health Aide Requirements," not requirements of the specified
dated, states under "7.1 Home Health trainings were met." Plan of
Aide (HHA) Care. ... 1) Forte HHC shall Correction: Employee B
be responsible for ensuring that, prior to misunderstood the question by
. e . surveyor concerning aides
client contact, the individuals who furnish receiving 16 hours of skills
home health aide services on its behalf training. Employee B thought that
met the requirements listed. The home the surveyor was asking about
health aide shall: have successfully orientation, not skills validation.
. Each employee had 16 hours of
completed a competency evaluation orientation on 2 different days, as
program that addresses each of the evidenced by their orientation
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subjects listed and be entered on and be in checklist, in th? .personnell files.
good standing on the state aide registry. 2) Employees ver|f|eq as being on
hall htain d tati the home health aide registry
Forte HHC shall maintain documentation, were not required and did not
which demonstrate that the requirements receive skills instruction during
of the specified trainings were met." orientation. The home health aide
skills validation form has
.. . ) signatures under “instruction”
2. During 1nterv1§w .on 4/13/12 ajt 1:30 because employee B asked each
PM, employee B indicated the skills employee if they had received
competency observations for the Home instruction in each specific
Health Aides are done with the requirement during skills
. .. . observation. Employees who
supervisory visits and the skills observed were trained by the agency, had
are what the Aides have marked as being already received their 16 hours of
done on that day. Any skills observations training during their Home Health
with a home visit are documented on the Aide program. The home health
. et . .. aide skills validation form has
supervisory visit line. During training the signatures under “instruction”
skills are taught and evaluated by verbal because emp|oyee B asked each
return demonstration and observation on a employee if they had received
person in the training room and they only instruction in each specific
tch the aides d bath requirement during their training.
walc ¢ aides do a sponge bath. The actual 16 hours of skills
instruction this was denoted by an
3. Personnel file F, date of hire 1/19/12, additional form, which were
failed to evidence a home health aide shown to the surveyor and are
leted ¢ luati now attached to the plan of
compieted competency evaluation. correction. Forte Home Health
Care has contracted with Amy
A. On4/13/12 at 10:50 AM, Frazier RN, BSN, to provide
employee B indicated that employee F Hollrget_Hea;Ith Al\lld"at cgr:]p.et.ency
. . alidation for all cited trainin
was checked off for skills, but did not vaiidation ' ining
o deficiencies and future Home
complete the test or training for Home Health Aide training. See
Health Aide since employee F was a attachment. The deficiency has
Certified Nursing Assistant and they been corrected by contracting
.. with an outside service for
complete 150 hours of training versus a traini . o
] raining. The outside service is
Home Health Aide who only completes required to supply documentation
75 hours. for each Home Health Aide that
goes through training to prove the
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B. On 4/13/12 at 1:15 PM, employee requirements have been met.
B indicated they let employee F test out That documenta.tlon will be stored
f the book I Ith A in the employee's permanent
0. the book work for Home Health Aide personnel file. All elements of the
since the employee was already a standard will be monitored during
Certified Nursing Assistant but the supervisory visits. Responsible
employee completed the 16 hours of Person: A. DocTor RN' MA’ MSN,
. . d skills check offs all i FNP-Bc 2. During interview on
instruction and skills ¢ .ec. ofis all 1n one 4/13/12 at 1:30 PM, employee B
day. Employee B also indicated they had indicated the skills competency
asked questions of employee F using observations for the Home Health
Nurse Aide Training Program Curriculum Aides are dorlle. with the ]
alin i £ . supervisory visits and the skills
material in lieu ot a written test. observed are what the Aides
have marked as being done on
3. Personnel file G, date of hire 1/19/12, that day. Any skills observations
failed to evidence a home health aide with a home visit are documented
leted luati on the supervisory visit line.
completed competency evaluation. During training the skills are
taught and evaluated by verbal
A. The Skill Instruction and return demonstration and
Observation sheets dated 1/19/12 list observation on a person in the
instruction / ob tion for "S tub training room and they only watch
instruction / observation for "Sponge, tub, the aides do a sponge bath.
or shower bath" and also "Shampoo, sink, Plan of Correction: Employee B
tub, or bed." There are no markings to misunderstood the question by
indicate instruction / observation of which surveyor concerning aides
fih Kl structed and/ receiving 16 hours of skills
ot these skills were instructed and/or training. Employee B thought that
observed. the surveyor was asking about
orientation, not skills validation.
B. Clinical record #12 evidenced Egchte?ployeg gaf? 16 rgurs of
. orientation on erent days, as
Employee G, first patient contact date ) I Her 2y
) ) evidenced by their orientation
3/2/12, was assigned to patient #12 and checklist, in the personnel files.
provided a shower and "shaved legs and Employees verified as being on
armpits" on 3/2, 3/16, 3/23, 3/30, and the homte hea!th:'dedfzgc;stfyt
4/6/12. On 3/9/12, a shower was Were not required and dic no
. . . . receive skills instruction during
provided. Skills / Observation sheet in orientation. The home health aide
file failed to evidence shaving of legs and skills validation form has
underarm was competency tested. signatures under “instruction”
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because employee B asked each
4. Personnel file I, date of hire 2/22/12, employee if they had received
. h 1 instruction in each specific
indicates the 16 hours of classroom requirement during skills
training and Skills Assessment Training / observation. Employees who
Observation were completed on 2/20/12. were trained by the agency, had
already received their 16 hours of
training during their Home Health
Aide program. The home health
A. The Skill Instruction and aide skills validation form has
Observation sheets dated 2/20/12 list signatures under “instruction”
instruction / observation for "Sponge, tub, because employee B askgd each
h bath" and also "Sh ik employee if they had received
or shower bath” and also ampoo, SInK, instruction in each specific
tub, or bed." There are no markings to requirement during their training.
indicate instruction / observation of which The actual 16 hours of skills
of these skills were instructed and/or instruction this was denoted by an
b d additional form, which were
observed. shown to the surveyor and are
now attached to the plan of
B. Clinical record #6 evidenced correction. Forte Home Health
Employee I, first patient contact date (F3are. ha;;ogtg?\;:ttted W|th.dAmy
. razier RN, , to provide
2/22/12, provided a tl.lb bath on 2./22’ Home Health Aide re-instruction
2/29, and 3/5/12. Skills observation was for all cited training deficiencies
not documented until 3/7/12. and future Home Health Aide
training. See attachment. The
. deficiency has been corrected by
5. Personnel file J, date of hire 1/23/12, contracting with an outside
failed to evidence a completed home service for training. The outside
health aide competency evaluation. The service is required to supply
Skill Instruction and Observation sheets dHocTtr:TgatI?hn :or eacthhHom:
dated 1/23/12 list instruction / observation traeiiing tlo ;e;roje ?r?:feqtrjci)rl;?nents
for "Sponge, tub, or shower bath" and have been met. That
also "Shampoo, sink, tub, or bed." There documentation will be stored in
are no markings to indicate instruction / the emplolyﬁe‘s F‘{)erma”e_gf
observation of which of these skills were E‘ZZZTEA :Dec;cto‘raSRpl\cl) n:/'l AeM SN
instructed and/or observed. FNP-Bc 3. Personnel file F, date
of hire 1/19/12, failed to evidence
6. Personnel file L, date of hire 1/23/12, a home health aide completed
State Form EventID: R31F11 Facility ID: 012779 If continuation sheet Page 112 of 176




