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G0000
G0000
This visit was for a federal home health
complaint investigation.
Complaint: IN00102066 - Substantiated:
Federal deficiencies related to the
allegation are cited. Unrelated
deficiencies have also been cited.
Survey date: January 24-27, 2012
Facility #: IN009467
Medicaid Vendor #: 20098760FW
Surveyor: Ingrid Miller, PHNS, RN
Quality Review: Joyce Elder, MSN, BSN,
RN
February 6, 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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G0102 The HHA must provide the patient with a
written notice of the patient's rights in
advance of furnishing care to the patient or
during the initial evaluation visit before the
initiation of treatment.
Based on clinical record review, policy G0102 The Patient's Notice of Rights are 02/17/2012
review, and interview, the agency failed mclu.de'd in the Patient Handbook
.. that is in the Start of Care
to ensure that 1 of 6 clinical records packets. Effective 02/17/12, the
(Clinical record #2) had been advised in Registered Nurse conducting the
writing of patient's rights with the initial assessment
potential to affect all the agency's rev!ews/ advises the patient O_f
. their rights both verbally and in
patients. writing prior to formal admission.
A checklist has been developed
Findings and is included in the Start of
Care packets. Upon completion
.. of advising the patient of their
1. Clinical record #2, start of care rights the RN documents the
11/16/11, with a certification period of same on the checklist. The
11/16/11 - 1/14/12, failed to evidence checklist is submitted with the
signed patient rights. gompleted SO.C paperwork and is
filed in the patient's record (see
Attachment #1). All current staff
2. On 1/25/12 at 3:45 PM, Employee M, will be in-serviced by 02/17/12 by
performance improvement coordinator, the Performance Improvement
indicated no patient rights were present in Coordinator. In addition, new
th d staff will receive training as part of
¢ record. their orientation. The Clinical
Supervisor or the Performance
3. The agency policy titled "Patient Improvement Coordinator will
Rights/Advanced Directives" with a reV|et\r/1v| allload.mlsstll?ng(; a
.. R monthly basis unti o
revision date gf J'une 2011 state.d, Prior compliance is achieved and then
to formal admission A. The registered 20% of the new admissions on a
nurse conducting the initial assessment quarterly basis. The
visit will inform the patient and/or Administrator is responsible for
¢ ball di iti fall monitoring this corrective action
surrogate verbally and in writing ot a to ensure that the Clinical
patient rights and responsibilities, Supervisor/Performance
including information relating to Improvement Coordinator
advanced directives and the agency's perform the reviews.
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policies relating to the same, prior to
formal admission ... "
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G0120 The HHA also must disclose the following
information to the State survey agency at the
time of the HHA's initial request for
certification, for each survey, and at the time
of any change in ownership or management:
(1) The name and address of all persons with
an ownership or control interest in the HHA
as defined in §§420.201,420.202, and
420.206 of this chapter.
(2) The name and address of each person
who is an officer, a director, an agent or a
managing employee of the HHA as defined in
§8§420.201, 420.202, and 420.206 of this
chapter.
(3) The name and address of the
corporation, association, or other company
that is responsible for the management of the
HHA, and the name and address of the chief
executive officer and the chairman of the
board of directors of that corporation,
association, or other company responsible
for the management of the HHA.
Based on document, personnel file, and G0120 Correspondence was mailed to 02/10/2012
policy review and interview, the agency the Indiana State Department of
. . K Health on January 26, 2012,
failed to notify the state of a change in requesting approval of a new
management at the time of a change of Clinical Supervisor and Alternate
management for 2 of 2 nursing Clinical Supervisor. Included
management positions (Personnel File J were the Ilgerlnses, resumes and
. . required criminal background
and K) with the potential to affect all the checks. A copy was also
agency's patients. provided to the surveyor the
same day. On February 10, 2012
Findings Addus received a Iettgr of
approval from the Indiana State
Department of Health (see
1. On 1/24/11 at 2:05 PM, Employee P, Attachment #2.)
the office manager, indicated the
supervising nurse and alternate
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supervising nurse had both resigned two
weeks ago and not been replaced.

2. Personnel file J, the supervising nurse,
evidenced a resignation letter dated and
signed on 1/5/12.

3. Personnel file K, the alternate
supervising nurse, indicated a termination
date of 1/11/12.

4. Indiana State Department of Health
documentation still listed employees J
and K as the supervising nurse and
alternate supervising nurse.

5. On 1/24/12 at 3:40 PM, Employee B,
the alternate administrator, indicated the
supervising nurse and the alternate
supervising nurse had been terminated
and a letter had not been filed with the
department about the change in
management.

6. The agency policy titled "Director of
Patient Care services" with a revision date
of 5/4/11 stated, "The director of the
patient care services is responsible of the
direction and provision of patient care in
the agency ... Indicators of performance of
essential job duties 1. Ensures office is in
compliance with all applicable state,
Medicare, Hipaa, Medicaid, federal and
local regulations."
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G0138 The skilled nursing and other therapeutic
services furnished are under the supervision
and direction of a physician or a registered
nurse (who preferably has at least 1 year of
nursing experience and is a public health
nurse).
Based on personnel file and policy review G0138 Correspondence was mailed to 02/10/2012
and interview, the agency failed to ensure the Indiana State Department of
. Health on January 26, 2012,
that ;.1 supervising nurse (Persom?el file J) requesting approval of a new
was in place for 1 of 1 agency with the Clinical Supervisor and Alternate
potential to affect all the agency's Clinical Supervisor. Included
patients. werg the I|(.:erl1$es, resumes and
required criminal background
o checks. A copy was also
Findings provided to the surveyor the
same day. On February 10, 2012
1. On 1/24/11 at 2:05 PM, the Employee Addus received a letter of
P the offi ndi dth approval from the Indiana State
,t e(? .1ce manager, indicated the Department of Health (see
supervising nurse and alternate attached.)
supervising nurse had resigned two weeks
ago and not been replaced.
2. Personnel file J, the supervising nurse,
evidenced a resignation letter dated and
signed on 1/5/12 and a termination date
on 1-19-12.
3. The agency policy titled "Clinical
Supervisor" with a revision date of
12/28/10 stated, "The clinical supervisor
is a registered nurse who oversees and
manages patient care from admission to
discharge and coordinates the
interdisciplinary team."
4. On 1/2412 at 3:40 PM Employee B,
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the alternate administrator, indicated the
alternate supervising nurse had been
terminated and a letter had not been filed
with the department about the change in
management.
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G0139 Services furnished are under the supervision
and direction of a physician or a registered
nurse (who preferably has at least one year
of nursing experience and is a public health
nurse).
This person, or similarly qualified alternate, is
available at all times during operating hours.
GO0139 Correspondence was mailed to 02/10/2012
the Indiana State Department of
. . Health on January 26, 2012,
Based on personnel file and policy review requesting approval of a new
and interview, the agency failed to ensure Clinical Supervisor and Alternate
that a supervising nurse or alternate Clinical Supervisor. Included
supervising nurse (Personnel file K) was were the I|(.:erl13es, resumes and
ol for 1 of 1 th th required criminal background
mnp ac'e or [ ot 1 agency with the checks. A copy was also
potential to affect all the agency's provided to the surveyor the
patients. same day. On February 10, 2012
Addus received a letter of
Findi approval from the Indiana State
Indings Department of Health (see
attached.)
1. On 1/24/11 at 2:05 PM, Employee P,
the office manager, indicated the
supervising nurse and alternate
supervising nurse had resigned two weeks
ago and not been replaced.
2. Personnel file J, the supervising nurse,
included a resignation letter dated 1/5/12
with a termination date on 1/19/12.
3. Personnel file K, the alternate
supervising nurse, identified a termination
date of 1/11/12.
4. The agency policy titled "Clinical
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Supervisor" with a revision date of
12/28/10 stated, "The clinical supervisor
is a registered nurse who oversees and
manages patient care from admission to
discharge and coordinates the
interdisciplinary team. She supervises the
staff directly. A BSN is preferred ... "
5. On 1/24/12 at 3:40 PM, Employee B,
the alternate administrator, indicated the
alternate supervising nurse had been
terminated.
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G0158 Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
GO0158 All Oasis and Comprehensive 02/17/2012
assessments and the
. . accompanying worksheet are
Based on clinical record and policy expected to be completed and
review and interview, the agency failed to submitted within 48 hours of visit.
ensure care was provided only as ordered Beginning 02/17/12 when a
by the physician on the plan of care for 1 rseferralrtlscreczlye(:, trzecscgr;'c"f'lll
. . . upport Coordinator wi
of 5 clinical records reviewed of patients initiate the Start Of Care Tracking
receiving skilled nurse services with the Log. (see Attachment #3). The
potential to affect all the agency's Clinical Support Coordinator will
patients. (#3) be responsible for notifying the
' appropriate disciplines and will
o document when the notification
Findings was given, and will track to
ensure the paperwork is
1. Clinical record #3, start of care Zubmlt::agtlmg!y. tThe 'ﬁlljmfal
. . upport Coordinator will data
9/16/11, evidenced no written plan of enter the Plan of Care into the
carc. McKesson system within 3
business days of receipt of
a. Between 9/16/11 - 12/31/11, paperwork, will print the Plan of
. .. Care and send to the physician
skilled nurse visits occurred on 9/16, for signature. The Clinical
9/17, 9/18, 9/19, 9/22, and 9/27. Supervisor will in-service the
Clinical Support Coordinator on
b. Between 9/23/11 -12/31/11 home tThe p}:PCeES asghe";sr;he
) .. . racking Log. The Performance
health aide visits occurred two times a Improvement Coordinator will
week. in-service the field staff on the
above process as well as the
c. On 1/25/12 at 12 PM, Employee B policies "Patient Plan of Care"
. . and "Physicians Plan of
1n'dlcated no plan of care was present in Care/Treatment and Notification
this record. of Patient's Change in Condition".
(see Attachment #4). This will
2. The agency policy titled "Physician's also Ibe mcorlpo:a:ed '”Elf’hf‘ew_” )
Plan of care/treatment and notification of employee orientation.  This will be
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patient's change in condition" with a monitored via the Tracking Log
revision date of 4/18/11 stated, "Home ona dg||y basis by the Clinical
health . hould b ded i Supervisor. The Performance
ealth services should be provided in Improvement Coordinator will
accordance with an individualized plan of review 25% of the records of new
care based on the patient's diagnosis and admission on a monthly basis.
assessment of the patient's immediate and The Ad@mstrator W,'" b,e )
1 4 d " responsible for monitoring this
Ong-range needs and resources. corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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Based on clinical record review and
interview, the agency failed to ensure all
patients had a plan of care, plans of care
were signed timely by the physician, and
all plans of care for the same patient had
the same start of care date and
certification periods for 5 of 5 records
reviewed of patients receiving skilled
nurse services with the potential to affect
all the agency's patients (Clinical records
#1 - #5).

