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G 0000

Bldg. 00

This was a follow up federal home health
recertification survey.

Survey dates: September 14, 2015
Facility Number: 012905
Medicaid Provider ID 201075310
Census: 74

Clinical records reviewed 4

RN2U, Inc. is precluded from providing
its own training and competency
evaluation program for a period of 2
years beginning September 14, 2015, to
September 14, 2017, for being

found out of compliance with the
Conditions of Participation 42 CFR
484.10 Patient Rights, 484.14
Orgainization, Services &
Administration, 484.32 Therapy Services,
and 484.48 Clinical Records.

G 0100

Bldg. 00
Based on record review and interview,

G 0000

G 0100

1. Administrator/designee
will complete a patient

10/16/2015

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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the agency failed to ensure that the complaintform immediately
patient / family caregivers concern / when receiving a complaint.
grievance was investigated in regards to (Implemented 10/16/15
- &0n-going)(To be monitored
care that was not furnished by the agency by Administrator/designee) 2.
for 1 of 4 record reviewed (See G 107) All complaint forms will be
and failed to ensure that the patient / given to
family caregivers were informed in Administrator/designeesame
.. . day to review, contact
advance of the physician ordered services ) .
. person(s) making complaint,
and the services that would and / or document conversationand
would not be provided prior to the start sign/date form. (Implemented
of care for 1 of 1 record reviewed (See G 10/16/15 & On-going)(To be
108). monitored
byAdministrator/designee) 3.
Patient records requested to be
The cumulative effect of this systemic mall'e.d will .be mailed .
. . certifiedmail return receipt
problem resulted in the agency being out requested. (Implemented
of compliance with the Condition of 10/16/15 & On-going)(To
Participation 484.10 Patient Rights. bemonitored by
Administrator/designee) 4.
DON/designee will notify
patient/family same day it
isdetermined agency cannot
provide a discipline.
(Implemented 10/15/15
&0n-going)(To be monitored
by Administrator/designee) 5.
DON/designee will notify MD
same day it is
determinedagency cannot
provide a discipline.
(Implemented 10/16/15 &
On-going)(To bemonitored by
Administrator/designee) 6.
DON/designee will review all
admissions to ensure
agencycan provide ordered
disciplines and that all ordered
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G 0107

Bldg. 00

484.10(b)(5)

EXERCISE OF RIGHTS AND RESPECT
FOR PROP

The HHA must investigate complaints made
by a patient or the patient's family or
guardian regarding treatment or care that is
(or fails to be) furnished, or regarding the

disciplines are scheduled.
(Implemented 10/16/15 &
On-going)(To be monitored
byAdministrator/designee) 7.
The Complaint/Grievance
Policy has been reviewed
byAdministrator and
Consultant. Changes have
been made accordingly.
(Completed10/16/15) 8. The
Complaint/Grievance Form has
been reviewed byAdministrator
and Consultant and revised.
(Implemented 10/16/15) 9.
Administrator has in-serviced
all staff on
theComplaint/Grievance Policy
and the changes made.
(Completed 10/16/15) 10. The
Complaint/Grievance policy
will be included inorientation of
new staff. (Implemented
10/16/15 & On-going)(To be
monitoredby
Administrator/designee) 11.
The Administrator/designee
will review all
complaintsquarterly to see if
there are any patterns and will
implement processes
toaddress any patterns found.
(Implemented 10/16/15 &
On-going)
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lack of respect for the patient's property by
anyone furnishing services on behalf of the
HHA, and must document both the
existence of the complaint and the resolution
of the complaint.
Based on record review and interview, G 0107 1. Administrator/designee will 10/16/2015
the agency failed to ensure that the complete a patient complaintform
. . . immediately when receiving a
patient / family caregivers concern /
. . ticated i ds t complaint. (Implemented 10/16/15
grievance was inves 1ga ed in regards to &0n-going)(To be monitored by
care that was not furnished by the agency Administrator/designee)
for 1 of 4 record reviewed. (#16)
2. All complaint forms will be given
Findings included: to Administrator/designeesame day
to review, contact person(s) making
L. complaint, document
1. Clinical record number 16 SOC (start X .
) conversationand sign/date form.
of care) 03/19/15, included a plan of care (Implemented 10/16/15 & On-going)
established by the physician for the (To be monitored
certification period of 03/19/15 to byAdministrator/designee)
05/17/15 and 05/17/15 to 07/16/15.
3. Patient records requested to be
L. X . mailed will be mailed certifiedmail
2. The Administrator was interviewed on )
o return receipt requested.
09/14/15 at 2:15 PM. The Administrator (Implemented 10/16/15 & On-going)
stated she has had no complaints and (To bemonitored by
grievances since the previous survey on Administrator/designee)
08/04/15. The Administrator stated she
. 4. DON/desi il notif
had only one family member request . / esignee witl oty
. . patient/family same day it
medical records and the medical records . ) .
] : isdetermined agency cannot provide
were mailed to the requestor for patient a discipline. (Implemented 10/15/15
#16. &O0n-going)(To be monitored by
Administrator/designee)
3. A phone interview with the
. 5. DON/designee will notify MD
complainant on 09/14/15 at 2:40 PM, / - .g ) Y
. same day it is determinedagency
stated that he / she had been trying to cannot provide a discipline.
speak with the Administrator in regards (Implemented 10/16/15 & On-going)
to lack of speech therapy services and (To bemonitored by
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 4 of 236
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G 0108

requested speech therapy records. The
complainant stated he / she kept getting
told that the Administrator was in a
meeting or was busy. The Administrator
had never returned his / her phone call.
The complainant stated he / she had
never received the medical records.

484.10(c)(1)

Administrator/designee)

6. DON/designee will review all
admissions to ensure agencycan
provide ordered disciplines and that
all ordered disciplines are scheduled.
(Implemented 10/16/15 & On-going)
(To be monitored
byAdministrator/designee)

7. The Complaint/Grievance Policy
has been reviewed byAdministrator
and Consultant. Changes have been
made accordingly.
(Completed10/16/15)

8. The Complaint/Grievance Form
has been reviewed byAdministrator
and Consultant and revised.
(Implemented 10/16/15)

9. Administrator has in-serviced all
staff on theComplaint/Grievance
Policy and the changes made.
(Completed 10/16/15)

10. The Complaint/Grievance policy
will be included inorientation of new
staff. (Implemented 10/16/15 &
On-going)(To be monitoredby

Administrator/designee)