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

PRINTED: 05/03/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

X2) MULTIPLE CONSTRUCTION

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
failed to evidence a completed home competency evaluation. A. On
health aide competency evaluation. The ,4/ 1_3/ 12 at 10:50 AM, employee B
. . . indicated that employee F was
Skill Instruction and Observation sheets checked off for skills, but did not
dated 1/23/12 list instruction / observation complete the test or training for
for "Sponge, tub, or shower bath" and Home Health Aide since
ponge, tuo, °
also "Shampoo, sink, tub, or bed." There Emplpyez F .wtan Czrtlr?ed
. .. . . ursing Assistant and they
are no markings to indicate instruction / complete 150 hours of training
observation of which of these skills were versus a Home Health Aide who
instructed and/or observed. only completes 75 hours. B. On
4/13/12 at 1:15 PM, employee B
. indicated they let employee F test
7. Personnel file M, date of hire 2/14/12, out of the book work for Home
failed to evidence a completed home Health Aide since the employee
health aide competency evaluation. The was already a Certified Nursing
Skill Instruction and Observation sheets Ass's:a:tdb::: th1e6ehmployefe
.. . . completed the ours o
dated 2/14/12 list instruction / observation instruction and skills check offs all
for "Sponge, tub, or shower bath" and in one day. Employee B also
also "Shampoo, sink, tub, or bed." There indicated they had asked
are no markings to indicate instruction / questlon-s of en?p_loyee F using
b . £ which of th Kill Nurse Aide Training Program
9 servation ot which ot these skills were Curriculum material in lieu of a
instructed and/or observed. written test. Plan of Correction:
Employee F is no longer providing
8. Personnel file N, date of hire 3/20/12, ?ﬁrgﬁ;ZalthtAldetsherv!cesHas of
. . , due to not having Home
failed tq evidence a completed }.101’1’16 Health Aide status in the state
health aide competency evaluation. The registry, and was informed by A.
Skill Instruction and Observation sheets Doctor RN,MS,MSN,FNP.
dated 3/5/12 list instruction / observation Err?ploy:e: was '”fTrTZCjtr:hat
" " when she has completed the
for ?ponge, tub, .or shower bath "and state requirements for home
also "Shampoo, sink, tub, or bed." There health aide training and submitted
are no markings to indicate instruction / the proper documentation and
observation of which of these skills were skills vallldatlon Rshe maybrleturn as
. an employee. Responsible
instructed and/or observed. Person: A. Doctor RN, MA, MSN.
FNP-Bc 3. Personnel file G, date
9. Personnel file O, date of hire 1/23/12, of hire 1/19/12, failed to evidence
failed to evidence a completed home a home health aide completed
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health aide competency evaluation. The competency evaluation.  A. The
Skill Instruction and Observation sheets S:gleltgs(;;utzgo?/fg /ci 20 lt;)sstervatlon
dated 1/23/12 list instruction / observation instruction / observation for
for "Sponge, tub, or shower bath" and "Sponge, tub, or shower bath"
also "Shampoo, sink, tub, or bed." There and also "Shampoo, sink, tub, or
are no markings to indicate instruction / _be‘?'- Thgre are no markings FO
. £ which of th il indicate instruction / observation
9bservat10n of which of these skills were of which of these skills were
instructed and/or observed. instructed and/or observed. Plan
of Correction: Employee B
Clinical record #4 evidenced misunderstood the question by
Empl 0. fi . d surveyor concerning
mployee L, 1rs} patient Cont.act ate aidesreceiving 16 hours of skills
2/22/12, was assigned to provide care to training. Employee B thought that
the patient and provided a shower on the surveyor was asking about
2/25 2/29 3/14 3/21 and 4/4/12 orientation, not skills validation.
’ ’ ’ ’ Each employee had 16 hours of
orientation on 2 different days, as
10. During home visit with patient #6 on evidenced by their orientation
4/12/12 at 8:30 AM, employee B checklist, in the personnel files.
indicated when they do supervisory visits Employees verified as being on
ith ob f £ okills t tch to th the home health aide registry
W% observation of ski S. 0 W? chto the were not required and did not
Aides do personal care with clients, they receive skills instruction during
(employee B) give the patients their orientation. The home health aide
privacy and just listen outside the room as skills validation form has
the Aide d b hat th doi signatures under “instruction”
¢ Alde describes what they are domng. because employee B asked each
employee if they had received
11. On 4/13/12 at 1:45 PM 1:45 PM, instruction in each specific
employee B indicated that employees G, requirement during skills
observation. All home health
J, L and O were already Home Health ; .
) ) aides will be observed and
Aides upon dates of hire and they had competency evaluated for bathing
completed their testing elsewhere. The (tub, shower, and bed) and
employees were already on the Home shampoo (sink, tub, or bed) by A.
Health Aide Regist the acen, Frazier, RN, BSN Responsible
© ¢ Registry so the agency Person: A. Doctor RN, MA, MSN,
figured that was all they needed to prove FNP-Bc B. Clinical record #12
competency testing. evidenced Employee G, first
patient contact date 3/2/12, was
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/03/2012

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

FORM APPROVED
OMB NO. 0938-0391

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

. BUILDING 00 COMPLETED

3. WING 04/13/2012

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

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

(X5)
COMPLETION
DATE

assigned to patient #12 and
provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On 3/9/12,
a shower was provided. Skills /
Observation sheet in file failed to
evidence shaving of legs and
underarm was competency
tested. Plan of Correction:
Employee G instructed to not do
any shaving of patient and to
follow nursing plan of care on
4/26/12. All home health aides
will be instructed to follow nursing
plan of care and not perform any
skills they have not been
competency evaluated for by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 4. Personnel file |, date
of hire 2/22/12, indicates the 16
hours of classroom training and
Skills Assessment Training /
Observation were completed on
2/20/12. Plan of Correction: The
form presented to the surveyor
demonstrated that instruction was
verified during home health aide
training. See attached 16 hours
skills assessment training
completion form. Assessment
completed by Belinda Blosser,
RN. A. The Skill Instruction and
Observation sheets dated 2/20/12
list instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
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misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
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in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
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Health Aide training. See
been corrected by contracting

with an outside service for
training. The outside service is

requirements have been met.
in the employee's permanent

personnel file. On 2/22/12
employee | was observed to

without being observed and
competency tested. Skills
competency will be verified in

a completed home health aide
Instruction and Observation
sheets dated 1/23/12 list

instruction / observation for
"Sponge, tub, or shower bath"

of which of these skills were

of Correction: Employee J was

health aides will receive

complete a written test. The

attachment. The deficiency has

required to supply documentation
for each Home Health Aide that
goes through training to prove the

That documentation will be stored

complete bath by B. Blosser, RN.
See attachment. Employees will
not be allowed to perform tasks

home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence

competency evaluation. The Skill

and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation

instructed and/or observed. Plan
terminated on 3/15/12. All home
competency training on sponge,

tub, and shower bath, and also
shampoo, sink, tub, or bed, and

State Form

EventID: R31F11

Facility ID: 012779

If continuation sheet Page 118 of 176




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

PRINTED: 05/03/2012

FORM APPROVED
OMB NO. 0938-0391

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

X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

training and testing will be
administered by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
6. Personnel file L, date of hire
1/23/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
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Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
2/14/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employee B misunderstood the
question by surveyor concerning
aides receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
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their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
of hire 3/20/12, failed to evidence
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a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
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validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed.
Clinical record #4 evidenced
Employee O, first patient contact
date 2/22/12, was assigned to
provide care to the patient and
provided a shower on 2/25, 2/29,
3/14, 3/21, and 4/4/12. Plan of
Correction: Employee B

State Form

EventID: R31F11 Facility ID: 012779 If continuation sheet

Page 123 of 176




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

PRINTED: 05/03/2012
FORM APPROVED
OMB NO. 0938-0391

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

X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

X3) DATE SURVEY

00 COMPLETED

04/13/2012

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
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sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath
and shower was observed. This is
in respect for patient's privacy.
While it is the policy of Forte HHC
to treat each patient with respect
and dignity by limiting the number
of people in the room while the
patient is being undressed and
prepared for bathing, supervisory
visits will now be conducted within
direct sight of patient and
employee effective 4/16/12.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 11. On
4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that
employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
already on the Home Health Aide
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Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Employees who
were trained by the agency, had
already received their 16 hours of
training during their Home Health
Aide program. The home health
aide skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
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Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training/competency
validation to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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NO0470 410 IAC 17-12-1(m)
Home health agency
administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on Observation’ pohcy review’ and N0470 1. During home visit for patient #2 05/11/2012
interview, the agency failed to ensure the on 4/11/12 at 2:45 PM, employee
. K B was not observed to have
employees were following infection washed hands or use hand gel
control practices for 4 of 5 home visit prior to assessing patient and did
observations with the potential to affect not clean blood pressure cuff or
all the agency's patients. (#2, 3, 5, and 6). stethoscope prior to or after use.
Plan of Correction: Employee B
Lo . ) cleaned BP cuff, stethoscope with
Findings include: alcohol wipes in car prior to
entering residence. Employee B
1. During home visit for patient #2 on used hand sanitizer in car prior to
4/11/12 at 2:45 PM, employee B was not entering and leaving homes. This
was not observed by the
observed to have washed hands or use surveyor. A policy has been
hand gel prior to assessing patient and did created for cleaining Medical
not clean blood pressure cuff or Equipment and Devices. See
stethoscope prior to or after use. CIegnmg 'V"?d"?a' Equipment and
Devices policy in attachment. All
staff will be in-services and
2. During home visit for patient #3 on required to review policy to
4/11/12 at 3:30 PM, employee B was not ensure the deficiency does not
observed to have washed hands or use recur. The above corrections will
hand eel pri . . ddid be supervised by A. Frazier, RN,
and gel prior to assessing patient and di BSN. This technique will be
not clean blood pressure cuff or reviewed annually in the
stethoscope prior to or after use. Continuing Education training
curriculum and observed by
. . . . nursing supervisor during
3. During home visit for patient #5 on supervisory visits. Responsible
4/13/12 at 11:25 AM, employee B was Person: A. Doctor RN, MA, MSN,
not observed to have washed hands or use FNP-Bc 2. During home visit for
hand gel prior to assessing patient and did patient #3 on 4/11/12 at 3:30PM,
employee B was not observed to
State Form EventID: R31F11 Facility ID: 012779 If continuation sheet Page 128 of 176
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not clean blood pressure cuff or have washed hands or use hand
. gel prior to assessing patient and
stethoscope prior to or after use. did not clean blood pressure cuff
or stethoscope prior to or after
4. During home visit for patient #6 on use. Plan of Correction:
4/12/12 at 8:30 AM, Home Health Aide Employee B cleaned BP cuff,
(employee 1) was observed providing a stethgscope W'th, alcohgl WIpes in
. . car prior to entering residence.
tub bath to patient. Employee I did not Employee B used hand sanitizer
wash hands prior to donning gloves. in car prior to entering and
After washing the patient's hair and leaving homes. This was not
handling the shower sprayer, the Aide obsgrved by the surveyor. A
. . policy has been created for
provided oral care with a toothbrush but cleaining Medical Equipment and
did not change gloves prior to performing Devices which will be
the task. The Aide continued the bath implemented. See Cleaning
with the same pair of gloves and did not Medical Equipment and Devices
. . policy in attachment. All staff will
change gloves when dressing the patient. be notified and required to review
The Aide was not observed to have policy to ensure the deficiency
washed the patient's back or perineal area. does not recur. The above
corrections will be supervised by
A. Frazier, RN, BSN. This
On 4/12/12 at 1:05 PM, employee B technique will be reviewed
indicated the aide did not wash hands annually in the Continuing
prior to putting on gloves because the aide Education training curriculum and
has eczema, and the aid reported they observed by nursing supervisor
washed their hands after care was done (Fj{l;r;r;%:;g:eerv;sec;;%r\:ls:slj octor
and patient was in living room with RN, MA, MSN, FNP-Bc 3. During
family. home visit for patient #5 on
4/13/12 at 11:25AM, employee B
5. On 4/11/12 at 3:55 PM, employee B was not observed to have
washed hands or use hand gel
indicated they use hand sanitizer and also prior to assessing patient and did
clean the equipment used on patients not clean blood pressure cuff or
while driving to the next visit. stethoscope prior to or after use.
Plan of Correction: Employee B
cleaned BP cuff, stethoscope with
6. On 4/12/12 at 10:20 AM, employee B alcohol wipes in car prior to
indicated the agency uses the Lippincott entering residence. Employee B
Manual of Nursing Practice for the used hand sanitizer in car prior to
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clinical procedure policies. Employee B
looked up toothbrush procedure and
indicated the book did not include the
need to use gloves.

