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G 000

Bldg. 00

This visit was for a home health federal
recertification survey. This visit resulted
in a partial extended survey.

Survey date: March 4, 5, 6, and 13, 2015
Facility #: 3986

Medicaid Vendor #: N/A

Surveyor: Ingrid Miller, PHNS, RN

Skilled unduplicated census: 177
patients in past year

Quality Review: Joyce Elder, MSN,
BSN, RN
March 23, 2015

G121 484.12(c)

COMPLIANCE W/ ACCEPTED

Bldg. 00 PROFESSIONAL STD

The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.

Based on observation, clinical record
review, interview, and review of policies

and procedures and personnel files, the

G 000

G121

The Administrator/Director of
Nursing has inserviced all field
staff members (see Attachments
A and B) on new Wound Care

03/27/2015

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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agency failed to ensure staff had provided Procedures (see Attachment C),
services in accordance with agency emphasmng that s'taff are to
. X verify that all supplies used are
policies and procedures in 1 of 3 home not opened or expired In
visit observations (Patient #2) with a addition, the importance of
Registered Nurse (Employee L, holding the bottle of cleansing
Registered Nurse) and 1 of 2 home visit S°|Ut,'°n above the.gauze a”‘,‘ of
. . . . pouring the prescribed cleaning
observations with a physical therapist solution onto the gauze was
(Employee R, Physical Therapist.) discussed The field staff were
informed that each RN would be
Findings evaluated using the new Wound
Care Competency Checklist (see
Attachment D) on their next visit
1. At a home visit observation on 3/5/15 performing wound care If any
at 11:30 AM, Employee L, Registered education must be performed to
Nurse, was observed to cleanse the bring the staff into compliance
. , with the Procedures and
wounds on patient #2's left lower leg by Checklist, that education will be
pouring normal saline from an expired performed over the next 30 days
500 milliliter (ml) bottle onto gauze pads A re-evaluation using the same
with the lip of the bottle touching the checklist shall then be performed
. to verify compliance. Additionally,
gauze and then cleansing the wounds the staff was educated on the
with this moistened gauze. The bOttle, a new policy entitled "Expired
Baxter bottle of normal saline, had an Supplies" (see Attachment E)
expiration date of 11/2014 and had This policy explains that all staff
. . members are to verify that all
approximately 250 ml left prior to the supplies used are not expired or
wound cleansing procedure. It had been open before using them, and if
opened prior to this visit. There was no they are expired or open, to bring
identification of whom had opened the them to the agency office for
bottle or when it had been opened. The ;'ehp;a:smi(?\?st.trator/Director of
bottle's label stated, "Discard unused Nursing has inserviced all staff on
portion." the importance of proper care
coordination with other facilities
. providing care to our patients At
A.On3/13/15 at 11:55 AM, each assessment, the Registered
Employee A, the administrator and Nurse will ask the patient if
director of nursing, indicated the bottle of he/she is receiving care from any
normal saline was already opened and dialysis center, outpatient therapy
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expired and should not have been used clinic, wound care clinic, or any
for the patient's wound care. other outside facility, and
complete the appropriate section
of the revised Plan Of Care
B. A nursing procedure for the (Attachment G, Section 1) In
agency titled "Home visiting steps" with addition, if the patient is receiving
no date noted stated, "It is essential to zsmggiﬁi';gsgg;g oart of
. . 1
ensure that all supplies that will be used Attachment G, Section 1, listing
for your visits are not expired. If any where the AV fistula/graft is
supplies are expired, bring them back to located, and any special
the office for proper disposal, and collect precautions thg staff must take as
red 1 1 h a result of the fistula/graft If the
HOI'l —.e).(plre supplies to rep a(.:e them. patient is receiving care from
This is important, because expired another facility, the RN will then
supplies may lose effectiveness, or even also have the patient sign the
become dangerous." "Care Coordination With Outside
Facilities" form (see Attachment
o ) H), giving us authorization to
2. At a home visit observation on 3/5/15 receive information about the
at 4:45 PM, Employee R, physical care given to our patient Any