11. The Administrator/designee will
review all complaintsquarterly to see
if there are any patterns and will
implement processes toaddress any
patterns found. (Implemented
10/16/15 & On-going)
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RIGHT TO BE INFORMED AND
Bldg. 00 | PARTICIPATE
The patient has the right to be informed, in
advance about the care to be furnished, and
of any changes in the care to be furnished.
The HHA must advise the patient in advance
of the disciplines that will furnish care, and
the frequency of visits proposed to be
furnished.
The HHA must advise the patient in advance
of any change in the plan of care before the
change is made.
Based on record review and interview, G 0108 1. DON/designee will notify 10/16/2015
the agency failed to ensure that the patient/family same day it
patient / family caregivers were informed isdetermined agency cannot provide
i ad £ the physici dered a discipline. (Implemented 10/16/15
n a .Vance of the p ¥s101an ordere &0n-going)(To be monitored by
services and the services that would and / Administrator/designee)
or would not be provided in relation to
speech therapy prior to the start of care 2. DON/designee will notify MD
for 1 of 1 record reviewed. same day it is determinedagency
cannot provide a discipline.
.. . (Implemented 10/16/15 & On-going)
Findings included: (To bemonitored by
Administrator/designee)
1. Clinical record number 16 SOC (start
of care) 03/19/15, included a plan of care 3. DON/designee will review all
established by the physician for the admissions, within 24hoursor next
. . . i t
certification period of 03/19/15 to bus”fess day, to ensure agency can
05/17/15 and 05/18/15 to 07/16/15 with provide ordered dlscipiines
an ] ] 0 wi (Implemented 10/16/15 & On-going)
orders for skilled nursing, home health (To be monitored by DON/designee)
aide, physical and occupational therapy.
4. DON/designee will review all
a. A discharge summary from a admissions, within fortyeight hours
. . .- t busi day t Il
skilled nursing facility dated 03/17/15, ornex u_sm_es_s aytoensurea
indi dth . had dical ordered disciplines arescheduled.
H? 1cated the Patl'ent a apasjt medica (Implemented 10/16/15 & On-going)
history of aspiration pneumonia and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 6 of 236
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dysphagia. The physician's assessment (To be monitored byDON/designee)
indicated the pneumonia was resolved
. . . . 5. Administrator/desi ll
but remains high aspiration risk ministrator/designee wi
d to d haoi Diet at review all new admissionsweekly to
Se.COII ary to dysp agl?' eta . . ensure all disciplines ordered can be
discharge was mechanical soft diet with provided by agency.(Implemented
nectar thickened liquids, and for patient / 10/16/15 & On-going)(To be
caregiver to refer to speech therapist with monitored
more information on nectar thickened byAdministrator/designee)
liquids. The summary indicated the
. . . 6. Administrator/designee will
patient was to be discharged home with . o
review all new admissionsweekly to
speech therapy. ensure all disciplines ordered have
been scheduled.
b. A signed prescription dated (Implemented10/16/15 & On-going)
03/17/15, indicated the patient was to be (To be monitored by
. . Administrator/designee
discharged home with speech therapy /designee)
Services. 7. The contract with therapy
company has been reviewed
2. The Administrator was interviewed on byAdministrator and Consultant.
09/14/15 at 11:45 AM. The Revisions have been made as
Administrator stated she vaguely necessary.(Implemented 10/16/15)
remembered the patient and proceeded to
. h . , 4 Th 8. When agency uses a therapy
review the patient's record. © staffing agency DON/designeewill
Administrator stated she had performed tract all communications with the
the patient's admission. The staffing agency to ensure there
Administrator was not able to answer nor istimely follow up. This is to be done
explain why speech therapy was not on a daily basis. (Implemented
. . . . 10/16/15& On-going)(To be
involved in the patient's case when it was / ) / going){
he phvsici ‘<ch monitored by
ordered by the physician at discharge. Administrator/designee)
The Administrator stated the case
manager involved in the patient's case 9. When a staffing agency is used,
retired from the agency. During thlS DON/designee will contactstaffing
time, the Administrator emailed and agency daily, Mon-Fri, for
coordination of care. All contact will
called the contracted therapy company _ _
. bedocumented in the appropriate
and left messages for the coordinator to patient's chart. (Implemented
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 7 of 236
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return her phone call. 10/16/15 &0n-going)(To be
monitored by
3. On 09/14/15 at 1:53 PM, the Administrator/designee)
. . 9
Administrator had a return call from the . . )
10. If patient/caregiver declines
contracted therapy company. The therapy services,DON/designee will
Administrator had stated that the contact patient/family no later than
coordinator from the contracted therapy next business day toconfirm they
company indicated that a speech therapist declined therapy. Conversation will
. . be d ted in patient'schart.
had made contact with the spouse in July (Ie Tcumetn jlé,;f:/gn&sg a )
. . mplemente n-going
but the services was declined due to the .
(To be monitored
M n n
patient was "too far gone." The byAdministrator/designee)
Administrator stated the speech therapist
did not go out to see the patient to make 11. If patient/caregiver declines
that assessment / judgment and the therapy services, MD willbe notified
. . that day of refusal of th . Thi
Administrator stated she did not know at day ofretusal of therapy. This
ho th h th . A conversation will bedocumented in
who the §pe§c therapist was. patient's chart. (Implemented
communication note dated 03/26/15, was 10/16/15 & On-going)(To
provided by Employee N, a home health bemonitored by
aide / office worker, during this time. Administrator/designee)
Employee N wrote "According to [Name
of therapy company] ST [speech 12. DON/designee will in-service
. professional staff onrequirement to
therapy], ST had called numberous [Slc] contact all disciplines involved in
times with no return call to ST. Dr. patient's care, withintwenty four
[doctor] notified." Employee N was (24) hours or next business day, and
interviewed at this time and stated she document name of person(s)spoke
did not remember who the speech with as well as date and time.
. . Implemented 10/16/15 & On-goin
therapist was and she did not know who ET z " d/b / going)
. . obe monitored by
the speech therapist spoke with at the Administrator/designee)
physician office and did not know what
day and time the speech therapist notified 13. DON/designee will in-service
the physician. staff on requirement tonotify MD of
patient/caregiver's refusal of
. therapy and document in
4. The complainant was contacted on ; p: hart, (impl red
. patient'schart. (Implemente
09/14/15 at 2:40 PM. The complainant 10/16/15)(To be monitored by
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 8 of 236
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stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6. Anundated policy titled Client
Admission Process indicated,

Administrator/designee)

14. DON/designee will in-service all
staff on importance ofclearly
identifying their discipline when
providing care so there is
noconfusion as to the actual
discipline of that staff member.
(Implemented10/16/15 & On-going)
(To be monitored by
Administrator/designee)

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

Event ID:

VDBV12

Facility ID:

012905

If continuation sheet

Page 9 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT

OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157653

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
09/14/2015

NAME OF PR

RN2U INC

OVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
635 S STATE RD 67
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

G 0122

"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
The services and care must conform with
current professional standards of practice
for the respective discipline and should
be reasonable and necessary to the
treatment of a medical disorder ...
Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