entering and leaving homes. This
was not observed by the
surveyor. A policy has been
created for cleaining Medical
Equipment and Devices which will
be implemented . See Cleaning
Medical Equipment and Devices
policy in attachment. All staff will
be notified and required to review
policy to ensure the deficiency
does not recur. The above
corrections will be supervised by
A. Frazier, RN, BSN. This
technique will be reviewed
annually in the Continuing
Education training curriculum and
observed by nursing supervisor
during supervisory visits.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 4. During
home visit for patient #6 on
4/12/12 at 8:30 AM, Home Health
Aide (employee |) was observed
providing a tub bath to patient.
Employee | did not wash hands
prior to donning gloves. After
washing the patient's hair and
handling the shower sprayer, the
Aide provided oral care with a
toothbrush but did not change
gloves prior to performing the
task. The Aide continued the bath
with the same pair of gloves and
did not change gloves when
dressing the patient. The Aide
was not observed to have
washed the patient's back or
perineal area. Plan of Correction:
Employee | and all employees will
be re-instructed and required to
review policies of the facility
regarding Proper Glove Use (see
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Proper Glove Use policy in
attachment) practices to ensure
the deficiency does not recur.
This technique will be reviewed
annually in the Continuing
Education training curriculum and
observed by nursing supervisor
during supervisory visits.
Employee | was re-instructed on
proper bathing techniques on
4/16/12 by A. Doctor RN, MA,
MSN, FNP-Bc and will have skills
verification by A. Frazier RN,
BSN. Employee | has been
instructed if for any medical
reason she cannot wash her
hands prior to putting on gloves a
physician's note must be
presented. The above
corrections will be supervised by
A. Frazier, RN, BSN.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 5. On
4/11/12 at 3:55 PM, employee B
indicated they use hand sanitizer
and also clean the equipment
used on patients while driving to
the next visit. Plan of Correction:
Employee B cleaned BP cuff,
stethoscope with alcohol wipes in
car prior to entering residence.
Employee B used hand sanitizer
in car prior to entering and
leaving homes. This was not
observed by the surveyor. A
policy has been created for
cleaining Medical Equipment and
Devices which will be
implemented May 1, 2012. See
Cleaning Medical Equipment and
Devices policy in attachment. All
staff will be notified and required
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to review policy by May 11, 2012
to ensure the deficiency does not
recur. The above corrections will
be supervised by A. Frazier, RN,
BSN. This technique will be
reviewed annually in the
Continuing Education training
curriculum This technique will be
reviewed annually in the
Continuing Education training
curriculum and observed by
nursing supervisor during
supervisory visits. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. On 4/12/12 at 10:20
AM, employee B indicated the
agency uses the Lippincott
Manual of Nursing Practice for
the clinical procedure policies.
Employee B looked up toothbrush
procedure and indicated the book
did not include the need to use
gloves. Plan of Correction:
Employee | and all employees will
be re-instructed and required to
review policies of the facility
regarding Proper Glove Use (see
Proper Glove Use policy in
attachment) practices to ensure
the deficiency does not recur.
This technique will be reviewed
annually in the Continuing
Education training curriculum and
observed by nursing supervisor
during supervisory visits. The
above corrections will be
supervised by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN,