Findings

1. Clinical record #1 evidenced two
separate clinical records with two
different start of care dates and different
certification periods.

a. One record evidenced a plan of
care with a start of care (SOC) 9/13/10
and certification period from 2/14/11 -
4/11/11. There was no later plan of care

comprehensive assessments and
the accompanying worksheets
are expected to be completed
and submitted within 48 hours of
visit. When a referral is received
the Clinical Support Coordinator
will initiate the Start of Care
Tracking Log (see Attachment
#3). The Clinical Support
Coordinator will be responsible
for notifying the appropriate
disciplines and will document
when the notification was given,
and will track to ensure the
paperwork is submitted timely.
The Clinical Support Coordinator
will enter the Plan of Care into the
McKesson system within 3
business days of receipt of
paperwork, will print the Plan of
Care and send to the physician
for signature. The Clinical
Supervisor will in-service the field
staff on the process as well as
the Tracking Log. The
Performace Improvement
Coordinator will in-service the
field staff on the above process
as well as the policies "Patient
Plan of Care" and "Physicians
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G0159 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.
G0159 All Oasis assessments and 02/20/2012
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evidenced in this record although the Plan of Care/Treatment and
. Notification of Patient's Change in
chart was currently active.
Y Condition". This will also be
incorporated into new employee
b. The other record evidenced a plan orientation. This will be
of care with a SOC 6/4/10 and a monitored via the Tracking Log
certification period of 11/26/11 - 1/24/12. ona dqlly basis by the Clinical
Supervisor. The Performance
Improvement Coordinator will
c. On 1/27/11 at 10:30 AM, review 25% of the records of the
Employee B, alternate administrator, and new admissions on a monthly
Employee M, performance improvement basis. The Adm|n|§trat9r W'”, be
di indi dth responsible for mointoring this
coordinator, indicated there .\Jv?re two corrective action to ensure the
separate plans of cares for billing Clinical Supervisor and
purposes. Performance Improvement
Coordinator adhere to this
.. process. The Clinical Support
2. .Chmcal reC(?rd #2, SOC 8/6/10, Coordinator will enter all
evidenced a written plan of care not physician orders in the McKesson
signed in the required time frame by the system within 3 business days of
physician. receipt. O.rders will bg faxeq
and/or mailed on a daily basis.
) ) ) ) The dates orders are mailed and
a. POCs with the certification periods received back with physician
of 6/02/11-7/31/11, 8/1/11 - 9/29/11, signsture will be tracked in
and 9/30/11 - 11/28/11 evidenced McKesson by the Clinical Support
hvsici onaty th date of Coordinator. The Clinical Support
physician signatures on the same date o Coordinator will print the
12/21/11. "Outstanding Order" report twice
weekly. Physican orders will be
b. 1/25/11 at 3:05 PM, Employee M refaxed/mailed if they have not
.- ’ been received back within 10
indicated these plans of care were not : -
) o days of being sent. The Clinical
reviewed by the physician per agency Support Coordinator will also
policy. place a call to the corresponding
physician's office notifying them
3. Clinical record #3, start of care that the order hgs been rgsent
. . and request assistance with
9/16/11, evidenced no written plan of obtaining the physician's
care. signature. If an order has not
been signed within 21 days the
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a. A clinical document titled "Start of
Care assessment" signed by Employee R,
RN, on 9-16-11 evidenced an initial and
comprehensive assessment for Patient #3.

b. Between 9/16/11 - 12/31/11,
skilled nurse visits occurred on 9/16,
9/17, 9/18, 9/19, 9/22, and 9/27.

c. Between 9/23/11 -12/31/11 home
health aide visits occurred two times a
week.

d. On 1/25/12 at 12 PM, Employee B
indicated no plan of care was present in
this record.

4. Clinical record #4 evidenced two
separate clinical records with two
different SOC dates and different
certification periods:

a. One record for Medicare Services
evidenced a plan of care with a SOC on
11/22/11 and a certification period of
11/22/11 - 1/20/12.

1.) Skilled nursing visits occurred
on 11/25/11, 11/28/11, 12/1/11, 12/2/11,
12/5/11, 12/7/11, 12/15/11, 12/19/11,
12/22/11, 12/26/11, 1/5/12, 1/6/12,
1/9/12, 1/13/12, and 1/16/12.

2.) HHA visits occurred twice

Clinical Supervisor or Designee
will be notified and will hand
deliver the order to the
physician's office to obtain
signature. The Performance
Improvement Coordinator will
in-service the Clinical Support
Coordinator and the Clinical
Supervisor on the described
process. On a weekly basis, the
Clinical Supervisor will print and
review the "Outstanding Order"
report to ensure all orders are
signed within the required 30
days. On a monthly basis, the
Performance Improvement
Coordinator will perform a
random audit of 10% of the active
census to ensure compliance.
The Administrator is responsible
for ensuring this process occurs.
The Clinical Supervisor and
Performance Improvement
Coordinator will review 100% of
the current active records. For
those patients receiving more
than one service, i.e. Medicare
Skilled and Respite Care, the
records will be integrated into one
medical record. The Plans of
Care will be reviewed to reflect all
services the patient is receiving
and that the dates are

correct. Supplemental orders will
be written for any services the
patient is receiving that is not on
the current Plan of Care. For
those patients being recertified,
as the Certifications expire and
new Plans of Care are created, all
services will be included. The
100% record review will include
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weekly for the certification period. comparing the dates of all
documents in the medical
o record to the
].3' The seco.nd .record initiated for admission/recertification dates to
respite and Medicaid payer source ensure all documents are filed in
evidenced a SOC on 12/5/11. There was the correct admission. The
no plan of care for this record. Skilled _Cl'n'ca! Support Coordinator was
h health ai Sits h in-serviced by the Performance
nurse and home health aide visits had Improvement Coordinator on
occurred as follows: 02/09/12 (see attached), the
correct way to do filing, in
1.) Skilled nursing visits occurred crr:rorll(glogtlr?aldortder anc(ij always ‘
checking the dates on documents
on 12/7/11, 12/15/11, 12/16/11, prior to filing to ensure they are
12/21/1 1, 12/26/1 1, 12/28/12, 12/30/12, being filed in the correct
1/4/12, 1/5/12, 1/6/12, and 1/9/12. admission and the "Clinical
Record" policy. The Clinical
.. . Supervisor, on a monthly basis
N 2.) HHA visits occurred with two iwll perform a random review of
visits weekly for 2 1/2 hours a day. 20% of the active records to
ensure filing is done correctly,
c. On 1/27/11 at 10:30 AM dates are correct and the patients
L have one plan of care. The
Employee B and Employee M indicated Administrator will be responsible
there were two separate plans of cares for for ensuring this process is
billing purposes. followed.
5. Clinical record #5, SOC 11/16/11,
included a plan of care for the
certification period from 11/16/11 -
1/14/12. The record evidenced numerous
documents filed in the record from a past
episode / admission including physician
order's not signed in a timely manner.
a. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, Licensed Practical Nurse
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(LPN) on 7/20/11 and signed by the
physician on 12/7/11 stated, "DC
[discontinue] Exelon Patch, hydroxyzine
pamoate 25 mg [milligram] cap [capsule]
po [by mouth] bid [twice a day], Seroquel
25 mg po take 3 tabs po every evening
after dinner. May take 1 tab prn [as
needed] for agitation."

b. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/6//11 and signed
by the physician on 12/7/11 stated, "DC
Exelon patch, DC norvasc, DC Lipitor,
DC Lexapro 10 mg tab po, change to
Lexapro 20 mg 1 tablet po dly [daily], DC
Prednisone 10 mg tab po, DC Prednisone
7.5 mg."

c. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home " Health Services" signed
by Employee U, RN, on 9/24/11 stated,
"SN [skilled nurse] to observe / assess
vital signs and compliance related to
diabetic teaching, fall/safety precaution,
pain/edema prevention, assess respiration,
cardiac, neuro [neurological] muscular
systems. Occupational therapy to resume
services for current certification
period/order. HHA [home health aide] to
assist pt. [patient] with ADLs [Activities
of Daily Living] and personal care.
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Skilled nursing 2 times a week for 9
weeks and HHA visits for 3 times a week
for 9 weeks."

d. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/25/11 and signed
by the physician on 12/7/11 stated,
"Clonazepam 0.5 mg tabs 1/2 tab po @
[at] HS [bedtime], Nortriptylline 10 mg.
po take 1 tab tid [three times a day] x 15
days, Seroquel 25 mg po @ HS, Skilled
nurse to visit pt. 2 X wk [week]. All
orders per Dr. [XX] -- neurologist."

e. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 11/4/11 and signed
by the physician on 12/7/11 stated, "DC
Novlin [sic] Insulin, Humalog Insulin
70/30 8 units sq (subcutaneous) bid,
Seroquel 50 mg po bid, and hydrocodone
325 mg po q [every] 4 -6 H [hour] prn.

f. On 1/25/12 at 3:45 PM, Employee
B indicated the records from a previous
episode were in the current record.
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G0163 The total plan of care is reviewed by the
attending physician and HHA personnel as
often as the severity of the patient's condition
requires, but at least once every 60 days or
more frequently when there is a beneficiary
elected transfer; a significant change in
condition resulting in a change in the
case-mix assignment; or a discharge and
return to the same HHA during the same 60
day episode or more frequently when there is
a beneficiary elected transfer; a significant
change in condition resulting in a change in
the case-mix assignment; or a discharge and
return to the same HHA during the 60 day
episode.
Based on clinical record and policy G0163 The Clinical Support Coordinator 02/20/2012
review and interview, the agency failed to will enter all physician or.de.rs in
. . the McKesson system within 3
ensure the physician reviewed the plan of business days of receipt. Orders
care at least every 60 days for 2 of 5 will be faxed and/or mailed on a
records reviewed of patients receiving daily basis. The dates orders are
skilled nurse services with the potential to ma'lpfd, and.recelved b,aCk with
, . .. physician signature will be
affect all the agency's patients (Clinical tracked in McKesson by the
records #2 - #3). Clinical Support Coordinator. The
Clinical Support Coordinator will
Findings print the "Outstanding Order"
report twice weekly. Physician
orders will be refaxed/mailed if
1. Clinical record #2, SOC 8/6/10, they have not been received back
evidenced a written plan of care not within 10 days of being sent. The
signed in the required time frame by the Clinical Support Coordinator will
. . also place a call to the
physician. corresponding physician's office
notifying them that the order has
a. POCs with the certification periods been resent and request
of 6/02/11-7/31/11, 8/1/11 - 9/29/11, aesisiance wih ootaning e
and 9/30/11 - 11/28/11 evidenced Egisr',f,lf gese?%?;r:l;rde;/vilth?: 21rder
physician signatures on the same date of days, the Clinical Supervisor or
12/21/11. Designee will be notified and will
hand deliver the order to the
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b. 1/25/11 at 3:05 PM, Employee M physician's office to obtain
indicated these plans of care were not signature. The Perf.ormance?
. .. Improvement Coordinator will
reviewed by the physician per agency in-service the Clinical Support
policy. Coordinator on the described
process. On a weekly basis, the
2. Clinical record #3, start of care CIir'1icaI Supervisor W_i” print and
. . review the "Outstanding Order"
9/16/11, evidenced no written plan of report to ensure all orders are
care. signed within the required 30
days. On a monthly basis, the
On 1/25/12 at 12 PM, Employee B Performance Improvement
. . Coordinator will perform a
indicated no plan of care was present in random audit of 10% of the active
this record. census to ensure compliance.
The Administrator is responsible
3. The agency policy titled "Patient Plan for ensuring this process occurs.
"o . All Oasis assessments and the
of Care" with a review date of 6/7/11 accompanying worksheet are
Stated, "Each plan of care should be expected to be completed and
reviewed by an RN, PT, SLP, OT, MSW submitted within 48 hours of the
and other interdisciplinary staff at least visit. When a referral is received
. the Clinical Support Coordinator
every 60 to 62 days as required by will initiate the Start of Care
regulation and as needed, based upon the Tracking Log (see attached). The
patient's condition/needs." Clinical Support Coordinator will
be responsible for notifying the
appropriate disciplines and will
document when the notification
was given, and will track to
ensure the paperwork is
submitted timely. The Clinical
Support Coordinator will data
enter the Plan of Care into the
McKesson system within 3
business days of receipt of
paperwork, will print the Plan of
Care and send to the physician
for signature. The Clinical
Supervisor will in-service the
Clinical Support coordinator on
the process as well as the
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Tracking Log. The Performance
Improvement Coordinator will
in-service the field staff on the
above process as well as the
policies "Patient Plan of Care"
and "Physicans Plan of
Care/Treatment and Notification
of Patient's Change in
Condition". This will also be
incorporated into new employee
orientation. This will be
monitored via the Tracking Log
on a daily basis by the Clinical
Supervisor. The Performance
Improvement Cooordinator will
review 25% of the records of new
admissions on a monthly basis.
The Administator will be
responsible for monitoring the
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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G0165 Drugs and treatments are administered by
agency staff only as ordered by the
physician.
G0165 The LPN was instruced on 02/10/2012
02/10/12 that she is not lawfully
. . authorized to take physician's
Based on clinical record and policy verbal orders and that anytime
review, the agency failed to ensure verbal there is a need for a change in
orders were taken by the registered nurse treatment the LPN will notify the
in 1 of 5 records reviewed of patients with Soh:\gitsfhzﬂzgagz'rawnhoAV\ggp of
. . . ysician. y
sklllelq nurse services (#5) with the the sign-in roster documentating
potential to affect all the agency's the instruction will be placed in
patients. the employee's personnel file
(see Attachment #6). The
.. policies "Physican's Plan of
.1. . Clinical record #5, SOC 11/16/11, Care/Treatment and Notification
included a plan of care for the of Change in Patient's Condition"
certification period from 11/16/11 - and "Medical Supervison" will be
1/14/12 reviewed with all staff. (see
Attachment #4). There will be a
) signature page detailing receipt of
a. A document titled "Supplemental and understanding of the policies
orders Physician's Medical Treatment (see attached). All new
Plan for Home Health Services" signed by employees will be required to
Empl D. Li d Practical N review the policies as part of the
mployee L), License ) ractical Nurse orientation. The Clinical
(LPN) on 7/20/11 and signed by the Supervisor and/or Performance
physician on 12/7/11 stated, "DC Improvement Coordinator will be
[discontinue] Exelon Patch, hydroxyzine responsible for instructing the
te 25 o 1 LPN and reviewing the policies
pamoate 25 mg [milligram] cap [capsule] with the staff. The Clinical
po [by mouth] bid [twice a day], Seroquel Supervisor and or Performance
25 mg po take 3 tabs po every evening Improvement Coordinator, on a
after dinner. May take 1 tab prn [as mont'hlly basis, W'_” review th.e
ded] tation." physician orders in the medical
needed] for agitation. records of a minimum of 5
patients being seen by the LPN to
b. A document titled "Supplemental ensure only Registered Nurses or
orders Physician's Medical Treatment q”;“f'e? the;splsthtalfe. Verb_l"f‘:]
Plan for Home Health Services" signed by orders from the physician. 1he
Administrator will be responsible
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Employee D, LPN, on 9/6//11 and signed for monitoring this corrective
by the physician on 12/7/11 stated, "DC action and ensuring the LPN

instruction, policy reviews and

Exelon patch, DC norvasc, DC Lipitor, chart reviews are performed.