484.14
ORGANIZATION, SERVICES &
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Bldg. 00 | ADMINISTRATION
G 0122 G122 1. DON/designee will notify 10/16/2015
(A) Based on record review and patlent/fa.\mny same day it
. . .. . isdetermined agency cannot
interview, the Administrator failed to provide a discipline.
ensure that the patient / family caregivers (Implemented 10/16/15
concern / grievance was investigated in &On-going)(To be monitored by
regards to care that was not furnished by Adm|n|strgtor/ de§|gne§) 2.
. DON/designee will notify MD
the agency for 1 of 4 record reviewed. (B) same day it is determinedagency
failed to ensure that the patient / family cannot provide a discipline.
caregivers were informed in advance of (Implemented 10/16/15 &
the physician ordered services and the On-g.0|.ng)(To bemomtored by
. h 1db 4/ 1d Administrator/designee) 3.
services that would be and / or would not DON/designee will review all
be provided prior to the start of care for 1 admissions, within 24hoursor next
of 1 record reviewed. (C) failed to ensure business day, to ensure agency
the clinical staff efforts were coordinated can provide ordered disciplines.
ffectively with the physici d (Implemented 10/16/15 &
etfectively with the physician an On-going)(To be monitored by
contracted therapy agency that were DON/designee) 4.
furnishing services for 1 of 4 records DON/designee will review all
reviewed of patients receiving therapy admissions, within fortyeight
. See G 133): failed t hours or next business day to
serches (See ); a.1 edto ensur-e ensure all ordered disciplines
their efforts were coordinated effectively arescheduled. (Implemented
with the physician and contracted therapy 10/16/15 & On-going)(To be
agency that were furnishing services for 1 monitored byDON/designee) 5.
£4 d . d of patient Administrator/designee will review
° .re'cor s reviewe _0 patients all new admissionsweekly to
receiving therapy services (See G 143); ensure all disciplines ordered can
and failed to ensure their efforts were be provided by agency.
coordinated and documented effectively gmple.me)rzt_?d ; 0/16/ Tf & g
. .. n-going)(To be monitore
with the physician anc} C(.)ntracte(.i therapy byAdministrator/designee) 6.
agency that were furnishing services for 1 Administrator/designee will review
of 4 records reviewed of patients all new admissionsweekly to
receiving services (See G 144). ensure all disciplines ordered
have been scheduled.
(Implemented10/16/15 &
. . . On-going)(To be monitored by
The cumulative effect of this systemic Administrator/designee) 7. The
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problem resulted in the agency being out
of compliance with the Condition of
Participation 484.14 Organization,
Services, & Administration.

contract with therapy company
has been reviewed
byAdministrator and Consultant.
Revisions have been made as
necessary.(Implemented
10/16/15) 8. When agency uses
a therapy staffing agency
DON/designeewill tract all
communications with the staffing
agency to ensure there istimely
follow up. This is to be done on a
daily basis. (Implemented
10/16/15& On-going)(To be
monitored by
Administrator/designee) 9.
When a staffing agency is used,
DON/designee will contactstaffing
agency daily, Mon-Fri, for
coordination of care. All contact
will bedocumented in the
appropriate patient's chart.
(Implemented 10/16/15
&On-going)(To be monitored by
Administrator/designee) 10. If
patient/caregiver declines therapy
services,DON/designee will
contact patient/family no later
than next business day toconfirm
they declined therapy.
Conversation will be documented
in patient'schart. (Implemented
10/16/15 & On-going)(To be
monitored
byAdministrator/designee) 11. If
patient/caregiver declines therapy
services, MD willbe notified that
day of refusal of therapy. This
conversation will bedocumented
in patient's chart. (Implemented
10/16/15 & On-going)(To
bemonitored by
Administrator/designee) 12.
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DON/designee will in-service
professional staff onrequirement
to contact all disciplines involved
in patient's care, withintwenty four
(24) hours or next business day,
and document name of
person(s)spoke with as well as
date and time. (Implemented
10/16/15 & On-going)(Tobe
monitored by
Administrator/designee) 13.
DON/designee will in-service staff
on requirement tonotify MD of
patient/caregiver's refusal of
therapy and document in
patient'schart. (Implemented
10/16/15)(To be monitored by
Administrator/designee) 14.
DON/designee will in-service all
staff on importance ofclearly
identifying their discipline when
providing care so there is
noconfusion as to the actual
discipline of that staff member.
(Implemented10/16/15 &
On-going)(To be monitored by
Administrator/designee)
G 0133 484.14(c)
ADMINISTRATOR
Bldg. 00 | The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
organizes and directs the agency's ongoing
functions; maintains ongoing liaison among
the governing body, the group of
professional personnel, and the staff.
A. Based on record review and G 0133 1. Administrator/designee will 10/16/2015
interview, the Administrator failed to .comple.te a patient com.pllamt form
K . . immediately when receiving a
ensure that the patient / family caregivers complaint. (Implemented
concern / grievance was investigated in 10/16/15 &0On-going)(To be
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/21/2015
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: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
regards to care that was not furnished by monitored by
the agency for 1 of 4 record reviewed. Adm|n|§trator/ des'g”ee) ) 2. Al
complaint forms will be given to
(#16) Administrator/designee same day
to review, contact person(s)
Findings included: making complaint, document
conversation and sign/date form.
.. (Implemented 10/16/15 &
1A. Clinical record number 16 SOC On-going)(To be monitored by
(start of care) 03/19/15, included a plan Administrator/designee) 3.
of care established by the physician for Patient records requested to be
the certification period of 03/19/15 to ma!:edtw'” be m_a't'ed Ce”'tf'zd
mail return receipt requested.
05/17/15 and 05/17/15 to 07/16/15. (Implemented 10/16/15 &
On-going)(To be monitored by
2A. The Administrator was interviewed Administrator/designee) 4.
on 09/14/15 at 2:15 PM. The DON/designee will nofify
. . patient/family same day it is
Admlm.strator statéd she has. had no determined agency cannot
complaints and grievances since the provide a discipline.
previous survey on 08/04/15. The (Implemented 10/15/15
Administrator stated she had only one &0n-going)(To be monitored by
famil b dical d Administrator/designee) 5.
amily mem. er request medica .recor s DON/designee will notify MD
and the medical records was mailed to same day it is determined agency
the requestor for patient #16. cannot provide a discipline.
(Implemented 10/16/15 &
. . . On-going)(To be monitored by
3A. A Phone interview with the Administrator/designee) 6.
complainant on 09/14/15 at 2:40 PM, DON/designee will review all
stated that he / she had been trying to admissions to ensure agency can
speak with the Administrator in regards provide ordered disciplines and
to lack of h th . d that all ordered disciplinesa 7.
0 lack ol speech therapy services an DON/designee will notify
requested speech therapy records. The patient/family same day it is
complainant stated he / she kept getting determined agency cannot
told that the Administrator was in a plrovilde a disgiﬁ)l(i)r/]fém
. .. t
meeting or was busy. The Administrator (Imp emente 5.
) &On-going)(To be monitored by
had never returned his / her phone call. Administrator/designee) 8.
The complainant stated he / she had DON/designee will notify MD
never received the medical records. same day it is determined agency
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cannot provide a discipline.
B. Based on record review and gr:rgimg;t_?g gglrli/:ifofed by
interview, the Administrator failed to Administrator/designee) 9.
ensure that the patient / family caregivers DON/designee will review all
were informed in advance of the admissigns, within 24 hours or
physician ordered services and the next business da}é’ to Znsu:je
. agency can provide ordere
services that would be and / or would not disciplines.(Implemented
be provided prior to the start of care for 1 10/16/15 & On-going)(To be
of 1 record reviewed. (#16) monitored by DON/designee)
DON/designee will review all
Findi eluded: admissions, within forty eight
Indings included. hours or next business day to
ensure all ordered disciplines are
1B. Clinical record number 16 SOC scheduled.(Implemented
(start of care) 03/19/15, included a plan 10/ 1,?/ 15d&bog%°'\'l?3)q° be)
. .. monitored by esignee
of care .estab.hshed k.)y the physician for Administrator/designee will review
the certification period of 03/19/15 to all new admissions weekly to
05/17/15 and 05/18/15 to 07/16/15, with ensure all disciplines ordered can
orders for skilled nursing, home health Ze pll'owde(tj 23‘;;/%27%'&
. . . mplemente
aide, physical and occupational therapy. On-going)(To be monitored by
Administrator/designee)
a. A discharge summary from a Administrator/designee will review
skilled nursing facility dated 03/17/15, all new aﬁ“;'SS,'OIPS Weeg'y tz
o . . ensure all disciplines ordere
1gdlcated the Patlént had a pasj[ medical have been scheduled.
history of aspiration pneumonia and (Implemented 10/16/15&
dysphagia. The physician's assessment On-going)(To be monitored by
indicated the pneumonia was resolved Adr?lnlsttrgttﬁr: :e3|gnee) The
L o contract with therapy company
but remains high asplr.atlon.rlsk has been reviewed by
secondary to dysphagia. Diet at Administrator and Consultant.
discharge was mechanical soft diet with Revisions have been made as
nectar thickened liquids, and for patient / r;g;:;ag;ary.(\l/r\;\hplemented
caregiver to refer to speech therapist with °) *neh agency Uses a
) ) ; therapy staffing agency
more information on nectar thickened DON/designee will tract all
liquids. The summary indicated the communications with the staffing
patient was to be discharged home with agency to ensure there is timely
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speech therapy. follow up. This is to be done on a
daily basis. (Implemented
. .. 10/16/15 &On-going)(To be
b. A signed prescription dated monitored by
03/17/15, indicated the patient was to be Administrator/designee) When a
discharged home with speech therapy staffing agency is used,
services DON/designee will contact
' staffing agency daily, Mon-Fri, for
coordination of care. All contact
2B. The Administrator was interviewed will be documented in the
on 09/14/15 at 11:45 AM. The appropriate patient's chart.
Administrator stated she vaguely (Implemented 10/16/ 15,
bered th . d ded &On-going)(To be monitored by
re@em ered t 'e patient and proceeded to Administrator/designee)
review the patient's record. The DON/designee will in-service
Administrator stated she had performed clinical staff on requirement to
the patient's admission. The notify MD of any changes in
Admini bl patient’s condition and document
ml.mstrator was not able to answer nor in patient'schart. (Implemented
explain why speech therapy was not 10/16/15 & On-going)(To be
involved in the patient's case when it was monitored
ordered by the physician at discharge. byAdministrator/designee) The
The Administrator stated th Clinical Documentation Policy has
¢ m.1n1s ra or-s ate e.: case been reviewed by Administrator
manager involved in the patient's case and Consultant and revisions
retired from the agency. During this made as needed.
time, the Administrator emailed and (Imp];ame;:)ed10/ 16/15)(To be
monitored by
called the contracted therapy co'mpany Administrator/designee) The
and left messages for the coordinator to Coordination of Care Policy has
return her phone call. been reviewed by Administrator
and Consultant and revisions
made as needed.
3B. On 09/14/15 at 1:53 PM, the (Implemented10/16/15)(To be
Administrator had a return call from the monitored by
contracted therapy company. The Administrator/designee) DON will
Administrator had stated that the in-service Clt”:'cal Stsz 0? the .
coordinator from the contracted therapy requirerent to coordinae care o
o ] patient when multiple disciplines
company indicated that a speech therapist are involved. RN will be
had made contact with the spouse in July responsible to ensure
but the services was declined due to the coordination of care is done
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 16 of 236
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patient was "too far gone." The unless nursing is not involved in
Administrator stated the speech therapist case. (Implemented 10/16/15)(To
. R be monitored by
did not go out to see the patient to make Administrator/designee) DON wil
that assessment / judgment and the ensure all clinical staff participate
Administrator stated she did not know in case conferences.
who the speech therapist was. A (Implemented 10/16/15)(To be
. monitored by
communication note dated 03/26/15, was Administrator/designee) Therapy
provided by Employee N, a home health Services Policy has been
aide / office worker, during this time. reviewed by Administrator and
Employee N wrote "According to [Name Consultant and revisions made as
fth ST h needed. (Implemented 10/16/15)
of therapy company] ST [speec ' (To be monitored by
therapy], ST had called numberous [sic] Administrator/designee) Therapy
times with no return call to ST. Dr. Contract with Therapy Staffing
[doctor] notified." Employee N was Agency has been reviewed by
. . d at this ti d dsh Administrator and Consultant and
19terv1ewe at this time and stated she revisions made as
did not remember who the speech needed(Implemented 10/16/15)
therapist was and she did not know who (To be monitored by
the speech therapist spoke with at the Administrator/designee)
physician office and did not know what
day and time the speech therapist notified
the physician.
4B. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 17 of 236
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for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5B. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6B. An undated policy titled Client
Admission Process indicated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
The services and care must conform with
current professional standards of practice
for the respective discipline and should
be reasonable and necessary to the
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treatment of a medical disorder ...
Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