therapist, was observed to assist patient important information received by
47 with ambulati dth tient our agency will be relayed to the
w1 am. ulation a?oun c¢pa 1.en s supervising physician and all field
house. While the patient was walking staff visiting the patient All new
with the therapist, the patient was medications received will be
observed to start dragging his / her cane included in the POC and the
d falline backwards. Empl R with patient will be educated on the
and fa 'mg ac .War s. Emp o.yee wi medications
the assist of an informal caregiver The Administrator/Director of
positioned the patient into a kitchen chair Nursing has inserviced the staff
with wheels. The patient was observed to on the proper seizure precautions
h . £ sei tivit hil and procedures, and the
s. o.w s¥gns (o] §e1zure ac .1V1 y while importance of following them
sitting in the kitchen chair. Employee R completely In addition, a new
did not attempt to position the patient handout has been created titled
onto the floor as the agency procedure for "Seizure Safety Procedures” (see
. . . . Attachment F) This sheet shall
seizure precautions requires. The seizure . . :
o ) be given to every patient who is a
activity lasted approximately 1 - 2 seizure risk or the
minutes. The patient regained caregiver/family of such a
consciousness over the next 5 - 10 patient. The
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minutes and was kept in the kitchen chair patient/caregiver/family will then
for the entirety of the seizure and be gducateq on the proper steps
K during a seizure, as described on
recovery from the seizure. Employee B the handout. All staff members
was present at this home visit caring for a patient who is a
observation. The patient was still in the seizure risk will be informed of the
chair at 5:08 PM. Employee R did not patient's ”,SI,( status. )
. . . The Administrator/Director of
instruct the. patl.ent or careleer on tl?e Nursing and Alternate
proper positioning of the patient during a Administrator will be responsible
seizure during the time observed. to implementing and monitoring
of these corrective actions to
A. Clinical d#7. S £ ensure that this deficiency is
- lnical recor@ #/, tart of care corrected and does not recur
2/9/15 and diagnosis of late effect of
hemiplegia dominant side, included a
plan of care for the certification period of
2/9/15 - 4/9/15. This plan of care
included safety measures of seizure /
convulsion precautions.
B. On 3/6/15 at 11:30 AM, Employee
B, the alternate administrator, stated, "I
was surprised by the position the
therapist placed the patient in."
Employee B indicated this was not what
the seizure precautions stated should be
done if seizure activity occurred with a
patient.
C. The agency procedure titled
"Seizure Precautions" with no date stated,
"Clients are assisted with safety measures
during seizures as indicated ... Procedure
1. Verify physician's order for seizure
precautions. 2. Explain the order and
procedure for seizure precautions to
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client. 3. Clear client's environment of
hard, sharp, or hot objects. 4. Lower
client to the floor if he or she is in
standing position."
D. The agency document titled "Job
Description - Physical Therapist" signed
by Employee R, physical therapist, on
5/15/13 stated, "Description: Gives
medical prescribed physical therapy to
patients in their homes in accordance
with physician's plan of care ... adheres to
agency policies and procedures."
G 143 484.14(g)
COORDINATION OF PATIENT SERVICES
Bldg. 00 All personnel furnishing services maintain
liaison to ensure that their efforts are
coordinated effectively and support the
objectives outlined in the plan of care.
G 143 The Administrator/Director of 03/27/2015
Based on interview, policy review, and Nursing has inserviced all staff on
.. . . the importance of proper care
clinical record review, the agency failed coordination with other facilities
to ensure coordination of care occurred providing care to our patients At
with other entities providing services for each assessment, the Registered
1 of 2 (clinical record #5) records Nurse will ask the patient if
. d of pati .. . he/she is receiving care from any
reviewed o pa.t1'ents recelving services dialysis center, outpatient therapy
from other entities. clinic, wound care clinic, or other
facility, and complete the
Findings appropriate section of the revised
Plan Of Care (see Attachment G,
] . Section 1) In addition, if the
1. The agency policy titled patient is receiving hemodialysis,
"Coordination of Patient Services" with a the RN will complete the