FNP-Bc
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Patient Rights
Rule 12 Sec. 3(b)(4)
(b) The patient has the right to exercise his
or her rights as a patient of the home health
agency as follows:
(4) The patient has the right to be as
follows:
(A) Free from verbal, physical, and
psychological abuse.
(B) Treated with dignity.
Based on document and clinical record NO512 1. The document titled "Client 05/11/2012
review and interview, the agency failed to nght's and Requnsnbllmes“ failed
. . to evidence the clients have the
ensure the patient was informed of the right to be free from verbal,
right to be free from verbal, physical, and physical, and psychological abuse
psychological abuse and be treated with and treated with dignity. Plan of
dignity for 12 of 12 records reviewed with correction: This qeﬂmency was
i . corrected on April 13, 2012, and
the potential to affect all the agency's proved to surveyor. Revised
patients. (# 1-12). copies will be signed by the
patient or representative by
Findings include: 5/11/12 for all current patients.
Responsible Person: A. Doctor
e RN, MA, MSN, FNP-Bc 2.
1. The document titled "Client Rights Records 1-12 evidenced the
and Responsibilities" failed to evidence patients received the patient
the clients have the right to be free from rights document. Plan of
verbal, physical, and psychological abuse correction: This qeﬂmency was
K L corrected on April 13, 2012, and
and treated with dignity. proved to surveyor. Revised
copies will be signed by the
2. Records 1-12 evidenced the patients patient or representative by
received the patient rights document. 51112 f9r all current patients.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 3. On
3. On 4/11/12 at 12:00 PM, employee B 4/11/12 at 12:00 PM, employee B
indicated the document failed to evidence indicated the document failed to
the patient's right to be free from verbal, evidence the patient's right to be
. . free from verbal, physical, and
physical, and psychological abuse and be psychological abuse and be
treated with dignity. treated with dignity. Plan of
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correction: This deficiency was
corrected on April 13, 2012, and
proved to surveyor. Revised
copies will be signed by the
patient or representative by
5/11/12 for all current patients.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc
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Patient Rights
Rule 12 Sec. 3(d)
(d) The home health agency shall make
available to the patient upon request, a
written notice in advance of furnishing care to
the patient or during the initial evaluation visit
before the initiation of treatment, a listing of
all individuals or other legal entities who have
an ownership or control interest in the agency
as defined in 42 CFR § 420.201, 42 CFR §
420.202, and 42 CFR § 420.206, in effect on
July 1, 2005.
Based on document and clinical record NO516 1. The document titled "Client 05/11/2012
review and interview, the agency failed to nght's and Requnsnbllmes“ failed
. . to evidence the clients have the
ensure the patient was informed of the right to be free from verbal,
right to request a listing of all individuals physical, and psychological abuse
or other legal entities who have an and treated with dignity. Plan of
ownership or control interest in the correction: This qeﬂmency was
. . corrected on April 13, 2012, and
agency for 12 of 12 records reviewed with proved to surveyor. Revised
the potential to affect all the agency's copies will be signed by the
patients. (# 1-12). patient or representative by
5/11/12 for all current patients.
i : . Responsible Person: A. Doctor
Findings include: RN, MA MSN, FNP-Bc 2.
Records 1-12 evidenced the
1. The document titled "Client Rights patients received the patient
and Responsibilities" failed to evidence rights document. Plan of
the clients were informed of the right to correction: This qeﬂmency was
L. . corrected on April 13, 2012, and
request a listing of all individuals or other proved to surveyor. Revised
legal entities who have an ownership or copies will be signed by the
control interest in the agency. patient or representative by
5/11/12 for all current patients.
2. Records 1-12 evidenced the patients EESF:\;JZSI:/:SE e;?\IOSBAC Zégzr
received the patient rights document. 4/11/12 at 12:00 PM, employee B
indicated the document failed to
3.0n 4/11/12 at 12:00 PM, employee B evidence the patient's right to be
free from verbal, physical, and
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indicated the document failed to evidence psychological abuse and be
the right to request a listing of all treated.wnh d'.gmty'. .Plan of
individual her leeal entiti h correction: This deficiency was
individuals or other legal entities who corrected on April 13, 2012, and
have an ownership or control interest in proved to surveyor. Revised
the agency. copies will be signed by the
patient or representative by
5/11/12 for all current patients.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc
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N0524 410 IAC 17-13-1(a)(1)
Patient Care
Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:
(A) Be developed in consultation with the
home health agency staff.
(B) Include all services to be provided if a
skilled service is being provided.
(B) Cover all pertinent diagnoses.
(C) Include the following:
(i)  Mental status.
(i) Types of services and equipment
required.
(i) Frequency and duration of visits.
(iv) Prognosis.
(v) Rehabilitation potential.
(vi) Functional limitations.
(vii) Activities permitted.
(viii) Nutritional requirements.
(ix) Medications and treatments.
(x)  Any safety measures to protect against
injury.
(xi) Instructions for timely discharge or
referral.
(xii) Therapy modalities specifying length of
treatment.
(xiii) Any other appropriate items.
Based on clinical record review’ pohcy NO0524 1. Clinical record #1 contained a 05/11/2012
review, observation, and interview, the plap of care for the certification
. period 2/20/12 - 4/1/12. The
agency failed to ensure the durable certification period beginning
medical equipment was listed on the Plan 2/20/12 should have ended on
of Care and the certification periods were 4/19/12. Plan of Correction:
for a 60 day period for 12 of 12 records Agency has downloaded the
. . . "OASIS Follow-up Assessment
reviewed with the potential to affect all Scheduling Calendar" for
the agency's 12 patients. (#1-12) reference by C. Gaham, office
manager. Recertification dates
Findings include: have bgen correpted on forms
according to policy by A. Doctor
RN, MA, MSN, FNP-Bc. The
1. Clinical record #1 contained a plan of orders signed by physician were
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care for the certification period 2/20/12 - for 60 days, so were correct
4/1/12. The certification period orders. The dates will be verified
o by the supervising nurse and
beginning 2/20/12 should have ended on office personnel responsible for
4/19/12. faxing and filing. Errors were
corrected on 4/27/12 according to
A. Start of Care date is listed as BOI'Cty' RIT\lesl\elinsl\I/leIeNpli:\ls;néA
.. octor RN, MA, : -Bc
2/20/12. The physician order to "Assess A. Start of Care date is listed as
client for home health care" is dated 2/20/12. The physician order to
2/21/12. The Comprehensive "Assess client for home health
Assessment, Consent to Receive Services, care” is date‘?‘ 2/21112. The
Rel FInf . d Servi Comprehensive Assessment,
clease of Information, and Service Consent to Receive Services,
Relationship Agreement forms are dated Release of Information, and
2/21/12. Service Relationship Agreement
forms are dated 2/21/12. Plan
. of Correction: Errors were
B. The Home Safety Checklist, corrected on 4/27/12 according to
General Health Assessment, and Progress policy. Responsible Person: A.
Notes are dated 2/20/12. Doctor RN, MA, MSN, FNP-Bc
B. The Home Safety Checklist,
. .. General Health Assessment, and
C. The record evidenced a physician Progress Notes are dated
order to "encourage movement & 2/20/12. Plan of Correction:
activities" dated 2/21/12. This order was Errors were corrected on 4/27/12
not listed on the plan of care. according to policy. Responsible
Person: A. Doctor RN, MA, MSN,
o ) FNP-Bc C. The record
2. Clinical record #2 contained a plan of evidenced a physician order to
care for the certification period 2/20/12 - "encourage movement &
4/1/12. The certification period aC(thVItIeS" dattelc.i t2/ 51/ 12th Thl's .
beginning 2/20/12 should have ended on oraerwas oL 18 ec on e pan o
care. Plan of Correction: The
4/19/12. patient has been discharged.
Future orders will be verified on
A. A second certification period was gursing Ptla?nlgf Care.A Doct
. . esponsible Person: A. Doctor
start'ed on 3/5/12 when Sklll‘ed Nyr51ng RN. MA. MSN. FNP-Bc 2.
services was added, the certification Clinical record #2 contained a
period listed is 3/5/12 - 5/4/12. The plan of care for the certification
certification period beginning 3/5/12 period 2/20/12 - 4/1/12. The
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should have ended on 5/3/12. certification period beginning
2/20/12 should have ended on
. " . 4/19/12. Plan of Correction:
B. Physician orders to "Assess client Agency has downloaded the
for home health care" is dated 2/21/12. "OASIS Follow-up Assessment
The client Medication List is dated Scheduling Calendar” for
2/18/12, and Progress Notes are dated reference by C. Gaham, office
2/20/12 manager on 4/14/12.
0/12. Recertification dates have been
corrected on forms according to
C. On 4/11/12 at 2:45 PM during policy by A. Doctor RN, MA,
home visit, a wheel chair was seen in the EASNH FNP'BC' Th? orggrds signed
. . y physician were for ays, so
home. Whee.lchalr 1§ not listed under. were correct orders. The dates
durable medical equipment and supplies will be verified by the supervising
on the plan of care. The client's family nurse and office personnel
member and employee B indicated the re§pc)tn3|bledfor faxli_?g and f,':;rg
. . prior to sending. Responsible
wheelchair belonged to the client. Person: A. Doctor RN, MA, MSN.
FNP-Bc A. A second certification
3. Clinical record #3 contained a plan of period was started on 3/5/12
care for the certification period 3/8/12 - when Skilled Nursing services
4/7/12. The certificati iod was added, the certification
4 Lhe certitication perio period listed is 3/5/12 - 5/4/12.
beginning 3/8/12 should have ended on The certification period beginning
5/6/12. On 4/11/12 at 3:30 PM, during 3/5/12 should have ended on
home visit, the patient was observed to be 5/3/12. Plan of Correction: The
itting i heelchair. The wheelchair i dates were corrected on 4/27/12
sitting 1n.aw eelchair. The wheelchair is by A. Doctor RN, MA, MSN,
not specified on the plan of care. FNP-Bc. Agency has downloaded
the "OASIS Follow-up
4. Clinical record #4 contained a plan of éslsesgm;erfﬂ Sct;edulingb c
care for the certification period 2/20/12 - alendar- for reterence by L.
) ) ) T Gaham, office manager by
4/1/12. The certification period beginning 4/14/12. The dates will be verified
2/20/12 should have ended on 4/19/12. A by the supervising nurse and
second certification period was started on ?ﬁ'?e per:i'?'nel re;pon5|blgb1;or
. . . axing and filing. Responsible
3/15/12 when Skllleq Nur§1ng serv1ce§ Person: A. Doctor RN, MA, MSN,
was added. The certification period listed FNP-Bc B. Physician orders to
is 3/15/12 - 5/14/12. The certification "Assess client for home health
period beginning 3/15/12 should have care” is dated 2/21/12. The client
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ended on 5/13/12. Medication List is dated 2/18/12,
and Progress Notes are dated
.. . 2/20/12. Plan of Correction: The
5. Clinical record #5 contained a plan of dates were corrected according to
care for the certification period 3/27/12 - policy on 4/27/12 by A. Doctor
5/26/12. The certification period RN, MA, MSN, FNP-Bc.
beginning 3/27/12 should have ended on Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc C. On
5/25/12. 4/11/12 at 2:45 PM during home
visit, a wheel chair was seen in
6. Clinical record #6 contained a plan of the home. Wheelchair is not listed
care for the certification period 2/20/12 - unger durlgble mtehdlcall equflpment
. . . and supplies on the plan of care.
4/1/.12.. The certification period The client's family member and
beginning 2/20/12 should have ended on employee B indicated the
4/19/12. A second certification period wheelchair belonged to the client.
was started on 3/5/12 when Skilled Plan of Correction: Wheelchair
Nursi . dded. Th was added to the plan of care on
ursing services was added. 1he 4/27/12 by A. Doctor RN, MA,
certification period listed is 3/5/12 - MSN, FNP-Bc. Future
5/4/12. The certification period assessments will include all
beginning 3/5/12 should have ended on gurable m:ldlgal equukm%nt. t
) . esponsible Person: A. Doctor
5/3/12. 'Qn 4/12/.12 at 8:30 AM during RN, MA. MSN, ENP-Bc 3.
home visit, the client was observed to be Clinical record #3 contained a
in a wheelchair. The wheelchair is not plan of care for the certification
listed on the plan of care. period 3/8/12 - 4/7/12. The
certification period beginning
o ) 3/8/12 should have ended on
7. Clinical record #7 contained a plan of 5/6/12. On 4/11/12 at 3:30 PM,
care for the certification period 2/20/12 - during home visit, the patient was
4/1/12. The certification period ot;]serlvc;d .to_lt_’ﬁ S|ttr|]ng Imha' < ot
beginning 2/20/12 should have ended on wheechalr. he wheeichair Is no
] ] i specified on the plan of care.
4/19/12. A second certification period Plan of Correction: The dates
was started on 3/20/12 when Skilled were corrected according to
Nursing services was added, the pR?\llICI)\I/IZn :;I/Sz’z/ 1 IENbIz g‘ D:ctor
. . . . , MA, , -Bc. Agency
certification per10.d 11st§d 1s 3/20/12 - has downloaded the "OASIS
5/19/12. The certification period Follow-up Assessment
beginning 3/20/12 should have ended on Scheduling Calendar" for
5/18/12. reference by C. Gaham, office
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manager. The dates will be
8. Clinical record #8 contained a plan of Ver'f'ed_ by the supervising nurse
h . . . and office personnel responsible
care for the certification period 2/20/12 - for faxing and filing prior to
4/1/12. The certification period sending. Wheelchair has been
beginning 2/20/12 should have ended on added to the plan of care by A.
4/19/12. A second certification period Eotctor RN, MA, MfN’ ';NPIBS
X uture assessments will include
was §taﬂed o'n 3/13/12 when Skilled all durable medical equipment.
Nursing services was added, the Responsible Person: A. Doctor
certification period listed is 3/13/12 - RN, MA, MSN, FNP-Bc 4.
5/12/12. The certification period C||InICE]1c| reco;d #: con’;ta.:cpecila
. plan of care for the certification
beginning 3/13/12 should have ended on period 2/20/12 - 4/1/112. The
5/11/12. certification period beginning
2/20/12 should have ended on
9. Clinical record #9 contained a plan of 4/ 19/;2- A Setc?tn((:ij certéf/l;:g;:o;
. . . period was started on
care for the certification period 2/20/12 - when Skilled Nursing services
4/1/12. The certification period was added. The certification
beginning 2/20/12 should have ended on period listed is 3/15/12 - 5/14/12.
4/19/12. A second certification period ':I;/h1e5;:1e2rt|f|hcat||3nhper|od zegmnlng
. should have ended on
was s.tarted O'H 3/5/12 when Skilled 5/13/12. Plan of Correction: The
Nursing services was added, the dates were corrected according to
certification period listed is 3/5/12 - policy on 4/27/12 by A. Doctor
5/4/12. The certification period EN’ c'jV'A' '}AS’: g't\lhp_?gAg?gncy
. as downloaded the
beginning 3/5/12 should have ended on Follow-up Assessment
5/3/12. Scheduling Calendar" for
reference by C. Gaham, office
10. Clinical record #10 contained a plan ma-r;.a%et;. -';Ee dates will be
of care for the certification period 2/20/12 Verec by te SUPErvising nurse
) ] ) and office personnel responsible
- 4/1/12 The Certlﬁcatlon perlod for faxing and f|||ng prior to
beginning 2/20/12 should have ended on sending. Responsible Person: A.
4/19/12. Doctor RN, MA, MSN, FNP-Bc 5.
Clinical record #5 contained a
. . plan of care for the certification
11. Clinical record #11 contained a plan period 3/27/12 - 5/26/12. The
of care for the certification period 3/27/12 certification period beginning
-5/26/12. The certification period 3/27/12 should have ended on
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beginning 3/27/12 should have ended on 5/25/12. Plan of Correction: The
5/25/12. dat_es were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
12. Clinical record #12 contained a plan has downloaded the "OASIS
of care for the certification period 2/20/12 Follow-up Assessment
- 4/1/12. The certification period S(;hedulln% Cglegd:;r for i
L. reference by C. Gaham, office
beginning 2/20/12 should have ended on manager. The dates will be
4/19/12. verified by the supervising nurse
and office personnel responsible
13. The agency's policy titled "Medical for fa.xmg and f|||ng. prior to
Plan of Care" #5.1 dated "Th sending. Responsible Person: A.
an of Care 1, not dated, states e Doctor RN, MA, MSN, FNP-Bc 6.
plan of care shall include: ... 2) The Clinical record #6 contained a
services to be furnished and equipment plan of care for the certification
required.” perllo'd 2/'20/12 - 4/1/12: The
certification period beginning
o ) 2/20/12 should have ended on
14. During interview on 4/11/12 at 12:55 4/19/12. A second certification
PM, employee B indicated the dates for period was started on 3/5/12
clinical records #1 and #2 were mis-dated when Skilled Nursing services
d . ided on 2/20. not was added. The certification
and services were provided on </24, no period listed is 3/5/12 - 5/4/12.
2/21. The thSICIan orders should also be The certification period beginning
dated 2/20. Also the medication list for 3/5/12 should have ended on
clinical record #2 was received on the g/ 3/ 12.hOn 4nz : 2ﬂ?t 8;?0 ;A‘M
. . uring home visit, the client was
d-ate indicated as the agency re(.:elved the observed to be in a wheelchair.
list early, before care was provided. The wheelchair is not listed on
the plan of care. Plan of
Correction: The dates were
corrected according to policy on
4/27/12 by A. Doctor RN, MA,
MSN, FNP-Bc. Agency has
downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
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for faxing and filing prior to
sending. Wheelchair has been
added to the plan of care by A.
Doctor RN, MA, MSN, FNP-Bc.
Future assessments will include
all durable medical equipment.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 7.
Clinical record #7 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. A second certification
period was started on 3/20/12
when Skilled Nursing services
was added, the certification
period listed is 3/20/12 - 5/19/12.
The certification period beginning
3/20/12 should have ended on
5/18/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc 8.
Clinical record #8 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. A second certification
period was started on 3/13/12
when Skilled Nursing services
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was added, the certification
period listed is 3/13/12 - 5/12/12.
The certification period beginning
3/13/12 should have ended on
5/11/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc 9.
Clinical record #9 contained a
plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. A second certification
period was started on 3/5/12
when Skilled Nursing services
was added, the certification
period listed is 3/5/12 - 5/4/12.
The certification period beginning
3/5/12 should have ended on
5/3/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
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sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
10. Clinical record #10 contained
a plan of care for the certification
period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
11. Clinical record #11 contained
a plan of care for the certification
period 3/27/12 -5/26/12. The
certification period beginning
3/27/12 should have ended on
5/25/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
12. Clinical record #12 contained
a plan of care for the certification
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period 2/20/12 - 4/1/12. The
certification period beginning
2/20/12 should have ended on
4/19/12. Plan of Correction: The
dates were corrected according to
policy on 4/27/12 by A. Doctor
RN, MA, MSN, FNP-Bc. Agency
has downloaded the "OASIS
Follow-up Assessment
Scheduling Calendar" for
reference by C. Gaham, office
manager. The dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
13. The agency's policy titled
"Medical Plan of Care" #5.1, not
dated, states "The plan of care
shall include: ... 2) The services
to be furnished and equipment
required." Plan of Correction:
Future assessments will include a
survey of all durable medical
equipment to be assured that it is
listed on the plan of care.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 14.
During interview on 4/11/12 at
12:55 PM, employee B indicated
the dates for clinical records #1
and #2 were mis-dated and
services were provided on 2/20,
not 2/21. The physician orders
should also be dated 2/20. Also
the medication list for clinical
record #2 was received on the
date indicated as the agency
received the list early, before care
was provided. Plan of
Correction: The dates were
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corrected according to policy on
4/27/12 by A. Doctor RN, MA,
MSN, FNP-Bc. All dates will be
verified by the supervising nurse
and office personnel responsible
for faxing and filing prior to
sending. Responsible Person: A.
Doctor RN, MA, MSN,
FNP-Bc
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NO0550 410 IAC 17-14-1(a)(1)(K)
Scope of Services
Rule 14 Sec. 1(a) (1)(K) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(K) Delegate duties and tasks to licensed
practical nurses and other individuals as
appropriate.
Based on clinical record review’ NO0550 1. Clinical records #1, 2,4, 6, 7, 05/11/2012
. . . . 8,9, 10, and 12 failed to evidence
obs'ervatlon Fiurmg home visits, pohc.y o Home Health Aide Care Plan.
review, and interview, the agency failed During home visit to patient #6 on
to ensure the home health aides received 4/12/12 at 8:30 AM, the record in
written plans of care for the clients for 9 the home failed to evidence a
of 12 records reviewed of patients home hea!th aide care plan. Plan
. . . . . of Correction: Although no
receiving home health aide services with regulation states that the
the potential to affect all of the agency's physician plan of care cannot also
patients receiving home health aide be utilized as a multidisciplinary
services. (#1,2,4, 6,7, 8,9, 10, and 12). plan of care, including home
health services, Forte HHC has
implemented a Nursing Plan of
Findings include: Care for all patient records. This
Plan of Care form was completed
1. Clinical records #1, 2,4, 6,7, 8,9, 10, oy A Dodton KL YA Yo
and 12 failed to evidence a Home Health found iﬁ ?r:] e atta chmaennt canbe
Aide Care Plan. During home visit to document as form Nursing Plan
patient #6 on 4/12/12 at 8:30 AM, the of Care. Responsible Person: A.
record in the home failed to evidence a Doctor RN, MA, MSN, FNP-Bc
. 2. On 4/11/11 at 1:05 PM,
home health aide care plan. employee B indicated the Plan of
Care is used as the aide care
2. On 4/11/11 at 1:05 PM, employee B plan. Plan of Correction:
indicated the Plan of Care is used as the Although no regulation states that
. the physician plan of care cannot
aide care plan. also be utilized as a
multidisciplinary plan of care,
3. The agency's policy titled "Assignment including home health services,
and Duties of the Home Health Aide," Forte HHC has implemented a
State Form EventID: R31F11 Facility ID: 012779 If continuation sheet Page 148 of 176
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#7.8, not dated, states, "The home health
aide is assigned to a specific client by the
registered nurse. Written client care
instructions for the home health aide must
be prepared by the registered nurse /
nursing supervisor who is responsible for
the supervision of the home health aide."