C. Based on observation, clinical record
and policy review and interview, the
Administrator failed to ensure the clinical
staff efforts were coordinated effectively
with the physician and contracted therapy
agency that were furnishing services for 1
of 4 records reviewed of patients
receiving therapy services. (#16)

Findings include:

1C. Clinical record number 16, SOC
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(start of care), for certification period
03/19/15 to 05/17/15 and 05/18/15 to
07/16/15 with orders for skilled nursing,
physical and occupational therapy

services.

a. A discharge summary from a
skilled nursing facility dated 03/17/15,
indicated the patient had a past medical
history of aspiration pneumonia and
dysphagia. The physician's assessment
indicated the pneumonia was resolved
but remains high aspiration risk
secondary to dysphagia. Diet at
discharge was mechanical soft diet with
nectar thickened liquids, and for patient /
caregiver to refer to speech therapist with
more information on nectar thickened
liquids. The summary indicated the
patient was to be discharged home with
speech therapy.

b. A signed prescription dated
03/17/15, indicated the patient was to be
discharged home with speech therapy
services.

c. Review of the skilled nursing

notes indicated the following:

1. 04/08/15: " ... SN [skilled

nursing] instructed and reviewed with pt
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[patient] tucking chin down when eating
and drinking. Pt stated had coughing
spell this morning while eating breakfast.
SN had pt break multivitamin in half and
take with ensure while SN watched
patient tuck in chin .... " The visit note
failed to evidence that the physician had
been notified and patient needs were

coordinated with a speech therapist.

2. 04/17/15: "... Instructed pt on
ways to prevent aspiration and encourage
patient to tuck in chin when swallowing
and using thickening with liquids .... "
The visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech

therapist.

3. 04/20/15: "... SN instructed pt
on swallowing techniques, thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

4. 05/04/15: "... Instructed pt on
thin tuck when drinking and eating ... SN

instructed pt on hydration nutrition and
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thickening of fluids .... " The visit note
failed to evidence that the physician had
been notified and patient needs were

coordinated with a speech therapist.