DC Lexapro 10 mg tab po, change to
Lexapro 20 mg 1 tablet po dly [daily], DC
Prednisone 10 mg tab po, DC Prednisone
7.5 mg."

c. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/25/11 and signed
by the physician on 12/7/11 stated,
"Clonazepam 0.5 mg tabs 1/2 tab po @
[at] HS [bedtime], Nortriptylline 10 mg.
po take 1 tab tid [three times a day] x 15
days, Seroquel 25 mg po @ HS, Skilled
nurse to visit pt. 2 X wk [week]. All
orders per Dr. [XX] -- neurologist."

d. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 11/4/11 and signed
by the physician on 12/7/11 stated, "DC
Novlin [sic] Insulin, Humalog Insulin
70/30 8 units sq (subcutaneous) bid,
Seroquel 50 mg po bid, and hydrocodone
325 mg po q [every] 4 -6 H [hour] pm.

2. The agency policy titled "Physician's
Plan of care/treatment and notification of
patient's change in condition" with a
revision date of 4/18/11 stated, "Verbal
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orders must be signed and dated by the
registered nurse or qualified therapist who
is furnishing or supervising the ordered
service and submitted to the physician for
signature and date."
3. The agency policy titled "Medical
supervision" with a revision date at 5/3/11
stated, "Telephone orders must be taken
by a nurse and other person lawfully
authorized to receive such orders in
accordance with the regulations."
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review and interview, the agency failed to
ensure skilled nurse services were
provided only as ordered by the physician
on the plan of care for 1 of 5 clinical
records reviewed of patients receiving
skilled nurse services with the potential to
affect all the agency's patients. (#3)

Findings

1. Clinical record #3, start of care
9/16/11, evidenced no written plan of
care.

a. Between 9/16/11 - 12/31/11,
skilled nurse visits occurred on 9/16,
9/17, 9/18, 9/19, 9/22, and 9/27.

b. Between 9/23/11 -12/31/11 home
health aide visits occurred two times a
week.

c. On 1/25/12 at 12 PM, Employee B
indicated no plan of care was present in
this record.

2. The agency policy titled "Physician's
Plan of care/treatment and notification of
patient's change in condition" with a
revision date of 4/18/11 stated, "Home
health services should be provided in

assessments and the
accompanying worksheet are
expected to be completed and
submitted within 48 hours of visit.
Beginning 02/17/12 when a
referral is received, the Clinical
Support Coordinator (CSC) will
initiate the Start Of Care Tracking
Log. (see Attachment #3). The
Clinical Support Coordinator will
be responsible for notifying the
appropriate disciplines and will
document when the notification
was given, and will track to
ensure the paperwork is
submitted timely. The Clinical
Support Coordinator will data
enter the Plan of Care into the
McKesson system within 3
business days of receipt of
paperwork, will print the Plan of
Care and send to the physician
for signature. The Clinical
Supervisor will in-service the
Clinical Support Coordinator on
the process as well as the
Tracking Log. The Performance
Improvement Coordinator will
in-service the field staff on the
above process as well as the
policies "Patient Plan of Care"
and "Physicians Plan of
Care/Treatment and Notification
of Patient's Change in Condition".
(see Attachment #4). This will
also be incorporated into new
employee orientation. This will be
monitored via the Tracking Log
on a daily basis by the Clinical
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G0170 The HHA furnishes skilled nursing services in
accordance with the plan of care.
Based on clinical record and policy G0170 All Oasis and Comprehensive 02/17/2012
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accordance with an individualized plan of Supervisor. The Performance
care based on the patient's diagnosis and Improvement Coordinator will
fih C di d review 25% of the records of new
assessment of the patient's immediate an admission on a monthly basis.
long-range needs and resources." The Administrator will be
responsible for monitoring this
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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G0172 The registered nurse regularly re-evaluates
the patients nursing needs.
Based on clinical record review, the G0172 Two weeks into the month, the 02/13/2012
agency failed to ensure the registered CI|n!9a| Supe.r\./lso.r will print the
. Expiring Certification Report for
nurse reevaluated the patient's needs by the next month from the
completing a recertification McKesson System. Patients
comprehensive assessment for 1 of 5 whose certification will expire in
records reviewed of patients receiving the next month will be discussed
. . . N at the weekly case conferences.
skilled nurse services with the potential to If it is determined the patient will
affect all the agency's patients (#3) need to be recertified the Start of
Care/Recertification Tracking Log
Findings include: (see Attachment #7) will be
initiated by the Clinical
Supervisor. On a weekly basis,
Clinical record #3, start of care 9/16/11, the Clinical Supervisor will review
failed to evidence any recertification the tracking tool to ensure the
comprehensive assessments had been Recertification paperwork has
been submitted by the field
completed. clinicain, entered into McKesson
software, 485/Plans of Care
printed and sent to the physician
for signature. This will be
monitored by the Clinical
Supervisor via the tracking logs.
On a monthly basis, the
Performance Improvement
Coordinator will review 10% or a
minimum of 5 records until 100%
compliance is achieved, and then
10% on a quarterly basis. The
Administrator will be responsible
for monitoring this corrective
action and ensuring that the
Clinical Supervisor and
Performance Improvement
Coordinator follow through the
above plan.
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G0173 The registered nurse initiates the plan of care
and necessary revisions.
Based on clinical record review, policy G0173 All Oasis and Comprehensive 02/17/2012
review, and interview, the agency failed assessments and the
h . itiated th accompanying worksheet are
to ensure the registered nurse initiated the expected to be completed and
plan of care for 1 of 5 clinical records submitted within 48 hours of visit.
reviewed of patients receiving skilled Beginning 02/17/12 when a
nurse services with the potential to affect referral is rece|yed, the Cl'n'c"f'l
1l th 'S patient .. ] Support Coordinator (CSC) will
all the agenc':y.s patients requirng a plan initiate the Start Of Care Tracking
of care. (Clinical record #3) Log. (see Attachment #3). The
Clinical Support Coordinator will
Findings be responsible for notifying the
appropriate disciplines and will
o document when the notification
1. Clinical record #3, start of care was given, and will track to
9/16/11, failed to evidence a plan of care. ensure the paperwork is
submitted timely. The Clinical
Support Coordinator will data
2. _On 1/25/12 at 12 PM’ Employee B, enter the Plan of Care into the
registered nurse (RN), indicated the RN McKesson system within 3
had not initiated the POC. business days of receipt of
paperwork, will print the Plan of
. . . Care and send to the physician
n
4. The age.ncy poh.cy titled "Patient Plan for signature. The Clinical
of Care" with a review date of 6/7/11 Supervisor will in-service the
stated, "Procedure: 1. A registered nurse Clinical Support Coordinator on
... is responsible for establishing a plan of the process as well as the
h vatient within five d i Tracking Log. The Performance
care.or-l cach patient wi .19 -lV.C ays after Improvement Coordinator will
receiving the referral or initiation of in-service the field staff on the
services." above process as well as the
policies "Patient Plan of Care"
and "Physicians Plan of
Care/Treatment and Notification
of Patient's Change in Condition".
(see Attachment #4). This will
also be incorporated into new
employee orientation. This will be
monitored via the Tracking Log
on a daily basis by the Clinical
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Supervisor. The Performance
Improvement Coordinator will
review 25% of the records of new
admission on a monthly basis.
The Administrator will be
responsible for monitoring this
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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G0229 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.
G0229 For all patients receiving HHA 02/17/2012
Based on clinical record and policy services a separate order will be
. . . h 1 entered into the McKesson
review and interview, the agency failed to system noting a scheduled
ensure the registered nurse made on-site supervisory visit. The entry will
visits to the patient's home no less be appropriately coded as such
frequently than every 2 weeks for 1 of 5 an.d.shall be completeq by the
. . . . Clinical Support Coordinator
records reviewed of patients with skilled when the supervisory visit is
and home health aide services with the completed. In addition, monthly
potential to affect all the agency's patients visit schedules will be printed and
who received home health aide services. dlstrlbu.te.d to t,h? .approprlate.
Clinical d#1 Supervising clinicians to remind
(Clinical recor )- them when supervisory visits
must be completed. The policy
Findings "HHA Supervision" will be
reviewed with all appropriate staff
.. . (see Attachment #4). Timely
1. Clinical reco.rd #1. 1nclud§d a plan of completion of the supervisory
care for the certification period 11/26/11 - visits will be monitored by the
1/24/12 with orders for home health aide Clinical Supervisor via the Payroll
services two times a week for 9 weeks. porodof algd th: Ir_llf::mpltla.te S‘?ﬁvgce
. . . rder Report. The policy will be
T.hé record failed to evidence su'perV1sory reviewed by the Performance
visits every two weeks. Supervisory Improvement Coordinator and will
visits were made on 12/12/11 and 1/2/12. be included in new employee
orientation. The Clinical
) Supervisor and/or Performance
2. On 1/25/12 .at.4.03 PM, Employees B, Improvement Coordinator will
Alternate Administrator, and Employee M review a minimum of 5 charts
indicated the record did not show monthly to ensure compliance.
supervisory visits were made as required. Once 100% climplianceis
achieved, 10% of the charts will
o be reviewed on a quartely basis.
3. The agency policy titled "Home Health The Administrator will be
Aide Supervision" with a revision date of responsible for monitoring this
6/7/11 stated, "The registered nurse or Ecl"rr?CtINSe action by er:’surmg the
therapist makes a home health aide nical Supervisoran
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supervisory visit to the patient at least Performance Coordinator follow
every two weeks (14 days) when the through.
patient is receiving skilled services from
the agency."
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G0236 A clinical record containing pertinent past
and current findings in accordance with
accepted professional standards is
maintained for every patient receiving home
health services. In addition to the plan of
care, the record contains appropriate
identifying information; name of physician;
drug, dietary, treatment, and activity orders;
signed and dated clinical and progress notes;
copies of summary reports sent to the
attending physician; and a discharge
summary.
G0236 The Clinical Supervisor and 02/20/2012
Based on clinical record and policy Peﬁormance Improvement
. . . . Coordinator will review 100% of
review and interview, the agency failed to the current active records. For
ensure clinical records were maintained in those patients receiving more
accordance to professional standards for 5 than one service, i.e. Medicare
of 5 records reviewed of patients Skilled anq Respnte Care, 'the
. . . . records will be integrated into one
receiving skilled nurse services with the medical record. The Plans of
potential to affect all the agency's patients Care will be reviewed to ensure
(Clinical records #1 - #5). there is documentation to reflect
all services the patient is
.. receiving and that the dates are
Findings correct. Supplemental orders will
be written for any services the
1. Clinical record #1 evidenced two patient is receiving that is not on
separate clinical records with two :Ee curretpt Ptla; qf Care. rlt:'?rd
different start of care dates and different a Sotsheepg elr('atir;ic?atiil: sg ;i;ﬁ,el :] d’
certification periods. new Plans of Care are created, all
services will be included. The
a. One record evidenced a plan of 100% record review will include
care with a start of care (SOC) 9/13/10 comparng e oS o o
and Certiﬁcation period from 2/14/1 1- to the admission/certification
4/11/11. There was no later plan of care dates to ensure all documents
evidenced in this record although the are filed in the correct admission.
. The Clinical Support coordinator
chart was currently active. was in-serviced by the
Performance Improvement
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b. The other record evidenced a plan Coordinator on 02/09/12 (see
of care with a SOC 6/4/10 and a :ﬁt:ghiidgrfr:nzcl);;?g;I\A:)%;(r) :r?d
certification period of 11/26/11 - 1/24/12. always checking the dates on
documents prior to filing to
c. On 1/27/11 at 10:30 AM, ensure they are being filed in the
Employee B, alternate administrator, and cor.re.ct admission aqd the
) f . "Clinical Record" policy. The
Employee M, performance improvement Clininal Supervisor, on a monthly
coordinator, indicated there were two basis will perform a random
separate plans of cares for billing review of 20% of the active
purposes. records to ensure filing is done
correctly, dates are correct and
o the patients have one plan of
2. Clinical record #2, SOC 8/6/10, care. The Administrator will be
evidenced a written plan of care not responsible for ensuring this
signed in the required time frame by the process is followed. The Clinical
hvsici Support Coordinator will enter all
physician. physician orders in the McKesson
system within 3 business days of
a. POCs with the certification periods receipt. Orders will be faxed
of 6/02/11-7/31/11, 8/1/11 - 9/29/11, i:dfzr {"a"e‘é on a daily F;ag's- )
. e dates orders are mailed an
and .9/'30/ 1.1 - 11/28/11 evidenced received back with physician
physician signatures on the same date of signature will be tracked in
12/21/11. McKesson by the Clinical Support
Coordinator. The Clinical Support
) coordinator will print the
. .b. 1/25/11 at 3:05 PM, Employee M "Outstanding Order" report twice
indicated these plans of care were not weekly. Physician orders will be
reviewed by the physician per agency refaxed/mailed if they have not
policy. been received back within 10
days of being sent. The Clinical
o Support Coordinator will also
3. Clll’llcal record #3, start Of care p|ace a Ca” to the Corresponding
9/16/11, evidenced no written plan of physician's office notifying them
care. that the order has been resent
and request assistance with
o . obtaining the physician's
a. A clinical document titled "Start of signature. If an order has not
Care assessment" signed by Employee R, been signed within 21 days the
RN, on 9-16-11 evidenced an initial and Clinical Supervisor or Designee
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comprehensive assessment for Patient #3. will be notified and will hand
deliver the order to the physican's
office to obtain signature. The
b. Between 9/16/11 - 12/31/11, Performance Improvement
skilled nurse visits occurred on 9/16, Coordinator will in-service the
9/17, 9/18, 9/19, 9/22, and 9/27. Clinical Support Coordinator and
Clinical Supervisor on the above
described process. On a weekly
c. Between 9/23/11 -12/31/11 home basis, the Clinical Supervisor will
health aide visits occurred two times a print and review the "Outstanding
week. Order" report to ensure all orders
are signed within the required 30
days. On a monthly basis, the
d. On 1/25/12 at 12 PM, Employee B Performance Improvement
indicated no plan of care was present in Coordinator will perform a
this record. random audit of 10% of the active
census to ensure compliance.
.. . The Administrator is responsible
4. Chmcal' r.ecord 4 ev1d§nced two for ensuring this process occurs.
separate clinical records with two All Oasis and Comprehensive
different SOC dates and different Assessments and the
certification periods: accompanying worksheet are
expected to be completed and
) ) submitted within 48 hours of visit.
a. One record for Medicare Services When a referral is received the
evidenced a plan of care with a SOC on Clinical Support Coordinator will
11/22/11 and a certification period of :_n|t|a(te the t?ta'r"t c;f)Cgrrﬁ Té?CIf'”?
og (see attached). The Clinica
11/22/11 - 1220/12. Support Coordinator will be
responsible for notifying the
1.) Skilled nursing visits occurred appropriate disciplines and will
on 11/25/11, 11/28/11, 12/1/11, 12/2/11, document Wh‘zn tqletnot:'fatlon
12/5/11, 12/7/11, 12/15/11, 12/19/11, was given, and wil rack fo
ensure the paperwork is
12/22/11, 12/26/11, 1/5/12, 1/6/12, submitted timely. The Clinical
1/9/12, 1/13/12, and 1/16/12. Support Coordinator will data
enter the Plan of Care into the
2.) HHA visits occurred twice McKesson system W't.hln 3
) ) ) business days of receipt of
weekly for the certification period. paperwork, will print the Plan of
Care and send to the physician
b. The second record initiated for for signature. The Clinical
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respite and Medicaid payer source Supervisor will in-service the
evidenced a SOC on 12/5/11. There was Clinical Support Coordinator on
hi 1 the process as well as the
no plan of care for this record. Skilled Tracking Log. The Performance
nurse and home health aide visits had Improvement Coordinator will
occurred as follows: in-service the field staff on the
above process as well as the
. . .. policies "Patient Plan of Care"
1.) Skilled nursing visits occurred and "Physicans Plan of
on 12/7/11, 12/15/11, 12/16/11, Care/Treatment and Notification
12/21/11, 12/26/11, 12/28/12, 12/30/12, of Patient's Change in
1/4/12, 1/5/12, 1/6/12, and 1/9/12. Condition”. This will also be
incorporated into new employee
o ) orientation. This will be
2.) HHA visits occurred with two monitored via the Tracking Log
visits weekly for 2 1/2 hours a day. on a daily basis by the Clinical
Supervisor. The Performance
Improvement Coordinator will
¢. On 1/27/11 at 10:30 AM’ ) review 25% of the records of new
Employee B and Employee M indicated admissions on a monthly basis.
there were two separate plans of cares for The Administrator will be
billing purposes. responsible for monitoring this
corrective action to ensure the
o Clinical Supervisor and
5. Clinical record #5, SOC 11/16/1 1, Performance Improvement
included a plan of care for the Coordinator adhere to this
certification period from 11/16/11 - process.
1/14/12. The record evidenced numerous
documents filed in the record from a past
episode / admission including physician
order's not signed in a timely manner.
a. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, Licensed Practical Nurse
(LPN) on 7/20/11 and signed by the
physician on 12/7/11 stated, "DC
[discontinue] Exelon Patch, hydroxyzine
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pamoate 25 mg [milligram] cap [capsule]
po [by mouth] bid [twice a day], Seroquel
25 mg po take 3 tabs po every evening
after dinner. May take 1 tab prn [as
needed] for agitation."

b. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/6//11 and signed
by the physician on 12/7/11 stated, "DC
Exelon patch, DC norvasc, DC Lipitor,
DC Lexapro 10 mg tab po, change to
Lexapro 20 mg 1 tablet po dly [daily], DC
Prednisone 10 mg tab po, DC Prednisone
7.5 mg."

c. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home " Health Services" signed
by Employee U, RN, on 9/24/11 stated,
"SN [skilled nurse] to observe / assess
vital signs and compliance related to
diabetic teaching, fall/safety precaution,
pain/edema prevention, assess respiration,
cardiac, neuro [neurological] muscular
systems. Occupational therapy to resume
services for current certification
period/order. HHA [home health aide] to
assist pt. [patient] with ADLs [Activities
of Daily Living] and personal care.
Skilled nursing 2 times a week for 9
weeks and HHA visits for 3 times a week
for 9 weeks."
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d. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/25/11 and signed
by the physician on 12/7/11 stated,
"Clonazepam 0.5 mg tabs 1/2 tab po @
[at] HS [bedtime], Nortriptylline 10 mg.
po take 1 tab tid [three times a day] x 15
days, Seroquel 25 mg po @ HS, Skilled
nurse to visit pt. 2 X wk [week]. All
orders per Dr. [XX] -- neurologist."

e. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 11/4/11 and signed
by the physician on 12/7/11 stated, "DC
Novlin [sic] Insulin, Humalog Insulin
70/30 8 units sq (subcutaneous) bid,
Seroquel 50 mg po bid, and hydrocodone
325 mg po q [every] 4 -6 H [hour] pm.

f. On 1/25/12 at 3:45 PM, Employee
B indicated the records from a previous
episode were in the current record.

6. The agency policy titled "Clinical
records" with a revision date of 6/1/11
stated, " To maintain clinical records for
all patients in a systematic confidential
manner which meets all legal and
regulatory requirements. For each patient
admitted for services, a clinical record is
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maintained in an individual binder/folder.
The clinical records contains all patient
data to guide the care by all disciplines
while he/she is a patient of the agency.
Clinical records are confidential and are
maintained in accordance with the
Protection and Retention of Clinical and
Financial records policy ... The contents
of the clinical record are based on the
types of services... The home health
clinical records contain the following:
referral form, consent form, advanced
directives, insurance verification ... a plan
of care developed by the home health
team in accordance with the physician's
orders. The HCFA 485 may be used as
the POC ... Patient tracking sheet,
admission/SOC, resumption of care,
follow-up, and transfer/discharge OASIS
and comprehensive assessments are
completed in accordance with Medicare
requirements. ... The medication profile
is a listing of the name of each medication
... This form is completed on admission
and is reviewed with each medication
addition or change and comprehensive
assessment and update as needed ... The
clinical record should be reviewed for
completeness every 60 days by the
primary nurse or administrative staff and
upon discharge."

7. The agency policy titled "Medical
supervision" with a revision date at 5/3/11
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stated, "All patients must be under the
care of a licensed physician ... who is
willing to provide and sign orders for
home health services as necessary and in
accordance with all applicable
regulations. The orders should be signed
by the physician using the physician's full
name, initials if considered the legal
signature, or a computer signature, if
appropriately authenticated. A rubber
stamp is not acceptable. All physician's
orders must be dated by physician at time
of signature. All aspects of medical
supervision of the home health agency
should be governed by basic standards ...
The licensed doctor who is responsible
for the care of the patient should approve
the physician's plan of care and provide
the home health agency with a signed and
dated copy. The agency will document all
efforts to obtain the licensed doctor's
signature and date within the require time
frame, and thereafter if indicated ...
Telephone or verbal orders from the
licensed doctor should be written
immediately and sent to the licensed
doctor for counter-signature and date.
Telephone orders must be taken by a
nurse and other person lawfully
authorized to receive such orders in
accordance with the regulations. Verbal
orders should be cosigned by the RN, PT,
SLT, OT or MSW when indicated. All
initial orders and subsequent changes in
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orders for services, treatments and drugs
and biological should be legible and
signed and dated by the licensed doctor ...
in accordance with the state regulations
and incorporated into the physician's
record. All orders for clinical services
must be renewed in writing as
appropriated by the licensed doctor at
least every 60 days for Medicare patients
and patients requiring OASIS assessments
or 62 days as required by payer and/or
applicable regulations."

8. The agency policy titled "Physician's
Plan of care/treatment and notification of
patient's change in condition" with a
revision date of 4/18/11 stated, "Home
health services should be provided in
accordance with an individualized plan of
care based on the patient's diagnosis and
assessment of the patient's immediate and
long-range needs and resources ... The
physician is responsible for certifying the
patient meets eligibility and
reimbursement criteria in accordance with
Medicare and other third party payer
requirements. The professional
responsible for a specific
treatment/service is responsible for
promptly notifying the physician
whenever a significant change in the
patient's condition becomes evident that
may indicate a need to modify or develop
a plan of care. Modifications/additions to
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the plan of care/plan of treatment must be
approved by the attending physician ...
The plan of care should be reviewed and
updated as necessary by the home health
services team every 60 to 62 days as
required by the regulations or more often
should the patient condition warrant. Any
changes or updates to the plan of care
should be documented on physician's
verbal order form/progress notes 485 ...
Verbal orders must be signed and dated
by the registered nurse or qualified
therapist who is furnishing or supervising
the ordered service and submitted to the
physician for signature and date."
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G0337 The comprehensive assessment must
include a review of all medications the patient
is currently using in order to identify any
potential adverse effects and drug reactions,
including ineffective drug therapy, significant
side effects, significant drug interactions,
duplicate drug therapy, and noncompliance
with drug therapy.
G0337 For all Recertifications, the 02/13/2012
Based on clinical record review, agency Clinical Superwsgr orthe
. . . . Alternate Supervisor will perform
policy review, and interview, the agency a thorough review of the
failed to ensure medications were completed 485/Plan of Care and
reviewed at least every 60 days for 2 of 5 the medication profile to ensure
clinical record reviewed of patients tha? all medlcatlons th?t the
. Killed . th th patient is currently taking are
recelw'ng skilled nurse services wit t € documented and reviewed for
potential to affect all the agency's patients contraindications and/or adverse
(clinical record #1 and #5). effects. The Recertification
checklist (see Attachment #7) will
Findi be utilized to ensure an updated
Indings reviewed medication profile is
submitted. A blank medication
1. Clinical record #1 included a profile will be included in the
medication review dated 8/2/11 R:certmcanon pgﬁl(t)ets. The g
. above process will be reviewe
completed and signed by Employee K, with both the Clinical Support
Registered Nurse (RN). The patient's Coordinator and the field
medication were not reviewed again. clinicians. In addition, the policy
The patient was currently active. Guidelines for Medication
Administration" will be reviewed
with the field clinicians (see
On 1/25/12 at 4 PM, Employee B, Attachment #4) and this will be
RN, indicated the medication profile had incorporated into new employee
not been reviewed every 60 days as orientation. Beginning on
ired b T 02/13/12 all Recertification
required by agency policy. packets will be reviewed by the
Clinical Supervisor to ensure
2. Clinical record # 3 included a Medication Profiles have been
medication review dated 9/16/11 fg'e.w.e? atnd updated. I)Tef
. ministrator is responsible for
completed and signed by Employee U, ensuring the in-service and
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RN. The patient's medication were not
reviewed again. The patient was
currently active.