Nursing Plan of Care for all
patient records. This Plan of Care
form was completed by A. Doctor,
RN, MA, MSN, FNP-Bc on
4/27/12 and can be found in the
attachment document as form
Nursing Plan of Care.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 3. The
agency's policy titled "Assignment
and Duties of the Home Health
Aide," #7.8, not dated, states,
"The home health aide is
assigned to a specific client by
the registered nurse. Written
client care instructions for the
home health aide must be
prepared by the registered nurse /
nursing supervisor who is
responsible for the supervision of
the home health aide." Plan of
Correction: Although no
regulation states that the
physician plan of care cannot also
be utilized as a multidisciplinary
plan of care, including home
health services, Forte HHC has
implemented a Nursing Plan of
Care for all patient records. This
Plan of Care form was completed
by A. Doctor, RN, MA, MSN,
FNP-Bc on 4/27/12 and can be
found in the attachment
document as form Nursing Plan
of Care. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
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N0596 410 IAC 17-14-1(I)(A)
Scope of Services
Rule 14 Sec. 1(I) The home health agency
shall be responsible for ensuring that, prior to
patient contact, the individuals who furnish
home health aide services on its behalf meet
the requirements of this section as follows:
(1) The home health aide shall:
(A) have successfully completed a
competency evaluation program that
addresses each of the subjects listed in
subsection (h) of this rule; and
Based on document review’ clinical N0596 1. The agency's policy titled 05/11/2012
record review, interview, and policy "Sect!on 7-Home Health Aide
. . Requirements," not dated, states
review, the agency failed to ensure Home under "7.1 Home Health Aide
Health Aides completed a competency (HHA) Care. ... 1) Forte HHC
evaluation prior to patient care for 7 of 9 shall be responsible for ensuring
home health aide files reviewed with the .tha't, prior to client cgntact, the
. . individuals who furnish home
potential to affect all the patients health aide services on its behalf
receiving home health aide services. met the requirements listed. The
(employees F, G, 1, J, L, N, and O). home health aide shall: have
successfully completed a
Findings include: competency evaluation program
that addresses each of the
subjects listed and be entered on
1. The agency's policy titled "Section and be in good standing on the
7-Home Health Aide Requirements," not state aide registry. 2) Forte HHC
dated, states under "7.1 Home Health shall maintain documentation,
. which demonstrate that the
Aide (HHA) Care. ... 1) Forte HHC shall requirements of the specified
be responsible for ensuring that, prior to trainings were met." Plan of
client contact, the individuals who furnish Correction: Employee B
home health aide services on its behalf misunderstood the question by
. . surveyor concerning aides
met the requirements listed. The home receiving 16 hours of skills
health aide shall: have successfully training. Employee B thought that
completed a competency evaluation the surveyor was asking about
program that addresses each of the orientation, not skills validation.
. . . Each employee had 16 hours of
subjects listed and be entered on and be in orientation on 2 different days, as
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good standing on the state aide registry. 2) evidenced by their orientation
Forte HHC shall maintain documentation, checklist, in thg .personnell files.
. . Employees verified as being on
which demonstrate that the requirements the home health aide registry
of the specified trainings were met." were not required and did not
receive skills instruction during
2. During interview on 4/13/12 at 1:30 or|.entat|c'>n. The home health aide
] .. he skill skills validation form has
PM, employee B indicated the skills signatures under “instruction”
competency observations for the Home because employee B asked each
Health Aides are done with the employee if they had received
supervisory visits and the skills observed |nstrgct|on in eagh Sppfc'f'c
hat the Aides h Ked as bei requirement during skills
are what the Aides have I_nar cdas e-mg observation. Employees who
done on that day. Any skills observations were trained by the agency, had
with a home visit are documented on the already received their 16 hours of
supervisory visit line. During training the training during their Home Health
Kill ht and 1 db bal Aide program. The home health
skills are taught 31.1 evaluated by Yer a aide skills validation form has
return demonstration and observation on a signatures under “instruction”
person in the training room and they only because employee B asked each
watch the aides do a sponge bath. employee if they had received
instruction in each specific
) requirement during their training.
3. Personnel file F, date of hire 1/19/12, The actual 16 hours of skills
failed to evidence a home health aide instruction this was denoted by an
completed competency evaluation. additional form, which were
shown to the surveyor and are
now attached to the plan of
A. On 4/13/12 at 10:50 AM, correction. Forte Home Health
employee B indicated that employee F Care has contracted with Amy
was checked off for skills, but did not EraZIerHRNl‘thBi!\cli’ to prowctie
.. ome Hea e competenc
complete the test or training for Home C 9 petency
) ] validation for all cited training
Health Aide since employee F was a deficiencies and future Home
Certified Nursing Assistant and they Health Aide training. See
complete 150 hours of training versus a Ettachment.t '(Ij'hbe deﬂcsenc;y has
Home Health Aide who only completes eeh correc:ad by contracting
with an outside service for
75 hours. training. The outside service is
required to supply documentation
B. On4/13/12 at 1:15 PM, employee for each Home Health Aide that
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B indicated they let employee F test out goes through training to prove the
of the book work for Home Health Aide requirements ha\{e begn met.