appropriate part of Attachment G,
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date of 2015 stated, "All personnel Section 1, listing where the AV
providing services are to maintain liaison f|stuI§/graft IS Igcated, and any
. . special precautions the staff must
to ensure that their efforts effectively take as a result of the fistula/graft
complement on another and support the If the patient is receiving care
objectives of the company and those from another facility, the RN will
outlined in the Plan of Care ... individual then also have the patient sign
biliti furth Jinati ¢ the "Care Coordination With
responsibilities to further coordination o Outside Facilities" form (see
patient care are delineated in the job Attachment H), giving us
description and standard performance." permission to receive information
about the care given at the
C " outside facilities The completed
2. The agency policy titled "Regulatory form will then be sent to the
compliance" with a date of 2015 stated, outside facility requesting
"A Plus Home Health Care, Inc. shall be information about the care given
in compliance with all applicable federal, to our patient Any important
dlocal 1 d lati " information received by our
state, and local laws and regulations. agency will be relayed to the
appropriate members of the field
3. Clinical record #5, start of care staff visiting the patient
7/24/14, evidenced the patient had The Administrator/Director of
hronic kid di d f Nursing and Alternate
N romcf ! rlley 15¢ase an a.n access for Administrator will be responsible
hemodlalySIS. The record failed to to imp|ementing and monitoring
evidence the skilled nurse communicated of these corrective actions to
with the dialysis facility. ensure that this deficiency is
corrected and does not recur
On 3/13/15 at 12:50 PM, Employee
A, the administrator and director of
nursing, and Employee B, the alternate
administrator, indicated the patient's
record did not indicate the skilled nurse
had communicated with the dialysis
facility about the patient's care.
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G 158 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on observation, clinical record G 158 The Administrator/Director of 03/27/2015
review, interview, and review of policies Nursing has 'nse,rv'ced the Sté,lﬁ
) on the proper seizure precautions
and procedures, the agency failed to and procedures and the
ensure staff had followed the plan of care importance of following them
in 1 of 2 home visit observations (Patient completely In addition, a new
#7) with a physical therapist, Employee haqdout has been created titled
R "Seizure Safety Procedures" (see
: Attachment F) This sheet shall
be given to every patient who is a
Findings seizure risk or the
caregiver/family of such a patient
| Atah it ob . 3/5/15 The patient/caregiver/family will
- At a home visit observation 9n then be educated on the proper
at 4:45 PM, Employee R, physical steps during a seizure, as
therapist, was observed to assist patient described on the handout All
#7 with ambulation around the patient's staff members caring for a patient
h While th . 1Kk who is a seizure risk will be
(?use. 1€ t. ¢ patient Was walking informed of the patient's risk
with the therapist, the patient was status Emphasis was also placed
observed to start dragging his / her cane upon the importance of each staff
and falling backwards. Employee R with member following the Plan Of
th st of an inf | . Care established by the
e .a§s15 of an in .orm'a careglver . supervising physician
positioned the patient into a kitchen chair The Administrator/Director of
with wheels. The patient was observed to Nursing and Alternate
show signs of seizure activity while ,tAd.mlnllstratotr. will b?j requtnsllble
e . . o implementing and monitoring
51.tt1ng in the kitchen c.h.alr. Emplo.yee R of these corrective actions to
did not attempt to position the patient ensure that this deficiency is
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 7 of 27
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onto the floor as the agency procedure for
seizure precautions requires. The seizure
activity lasted approximately 1 - 2
minutes. The patient regained
consciousness over the next 5 - 10
minutes and was kept in the kitchen chair
for the entirety of the seizure and
recovery from the seizure. Employee B
was present at this home visit
observation. The patient was still in the
chair at 5:08 PM. Employee R did not
instruct the patient or caregiver on the
proper positioning of the patient during a
seizure during the time observed.