On 1/25/12 at 12 PM, Employee B,
RN, indicated this record lacked
medication reviews after the initial
medication review had been completed.

3. The agency policy titled "Guideline for
Medication Administration" with no
effective date note stated, "The
medication profile will be updated as
indicated and reviewed at least every sixty
days."

monitoring are taking place and
that compliance is maintained.
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G0339 The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) the last 5 days
of every 60 days beginning with the start of
care date, unless there is a beneficiary
elected transfer; or significant change in
condition resulting in a new case mix
assessment; or discharge and return to the
same HHA during the 60 day episode.
Based on clinical record review, the G0339 Two weeks into the month the 02/13/2012
agency failed to ensure recertification Cl|n!qal Supe.r\.nso.r will print the
. Expiring Certification Report for
comprehensive assessment were the next month from the
completed for 1 of 5 records reviewed of McKesson system. Patient's
patients receiving skilled nurse services whose certification will expire in
with the potential to affect all the agency's the next month will be discussed
. at the weekly case conferences.
patients (#3) If it is determined the patient will
need to be recertified, the Start of
Findings include: Care/Recertification Tracking Log
(see attached) will be initiated by
Clinical record #3, start of care 9/16/11, wgei:;ngz:sli?tj: : rc\:/:isnci)cr:éIOn @
failed to evidence any recertification Supervisor will review the tracking
comprehensive assessments had been tool to ensure the Recertification
completed. paperwork has been submitted by
the field clinician, entered into
McKesson softward, 485/Plans of
Care printed and sent to the
physician for signature. This will
be monitored by the Clinical
Supervisor via the Tracking
Logs. On a monthly basis, the
Performance Improvement
Coordinator will review 10% or a
minimum of 5 records until 100%
compliance is achieved and then
10% on a quarterly basis. The
Administrator will be responsible
for monitoring this corrective
action and ensuring that the
Clinical Supervisor and
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Performance Improvement
Coordinator follow through the
above plan.
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N0408 Rule 10 Sec. 1(d) Disclosure of ownership
and management information must be made
to the department at the time of the home
health agency's initial request for licensure,
for each survey, and at the time of any
change in ownership or management. The
disclosure must include the names and
addresses of the following:
(1) All persons having at least five percent
(5%) ownership or controlling interest in the
home health agency.
(2) Each person who is:
(A) an officer;
(B) a director;
(C) a managing agent; or
(D) a managing employee;
of the home health agency and evidence
supporting the qualifications required by this
article.
(38) The corporation, association, or other
company that is responsible for the
management of the home health agency.
(4) The chief executive officer and the
chairman or equivalent position of the
governing body of that corporation,
association, or other legal entity responsible
for the management of the home health
agency.
Based on document, personnel file, and N0408 Correspondence was mailed to 02/10/2012
policy review and interview, the agency the Indiana Department of Hgalth
. . . on January 26, 2012 requesting
failed to notify the state of a change in approval of a new Clinical
management at the time of a change of Supervisor and Alternate Clinical
management for 2 of 2 nursing Supervisor. Included were the
management positions (Personnel File J Ilqeqses, resumes and re quired
. . criminal background checks. A
and K) with the potential to affect all the copy was also provided to the
agency's patients. surveyor the same day. On
February 10, 2012 Addus
Findings receivgd a letter of approval from
the Indiana State Department of
Health (see attachment).
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1. On 1/24/11 at 2:05 PM, Employee P,
the office manager, indicated the
supervising nurse and alternate
supervising nurse had both resigned two
weeks ago and not been replaced.

2. Personnel file J, the supervising nurse,
evidenced a resignation letter dated and
signed on 1/5/12.

3. Personnel file K, the alternate
supervising nurse, indicated a termination
date of 1/11/12.

4. Indiana State Department of Health
documentation still listed employees J
and K as the supervising nurse and
alternate supervising nurse.

5. On 1/24/12 at 3:40 PM, Employee B,
the alternate administrator, indicated the
supervising nurse and the alternate
supervising nurse had been terminated
and a letter had not been filed with the
department about the change in
management.

6. The agency policy titled "Director of
Patient Care services" with a revision date
of 5/4/11 stated, "The director of the
patient care services is responsible of the
direction and provision of patient care in
the agency ... Indicators of performance of
essential job duties 1. Ensures office is in
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compliance with all applicable state,
Medicare, Hipaa, Medicaid, federal and
local regulations."
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N0453 Rule 12 Sec. 1(d) A physician or a
registered nurse who has two (2) years of
nursing experience, with at least one (1) year
of supervisory or administrative experience,
shall supervise and direct nursing and other
therapeutic services.
Based on personnel file and policy review NO0453 Correspondence was mailed to 02/10/2012
and interview, the agency failed to ensure the Indiana Department of Health
.. on January 26, 2012 requesting
that ;.1 supervising nurse (Persom?el file J) approval of a new Clinical
was in place for 1 of 1 agency with the Supervisor and Alternate Clinical
potential to affect all the agency's Supervisor. Included were the
patients. Ilqeqses, resumes and re quired
criminal background checks. A
o copy was also provided to the
Findings surveyor the same day. On
February 10, 2012 Addus
1. On 1/24/11 at 2:05 PM, the Employee received a letter of approval from
P. the offi ndi dth the Indiana State Department of
, the (_) .1ce manager, indicated the Health (see attachment).
supervising nurse and alternate
supervising nurse had resigned two weeks
ago and not been replaced.
2. Personnel file J, the supervising nurse,
evidenced a resignation letter dated and
signed on 1/5/12 and a termination date
on 1-19-12.
3. The agency policy titled "Clinical
Supervisor" with a revision date of
12/28/10 stated, "The clinical supervisor
is a registered nurse who oversees and
manages patient care from admission to
discharge and coordinates the
interdisciplinary team."
4. On 1/2412 at 3:40 PM Employee B,
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the alternate administrator, indicated the
alternate supervising nurse had been
terminated and a letter had not been filed
with the department about the change in
management.
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N0454 Rule 12 Sec. 1(d) The person or similarly
qualified alternate shall be on the premises
or capable of being reached immediately by
phone, pager or other means. In addition,
the person must be able to:
(1) respond to an emergency;
(2) provide guidance to staff;
(3) answer questions; and
(4) resolve issues;
within a reasonable amount of time, given the
emergency or issue that has been raised.
Based on personnel file and policy review N0454 Correspondence was mailed to 02/10/2012
and interview, the agency failed to ensure the Indiana Department of Hgalth
. on January 26, 2012 requesting
that a supervising nurse or alternate approval of a new Clinical
supervising nurse (Personnel file K) was Supervisor and Alternate Clinical
in place for 1 of 1 agency with the Supervisor. Included were the
potential to affect all the agency's licenses, resumes and re quired
. criminal background checks. A
patients. copy was also provided to the
surveyor the same day. On
Findings February 10, 2012 Addus
received a letter of approval from
the Indiana State Department of
1. On 1/24/11 at 2.0.5 PM, Employee P, Health (see attachment),
the office manager, indicated the
supervising nurse and alternate
supervising nurse had resigned two weeks
ago and not been replaced.
2. Personnel file J, the supervising nurse,
included a resignation letter dated 1/5/12
with a termination date on 1/19/12.
3. Personnel file K, the alternate
supervising nurse, identified a termination
date of 1/11/12.
4. The agency policy titled "Clinical
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Supervisor" with a revision date of
12/28/10 stated, "The clinical supervisor
is a registered nurse who oversees and
manages patient care from admission to
discharge and coordinates the
interdisciplinary team. She supervises the
staff directly. A BSN is preferred ... "
5. On 1/24/12 at 3:40 PM, Employee B,
the alternate administrator, indicated the
alternate supervising nurse had been
terminated.
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N0494 Rule 12 Sec. 3(a) The patient or the patient's
legal representative has the right to be
informed of the patient's rights through
effective means of communication. The
home health agency must protect and
promote the exercise of these rights and
shall do the following:
(1) Provide the patient with a written notice
of the patient's right:
(A) in advance of furnishing care to the
patient; or
(B) during the initial evaluation visit before
the initiation of treatment.
(2) Maintain documentation showing that it
has complied with the requirements of this
section.
Based on clinical record review, policy N0494 The Patient's Notice of Rights are 02/17/2012
review, and interview, the agency failed |nclulde.d in the Patient Handbook
o that is in the Start of Care
to ensure that 1 of 6 clinical records packets. Effective 02/17/12, the
(Clinical record #2) had been advised in Registered Nurse conducting the
writing of patient's rights with the initial assessment
potential to affect all the agency's rev!evys/ advises the patient O,f
. their rights both verbally and in
patients. writing prior to formal admission.
A checklist has been developed
Findings and is included in the Start of
Care packets. Upon completion
1. Clinical record #2, start of care ﬂ;ﬁ?svﬁg %{EZ sg:;r:n?; tt:zr
11/16/11, with a certification period of same on the checklist. The
11/16/11 - 1/14/12, failed to evidence checklist is submitted with the
signed patient rights. gompleted SO.C paperwork and is
filed in the patient's record (see
Attachment #1). All current staff
2. On 1/25/12 at 3:45 PM, Employee M, will be in-serviced by 02/17/12 by
performance improvement coordinator, the Performance Improvement
indicated no patient rights were present in Coordlpator. In addition, new
staff will receive training as part of
the record. their orientation. The Clinical
Supervisor or the Performance
3. The agency policy titled "Patient Improvement Coordinator will
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Rights/Advanced Directives" with a review all admissions on a
. . . i i 0,
revision date of June 2011 stated, "Prior monthlly bas.|s unt|.| 100%
f | admission A. Th . d compliance is achieved and then
to formal admission A. The registere 20% of the new admissions on a
nurse conducting the initial assessment quarterly basis. The
visit will inform the patient and/or Administrator is responsible for
surrogate verbally and in writing of all monitoring this corre'ct'lve action
. oh d biliti to ensure that the Clinical
patient rights and responsibilities, Supervisor/Performance
including information relating to Improvement Coordinator
advanced directives and the agency's perform the reviews.
policies relating to the same, prior to
formal admission ... "
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N0522 Rule 13 Sec. 1(a) Medical care shall follow a
written medical plan of care established and
periodically reviewed by the physician,
dentist, chiropractor, optometrist or podiatrist,
as follows:
Based on clinical record and policy N0522 All Oasis and Comprehensive 02/17/2012
review and interview, the agency failed to assessmen?s and the
. accompanying worksheet are
ensure care .w.as provided only as ordered expected to be completed and
by the physician on the plan of care for 1 submitted within 48 hours of visit.
of 5 clinical records reviewed of patients Beginning 02/17/12 when a
receiving skilled nurse services with the referral is recelyed, the Cllnlcgl
ol ffoct all th , Support Coordinator (CSC) will
pot.entla to affect a Cagency's initiate the Start Of Care Tracking
patients. (#3) Log. (see Attachment #3). The
Clinical Support Coordinator will
Findings be responsible for notifying the
appropriate disciplines and will
document when the notification
1. Clinical record #3, start of care was given, and will track to
9/16/11, evidenced no written plan of ensure the paperwork is
care. submitted timely. The Clinical
Support Coordinator will data
enter the Plan of Care into the
a. Between 9/16/11 - 12/31/1 1, McKesson system within 3
skilled nurse visits occurred on 9/16, business days of receipt of
9/17,9/18, 9/19, 9/22, and 9/27. paperwork, will print the Plan of
Care and send to the physician
for signature. The Clinical
b. Between 9/23/11 -12/31/11 home Supervisor will in-service the
health aide visits occurred two times a Clinical Support Coordinator on
week. the prpcess as well as the
Tracking Log. The Performance
Improvement Coordinator will
c. On 1/25/12 at 12 PM, Employee B in-service the field staff on the
indicated no plan of care was present in above process as well as the
this record. policies "Patient Plan of Care"
and "Physicians Plan of
. Y L Care/Treatment and Notification
2. The agency policy titled "Physician's of Patient's Change in Condition".
Plan of care/treatment and notification of (see Attachment #4). This will
patient's change in condition" with a also be incorporated into new
State Form EventID: RJ8R11 Facility ID:  IN00Q9467 If continuation sheet Page 56 of 85