. That documentation will be stored
since the employee was already a in the employee's permanent
Certified Nursing Assistant but the personnel file. All elements of the
employee completed the 16 hours of standard will be monitored during
instruction and skills check offs all in one supervisory visits. Responsible

) IS0 indi hev b Person: A. Doctor RN, MA, MSN,
day. Emp o.yee B also indicated t. ey had FNP-Bc 2. During interview on
asked questions of employee F using 4/13/12 at 1:30 PM, employee B
Nurse Aide Training Program Curriculum indicated the skills competency
material in lieu of a written test. opservatlons for the Home Health

Aides are done with the
) supervisory visits and the skills
3. Personnel file G, date of hire 1/19/12, observed are what the Aides
failed to evidence a home health aide have marked as being done on
completed competency evaluation. that day. Any skills observations
with a home visit are documented
) ) on the supervisory visit line.

A. The Skill Instruction and During training the skills are
Observation sheets dated 1/19/12 list taught and evaluated by verbal
instruction / observation for "Sponge, tub, return demonstration and

h bath" and also "Sh ik observation on a person in the
or shower bath ™ and also ampoo, SInK, training room and they only watch
tub, or bed." There are no marklngs to the aides do a sponge bath.
indicate instruction / observation of which Plan of Correction: Employee B
of these skills were instructed and/or misunderstood the question by

b q surveyor concerning aides
observed. receiving 16 hours of skills

training. Employee B thought that

B. Clinical record #12 evidenced the surveyor was asking about
Employee G, first patient contact date cérler;tatlonl, not S:”:js ;/gl;}datlon.f
3/2/12, was assigned to patient #12 and ach employee ha ours o

) orientation on 2 different days, as
provided a shower and "shaved legs and evidenced by their orientation
armpits" on 3/2, 3/16, 3/23, 3/30, and checklist, in the personnel files.
4/6/12. On 3/9/12, a shower was Employees verified as being on
provided. Skills / Observation sheet in the home health aide registry

) ; ) were not required and did not
file failed to evidence shaving of legs and receive skills instruction during
underarm was competency tested. orientation. The home health aide
skills validation form has
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4. Personnel file I, date of hire 2/22/12, signatures under “instruction”
indicates the 16 hours of classroom because ernployee B askgd each
.. . .. employee if they had received
training and Skills Assessment Training / instruction in each specific
Observation were completed on 2/20/12. requirement during skills
observation. Employees who
were trained by the agency, had
. . already received their 16 hours of
A. The Skill Instruction and training during their Home Health
Observation sheets dated 2/20/12 list Aide program. The home health
instruction / observation for "Sponge, tub, aide skills validation form has
or shower bath" and also "Shampoo, sink, signatures under “instruction”
b. orbed." Th ki because employee B asked each
t[u ’ or ‘.3 : .ere are no ma.r Ings to ) employee if they had received
indicate instruction / observation of which instruction in each specific
of these skills were instructed and/or requirement during their training.
observed The actual 16 hours of skills
instruction this was denoted by an
o ) additional form, which were
B. Clinical record #6 evidenced shown to the surveyor and are
Employee I, first patient contact date now attached to the plan of
2/22/12, provided a tub bath on 2/22, Eorreﬁ'on- FtO“et Féomfh'i\ea'th
. . are has contracted with Amy
2/29, and 3/5/12. Sl.<ﬂls observation was Frazier RN, BSN. to provide
not documented until 3/7/12. Home Health Aide re-instruction
for all cited training deficiencies
5. Personnel file J, date of hire 1/23/12, and future Home Health Aide
failed t d leted h training. See attachment. The
atle qew ence a complete .ome deficiency has been corrected by
health aide competency evaluation. The contracting with an outside
Skill Instruction and Observation sheets service for training. The outside
dated 1/23/12 list instruction / observation Zerwce |str<:.qu|rfed to s:r:_lply
" " ocumentation for each Home
for ?ponge, tub, .or shower bath "and Health Aide that goes through
also "Shampoo, sink, tub, or bed." There training to prove the requirements
are no markings to indicate instruction / have been met. That
observation of which of these skills were ?hocumertatloln will be storted in
instructed and/or observed. © employee's permanen
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
6. Personnel file L, date of hire 1/23/12, FNP-Bc 3. Personnel file F, date
failed to evidence a completed home of hire 1/19/12, failed to evidence
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health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 1/23/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

7. Personnel file M, date of hire 2/14/12,
failed to evidence a completed home
health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 2/14/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

8. Personnel file N, date of hire 3/20/12,
failed to evidence a completed home
health aide competency evaluation. The
Skill Instruction and Observation sheets
dated 3/5/12 list instruction / observation
for "Sponge, tub, or shower bath" and
also "Shampoo, sink, tub, or bed." There
are no markings to indicate instruction /
observation of which of these skills were
instructed and/or observed.