A. Clinical record #7, Start of care
2/9/15 and diagnosis of late effect of
hemiplegia dominant side, included a
plan of care for the certification period of
2/9/15 - 4/9/15. This plan of care
included safety measures of seizure /
convulsion precautions.

B. On 3/6/15 at 11:30 AM, Employee
B, the alternate administrator, stated, "I
was surprised by the position the
therapist placed the patient in."
Employee B indicated that this was not
what the seizure precautions stated
should be done if seizure activity
occurred with a patient.

2. The agency procedure titled "Seizure
Precautions" with no date stated, "Clients

corrected and does not recur
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are assisted with safety measures during
seizures as indicated ... Procedure 1.
Verify physician's order for seizure
precautions. 2. Explain the order and
procedure for seizure precautions to
client. 3. Clear client's environment of
hard, sharp, or hot objects. 4. Lower
client to the floor if he or she is in
standing position."

3. The agency document titled "Job
Description - Physical Therapist" signed
by Employee R, physical therapist, on
5/15/13 stated, "Description: Gives
medical prescribed physical therapy to
patients in their homes in accordance
with physician's plan of care ... adheres to
agency policies and procedures."

4. The agency policy titled "Plan of care"
with a date of 2015 stated, "A plan of
care is developed for each patient ... All
disciplines caring for the patient are
expected to follow the developed plan of
care, unless the plan of care has been
changed by a physician's order."
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G 159 484.18(a)
PLAN OF CARE
Bldg. 00 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.
G 159 The Administrator/Director of 03/27/2015
Based on home visit observation, policy N”rs'”g has 'nserV'Ceq t_he staff
L i . K on the importance of listing all
and clinical record review, and interview, DME and related devices and
the agency failed to ensure the plan of equipment used by the patient,
care was Signed by the primary care including glasses and life line or
physician in a timely manner and related monitors The Plan of
. . Care form has been updated to
included all required elements for 4 of 12 include check boxes for glasses
records reviewed (#1 - 4). and life line monitors (see
Attachment G, Section 2) The
Findings POC was also revised to be more
realistic and individualized
The staff was also educated on
1. Clinical record # 1, start of care the critical nature of ensuring the
(SOC) 10/16/14 and diagnosis of chronic supervising physician signs and
obstructive asthma, included a plan of approves the Plan Of Care in a
. . . timely manner, 30 days or less
care for the certification period of after creation Al patient charts
2/13/15 - 4/13/15. This plan of care will be audited each month to
failed to include individualized goals for ensure timely signatures by the
this patient and an accurate list of durable supervising physician Any
deficiencies or difficulties
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medical equipment including a life line obtaining signatures will be
monitor and glasses used by the patient. documgnted on the MD Order
. . Checklist-MD Order Signed
The patient's list of goals on this plan of Within 30 Days" form (see
care stated, "The patient's vision will Attachment 1), and the issue will
improve through the use of a device." be resolved immediately
What type of device this would be was The Admlnlstrator/ Director of
d he pl ¢ Nursing and Alternate
not stated on the plan of care. Administrator will be responsible
to implementing and monitoring
a. On 3/5/15 at 9:30 AM, patient of these corrective actions to
#1 was observed to have glasses and a ensure that this deficiency is
i1 . corrected and does not recur
life line monitor.
b. On 3/13/15 at 11:45 AM,
Employee A, the administrator and
director of nursing, indicated the plan of
care did not show the patient used glasses
and a life line monitor and the goals were
not individualized.
c. The recertification assessment
completed on 2/12/15 by the registered
nurse evidenced the patient wore glasses.
2. Clinical record #2, SOC 7/24/14 and
diagnosis of venous insufficiency,
included a plan of care for the
certification period of 1/20/15 - 3/20/15,
not signed by the primary care physician
in a timely manner.
On 3/4/15 at 4:45 PM, Employee B,
the alternate administrator, indicated the
plan of care had not been signed at this
time. He indicated difficulty obtaining
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 11 of 27
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signatures from this physician
responsible for this patient's medical plan
of care.

3. Clinical record #3, SOC 2/20/15 and
diagnosis of hypertensive heart disease,
included a plan of care for the
certification period of 2/20/15 - 4/20/15.
This plan of care stated, "Goals ... Patient
will have stable electrolyte balance."
There were orders on the plan of care to
measure electrolyte laboratory results.

On 3/13/15 at 12:10 PM, Employee
A, the administrator and director of
nursing, indicated the goal was not
measurable at this time.

4. Clinical record #4, SOC 8/29/14 and
diagnosis of chronic pain, included a plan
of care for the certification period of
2/25/15 - 4/25/15. This plan of care
stated, "Goals ... patient's vision
impairment will improve through the use
of a device and medicine." What type of
device was not evidenced on the plan of
care.

a. On 3/13/15 at 12:25 PM,
Employee B, the alternate administrator,
indicated goals had not been
individualized for this patient's plan of
care.
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b. The recertification assessment
completed on 2/20/15 by the registered
nurse evidenced the patient wore glasses.

5. The agency policy titled "Chart -
General Information" with a date of 2015
stated, "to keep an accurate records of the
patient's condition ... to aid in following
the course of the disease."