5. 05/07/15: "... SN instructed pt
on ways to improve swallowing tuck in
chin when taking meds [medications]
fluids food .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

6. 05/15/15: Recertification
reassessment indicated the patient had a
functional limitation of swallowing,
safety measures / precautions of
aspiration and that. Physical and
occupational therapy was on hold for
re-evaluation after the speech therapist
was to help with swallowing, increase
nutrition, and increase strength. The
patient was recertified to home health
care with skilled nursing, aide and speech
therapy. The skilled nurse instructed and
reviewed with patient ways to help
decrease aspiration. The skilled nurse
educated patient / family on dosage of

thick it [powder substance to be added to
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fluids to increase thickness] to be placed
in liquids. Recertification Summary
indicated the patient's appetite has been
decreased and speech therapy was to see
the patient for swallowing concerns. The
skilled nurse indicated she had
coordinated with physician, physical,
occupational, and speech therapy but did
not specify who the clinicians were. The
clinical record failed to evidence patient
needs were coordinated with a speech

therapist.

7. 06/30/15: "... SN had pt eat
banana, glass of OJ [orange juice] and ate
approx ¥ bowl of cream of wheat then
started to have coughing spell, unable to
finish all of cream of wheat ... " The visit
note failed to evidence that the physician
had been notified and patient needs were

coordinated with a speech therapist.

8. Skilled nursing discharge
summary indicated "... Summary of Care
Provided to Date by Discharging
Discipline: SN for eval [evaluation] and
assess [assessment CV [cardiovascular] /
Resp [respiratory] / GI [gastrointestinal] /

GU [genitourinary] status eval
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[evaluation] and assess [assessment]
appetite wgt [weight]  loss (failure to
thrive) ... Patient Condition at Discharge:
Problems swallowing, keeping food,
liquids down, even though using
thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

d. Occupational therapy notes

indicated the following:

1. 04/08/15: "... Pt doing fair
today. Pt c/o [complained of] difficulty
swallowing. OTR [Occupational
Therapist Registered] educated pt
[patient] / [spouse] / daughter on need for
pt [patient] to use thickened liquids. Dtr
[daughter] states he won ' t drink
anything with thickener 2* [* secondary]
taste. OTR recommended premixed

thickened liquids ... Teaching / Training:
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Swallowing technique - chin tuck &
[and] thickener needs .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

2. 04/25/15: "... Pt reported pain
in neck and trouble with swallowing.
Educated patient on drinking thickened
liquids after taking bites of crushed up
meds in applesauce or pudding and
taking small amounts of meds. Pt
reported taking a pill one day and
coughing it back up the next day .... "The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

3. 04/22/15 note indicated pt was
having difficulty swallowing. The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

4. 05/12/15 note indicated the

patient was having difficulty swallowing
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secondary to weakness. The patient's
pain level was a 6 on a scale from one to
10 with 10 being the worse. The patient
also had complained of neck and throat
being sore, swallowing difficulties and
thick congestion .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

5. 05/19/15:  "... Pain level 4/5
at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

6. 05/21/15: "... Pt continues to
complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular
day ...." The visit note failed to evidence
that the physician and case manager had
been notified and patient needs were

coordinated with a speech therapist.
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7. 05/25/15: "... Pt required max
u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn ' t finish food. Discussed pt
drinking ensure later due to lack of
nutrients ... Pain to the neck at a level 5
...."" The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

8. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt

stated [illegible writing] for told him /
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her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems
with swallowing ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

11. 06/19/15: "... Swallowing
difficulty ... Speech slow, garbled (wet),
Pt is continuing to have weight loss and
difficulty swallowing. Pt has met max
potential d/t [due to] these barrier. Pt is
slow to progress and states he gets worn
out with what little he currently does. Pt
has nutritional deficits affecting progress
as well .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient

needs were coordinated with a speech
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therapist.

e. Physical therapy notes indicated
the following:

1. 05/05/15: "... Pt [patient]
reports increase coughing and choking on
food / meds .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

2. 05/07/15: "... Pt reports have
lost weight and not eating well .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

3. 05/11/15: "... Pt having
difficulty progressing due to decrease
nutrition intake .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

4. 05/14/15: "... Pt reports
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confusion over preparation of food with
thickener. Pt was finishing bowl of
cream of wheat when PT [physical
therapy]  present. He / she appeared to
aspirate it and vomited it all back up. Pt
having increased difficulty with nutrition
... " The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

5. 05/25/15: "... Pt seated in
kitchen and finished with breakfast. Pt is
coughing and spitting in trash can .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

6. 06/16/15: "... Ptreports cont
difficulty with swallowing and choking.
Pt appears to have lost weight and
appears malnourished ... Pt's strength
decreased slightly possibly due to lack of
nutrition ... Speech: See ST [speech
therapy]; Swallowing: See ST ...." The
visit note failed to evidence that the
physician and case manager had been

notified and patient needs were
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coordinated with a speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

8. 06/22/15: "... Reports not
feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

9. 06/25/15: "... Pt reports not
feeling well with diff [difficulty] to
produce words as pt is so weak. Pt
reports has not eaten in days ... Pt's skin
color not good, very frail and weak. Pt
having diff [diffiuclty] making progress
due to decreased nourishment. Pt is very
weak at this time .... " The visit note
failed to evidence that the physician and
case manager had been notified and

patient needs were coordinated with a
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speech therapist.

10. 06/30/15: "... Ptin kitchen
with nurse eating with encouragement.
Pt still coughing with eating / swallowing
... pt doing well and presents better after
IV fluids for short ER [emergency room]
visit. Pt still increase weakness and
fatigue .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

2C. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.
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3C. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4C. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
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caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

4D. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

4E. Anundated policy titled

"Coordination of Client Services"

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

VDBV12 Facility ID: 012905 If continuation sheet

Page 34 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

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

157653

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
09/14/2015

NAME OF PROVIDER OR SUPPLIER

RN2U INC

STREET ADDRESS, CITY, STATE, ZIP CODE
635 S STATE RD 67
MOORESVILLE, IN 46158

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to

changes in client condition.

5C. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
plan of care .... "