9. Personnel file O, date of hire 1/23/12,
failed to evidence a completed home
health aide competency evaluation. The

a home health aide completed
competency evaluation. A. On
4/13/12 at 10:50 AM, employee B
indicated that employee F was
checked off for skills, but did not
complete the test or training for
Home Health Aide since
employee F was a Certified
Nursing Assistant and they
complete 150 hours of training
versus a Home Health Aide who
only completes 75 hours. B. On
4/13/12 at 1:15 PM, employee B
indicated they let employee F test
out of the book work for Home
Health Aide since the employee
was already a Certified Nursing
Assistant but the employee
completed the 16 hours of
instruction and skills check offs all
in one day. Employee B also
indicated they had asked
questions of employee F using
Nurse Aide Training Program
Curriculum material in lieu of a
written test. Plan of Correction:
Employee F is no longer providing
Home Health Aide services as of
4/16/12, due to not having Home
Health Aide status in the state
registry, and was informed by A.
Doctor RN,MS,MSN,FNP.
Employee F was informed that
when she has completed the
state requirements for home
health aide training and submitted
the proper documentation and
skills validation she may return as
an employee. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 3. Personnel file G, date
of hire 1/19/12, failed to evidence
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Skill Instruction and Observation sheets a home health aide completed
dated 1/23/12 list instruction / observation cor.npetency.evaluahon. A. The
" B Skill Instruction and Observation
for "Sponge, tub, or shower bath" and sheets dated 1/19/12 list
also "Shampoo, sink, tub, or bed." There instruction / observation for
are no markings to indicate instruction / "Sponge, tub, or shower bath"
observation of which of these skills were and also "Shampoo, smk', tub, or
. bed." There are no markings to
instructed and/or observed. indicate instruction / observation
of which of these skills were
Clinical record #4 evidenced instructed and/or observed. Plan
Employee O, first patient contact date of.Correctlon: Employee B
2/22/12 ioned d misunderstood the question by
, was a551gn§ to provide care to surveyor concerning
the patient and provided a shower on aidesreceiving 16 hours of skills
2/25,2/29, 3/14, 3/21, and 4/4/12. training. Employee B thought that
the surveyor was asking about
. Ce . orientation, not skills validation.
10. During home visit with patient #6 on Each employee had 16 hours of
4/12/12 at 8:30 AM, employee B orientation on 2 different days, as
indicated when they do supervisory visits evidenced by their orientation
with observation of skills to watch to the Eheclk“St’ in the.f.pzrsongell files.
. . . mployees verified as being on
Aides do persogal care Wth chents., they the home health aide registry
(employee B) give the patients their were not required and did not
privacy and just listen outside the room as receive skills instruction during
the Aide describes what they are doing. orientation. The home health aide
skills validation form has
signatures under “instruction”
11 On 4/13/12 at 145 PM 145 PM, because emp|oyee B asked each
employee B indicated that employees G, employee if they had received
J, L and O were already Home Health instruction Tdeac.:h Sp:le'f'C
. . requirement during skills
Aides upon da.tes of hire and they had observation. All home health
completed their testing elsewhere. The aides will be observed and
employees were already on the Home competency evaluated for bathing
Health Aide Registry so the agency (tub, shower, and bed) and
fioured that was all thev needed to prov shampoo (sink, tub, or bed) by A.
gure was all they needed Lo prove Frazier, RN, BSN Responsible
competency testing. Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #12
evidenced Employee G, first
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patient contact date 3/2/12, was
assigned to patient #12 and
provided a shower and "shaved
legs and armpits" on 3/2, 3/16,
3/23, 3/30, and 4/6/12. On 3/9/12,
a shower was provided. Skills /
Observation sheet in file failed to
evidence shaving of legs and
underarm was competency
tested. Plan of Correction:
Employee G instructed to not do
any shaving of patient and to
follow nursing plan of care on
4/26/12. All home health aides
will be instructed to follow nursing
plan of care and not perform any
skills they have not been
competency evaluated for by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 4. Personnel file |, date
of hire 2/22/12, indicates the 16
hours of classroom training and
Skills Assessment Training /
Observation were completed on
2/20/12. Plan of Correction: The
form presented to the surveyor
demonstrated that instruction was
verified during home health aide
training. See attached 16 hours
skills assessment training
completion form. Assessment
completed by Belinda Blosser,
RN. A. The Skill Instruction and
Observation sheets dated 2/20/12
list instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
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of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
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That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc B. Clinical record #6
evidenced Employee |, first
patient contact date 2/22/12,
provided a tub bath on 2/22, 2/29,
and 3/5/12. Skills observation
was not documented until 3/7/12.
Plan of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
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deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. On 2/22/12
employee | was observed to
complete bath by B. Blosser, RN.
See attachment. Employees will
not be allowed to perform tasks
without being observed and
competency tested. Skills
competency will be verified in
home health aide training by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. Personnel file J, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee J was
terminated on 3/15/12. All home
health aides will receive
competency training on sponge,
tub, and shower bath, and also
shampoo, sink, tub, or bed, and
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complete a written test. The
training and testing will be
administered by A. Frazier, RN,
BSN. Responsible Person: A.
Doctor RN, MA, MSN, FNP-Bc
6. Personnel file L, date of hire
1/23/12, failed to evidence a
completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
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Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 7. Personnel file M,
date of hire 2/14/12, failed to
evidence a completed home
health aide competency
evaluation. The Skill Instruction
and Observation sheets dated
2/14/12 list instruction /
observation for "Sponge, tub, or
shower bath" and also "Shampoo,
sink, tub, or bed." There are no
markings to indicate instruction /
observation of which of these
skills were instructed and/or
observed. Plan of Correction:
Employee B misunderstood the
question by surveyor concerning
aides receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
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the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 8. Personnel file N, date
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of hire 3/20/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 3/5/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed. Plan
of Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees who were trained by
the agency, had already received
their 16 hours of training during
their Home Health Aide program.
The home health aide skills
validation form has signatures
under “instruction” because
employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide

State Form

EventID: R31F11

Facility ID: 012779 If continuation sheet

Page 163 of 176




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

PRINTED: 05/03/2012

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

FORM APPROVED
OMB NO. 0938-0391

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

. BUILDING 00 COMPLETED

3. WING 04/13/2012

NAME OF PROVIDER OR SUPPLIER

FORTE HOME HEALTHCARE INC

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

808 A SOUTH HUNTINGTON STREET
SYRACUSE, IN 46567

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 9. Personnel file O, date
of hire 1/23/12, failed to evidence
a completed home health aide
competency evaluation. The Skill
Instruction and Observation
sheets dated 1/23/12 list
instruction / observation for
"Sponge, tub, or shower bath"
and also "Shampoo, sink, tub, or
bed." There are no markings to
indicate instruction / observation
of which of these skills were
instructed and/or observed.
Clinical record #4 evidenced
Employee O, first patient contact
date 2/22/12, was assigned to
provide care to the patient and
provided a shower on 2/25, 2/29,
3/14, 3/21, and 4/4/12. Plan of
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Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. All home health
aides will receive competency
training on sponge, tub, and
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shower bath, and also shampoo,
sink, tub, or bed, and complete a
written test. The training and
testing will be administered by A.
Frazier, RN, BSN. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 10. During home visit
with patient #6 on 4/12/12 at 8:30
AM, employee B indicated when
they do supervisory visits with
observation of skills to watch to
the Aides do personal care with
clients, they (employee B) give
the patients their privacy and just
listen outside the room as the
Aide describes what they are
doing. Plan of Correction: This
statement is incorrect. Employee
B was referencing standing
outside the patient's room and
listening/observing while the
patient was getting ready for bath
and shower was observed. This is
in respect for patient's privacy.
While it is the policy of Forte HHC
to treat each patient with respect
and dignity by limiting the number
of people in the room while the
patient is being undressed and
prepared for bathing, supervisory
visits will now be conducted within
direct sight of patient and
employee effective 4/16/12.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc 11. On
4/13/12 at 1:45 PM 1:45 PM,
employee B indicated that
employees G, J, L and O were
already Home Health Aides upon
dates of hire and they had
completed their testing
elsewhere. The employees were
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already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency testing. Plan of
Correction: Employee B
misunderstood the question by
surveyor concerning aides
receiving 16 hours of skills
training. Employee B thought that
the surveyor was asking about
orientation, not skills validation.
Each employee had 16 hours of
orientation on 2 different days, as
evidenced by their orientation
checklist, in the personnel files.
Employees verified as being on
the home health aide registry
were not required and did not
receive skills instruction during
orientation. The home health aide
skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during skills
observation. Employees who
were trained by the agency, had
already received their 16 hours of
training during their Home Health
Aide program. The home health
aide skills validation form has
signatures under “instruction”
because employee B asked each
employee if they had received
instruction in each specific
requirement during their training.
The actual 16 hours of skills
instruction this was denoted by an
additional form, which were
shown to the surveyor and are
now attached to the plan of
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correction. Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide re-instruction
for all cited training deficiencies
and future Home Health Aide
training. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training/competency
validation to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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N0597 410 IAC 17-14-1(1)(1)(B)
Scope of Services
Rule 14 Sec. (1)(I)(1) The home health aide
shall:
(B) be entered on and be in good standing
on the state aide registry.
Based on personnel file review’ pohcy N0597 Based on personnel file review, 05/11/2012
review, and interview, the agency failed policy review, and interview, t_he
. . agency failed to ensure the aide
to ensure the aide was entered on and in was entered on and in good
good standing on the state aide registry standing on the state aide registry
for 2 of 9 records reviewed with the for 2 of 9 records reviewed with
potential to affect all the agency's patients the potential .to affect all thg
. . . agency's patients who receive
who receive home health aide services. home health aide services.
(employees F and J) (employees F and J) Plan of
correction: Office manager or
Findings include: designee will verify presence on
the Indiana State Home Health
1. Personnel file F, date of hire 1/19/12, g;?;gﬁg:g; g?jrdtz\fdbence of
failed to evidence documentation the aide registry to the aide's personnel
was entered on and in good standing on file. Registry will be reviewed for
the State Aide registry. renewal as aide's certification
period gets close to expiration.
The office will also notify aides as
2. Personnel file J, date of hire 1/23/12, renewal date gets close to
failed to evidence documentation the aide expiration. Responsible Person:
was entered on and in good standing on A. Doctor RN, MA' MSN, FNI,D'BC
. . 1. Personnel file F, date of hire
the State Aide registry. 1/19/12, failed to evidence
documentation the aide was
On 4/13/12 at 2:00 PM, employee B entered on and in good standing
indicated the agency had checked on the State Aide registry. Plan
, . . of correction:Employee F was
employee J's Home Health Aide registry informed effective 4/16/12 that
verification but it did not the print the she could no longer provide care
second page which shows the verification. until she received home health
aide training. Forte Home Health
3. The agency's policy titled "Section Care_ \_N'”.no longer accept
. . " certifications of CNA for Home
7-Home Health Aide Requirements," not Health Aide positions. Responsible
State Form EventID: R31F11 Facility ID: 012779 If continuation sheet Page 169 of 176
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dated, states under "7.1 Home Health
Aide (HHA) Care. ... 1) Forte HHC shall
be responsible for ensuring that, prior to
client contact, the individuals who furnish
home health aide services on its behalf
met the requirements listed. The home
health aide shall: have successfully
completed a competency evaluation
program that addresses each of the
subjects listed and be entered on and be in
good standing on the state aide registry."