6. The agency policy titled "Plan of care"
with a date of 2015 stated, "A plan of
care is developed for each patient
admitted to the home health program in
consultation with the referring physician.
The plan of care must be signed and
dated by a physician responsible for the
care of the patient and filed into the
patient's record .. the plan of care ...
includes medical supplies and DME
[durable medical equipment] ordered,
and those already available to the patient.
M. Goals ... attending physician's
signature."
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G 176 484.30(a)
DUTIES OF THE REGISTERED NURSE
Bldg. 00 | The registered nurse prepares clinical and
progress notes, coordinates services,
informs the physician and other personnel of
changes in the patient's condition and
needs.
Based on interview, policy review, and G 176 The Administrator/Director of 03/27/2015
clinical record review, the agency failed Nur§|ng has inserviced all staff on
. . the importance of proper care
to ensure the registered nurse coordinated coordination with other facilities
care with other entities providing services providing care to our patients At
for 1 of 1 (clinical record #5) records each assessment, the Registered
reviewed of patients receiving services Nurse VY'” aSk,the patient if
.. he/she is receiving care from any
from other entities. dialysis center, outpatient therapy
clinic, wound care clinic, or other
Findings facility, and complete the
appropriate section of the revised
Plan Of Care (see Attachment G,
Section 1) In addition, if the
1. The agency policy titled patient is receiving hemodialysis,
"Coordination of Patient Services" with a the RN will complete the
date of 2015 stated, "All personnel appropriate part of Attachment G,
. . e e Section 1, listing where the AV
providing services are to maintain liaison fistula/graft is located, and any
to ensure that their efforts effectively special precautions the staff must
complement on another and support the take as a result of the fistula/graft
objectives of the company and those If the patient is receiving care
. . Co from another facility, the RN will
outlined in the Plan of Care ... individual then also have the patient sign
responsibilities to further coordination of the "Care Coordination With
patient care are delineated in the job Outside Facilities" form (see
description and standard performance." Attachment H), giving us .
permission to receive information
about the care given at the
2. The agency policy titled "Regulatory outside facilities The completed
compliance" with a date of 2015 stated, form will then be sent to the
"A Plus Home Health Care, Inc. shall be outside facility requesting
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 14 of 27
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in compliance with all applicable federal, information about the care given
state, and local laws and regulations." _to our pgtient Apy important
information received by our
agency will be relayed to the
3. Clinical record #5, start of care appropriate members of the field
7/24/14, evidenced the patient had staff visiting the patient The
chronic kidney disease and an access for Administrator/Direc.tc.)r of Nursing
. . . and Alternate Administrator will
hemodialysis. The record failed to be responsible to implementing
evidence the skilled nurse communicated and monitoring of these
with the dialysis facility. corrective actions to ensure that
this deficiency is corrected and
4. On 3/13/15 at 12:50 PM, Employee A, does not recur
the administrator and director of nursing,
and Employee B, the alternate
administrator, indicated the patient's
record did not indicate the RN had
communicated with the dialysis facility
about the patient's care.
N 000
Bldg. 00
N 000
This visit was for a state relicensure
survey.
Survey dates: March 4, 5, 6, and 13,
2015
Facility #: 3986
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 15 of 27
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Medicaid Vendor #: N/A
Surveyor: Ingrid Miller, PHNS, RN
Skilled unduplicated census: 177
patients in past year
Quality Review: Joyce Elder, MSN,
BSN, RN
March 23, 2015
N 470 410 IAC 17-12-1(m)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on observation, interview, and N 470 Administrator/Director of Nursing 03/27/2015
review of policies and procedures, the has inserviced all field staff
. . members (see Attachments A
agency failed to ensure staff had provided and B) on new Wound Care
services in accordance with infection Procedures (see Attachment C),
control policies and procedures in 1 of 3 emphasizing that staff are to
home visit observations (Patient #2) with verify that all supplies used are
. d 1 not opened or expired In
a Re'glstere Nurse (Employee L, addition, the importance of
Registered Nurse). holding the bottle of cleansing
solution above the gauze and of
Findings pouring the prescribed cleaning
solution onto the gauze was
o ) discussed The field staff was
1. At a home visit observation on 3/5/15 informed that each RN would be
at 11:30 AM, Employee L, Registered evaluated using the new Wound
Nurse, was observed to cleanse the Care Competency Checklist (see
d ont #2's left 1 leo b Attachment D) on their initial
wour-l $ on patient i s left lower ?g y wound care visit and a month
pouring normal saline from an expired after If any education must be
500 milliliter (ml) bottle onto gauze pads performed to bring the staff into
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 16 of 27
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with the lip of the bottle touching the compliance with the Procedures
gauze and then cleansing the wounds and Checklist, that educatlo.n. \.N'”
. . i be performed between the initial
with this moistened gauze. The bottle, a visit and the follow-up visit
Baxter bottle of normal saline, had an Additionally, the staff was
expiration date of 11/2014 and had educated on the new policy
approximately 250 ml left prior to the entitied "Expired S,Upp“?s (see
. Attachment E) This policy
wound cle.ansmg Proc.eflure. It had been explains that all staff members
opened prior to this visit. There was no are to verify that all supplies used
identification of whom had opened the are not opened or expired before
bottle or when it had been opened. The using t:etm,b gnd |tfhthey ar?
' i expired, to bring the supplies
bottl'e s label stated, "Discard unused back to the office for replacement
portion." with supplies that are not opened
or expired The
2. On 3/13/15 at 11:55 AM, Employee Administrator/Director of Nursing
A. the admini ddi ’ ¢ and the Alternate Administrator
,t .e a .mlr.ustrator and director o will be responsible for
nursing, indicated the bottle of normal implementation and monitoring of