6C. An undated policy titled
Coordination of Client Services
indicated, "After initial assessment, the
admitting Registered Nurse / Therapist
shall discuss the findings of the initial
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visit with the Clinical manager to ensure
n
G 0143 484.14(qg)
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.
Based on observation, record review and G 0143 If patient/caregiver declines therapy 10/16/2015
interview, the agency failed to ensure services, DON/designeewill contact
their efforts were coordinated effectively patient/family no later than next
ith th . h business day to confirm
with the contra.lctllng t era?py company theydeclined therapy. Conversation
that were furnishing services for 2 of 4 will be documented in patient's
records reviewed (#14 and 15) and failed chart.(Implemented 10/16/15 &
to ensure their efforts were coordinated On-going)(To be monitored
effectively with the physician and byAdministrator/designee)
contracted therapy agency that were
f shi . for 1 of 4 d If patient/caregiver declines therapy
umls mng SerVI.CeS or 0 . records services, MD will benotified that day
reviewed of patients receiving therapy of refusal of therapy. This
services. (#16) conversation will be documentedin
patient's chart. (Implemented
Findings include: 10/16/15 & On-going)(To be
monitored
L. byAdministrator/designee)
1. Clinical record number 14, SOC (start
of care) 09/04/15, included a plan of care DON/designee will in-service staff on
established by the physician for the requirement to notifyMD of
certification period 09/04/15 to 11/02/15. patient/caregiver's refusal of
During clinical record review on therapy and document in patient's
. . . hart.(Impl ted 10/16/15)(To b
09/14/15, with orders for skilled nursing, chart (Implemented 10/16/15)(To be
hysical and . 1th monitored by
physical and occupational therapy. Administrator/designee)
a. A Physician order dated Requirement to notify MD of
08/25/15, indicated the patient was to patient/caregiver refusal of
have physical therapy one to two times a adiscipline will be included in
orientation of all new staff.
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week for four to six weeks to relieve pain (Implemented10/16/15 & On-going)
and increase strength. (To be monitored by
Administrator/designee)
b. A communication note dated ) - .
o ) DON/designee will in-service all
09/05/15, indicated the patient refused clinical staff onrequirement to notify
physical therapy. DON and MD if patient is
inappropriate for a particularservice.
c. An Occupational evaluation (Implemented 10/16/15)(To be
.. . itored b
dated 09/05/15, indicated the patient was montoreaBy. -
. . . Administrator/designee)
independent in ADL's and was not
appropriate for home health services. When agency uses a therapy staffing
The clinical record failed to evidence that agency DON/designee willtract all
the occupational therapist notified the communications with the staffing
agency of the patient's inappropriateness agency to ensure there is
. timelyfollow up. This is to be done
of services.
on a daily basis. (Implemented
L 10/16/15 &On-going)(To be
2. Clinical record number 15, SOC monitored by
09/03/15, included a plan of care Administrator/designee)
established by the physician for the
certification period 09/03/15 to 10/31/15, The Coordination of Care Policy has
. . been reviewed byAdministrator and
with orders for physical therapy. The viewed Byadmint
linical d failed d Consultant and revisions made as
clinical record failed to evidence an needed. (Implemented10/16/15)(To
evaluation for physical therapy. be monitored by
Administrator/designee)
3. Clinical record number 16, SOC (start
of care), for certification period 03/19/15 DON willin-service clinical staff on
the requirement tocoordinate care
to 05/17/15 and 05/18/15 to 07/16/15 d A
. . . . of patient when multiple disciplines
with orders for skilled nursing, physical are involved. RN will beresponsible
and occupatlonal therapy SCrvices. to ensure coordination of care is
done unless nursing is not involvedin
a. A discharge Summary from a case. (Implemented 10/16/15)(T0 be
skilled nursing facility dated 03/17/15, monitored by
.- . . Administrator/designee
indicated the patient had a past medical /designee)
history of aspiration pneumonia and DON will ensure all clinical staff
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dysphagia. The physician's assessment participate in caseconferences.
indicated the pneumonia was resolved (Implemented 10/16/15)(To be
but remains high aspiration risk monitored by
. . Administrator/designee)
secondary to dysphagia. Diet at
discharge was mechanical soft diet with Therapy Services Policy has been
nectar thickened liquids, and for patient / reviewed by Administratorand
caregiver to refer to speech therapist with Consultant and revisions made as
more information on nectar thickened needed. (Implemented 10/16/15)(To
. o b itored b
liquids. The summary indicated the emonttored by
. . . Administrator/designee)
patient was to be discharged home with
speech therapy. Therapy Contract with Therapy
Staffing Agency has beenreviewed
b. A signed prescription dated by Administrator and Consultant
03/17/15, indicated the patient was to be and revisions made as needed
. . Impl ted10/16/15)(To b
discharged home with speech therapy (Implemented10/16/15)(To be
. monitored by
Services. Administrator/designee)
c. Review of the skilled nursing Physical and Occupational Therapy
notes indicated the following: Policies have beenreviewed by
Administrator and Consultant and
revisions have been made asneeded.
1. 04/08/15: " ...SN visions hav
. . . . (Implemented 10/16/15)(TO be
[skilled nursing] instructed and reviewed .
monitored by
with pt [patient] tucking chin down when Administrator/designee)
eating and drinking. Pt stated had
coughing spell this morning while eating
breakfast. SN had pt break multivitamin
in half and take with ensure while SN
watched patient tuck in chin .... " The
visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech
therapist.
2. 04/17/15: "...
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Instructed pt on ways to prevent
aspiration and encourage patient to tuck
in chin when swallowing and using
thickening with liquids .... " The visit
note failed to evidence that the physician
had been notified and patient needs were
coordinated with a speech therapist.

3. 04/20/15: "...SN
instructed pt on swallowing techniques,
thickening of fluids .... " The visit note
failed to evidence that the physician had
been notified and patient needs were
coordinated with a speech therapist.

4. 05/04/15: "...
Instructed pt on thin tuck when drinking
and eating ... SN instructed pt on
hydration nutrition and thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/07/15: "...SN
instructed pt on ways to improve
swallowing tuck in chin when taking
meds [medications] fluids food .... " The
visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech
therapist.

6. 05/15/15:
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Recertification reassessment indicated
the patient had a functional limitation of
swallowing, safety measures /
precautions of aspiration and that.
Physical and occupational therapy was on
hold for re-evaluation after the speech
therapist was to help with swallowing,
increase nutrition, and increase strength.
The patient was recertified to home
health care with skilled nursing, aide and
speech therapy. The skilled nurse
instructed and reviewed with patient
ways to help decrease aspiration. The
skilled nurse educated patient / family on
dosage of thick it [powder substance to
be added to fluids to increase thickness]
to be placed in liquids. Recertification
Summary indicated the patient's appetite
has been decreased and speech therapy
was to see the patient for swallowing
concerns. The skilled nurse indicated she
had coordinated with physician, physical,
occupational, and speech therapy but did
not specify who the clinicians were. The
clinical record failed to evidence patient
needs were coordinated with a speech
therapist.

7. 06/30/15: "... SN had
pt eat banana, glass of OJ [orange juice]
and ate approx [approximately] %2 bowl
of cream of wheat then started to have
coughing spell, unable to finish all of
cream of wheat ... " The visit note failed
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to evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

8. Skilled nursing
discharge summary indicated "...
Summary of Care Provided to Date by
Discharging Discipline: SN for eval
[evaluation] and assess [assessment CV
[cardiovascular] / Resp [respiratory] / GI
[gastrointestinal] / GU [genitourinary]
status eval [evaluation] and assess
[assessment] appetite wgt [weight]
(failure to thrive) ... Patient Condition at
Discharge: Problems swallowing,
keeping food, liquids down, even though

loss

using thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

d. Occupational therapy notes
indicated the following:

1. 04/08/15: "... Pt doing
fair today. Pt c/o [complained of]
difficulty swallowing. OTR
[Occupational Therapist Registered]
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educated pt [patient] / [spouse] / daughter
on need for pt [patient] to use thickened
liquids. Dtr [daughter] states he won't
drink anything with thickener 2* [*
secondary] taste. OTR recommended
premixed thickened liquids ... Teaching /
Training: Swallowing technique - chin
tuck & [and] thickener needs .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