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

PRINTED: 02/21/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
157472 L WING 01/27/2012
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
8959 BROADWAY
ADDUS HEALTHCARE (INDIANA) INC MERRILLVILLE, IN 46410
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
revision date of 4/18/11 stated, "Home employee orientation. This will be
health services should be provided in monitored via the Tracking Log
d ith an individualized pl £ on a daily basis by the Clinical
accordance with an individualized plan o Supervisor. The Performance
care based on the patient's diagnosis and Improvement Coordinator will
assessment of the patient's immediate and review 25% of the records of new
long-range needs and resources." admission on a monthly basis.
The Administrator will be
responsible for monitoring this
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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N0524 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.
NO0524 All Oasis assessments and 02/20/2012
Based on clinical record review and comprehenswe'assessments and
. . . the accompanying worksheets
interview, the agency failed to ensure all are expected to be completed
patients had a plan of care, plans of care and submitted within 48 hours of
were signed timely by the physician, and visit. When a referral is received
all plans of care for the same patient had th_e ,Cl,”?'cal Support Coordinator
will initiate the Start of Care
the same start of care date and Tracking Log (see Attachment
certification periods for 5 of 5 records #3). The Clinical Support
reviewed of patients receiving skilled Coordinator will be responsible
nurse services with the potential to affect for notifying the appropriate
, . . disciplines and will document
all the agency's patients (Clinical records when the nofification was given,
#1 - #5). and will track to ensure the
paperwork is submitted timely.
Findings The Clinical Support Coordinator
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will enter the Plan of Care into the
1. Clinical record #1 evidenced two McKesson system W't.hln 3
.. . business days of receipt of
separate clinical records with two paperwork, will print the Plan of
different start of care dates and different Care and send to the physician
certification periods. for signature. The Clinical
Supervisor will in-service the field
a. One record evidenced a plan of tsr:ZﬁTcr)gctI?iigprLc;)(;e.sﬁ':: weles
care with a start of care (SOC) 9/13/10 Performace Improvement
and certification period from 2/14/11 - Coordinator will in-service the
4/11/11. There was no later plan of care field staff on the a!b.ove process
. . . as well as the policies "Patient
evidenced in this record although the Plan of Care" and "Physicians
chart was currently active. Plan of Care/Treatment and
Notification of Patient's Change in
b. The other record evidenced a plan pond|t|on;'. dT'hIts will also ble
of care with a SOC 6/4/10 and a glricgr:?;irsné -ll-:ig cvﬁ;/vbtzmp ovee
certification period of 11/26/11 - 1/24/12. monitored via the Tracking Log
on a daily basis by the Clinical
c. On 1/27/11 at 10:30 AM, Supervisor. The Performance
.. Improvement Coordinator will
Employee B, alternate administrator, and review 25% of the records of the
Employee M, performance improvement new admissions on a monthly
coordinator, indicated there were two basis. The Administrator will be
separate plans of cares for billing responsible for mointoring this
corrective action to ensure the
purposes. Clinical Supervisor and
Performance Improvement
2. Clinical record #2, SOC 8/6/10, Coordinator adhere to this
evidenced a written plan of care not process. The Clinical Support
. . . . Coordinator will enter all
51gne.d.1n the required time frame by the physician orders in the McKesson
physician. system within 3 business days of
receipt. Orders will be faxed
a. POCs with the certification periods and/or mailed on a daily basis.
of 6/02/11-7/31/11, 8/1/11 - 9/29/11, The dates orders are mailed and
. received back with physician
and 9/30/11 - 11/28/11 evidenced signsture will be tracked in
physician signatures on the same date of McKesson by the Clinical Support
12/21/11. Coordinator. The Clinical Support
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Coordinator will print the
b. 1/25/11 at 3:05 PM, Employee M "Outstanding Order" report twice
Lo weekly. Physican orders will be
indicated these plans of care were not refaxed/mailed if they have not
reviewed by the physician per agency been received back within 10
policy. days of being sent. The Clinical
Support Coordinator will also
. place a call to the corresponding
3. Clinical record #3, start of care physician's office notifying them
9/16/11, evidenced no written plan of that the order has been resent
care. and request assistance with
obtaining the physician's
a. A clinical document titled "Start of Efgr? g;eg \?vrilr:)i;d; r:jaasy: (t):]e
Care assessment" signed by Employee R, Clinical Supervisor or Designee
RN, on 9-16-11 evidenced an initial and will be notified and will hand
comprehensive assessment for Patient #3. deliver the order to the
physician's office to obtain
signature. The Performance
b. Between 9/16/11 - 12/31/11, Improvement Coordinator will
skilled nurse visits occurred on 9/16, in-service the Clinical Support
9/17, 9/18, 9/19, 9/22, and 9/27. Coordinator and the Clinical
Supervisor on the described
process. On a weekly basis, the
c. Between 9/23/11 -12/31/11 home Clinical Supervisor will print and
health aide visits occurred two times a review the "Outstanding Order"
week. report to ensure all orders are
signed within the required 30
days. On a monthly basis, the
d. On 1/25/12 at 12 PM, Employee B Performance Improvement
indicated no plan of care was present in Coordinator will perform a
this record. random audit of 10% of the active
census to ensure compliance.
The Administrator is responsible
4. Clil’lical record #4 eVidenCGd two for ensuring th|s process occurs.
separate clinical records with two The Clinical Supervisor and
different SOC dates and different Performance Improvement
. . . Coordinator will review 100% of
certification periods: the current active records. For
those patients receiving more
a. One record for Medicare Services than one service, i.e. Medicare
evidenced a plan of care with a SOC on Skilled and Respite Care, the
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11/22/11 and a certification period of records will be integrated into one
11/22/11 - 1/20/12 medical record. The Plans of
' Care will be reviewed to reflect all
services the patient is receiving
1.) Skilled nursing visits occurred and that the dates are
on 11/25/11, 11/28/11, 12/1/11, 12/2/11, corregt. Supplemental .orders will
12/5/11, 12/7/11, 12/15/11, 12/19/11, betf”“it,e” for any serviees ”‘te
patient is receiving that is not on
12/22/11, 12/26/11, 1/5/12, 1/6/12, the current Plan of Care. For
1/9/12, 1/13/12, and 1/16/12. those patients being recertified,
as the Certifications expire and
2.) HHA visits occurred twice new.PIans.of Callre are created, all
Ky for th Ficati od services will be included. The
weekly for the certification period. 100% record review will include
comparing the dates of all
b. The second record initiated for documents in the medical
respite and Medicaid payer source redco.rd t.o t?e ification dates &
. admission/recertification dates to
evidenced a SOC on .12/5/1 1. The're was ensure all documents are filed in
no plan of care for this record. Skilled the correct admission. The
nurse and home health aide visits had Clinical Support Coordinator was
occurred as follows: in-serviced by the Performance
Improvement Coordinator on
) ) o 02/09/12 (see attached), the
1.) Skilled nursing visits occurred correct way to do filing, in
on 12/7/11, 12/15/11, 12/16/11, chronological order and always
12/21/11, 12/26/11, 12/28/12, 12/30/12, CheC':'nglﬁhetdateS on Ct’sc“me“ts
prior to filing to ensure they are
1/4/12, 1/5/12, 1/6/12, and 1/9/12. being filed in the correct
admission and the "Clinical
2.) HHA visits occurred with two Record" policy. The Clinical
visits weekly for 2 1/2 hours a day. Supervisor, on a monthly basis
iwll perform a random review of
20% of the active records to
c. On 1/27/11 at 10:30 AM, ensure filing is done correctly,
Employee B and Employee M indicated dates are correct and the patients
there were two separate plans of cares for have one plan of care. The
billing purposes Administrator will be responsible
g purp : for ensuring this process is
followed.
5. Clinical record #5, SOC 11/16/11,
included a plan of care for the
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certification period from 11/16/11 -
1/14/12. The record evidenced numerous
documents filed in the record from a past
episode / admission including physician
order's not signed in a timely manner.

a. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, Licensed Practical Nurse
(LPN) on 7/20/11 and signed by the
physician on 12/7/11 stated, "DC
[discontinue] Exelon Patch, hydroxyzine
pamoate 25 mg [milligram] cap [capsule]
po [by mouth] bid [twice a day], Seroquel
25 mg po take 3 tabs po every evening
after dinner. May take 1 tab prn [as
needed] for agitation."

b. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/6//11 and signed
by the physician on 12/7/11 stated, "DC
Exelon patch, DC norvasc, DC Lipitor,
DC Lexapro 10 mg tab po, change to
Lexapro 20 mg 1 tablet po dly [daily], DC
Prednisone 10 mg tab po, DC Prednisone
7.5 mg."

c. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home " Health Services" signed
by Employee U, RN, on 9/24/11 stated,
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"SN [skilled nurse] to observe / assess
vital signs and compliance related to
diabetic teaching, fall/safety precaution,
pain/edema prevention, assess respiration,
cardiac, neuro [neurological] muscular
systems. Occupational therapy to resume
services for current certification
period/order. HHA [home health aide] to
assist pt. [patient] with ADLs [Activities
of Daily Living] and personal care.
Skilled nursing 2 times a week for 9
weeks and HHA visits for 3 times a week
for 9 weeks."

d. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/25/11 and signed
by the physician on 12/7/11 stated,
"Clonazepam 0.5 mg tabs 1/2 tab po @
[at] HS [bedtime], Nortriptylline 10 mg.
po take 1 tab tid [three times a day] x 15
days, Seroquel 25 mg po @ HS, Skilled
nurse to visit pt. 2 X wk [week]. All
orders per Dr. [XX] -- neurologist."

e. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 11/4/11 and signed
by the physician on 12/7/11 stated, "DC
Novlin [sic] Insulin, Humalog Insulin
70/30 8 units sq (subcutaneous) bid,
Seroquel 50 mg po bid, and hydrocodone
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325 mg po q [every] 4 -6 H [hour] prn.

f. On 1/25/12 at 3:45 PM, Employee
B indicated the records from a previous
episode were in the current record.
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N0526 Rule 13 Sec. 1(a)(2) The total medical plan
of care shall be reviewed by the attending
physician, dentist, chiropractor, optometrist
or podiatrist, and home health agency
personnel as often as the severity of the
patient's condition requires, but at least once
every two (2) months.
Based on clinical record and policy N0526 The Clinical Support Coordinator 02/20/2012
review and interview, the agency failed to will enter all physician or.de.rs in
. . the McKesson system within 3
ensure the physician reviewed the plan of business days of receipt. Orders
care at least every 60 days for 2 of 5 will be faxed and/or mailed on a
records reviewed of patients receiving daily basis. The dates orders are
skilled nurse services with the potential to ma'lpfd, and.recelved b,aCk with
, . .. physician signature will be
affect all the agency's patients (Clinical tracked in McKesson by the
records #2 - #3). Clinical Support Coordinator. The
Clinical Support Coordinator will
Findings print the "Outstanding Order"
report twice weekly. Physician
orders will be refaxed/mailed if
1. Clinical record #2, SOC 8/6/10, they have not been received back
evidenced a written plan of care not within 10 days of being sent. The
signed in the required time frame by the Clinical Support Coordinator will
. . also place a call to the
physician. corresponding physician's office
notifying them that the order has
a. POCs with the certification periods been resent and request
of 6/02/11-7/31/11, 8/1/11 - 9/29/11, aesisiance wih ootaning e
and 9/30/11 - 11/28/11 evidenced Egisr',f,lf gese?%?;r:l;rde;/vilth?: 21rder
physician signatures on the same date of days, the Clinical Supervisor or
12/21/11. Designee will be notified and will
hand deliver the order to the
physician's office to obtain
b. 1/25/11 at 3:05 PM, Employee M signature. The Performance
indicated these plans of care were not Improvement Coordinator will
reviewed by the physician per agency in-service the Clinical Support
policy. Coordinator on the described
process. On a weekly basis, the
Clinical Supervisor will print and
2. Clinical record #3, start of care review the "Outstanding Order"
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carc.