saline was already opened and expired these corrective actions to ensure
and should not have been used for the that this deficiency is corrected
— and will not recur
patient's wound care.
3. A nursing procedure for the agency
titled "Home visiting steps" with no date
noted stated, "It is essential to ensure that
all supplies that will be used for your
visits are not expired. If any supplies are
expired, bring them back to the office for
proper disposal, and collect non - expired
supplies to replace them. This is
important, because expired supplies may
lose effectiveness, or even become
dangerous."
N 486 410 1AC 17-12-2(h)
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 17 of 27
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Q A and performance improvement
Bldg. 00 | Rule 12 Sec. 2(h) The home health agency
shall coordinate its services with other health
or social service providers serving the
patient.
Based on interview, policy review, and N 486 The Administrator/Director of 03/27/2015
clinical record review, the agency failed Nursing has inserviced all staff on
. the importance of proper care
to ensure coordination of care occurred coordination with other facilities
with other entities providing services for providing care to our patients At
1 of 2 (clinical record #5) records each assessment, the Registered
reviewed of patients receiving services Nurse will ask the patient if
6 h . he/she is receiving care from any
rom other entities. dialysis center, outpatient therapy
clinic, wound care clinic, or any
Findings other outside facility, and
complete the appropriate section
1. Th i led of the revised Plan Of Care
: © .age.ncy po 103_/ title _ ) (Attachment G, Section 1) In
"Coordination of Patient Services" with a addition, if the patient is receiving
date of 2015 stated, "All personnel hemodialysis, the RN will
providing services are to maintain liaison complete the appropriate part of
hat their eff frectivel Attachment G, Section 1, listing
to ensure that their efforts etfectively where the AV fistula/graft is
complement on another and support the located, and any special
objectives of the company and those precautions the staff must take as
outlined in the Plan of Care ... individual aresult of the fistula/graft If the
bilities to furth dinati £ patient is receiving care from
resPon51 ities to ) er C_Oor 1n.a 1on o another facility, the RN will then
patient care are delineated in the job also have the patient sign the
description and standard performance." "Care Coordination With Outside
Facilities" form (see Attachment
. . " H), giving us authorization to
2. The. agency pohcy titled "Regulatory receive information about the
Compllance" Wlth a date Of 2015 Stated, care given to our patient Any
"A Plus Home Health Care, Inc. shall be important information received by
in compliance with all applicable federal, our agency will be relayed to the
tate. and local 1 nd reculations.” supervising physician and all field
state, and local laws a cguiations. staff visiting the patient All new
medications received will be
3. Clinical record #5, start of care included in the POC and the
7/24/14, evidenced the patient had patient will be educated on the
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 18 of 27
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chronic kidney disease and an access for medications .
hemodialysis. The record failed to The Adm|n|strator/D|rector of
K . . Nursing and Alternate
evidence the skilled nurse communicated Administrator will be responsible
with the dialysis facility. to implementing and monitoring
of these corrective actions to
On 3/13/15 at 12:50 PM, Employee ensure that this deficiency is
. . corrected and does not recur
A, the administrator and director of
nursing, and Employee B, the alternate
administrator, indicated the patient's
record did not indicate the skilled nurse
had communicated with the dialysis
facility about the patient's care.
N 522 410 IAC 17-13-1(a)
Patient Care
Bldg. 00 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 observation, clinical record N 522 The Administrator/Director of 03/27/2015
review, interview, and review of policies Nursing has |nsng|ced the Sta,lﬁ
. on the proper seizure precautions
and procedures, the agency failed to and procedures and the
ensure staff had followed the plan of care importance of following them
in 1 of 2 home visit observations (Patient completely In addition, a new
#7) with a physical therapist, Employee haqdout has been created titled
"Seizure Safety Procedures" (see
R. Attachment F) This sheet shall
be given to every patient who is a
Findings seizure risk or to the
patient/caregiver/family of such a
.. . patient The
1. At a home visit observation on 3/5/15 patient/caregiver/family will then
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 19 of 27
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at 4:45 PM, Employee R, physical be educated on the proper steps
therapist, was observed to assist patient during a seizure, as described on
. . i the handout All staff members
#7 with ambulation around the patient's caring for a patient who is a
house. While the patient was walking seizure risk will be informed of the
with the therapist, the patient was patient's risk status
observed to start dragging his / her cane The Administrator/ Director of
. i Nursing and the Alternate
and falling backwards. Employee R with Administrator will be responsible
the assist of an informal caregiver for implementation and
positioned the patient into a kitchen chair monitoring of these corrective
with wheels. The patient was observed to acti.o'ns to ensure that this
show signs of seizure activity while deficiency is corrected and does
not recur
sitting in the kitchen chair. Employee R
did not attempt to position the patient
onto the floor as the agency procedure for
seizure precautions requires. The seizure
activity lasted approximately 1 - 2
minutes. The patient regained
consciousness over the next 5 - 10
minutes and was kept in the kitchen chair
for the entirety of the seizure and
recovery from the seizure. Employee B
was present at this home visit
observation. The patient was still in the
chair at 5:08 PM. Employee R did not
instruct the patient or caregiver on the
proper positioning of the patient during a
seizure during the time observed.
A. Clinical record #7, Start of care
2/9/15 and diagnosis of late effect of
hemiplegia dominant side, included a
plan of care for the certification period of
2/9/15 - 4/9/15. This plan of care
included safety measures of seizure /
State Form Event ID: RLY111 Facility ID: 003986 If continuation sheet Page 20 of 27
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convulsion precautions.