2. 04/25/15: "... Pt
reported pain in neck and trouble with
swallowing. Educated patient on
drinking thickened liquids after taking
bites of crushed up meds in applesauce or
pudding and taking small amounts of
meds. Pt reported taking a pill one day
and coughing it back up the next day ....
"The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

3. 04/22/15 note indicated
pt was having difficulty swallowing. The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

4. 05/12/15 note indicated
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the patient was having difficulty
swallowing secondary to weakness. The
patient's pain level was a 6 on a scale
from one to 10 with 10 being the worst.
The patient also had complained of neck
and throat being sore, swallowing
difficulties and thick congestion .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/19/15:  "... Pain
level 4/5 at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 05/21/15: "... Pt
continues to complain about his throat ...
Discussed importance of nutrition and
drinking ensure if pt is unable to swallow
and cannot eat regular diet on any
particular day ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

7. 05/25/15: "...Pt
required max u/c [sic] for swallowing
food to tuck his chin. Pt nose was
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running through entire meal and pt kept
coughing and spitting / throwing up food.
Pt was very upset and wouldn ' t finish
food. Discussed pt drinking ensure later
due to lack of nutrients ... Pain to the
neck ata level 5 ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 05/26/15: "... When
talking to pt he / she reported he / she
hadn't eaten all day due to being weak ...
Pt required mod [moderate] / max
[maximum] v/c [sic] for tucking his /her
chin when swallowing ... Pt able to keep
food down this day .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

9. 6/11/15: "...He
reported waking up early and having
breakfast but he was unable to keep it
down ... Pt stated [illegible writing] for
told him / her to drink three ensures a day
... v/c [sic] required to tuck chin to
swallow. Pt required extra time to eat
due to problems with swallowing .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

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

VDBV12 Facility ID: 012905 If continuation sheet

Page 44 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT

OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157653

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
09/14/2015

NAME OF PR

RN2U INC

OVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

635 S STATE RD 67
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

11. 06/19/15: "...
Swallowing difficulty ... Speech slow,
garbled (wet), Pt is continuing to have
weight loss and difficulty swallowing. Pt
has met max potential d/t [due to] these
barrier. Pt is slow to progress and states
he gets worn out with what little he
currently does. Pt has nutritional deficits
affecting progress as well .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

e. Physical therapy notes
indicated the following:

1. 05/05/15: "..Pt
[patient] reports increase coughing and
choking on food / meds .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.
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2. 05/07/15: "... Pt
reports have lost weight and not eating
well .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

3. 05/11/15: "...Pt
having difficulty progressing due to
decrease nutrition intake .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

4. 05/14/15: "... Pt
reports confusion over preparation of
food with thickener. Pt was finishing
bowl of cream of wheat when PT
[physical therapy] present. He / she
appeared to aspirate it and vomited it all
back up. Pt having increased difficulty
with nutrition .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

5. 05/25/15: "...Pt
seated in kitchen and finished with
breakfast. Ptis coughing and spitting in
trash can .... " The visit note failed to
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evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 06/16/15: "...Pt
reports cont [continued] difficulty with
swallowing and choking. Pt appears to
have lost weight and appears
malnourished ... Pt's strength decreased
slightly possibly due to lack of nutrition
... Speech: See ST [speech therapy];
Swallowing: See ST ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 06/22/15: "... Reports
not feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.
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9. 06/25/15: "...Pt
reports not feeling well with diff
[difficulty] to produce words as pt is so
weak. Pt reports has not eaten in days ...
Pt's skin color not good, very frail and
weak. Pt having diff [difficulty] making
progress due to decreased nourishment.
Pt is very weak at this time .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

10. 06/30/15: "...Ptin
kitchen with nurse eating with
encouragement. Pt still coughing with
eating / swallowing ... pt doing well and
presents better after I'V fluids for short
ER [emergency room] visit. Pt still
increase weakness and fatigue .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

f. Social work visit notes
indicated the following:

1. 06/03/15: Reason for
visit: "Possible placement: Assisted
Living, g/tube [gastrostomy tube] ... His /
her biggest concern is having to eat
nectar consistency foods / drinks 2* [*

secondary] swallowing difficulties. He /
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she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble
swallowing and then laying down .... "
The visit note failed to evidence that the
physician had been notified.

2. 06/24/15: Reason for
visit: "Assisting with g/tube placement
concerns ... Pt is visibly smaller since last
visit on 6/3. States his energy level is
poor and not eating well at all .... " The
visit note failed to evidence that the
physician had been notified.

4. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator was not able to state why
patient number 15 was not seen by
therapy and was not able to state why the
occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
notify the patient two times the week of
09/06/15, but was unsuccesful and the
doctor had been notified. A
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communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist
attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
clinical record failed to evidence in a
timely manner for the delay of physical
therapy services and failed to evidence
that the occupational therapist notified
the agency of the non admission of
services. The Administrator stated she
vaguely remembered the patient and
proceeded to review the patient's record.
The Administrator stated she had
performed the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

5. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
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coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

6. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
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difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

7. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

8. An undated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
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maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.
The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to
changes in client condition.

9. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
plan of care ... "

10. An undated policy titled
Coordination of Client Services
indicated, "After initial assessment, the
admitting Registered Nurse / Therapist
shall discuss the findings of the initial
visit with the Clinical manager to ensure
... All personnel furnishing services shall
maintain a liaison to assure that their
efforts are coordinated effectively and
support the objectives outlined in the
Plan of Care. This may be done through
formal care conferences; maintaining
complete, current Care Plans; and written
and verbal interaction ... The Primary
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Nurse ... will assume responsibility for
updating / changing the Care Plan and
communicating changes to caregivers
within twenty - four [24] hours following
the conference or changes. The physician
will be contacted when his / her approval
for that change is necessary and to alert
physician to changes in client condition.

11. An undated policy titled Therapy
Services indicated, " ... The therapist will
consult and collaborate with the
registered nurse who is the case manager.
The therapist will participate in
implementing the physician's plan of care
and evaluating client progress .... "

12. An undated policy titled
Occupational Therapy indicated, " ...
Communicates plans and changes to the
physician and to nursing Case Manager
and other Agency Staff through the care
plan, written progress notes, and
participation in care conferences .... "

13. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
client's care .... "