this record.

regulation and as

9/16/11, evidenced no written plan of

On 1/25/12 at 12 PM, Employee B
indicated no plan of care was present in

3. The agency policy titled "Patient Plan
of Care" with a review date of 6/7/11
stated, "Each plan of care should be
reviewed by an RN, PT, SLP, OT, MSW
and other interdisciplinary staff at least
every 60 to 62 days as required by

needed, based upon the

patient's condition/needs."

report to ensure all orders are
signed within the required 30
days. On a monthly basis, the
Performance Improvement
Coordinator will perform a
random audit of 10% of the active
census to ensure compliance.
The Administrator is responsible
for ensuring this process occurs.
All Oasis assessments and the
accompanying worksheet are
expected to be completed and
submitted within 48 hours of the
visit. When a referral is received
the Clinical Support Coordinator
will initiate the Start of Care
Tracking Log (see attached). The
Clinical Support Coordinator will
be responsible for notifying the
appropriate disciplines and will
document when the notification
was given, and will track to
ensure the paperwork is
submitted timely. The Clinical
Support Coordinator will data
enter the Plan of Care into the
McKesson system within 3
business days of receipt of
paperwork, will print the Plan of
Care and send to the physician
for signature. The Clinical
Supervisor will in-service the
Clinical Support coordinator on
the process as well as the
Tracking Log. The Performance
Improvement Coordinator will
in-service the field staff on the
above process as well as the
policies "Patient Plan of Care"
and "Physicans Plan of
Care/Treatment and Notification
of Patient's Change in
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Condition". This will also be
incorporated into new employee
orientation. This will be
monitored via the Tracking Log
on a daily basis by the Clinical
Supervisor. The Performance
Improvement Cooordinator will
review 25% of the records of new
admissions on a monthly basis.
The Administator will be
responsible for monitoring the
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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N0537 Rule 1 Sec. 1(a) The home health agency
shall provide nursing services by a registered
nurse or a licensed practical nurse in
accordance with the medical plan of care as
follows:
N0537 All Oasis and Comprehensive 02/17/2012
Based on clinical record and policy assessmen?s and the
. di . h failed accompanying worksheet are
review and interview, the agency failed to expected to be completed and
ensure skilled nurse services were submitted within 48 hours of visit.
provided only as ordered by the physician Beginning 02/17/12 when a
on the plan of care for 1 of 5 clinical referral is recelyed, the Cl'n'cél
d . d of pati .. Support Coordinator (CSC) will
records reviewed of patients receiving initiate the Start Of Care Tracking
skilled nurse services with the potential to Log. (see Attachment #3). The
affect all the agency's patients. (#3) Clinical Support Coordinator will
be responsible for notifying the
Findi appropriate disciplines and will
1ndings document when the notification
was given, and will track to
1. Clinical record #3, start of care ensure the paperwork is
9/16/11, evidenced no written plan of submitted timely. The Clinical
Support Coordinator will data
care. enter the Plan of Care into the
McKesson system within 3
a. Between 9/16/11 - 12/31/11, business days of receipt of
skilled nurse visits occurred on 9/16, gaperwc;rk, W'('j' tp”tnht thehPlgq of
are and send to the physician
9/17, 9/18, 9/19, 9/22, and 9/27. for signature. The Clinical
Supervisor will in-service the
b. Between 9/23/11 -12/31/11 home Clinical Support Coordinator on
health aide visits occurred two times a the process as well as the
K Tracking Log. The Performance
week. Improvement Coordinator will
in-service the field staff on the
c. On 1/25/12 at 12 PM, Employee B above process as well as the
indicated no plan of care was present in policies "Patient Plan of Care”
thi d and "Physicians Plan of
1§ record. Care/Treatment and Notification
of Patient's Change in Condition".
2. The agency policy titled "Physician's (see Attachment #4). This will
Plan of care/treatment and notification of also be incorporated into new
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patient's change in condition" with a employee orientation. This will be
revision date of 4/18/11 stated, "Home monltorgd via .the Trackln.g .Log
health . hould b ded ; on a daily basis by the Clinical
ealth services should be provided in Supervisor. The Performance
accordance with an individualized plan of Improvement Coordinator will
care based on the patient's diagnosis and review 25% of the records of new
assessment of the patient's immediate and adm|33|or.1 ona mon.thly basis.
1 4 d " The Administrator will be
Ong-range needs and resources. responsible for monitoring this
corrective action to ensure the
Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.
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N0541 Rule 14 Sec. 1(a) (1)(B) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(B) Regularly reevaluate the patient's
nursing needs.
NO0541 Two weeks into the month the 02/13/2012
Based on clinical record review, the CI|n!an Supe.r\.nso.r will print the
. . Expiring Certification Report for
agency failed to ensure the registered the next month from the
nurse reevaluated the patient's needs by McKesson system. Patient's
completing a recertification whose certification will expire in
comprehensive assessment for 1 of 5 the next month will be discussed
. . .. at the weekly case conferences.
records reviewed of patients receiving If it is determined the patient will
skilled nurse services with the potential to need to be recertified, the Start of
affect all the agency's patients (#3) Care/Recertification Tracking Log
(see attached) will be initiated by
. . the Clinical Supervisor. On a
Findings include: weekly basis the Clinical
Supervisor will review the tracking
Clinical record #3, start of care 9/16/11, tool to ensure the Recertification
failed to evidence any recertification paperwork has been submitted by
. the field clinician, entered into
comprehensive assessments had been McKesson softward, 485/Plans of
completed. Care printed and sent to the
physician for signature. This will
be monitored by the Clinical
Supervisor via the Tracking
Logs. On a monthly basis, the
Performance Improvement
Coordinator will review 10% or a
minimum of 5 records until 100%
compliance is achieved and then
10% on a quarterly basis. The
Administrator will be responsible
for monitoring this corrective
action and ensuring that the
Clinical Supervisor and
Performance Improvement
Coordinator follow through the
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above plan.
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N0542 Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(C) Initiate the plan of care and necessary
revisions.
Based on clinical record review, policy N0542 All Oasis and Comprehensive 02/17/2012
review, and interview, the agency failed assessmen?s and the
h . A h accompanying worksheet are
to ensure the registered nurse initiated the expected to be completed and
plan of care for 1 of 5 clinical records submitted within 48 hours of visit.
reviewed of patients receiving skilled Beginning 02/17/12 when a
nurse services with the potential to affect referral is recelyed, the Cl'n'cal
1lth , tient .. ! Support Coordinator (CSC) will
all the agenc.y-s patients requiring a plan initiate the Start Of Care Tracking
of care. (Clinical record #3) Log. (see Attachment #3). The
Clinical Support Coordinator will
Findings be responsible for notifying the
appropriate disciplines and will
document when the notification
1. Clinical record #3, start of care was given, and will track to
9/16/11, failed to evidence a plan of care. ensure the paperwork is
submitted timely. The Clinical
Support Coordinator will data
2. Qn 1/25/12 at 12 PM’ Employee B, enter the Plan of Care into the
registered nurse (RN), indicated the RN McKesson system within 3
had not initiated the POC. business days of receipt of
paperwork, will print the Plan of
. . . Care and send to the physician
n
4. The agepcy poh-cy titled "Patient Plan for signature. The Clinical
of Care" with a review date of 6/7/11 Supervisor will in-service the
stated, "Procedure: 1. A registered nurse Clinical Support Coordinator on
... is responsible for establishing a plan of the process as well as the
h patient within five d fi Tracking Log. The Performance
care.oTl cach patient wi .1g _1V_e ays aftet Improvement Coordinator will
receiving the referral or initiation of in-service the field staff on the
services." above process as well as the
policies "Patient Plan of Care"
and "Physicians Plan of
Care/Treatment and Notification
of Patient's Change in Condition".
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The Administrator will be

Clinical Supervisor and
Performance Improvement
Coordinator adhere to this
process.

(see Attachment #4). This will
also be incorporated into new
employee orientation. This will be
monitored via the Tracking Log
on a daily basis by the Clinical
Supervisor. The Performance
Improvement Coordinator will
review 25% of the records of new
admission on a monthly basis.