B. On 3/6/15 at 11:30 AM, Employee
B, the alternate administrator, stated, "I
was surprised by the position the
therapist placed the patient in."
Employee B indicated that this was not
what the seizure precautions stated
should be done if seizure activity
occurred with a patient.

2. The agency procedure titled "Seizure
Precautions" with no date stated, "Clients
are assisted with safety measures during
seizures as indicated ... Procedure 1.
Verify physician's order for seizure
precautions. 2. Explain the order and
procedure for seizure precautions to
client. 3. Clear client's environment of
hard, sharp, or hot objects. 4. Lower
client to the floor if he or she is in
standing position."

3. The agency document titled "Job
Description - Physical Therapist" signed
by Employee R, physical therapist, on
5/15/13 stated, "Description: Gives
medical prescribed physical therapy to
patients in their homes in accordance
with physician's plan of care ... adheres to
agency policies and procedures."

4. The agency policy titled "Plan of care"
with a date of 2015 stated, "A plan of
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N 524

Bldg. 00

care is developed for each patient ... All
disciplines caring for the patient are
expected to follow the developed plan of
care, unless the plan of care has been
changed by a physician's order."

410 IAC 17-13-1(a)(1)

Patient Care

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

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

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

(B) Cover all pertinent diagnoses.

(C) Include the following:

(i)  Mental status.

(i)  Types of services and equipment
required.

(iii) Frequency and duration of visits.
(iv) Prognosis.

(v) Rehabilitation potential.

(vi) Functional limitations.

(vii) Activities permitted.

(viii) Nutritional requirements.

(ix) Medications and treatments.

(x)  Any safety measures to protect
against injury.

(xi) Instructions for timely discharge or
referral.

(xii) Therapy modalities specifying length of
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treatment.
(xiii) Any other appropriate items.
Based on home visit observation, policy N 524 The Administrator/Director of 03/27/2015
and clinical record review, and interview, N“rs'”%? has mserwceq t_he staff
. on the importance of listing all
the agency. failed to ensur'e the plan of DME and related devices and
care was signed by the primary care equipment used by the patient,
physician in a timely manner and including glasses and life line or
included all required elements for 4 of 12 e L
d . d(#] -4 Care form has been updated to
records reviewed (#1 - 4). include check boxes for glasses
and life line monitors (see
Findings Attachment G, Section 2) In
addition, the POC was altered to
.. make it more realistic and
1. Clinical record # 1, start of care individualized
(SOC) 10/16/14 and diagnosis of chronic The staff was also educated on
obstructive asthma, included a plan of the critical nature of ensuring the
care for the certification period of supervnsnnti prgsmlgr; Cszlgns.and
. approves the Plan areina
2/.1 3/15 -'4/13/15.. ”Ijh¥s pla.n of care timely manner, 30 days or less
failed to include individualized goals for after creation All patient charts
this patient and an accurate list of durable will be audited each month to
medical equipment including a life line ensure timely signatures by the
. d ol d by th tient supervising physician Any
momtor- an g.asses used by ‘_3 patient. deficiencies or difficulties
The patient's list of goals on this plan of obtaining signatures will be
care stated, "The patient's vision will documented on the "MD Order
improve through the use of a device." %h;?klié'gD O“r?er Ségned
. . ithin ays" form (see
What type of device this would be was Attachment 1), and the issue will
not stated on the plan of care. be resolved immediately
The Administrator/Director of
a. On 3/5/15 at 9:30 AM, patient Nursing and the Alternate
#1 b dtoh | d Administrator will be responsible
. w.as 0 serye 0 have glasses and a for implementation and
life line monitor. monitoring of these corrective
actions to ensure that this
b. On3/13/15 at 11:45 AM, de{iciency is corrected and will
Employee A, the administrator and not recur
director of nursing, indicated the plan of
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care did not show the patient used glasses
and a life line monitor and the goals were
not individualized.

c. The recertification assessment
completed on 2/12/15 by the registered
nurse evidenced the patient wore glasses.