Person: A. Doctor RN, MA, MSN,
FNP-Bc 2. Personnel file J, date
of hire 1/23/12, failed to evidence
documentation the aide was
entered on and in good standing
on the State Aide registry. On
4/13/12 at 2:00 PM, employee B
indicated the agency had
checked employee J's Home
Health Aide registry verification
but it did not the print the second
page which shows the
verification. Plan of correction:
Employee J was terminated on
3/15/12. Office manager or
designee will verify presence on
the Indiana State Home Health
Aide Registry prior to job
orientation and add evidence of
registry to the aide's personnel
file. Registry will be reviewed for
renewal as aide's certification
period gets close to expiration.
The office will also notify aides as
renewal date gets close to
expiration. Responsible Person:
A. Doctor RN, MA, MSN, FNP-Bc
3. The agency's policy titled
"Section 7-Home Health Aide
Requirements," not dated, states
under "7.1 Home Health Aide
(HHA) Care. ... 1) Forte HHC
shall be responsible for ensuring
that, prior to client contact, the
individuals who furnish home
health aide services on its behalf
met the requirements listed. The
home health aide shall: have
successfully completed a
competency evaluation program
that addresses each of the
subjects listed and be entered on
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and be in good standing on the
state aide registry." Plan of
correction: Office manager or
designee will verify presence on
the Indiana State Home Health
Aide Registry prior to job
orientation and add evidence of
registry to the aide's personnel
file. Registry will be reviewed for
renewal as aide's certification
period gets close to expiration.
The office will also notify aides as
renewal date gets close to
expiration. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove
competency. That documentation
will be stored in the employee's
permanent personnel file.
Responsible Person: A. Doctor
RN, MA, MSN, FNP-Bc
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Scope of Services
Rule 14 Sec. 1(1)(3) If the home health
agency issuing the proof of the aide's
achievement of successful completion of a
competency evaluation program is not the
employing agency, the employing agency
shall keep a copy of the competency
evaluation documentation in the home health
aide's employment file.
Based on personnel file review’ pohcy NO0600 1. Personnel file G, a Home 05/11/2012
review, and interview, the agency failed Hgalth A'd?’ date of hire 1/19/ ,12’
. failed to evidence documentation
to ensure the personnel files contained a of Home Health Aide testing.
competency evaluation was in the Plan of Correction: Forte Home
employee's file for 4 of 4 files reviewed of Health Care has contracted with
aides who were on the registry. Amy Frazier RN’ BSN, to provide
Home Health Aide competency
(employees G, J, L, and O) validation for all cited training
deficiencies and future Home
Findings include: Health Aide training. See
attachment. The deficiency has
1. Personnel file G, a Home Health Aide, Sviinaiogﬁgzg ls)‘)a/ri:/%r:r;c;tmg
date of hire 1/19/12, failed to evidence training. The outside service is
documentation of Home Health Aide required to supply documentation
testing. for each Home I—!eglth Aide that
goes through training to prove the
requirements have been met.
2. Personnel file J, a Home Health Aide, That documentation will be stored
date of hire 1/23/12, failed to evidence in the employee's permanent
documentation of Home Health Aide personnel file. Responsible
. Person: A. Doctor RN, MA, MSN,
testing. FNP-Bc 2. Personnel file J, a
Home Health Aide, date of hire
3. Personnel file L, a Home Health Aide, 1/23/12, failed to evidence
date of hire 1/23/12, failed to evidence documentation of Home Health
docgmentation of Home Health Aide éﬁ;ﬁ?%ﬁg rﬁ:iggtzzczr?n'
testing. 3/15/12. Forte Home Health Care
has contracted with Amy Frazier
4. Personnel file O, a Home Health RN, BSN, to provide Home
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Aide, date of hire 1/23/12, failed to Health Aide competency
evidence documentation of Home Health vall.dgtlon. for all cited training
. . deficiencies and future Home
Aide testing. Health Aide training. See
attachment. The deficiency has
5. The agency's policy titled "Section been corrected by contracting
7-Home Health Aide Requirements," not W't,h an outside service fo.r ,
dated. stat der 7.1 H Health training. The outside service is
a.te » States under 7/. 1 Home Hea required to supply documentation
Aide (HHA) Care. ... 1) Forte HHC shall for each Home Health Aide that
be responsible for ensuring that, prior to goes through training to prove the
client contact, the individuals who furnish requirements ha\{e begn met.
h health aid . its behalf That documentation will be stored
ome health aide services on its beha in the employee's permanent
met the requirements listed. The home personnel file. Responsible
health aide shall: have successfully Person: A. Doctor RN, MA, MSN,
completed a competency evaluation FNP-Bc 3. Pgrsonnel file Lj a
3 Ifthe h health Home Health Aide, date of hire
program ... 3) If the home health agency 1/23/12, failed to evidence
issuing the proof of the aide's documentation of Home Health
achievement of successful completion of Aide testing. Plan of Correction:
a competency evaluation program is not Fortte Htorge '.'tfaAlth C:\re haSRN
" contracted with Amy Frazier RN,
Forte HHC, Forte HHC shall ..." (next BSN, to provide Home Health
page missing). Aide competency validation for all
cited training deficiencies and
6. On 4/13/12 at 1:45 PM 1:45 PM future Home Health Aide training.
I B indicated that | ’ G See attachment. The deficiency
cmployee b ndicated that employees &, has been corrected by contracting
J, L and O were already Home Health with an outside service for
Aides upon dates of hire and they had training. The outside service is
completed their testing elsewhere. The required to supply documentation
for each Home Health Aide that
employees were already on the Home o
i ) goes through training to prove the
Health Aide Registry so the agency requirements have been met.
figured that was all they needed to prove That documentation will be stored
competency training. in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 4. Personnel file O, a
Home Health Aide, date of hire
1/23/12, failed to evidence
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documentation of Home Health
Aide testing. Plan of Correction:
Forte Home Health Care has
contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide competency validation for all
cited training deficiencies and
future Home Health Aide training.
See attachment. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 5. The agency's policy
titled "Section 7-Home Health
Aide Requirements," not dated,
states under "7.1 Home Health
Aide (HHA) Care. ... 1) Forte
HHC shall be responsible for
ensuring that, prior to client
contact, the individuals who
furnish home health aide services
on its behalf met the
requirements listed. The home
health aide shall: have
successfully completed a
competency evaluation program
... 3) If the home health agency
issuing the proof of the aide's
achievement of successful
completion of a competency
evaluation program is not Forte
HHC, Forte HHC shall ..." (next
page missing).Plan of Correction:
Forte Home Health Care has
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contracted with Amy Frazier RN,
BSN, to provide Home Health
Aide competency validation for all
cited training deficiencies and
future Home Health Aide training.
See attachment. The deficiency
has been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc 6. On 4/13/12 at 1:45
PM 1:45 PM, employee B
indicated that employees G, J, L
and O were already Home Health
Aides upon dates of hire and they
had completed their testing
elsewhere. The employees were
already on the Home Health Aide
Registry so the agency figured
that was all they needed to prove
competency training. Plan of
Correction: Forte Home Health
Care has contracted with Amy
Frazier RN, BSN, to provide
Home Health Aide competency
validation for all cited training
deficiencies and future Home
Health Aide training. See
attachment. The deficiency has
been corrected by contracting
with an outside service for
training. The outside service is
required to supply documentation
for each Home Health Aide that
goes through training to prove the
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requirements have been met.
That documentation will be stored
in the employee's permanent
personnel file. Responsible
Person: A. Doctor RN, MA, MSN,
FNP-Bc
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