responsible for monitoring this
corrective action to ensure the
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N0606 Rule 14 Sec. 1(n) A registered nurse, or
therapist in therapy only cases, shall make
the initial visit to the patient's residence and
make a supervisory visit at least every thirty
(30) days, either when the home health aide
is present or absent, to observe the care, to
assess relationships, and to determine
whether goals are being met.
Based on clinical record and policy N0606 For all patients receiving HHA 02/17/2012
review and interview, the agency failed to services a separate order will be
h . . entered into the McKesson
ensure the registered nurse made on-site system noting a scheduled
visits to the patient's home no less supervisory visit. The entry will
frequently than every 2 weeks for 1 of 5 be appropriately coded as such
records reviewed of patients with skilled an.d.shall be completeq by the
dh health aid . i th Clinical Support Coordinator
and home health aide services with the when the supervisory visit is
potential to affect all the agency's patients completed. In addition, monthly
who received home health aide services. visit schedules will be printed and
(Clinical record #1). dlstrlbu.te.d to thg .approprlate.
Supervising clinicians to remind
o them when supervisory visits
Findings must be completed. The policy
"HHA Supervision" will be
1. Clinical record #1 included a plan of Eev'e"xzd V;:'th altl Zz)pr?ﬁnatf staff
. . . see Attachmen . Timely
care for th.e certification period 11/26/'11 - completion of the supervisory
1/24/12 with orders for home health aide visits will be monitored by the
services two times a week for 9 weeks. Clinical Supervisor via the Payroll
The record failed to evidence supervisory proof and the Incomplete Service
it ¢ Kks. S . Order Report. The policy will be
V%s% § every tWo weeks. Supervisory reviewed by the Performance
V1S1ts were made on 12/12/11 and 1/2/12 |mprovement Coordinator and will
be included in new employee
2. On 1/25/12 at 4:03 PM, Employees B, orientation. The Clinical
Al te Administrat d Empl M Supervisor and/or Performance
) .erna ¢ Administra F)r’ and Lmployee Improvement Coordinator will
indicated the record did not show review a minimum of 5 charts
supervisory visits were made as required. monthly to ensure compliance.
Once 100% climpliance is
. . " achieved, 10% of the charts will
3. The agency policy titled "Home Health be reviewed on a quartely basis.
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Aide Supervision" with a revision date of The Administrator will be
6/7/11 stated, "The registered nurse or responsible fgr monitoring this
h . K h health aid corrective action by ensuring the
therapist makes a home health aide Clinical Supervisor and
supervisory visit to the patient at least Performance Coordinator follow
every two weeks (14 days) when the through.
patient is receiving skilled services from
the agency."
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N0608 Rule 15 Sec. 1(a) Clinical records containing
pertinent past and current findings in
accordance with accepted professional
standards shall be maintained for every
patient as follows:
(1) The medical plan of care and
appropriate identifying information.
(2) Name of the physician, dentist,
chiropractor, podiatrist, or optometrist.
(3) Drug, dietary, treatment, and activity
orders.
(4) Signed and dated clinical notes
contributed to by all assigned personnel.
Clinical notes shall be written the day service
is rendered and incorporated within fourteen
(14) days.
(5) Copies of summary reports sent to the
person responsible for the medical
component of the patient's care.
(6) A discharge summary.
N0608 The Clinical Supervisor and 02/20/2012
Based on clinical record and policy Peﬁormance Improyement
. . . . Coordinator will review 100% of
review and interview, the agency failed to the current active records. For
ensure clinical records were maintained in those patients receiving more
accordance to professional standards for 5 than one service, i.e. Medicare
of 5 records reviewed of patients Skilled anq Respnte Care, 'the
. . . . records will be integrated into one
receiving skilled nurse services with the medical record. The Plans of
potential to affect all the agency's patients Care will be reviewed to ensure
(Clinical records #1 - #5). there is documentation to reflect
all services the patient is
.. receiving and that the dates are
Findings correct. Supplemental orders will
be written for any services the
1. Clinical record #1 evidenced two patient is receiving that is not on
separate clinical records with two :Ee curretpt Ptla; qf Care. rlt:'?rd
different start of care dates and different a Sotsheepg elr('atir;ic?atiil: sg éi;ﬁel :] d’
certification periods. new Plans of Care are created, all
services will be included. The
a. One record evidenced a plan of 100% record review will include
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care with a start of care (SOC) 9/13/10 comparing the dates of all
and certification period from 2/14/11 - ?oof#;n:;rtns';;-g:scrg:'cfj-f:tl-gicord
issi ificati
4/11/11. There was no later plan of care dates to ensure all documents
evidenced in this record although the are filed in the correct admission.
chart was currently active. The Clinical Support coordinator
was in-serviced by the
. Performance Improvement
b. Tl.le other record evidenced a plan Coordinator on 02/09/12 (see
of care with a SOC 6/4/10 and a attached) the correct way to do
certification period of 11/26/11 - 1/24/12. filing, in chronological order and
always checking the dates on
documents prior to filing to
c. On1727/11 at 10‘30.A_M’ ensure they are being filed in the
Employee B, alternate administrator, and correct admission and the
Employee M, performance improvement "Clinical Record" policy. The
coordinator, indicated there were two t():hn.mallﬁuprefmsor, on 3 monthly
- asis will perform a random
separate plans of cares for billing review of 20% of the active
purposes. records to ensure filing is done
correctly, dates are correct and
2. Clinical record #2, SOC 8/6/10, the patT'i“tj\ za‘{e_Ot”etP'a”,lTL
. . care. The Administrator will be
eyldencfed a wrltte.n pla.n of care not responsible for ensuring this
signed in the required time frame by the process is followed. The Clinical
physician. Support Coordinator will enter all
physician orders in the McKesson
. . . . system within 3 business days of
a. POCs with the certification periods receipt. Orders will be faxed
of 6/02/11 -7/31/1 1, 8/1/11 - 9/29/1 1, and/or mailed on a da||y basis.
and 9/30/11 - 11/28/11 evidenced The dates orders are mailed and
physician signatures on the same date of received back with physician
12/21/11 signature will be tracked in
’ McKesson by the Clinical Support
Coordinator. The Clinical Support
b. 1/25/11 at 3:05 PM, Employee M coordinator will print the
indicated these plans of care were not "Outstanding Order" report twice
. d by the physici weekly. Physician orders will be
rev%ewe y the physician per agency refaxed/mailed if they have not
policy. been received back within 10
days of being sent. The Clinical
3. Clinical record #3, start of care Support Coordinator will also
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9/16/11, evidenced no written plan of place a call to the corresponding
care physician's office notifying them
) that the order has been resent
and request assistance with
a. A clinical document titled "Start of obtaining the physician's
Care assessment" signed by Employee R, signature. [f an order has not
RN, on 9-16-11 evidenced an initial and be,ef‘ signed W',th'n 21 day§ the
hensi f . Clinical Supervisor or Designee
comprehensive assessment for Patient #3. will be notified and will hand
deliver the order to the physican's
b. Between 9/16/11 - 12/31/11, office to obtain signature. The
skilled nurse visits occurred on 9/16, Eeﬁo(;matrnce prrovementth
oordinator will in-service the
9/17,9/18, 9/19, 9/22, and 9/27. Clinical Support Coordinator and
Clinical Supervisor on the above
c. Between 9/23/11 -12/31/11 home described process. On a weekly
health aide visits occurred two times a basis, the Clinical Supervisor wil
K print and review the "Outstanding
week. Order" report to ensure all orders
are signed within the required 30
d. On 1/25/12 at 12 PM, Employee B days. On a monthly basis, the
indicated no plan of care was present in Performance Improvement
thi d Coordinator will perform a
1§ record. random audit of 10% of the active
census to ensure compliance.
4. Clinical record #4 evidenced two The Administrator is responsible
separate clinical records with two fAOIII' (e)nsgrlng(:h(lzs proce;s occurs.
. . asis and Comprehensive
dlffjcrent .SOC d.ates and different Assessments and the
certification periods: accompanying worksheet are
expected to be completed and
a. One record for Medicare Services submitted within 48 hours of visit.
. . When a referral is received the
evidenced a plan of care with a SOC on o I W .
] ) ’ Clinical Support Coordinator will
11/22/11 and a certification period of initiate the Start of Care Tracking
11/22/11 - 1/20/12. Log (see attached). The Clinical
Support Coordinator will be
1.) Skilled nursing visits occurred responsible for notifying the
appropriate disciplines and will
on 11/25/11, 11/28/11, 12/1/11, 12/2/11, document when the notification
12/5/11, 12/7/11, 12/15/11, 12/19/11, was given, and will track to
12/22/11, 12/26/11, 1/5/12, 1/6/12, ensure the paperwork is
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1/9/12, 1/13/12, and 1/16/12. submitted timely. The Clinical
Support Coordinator will data
.. . enter the Plan of Care into the
2.) HHA visits occurred twice McKesson system within 3
weekly for the certification period. business days of receipt of
paperwork, will print the Plan of
b. The second record initiated for Carg and send to the.p.hy3|C|an
. L. for signature. The Clinical
respite and Medicaid payer source Supervisor will in-service the
evidenced a SOC on 12/5/11. There was Clinical Support Coordinator on
no plan of care for this record. Skilled the process as well as the
nurse and home health aide visits had Tracking Log. The I?erformgnce
d as foll ) Improvement Coordinator will
occurred as Tollows: in-service the field staff on the
above process as well as the
1.) Skilled nursing visits occurred policies "Patient Plan of Care"
on 12/7/11, 12/15/11, 12/16/11, g”d /PThysfa“StP'a; ﬁf ifcati
are/Treatment and Notification
12/21/11, 12/26/11, 12/28/12, 12/30/12, of Patient's Change in
1/4/12, 1/5/12, 1/6/12, and 1/9/12. Condition". This will also be
incorporated into new employee
2.) HHA visits occurred with two orlen.;tatlodn. _TT;]S V_‘:_'” bi. .
.. monitored via the Tracking Log
visits weekly for 2 1/2 hours a day. on a daily basis by the Clinical
Supervisor. The Performance
c. On 1/27/11 at 10:30 AM, Improvement Coordinator will
Employee B and Employee M indicated review 25% of the records of new
th ¢ te ol £ f admissions on a monthly basis.
.er.e were two separate plans of cares for The Administrator will be
billing purposes. responsible for monitoring this
corrective action to ensure the
5. Clinical record #5, SOC 11/16/11, g"rr'fica' Superlvisor and t
. erformance Improvemen
1nch'1ded .a plan f)f care for the Coordinator adhere to this
certification period from 11/16/11 - process.
1/14/12. The record evidenced numerous
documents filed in the record from a past
episode / admission including physician
order's not signed in a timely manner.
a. A document titled "Supplemental
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orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, Licensed Practical Nurse
(LPN) on 7/20/11 and signed by the
physician on 12/7/11 stated, "DC
[discontinue] Exelon Patch, hydroxyzine
pamoate 25 mg [milligram] cap [capsule]
po [by mouth] bid [twice a day], Seroquel
25 mg po take 3 tabs po every evening
after dinner. May take 1 tab prn [as
needed] for agitation."

b. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/6//11 and signed
by the physician on 12/7/11 stated, "DC
Exelon patch, DC norvasc, DC Lipitor,
DC Lexapro 10 mg tab po, change to
Lexapro 20 mg 1 tablet po dly [daily], DC
Prednisone 10 mg tab po, DC Prednisone
7.5 mg."

c. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home " Health Services" signed
by Employee U, RN, on 9/24/11 stated,
"SN [skilled nurse] to observe / assess
vital signs and compliance related to
diabetic teaching, fall/safety precaution,
pain/edema prevention, assess respiration,
cardiac, neuro [neurological] muscular
systems. Occupational therapy to resume
services for current certification

State Form

Event ID:

RJ8R11 Facility ID:  IN00Q9467 If continuation sheet

Page 80 of 85




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

PRINTED: 02/21/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES  |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
157472 L WING 01/27/2012
T ————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
8959 BROADWAY
ADDUS HEALTHCARE (INDIANA) INC MERRILLVILLE, IN 46410
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PERCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

period/order. HHA [home health aide] to
assist pt. [patient] with ADLs [Activities
of Daily Living] and personal care.
Skilled nursing 2 times a week for 9
weeks and HHA visits for 3 times a week
for 9 weeks."

d. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 9/25/11 and signed
by the physician on 12/7/11 stated,
"Clonazepam 0.5 mg tabs 1/2 tab po @
[at] HS [bedtime], Nortriptylline 10 mg.
po take 1 tab tid [three times a day] x 15
days, Seroquel 25 mg po @ HS, Skilled
nurse to visit pt. 2 X wk [week]. All
orders per Dr. [XX] -- neurologist."

e. A document titled "Supplemental
orders Physician's Medical Treatment
Plan for Home Health Services" signed by
Employee D, LPN, on 11/4/11 and signed
by the physician on 12/7/11 stated, "DC
Novlin [sic] Insulin, Humalog Insulin
70/30 8 units sq (subcutaneous) bid,
Seroquel 50 mg po bid, and hydrocodone
325 mg po q [every] 4 -6 H [hour] pm.

f. On 1/25/12 at 3:45 PM, Employee
B indicated the records from a previous

episode were in the current record.

6. The agency policy titled "Clinical
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records" with a revision date of 6/1/11
stated, " To maintain clinical records for
all patients in a systematic confidential
manner which meets all legal and
regulatory requirements. For each patient
admitted for services, a clinical record is
maintained in an individual binder/folder.
The clinical records contains all patient
data to guide the care by all disciplines
while he/she is a patient of the agency.
Clinical records are confidential and are
maintained in accordance with the
Protection and Retention of Clinical and
Financial records policy ... The contents
of the clinical record are based on the
types of services... The home health
clinical records contain the following:
referral form, consent form, advanced
directives, insurance verification ... a plan
of care developed by the home health
team in accordance with the physician's
orders. The HCFA 485 may be used as
the POC ... Patient tracking sheet,
admission/SOC, resumption of care,
follow-up, and transfer/discharge OASIS
and comprehensive assessments are
completed in accordance with Medicare
requirements. ... The medication profile
is a listing of the name of each medication
... This form is completed on admission
and is reviewed with each medication
addition or change and comprehensive
assessment and update as needed ... The
clinical record should be reviewed for
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completeness every 60 days by the
primary nurse or administrative staff and
upon discharge."

7. The agency policy titled "Medical
supervision" with a revision date at 5/3/11
stated, "All patients must be under the
care of a licensed physician ... who is
willing to provide and sign orders for
home health services as necessary and in
accordance with all applicable
regulations. The orders should be signed
by the physician using the physician's full
name, initials if considered the legal
signature, or a computer signature, if
appropriately authenticated. A rubber
stamp is not acceptable. All physician's
orders must be dated by physician at time
of signature. All aspects of medical
supervision of the home health agency
should be governed by basic standards ...
The licensed doctor who is responsible
for the care of the patient should approve
the physician's plan of care and provide
the home health agency with a signed and
dated copy. The agency will document all
efforts to obtain the licensed doctor's
signature and date within the require time
frame, and thereafter if indicated ...
Telephone or verbal orders from the
licensed doctor should be written
immediately and sent to the licensed
doctor for counter-signature and date.
Telephone orders must be taken by a
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nurse and other person lawfully
authorized to receive such orders in
accordance with the regulations. Verbal
orders should be cosigned by the RN, PT,
SLT, OT or MSW when indicated. All
initial orders and subsequent changes in
orders for services, treatments and drugs
and biological should be legible and
signed and dated by the licensed doctor ...
in accordance with the state regulations
and incorporated into the physician's
record. All orders for clinical services
must be renewed in writing as
appropriated by the licensed doctor at
least every 60 days for Medicare patients
and patients requiring OASIS assessments
or 62 days as required by payer and/or
applicable regulations."

8. The agency policy titled "Physician's
Plan of care/treatment and notification of
patient's change in condition" with a
revision date of 4/18/11 stated, "Home
health services should be provided in
accordance with an individualized plan of
care based on the patient's diagnosis and
assessment of the patient's immediate and
long-range needs and resources ... The
physician is responsible for certifying the
patient meets eligibility and
reimbursement criteria in accordance with
Medicare and other third party payer
requirements. The professional
responsible for a specific
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treatment/service is responsible for
promptly notifying the physician
whenever a significant change in the
patient's condition becomes evident that
may indicate a need to modify or develop
a plan of care. Modifications/additions to
the plan of care/plan of treatment must be
approved by the attending physician ...
The plan of care should be reviewed and
updated as necessary by the home health
services team every 60 to 62 days as
required by the regulations or more often
should the patient condition warrant. Any
changes or updates to the plan of care
should be documented on physician's
verbal order form/progress notes 485 ...
Verbal orders must be signed and dated
by the registered nurse or qualified
therapist who is furnishing or supervising
the ordered service and submitted to the
physician for signature and date."
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