2. Clinical record #2, SOC 7/24/14 and
diagnosis of venous insufficiency,
included a plan of care for the
certification period of 1/20/15 - 3/20/15,
not signed by the primary care physician
in a timely manner.

On 3/4/15 at 4:45 PM, Employee B,
the alternate administrator, indicated the
plan of care had not been signed at this
time. He indicated difficulty obtaining
signatures from this physician
responsible for this patient's medical plan
of care.

3. Clinical record #3, SOC 2/20/15 and
diagnosis of hypertensive heart disease,
included a plan of care for the
certification period of 2/20/15 - 4/20/15.
This plan of care stated, "Goals ... Patient
will have stable electrolyte balance."
There were orders on the plan of care to
measure electrolyte laboratory results.

On 3/13/15 at 12:10 PM, Employee
A, the administrator and director of
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nursing, indicated the goal was not
measurable at this time.

4. Clinical record #4, SOC 8/29/14 and
diagnosis of chronic pain, included a plan
of care for the certification period of
2/25/15 - 4/25/15. This plan of care
stated, "Goals ... patient's vision
impairment will improve through the use
of a device and medicine." What type of
device was not evidenced on the plan of
care.

a. On 3/13/15 at 12:25 PM,
Employee B, the alternate administrator,
indicated goals had not been
individualized for this patient's plan of
care.

b. The recertification assessment
completed on 2/20/15 by the registered
nurse evidenced the patient wore glasses.

5. The agency policy titled "Chart -
General Information" with a date of 2015
stated, "to keep an accurate records of the
patient's condition ... to aid in following
the course of the disease."

6. The agency policy titled "Plan of care"
with a date of 2015 stated, "A plan of
care is developed for each patient
admitted to the home health program in
consultation with the referring physician.
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The plan of care must be signed and
dated by a physician responsible for the
care of the patient and filed into the
patient's record .. the plan of care ...
includes medical supplies and DME
[durable medical equipment] ordered,
and those already available to the patient.
M. Goals ... attending physician's
signature."
N 545 410 IAC 17-14-1(a)(1)(F)
Scope of Services
Bldg. 00 | Rule 14 Sec. 1(a) (1)(F) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(F) Coordinate services.
Based on interview, policy review, and N 545 The Administrator/Director of 03/27/2015
clinical record review, the agency failed Nursing has inserviced all staff on
. . the importance of proper care
to ensure the registered nurse coordinated coordination with other facilities
care with other entities providing services providing care to our patients At
for 1 of 12 (clinical record #5) records each assessment, the Registered
reviewed with a registered nurse. Nurse will ask the patient if
he/she is receiving care from any
o dialysis center, outpatient therapy
Flndmgs clinic, wound care clinic, or any
other outside facility, and
1. The agency policy titled complete the appropriate section
"Coordinati £ Patient Services" with of the revised Plan Of Care
oordination of Patient Services" with a (Attachment G, Section 1) In
date of 2015 stated, "All personnel addition, if the patient is receiving
providing services are to maintain liaison hemodialysis, the RN will
to ensure that their efforts effectively complete the appropnate par.t of
| h d h Attachment G, Section 1, listing
complement on another and support the where the AV fistula/graft is
objectives of the company and those located, and any special
outlined in the Plan of Care ... individual precautions the staff must take as
responsibilities to further coordination of aresult of the fistula/graft If the
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patient care are delineated in the job patient is receiving care from
description and standard performance." another facility, the RN, will then
also have the patient sign the
o "Care Coordination With Outside
2. The agency policy titled "Regulatory Facilities" form (see Attachment
compliance" with a date of 2015 stated, H), giving us authorization to
"A Plus Home Health Care, Inc. shall be receive information gbout the
. i th all licable federal care given to our patient Any
in compliance with all applicable tederal, important information received by
state, and local laws and regulations." our agency will be relayed to the
supervising physician and all field
3. Clinical record #5, start of care staff visiting the patient All new
. ’ . medications received will be
7/24/14, evidenced the patient had included in the POC and the
chronic kidney disease and an access for patient will be educated on the
hemodialysis. The record failed to medications The
evidence the registered nurse Administrator/Director of Nursing
. . . . - and Alternate Administrator will
communicated with the dialysis facility. be responsible to implementing
and monitoring of these
4. On 3/13/15 at 12:50 PM, Employee A, corrective actions to ensure that
the administrator and director of nursing, this deficiency is corrected and
does not recur
and Employee B, the alternate
administrator, indicated the patient's
record did not indicate the RN had
communicated with the dialysis facility
about the patient's care.
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