14. An undated policy titled Physical
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Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made .... "
G 0144 484.14(g)
COORDINATION OF PATIENT SERVICES
Bldg. 00 The clinical record or minutes of case
conferences establish that effective
interchange, reporting, and coordination of
patient care does occur.
Based on observation, record review and G 0144 DON/designee will in-service all 10/16/2015
interview, the agency failed to ensure clinical staff onrequirement to notify
. . . DON and MD if patient i
their efforts were coordinated effectively ONand MD if patient is
ith th . h inappropriate for a particularservice.
with the COIltI‘cthtl.ng t era.py company (Implemented 10/16/15)(To be
that were furnishing services for 2 of 4 monitored by
records reviewed (#14 and 15) and failed Administrator/designee)
to ensure their efforts were coordinated
effectively with the physician and If patient/caregiver declines therapy
i DON/desi ill tact
contracted therapy agency that were services, DON/designeewill contac
L. . patient/family no later than next
furnishing services for 1 of 4 records ) )
) ) o business day to confirm
reviewed of patients receiving therapy theydeclined therapy. Conversation
services. (#16) will be documented in patient's
chart.(Implemented 10/16/15 &
Findings include: On-going)(To be monitored
byAdministrator/designee)
1. Clinical record number 14, SOC (start . . )
) If patient/caregiver declines therapy
of care) 09/04/15, included a plan of care services, MD will benotified that day
established by the physician for the of refusal of therapy. This
certification period 09/04/15 to 11/02/15. conversation will be documentedin
During clinical record review on patient's chart. (Implemented
. ) . 10/16/15 & On-going)(To b
09/14/15, with orders for skilled nursing, / .t/ g n-going)(To be
. . monitore
physical and occupational therapy. byAdministrator/designee)
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a. A Physician order dated DON/designee will in-service staff on
08/25/15, indicated the patient was to requirement to notifyMD of
have physical therapy one to two times a patient/caregiver's refu_sal °f_
. . . therapy and document in patient's
week for four to six weeks to relieve pain chart.(Implemented 10/16/15)(To be
and increase strength. monitored by
Administrator/designee)
b. A communication note dated
09/05/15, indicated the patient refused Requirement to notify MD of
physical therapy. pa.tle.nt/'care,c?’lver r'efusal of.
adiscipline will be included in
orientation of all new staff.
c. An Occupational evaluation (Implemented10/16/15 & On-going)
dated 09/05/15, indicated the patient was (To be monitored by
independent in ADL's and was not Administrator/designee)
appropriate for home health services.
The clinical record failed to evidence that DON/designee will in-service clinical
. K . staff on requirementto notify MD of
the occupational therapist notified the any changes in patient’s condition
agency of the patient‘s inappropriateness and document in patient’schart.
of services. (Implemented 10/16/15 & On-going)
(To be monitored
2. Clinical record number 15, SOC byAdministrator/designee)
09/03/15, included a plan of care o i )
. . The Clinical Documentation Policy
established by the phy51c1an for the has been reviewed byAdministrator
certification period 09/03/15 to 10/31/15, and Consultant and revisions made
with orders for physical therapy. The as needed. (Implemented10/16/15)
clinical record failed to evidence an (To be monitored by
evaluation for physical therapy. Administrator/designee)
L. The Coordination of Care Policy has
3. Clinical record number 16, SOC (start been reviewed byAdministrator and
of care), for certification period 03/19/15 Consultant and revisions made as
to 05/17/15 and 05/18/15 to 07/16/15 needed. (Implemented10/16/15)(To
with orders for skilled nursing, physical be monitored by
and occupational therapy services. Administrator/designee)
. DON will in-service clinical staff on
a. A discharge summary from a the requirement tocoordinate care
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 56 of 236




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

PRINTED: 12/21/2015
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: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
skilled nursing facility dated 03/17/15, of patient when multiple disciplines
indicated the patient had a past medical are involved. RN will beresponsible
. o . to ensure coordination of care is
history of aspiration pneumonia and T )
dvsphagia. The physician's assessment done unless nursing is notinvolved in
.y p gla. phy ) case. (Implemented 10/16/15)(To be
indicated the pneumonia was resolved monitored
but remains high aspiration risk byAdministrator/designee)
secondary to dysphagia. Diet at
discharge was mechanical soft diet with DON will ensure all clinical staff
. . . ticipate i f .
nectar thickened liquids, and for patient / participate In caseconterences
K . . (Implemented 10/16/15)(To be
caregiver to refer to speech therapist with monitored by
more information on nectar thickened Administrator/designee)
liquids. The summary indicated the
patient was to be discharged home with Therapy Services Policy has been
speech therapy. reviewed by Administratorand
Consultant and revisions made as
b Asi d tion dated needed. (Implemented 10/16/15)(To
. '51gne prescgp ion date bemonitored by
03/17/15, indicated the patient was to be Administrator/designee)
discharged home with speech therapy
services. Therapy Contract with Therapy
Staffing Agency has beenreviewed
. . . by Administrator and Consultant
c. Review of the skilled nursing yd o g
. . . anda revisions made as
notes indicated the following: needed(Implemented 10/16/15)(To
be monitored by
1. 04/08/15: " ...SN Administrator/designee)
[skilled nursing] instructed and reviewed
with pt [patient] tucking chin down when Administrator/designee will review
. C . all new admissions weeklyto ensure
eating and drinking. Pt stated had . Y
. . . X . all disciplines ordered have been
coughing spell this morning while eating scheduled. (Implemented
breakfast. SN had pt break multivitamin 10/16/158& On-going)(To be
in half and take with ensure while SN monitored by
watched patient tuck in chin .... " The Administrator/designee)
visit note failed to evidence that the
.. . . The contract with therapy compan
physician had been notified and patient ) py_ i pany
. . has been reviewed byAdministrator
needs were coordinated with a speech and Consultant. Revisions have been
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therapist. made as necessary.(Implemented
10/16/15)
2. 04/17/15: "...
When agency uses a therapy staffing
Instructed pt on ways to prevent agency DON/designee willtract all
aspiration and encourage patient to tuck communications with the staffing
in chin when swallowing and using agency to ensure there is
thickening with liquids .... " The visit timelyfollow up. This is to be done
note failed to evidence that the physician on a daily basis. (Implemented
had been notified and patient needs were 10/ 1.6/ 15 & On-going)(Tobe
coordinated with a speech therapist. /T dor:li::::‘ tt;yr Jdesignee)
3. 04/20/15: "... SN The Social Work Policy has been
instructed pt on swallowing techniques, reviewed byAdministrator and
thickening of fluids .... " The visit note Consultant and revisions made as
] o needed. (Implemented10/16/15)
failed to evidence that the physician had (To be monitored by A
been notified and patient needs were
coordinated with a speech therapist.
4. 05/04/15: "...
Instructed pt on thin tuck when drinking
and eating ... SN instructed pt on
hydration nutrition and thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.
5. 05/07/15: "...SN
instructed pt on ways to improve
swallowing tuck in chin when taking
meds [medications] fluids food .... " The
visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech
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therapist.

6. 05/15/15:
Recertification reassessment indicated
the patient had a functional limitation of
swallowing, safety measures /
precautions of aspiration and that.
Physical and occupational therapy was on
hold for re-evaluation after the speech
therapist was to help with swallowing,
increase nutrition, and increase strength.
The patient was recertified to home
health care with skilled nursing, aide and
speech therapy. The skilled nurse
instructed and reviewed with patient
ways to help decrease aspiration. The
skilled nurse educated patient / family on
dosage of thick it [powder substance to
be added to fluids to increase thickness]
to be placed in liquids. Recertification
Summary indicated the patient's appetite
has been decreased and speech therapy
was to see the patient for swallowing
concerns. The skilled nurse indicated she
had coordinated with physician, physical,
occupational, and speech therapy but did
not specify who the clinicians were. The
clinical record failed to evidence patient
needs were coordinated with a speech
therapist.

7. 06/30/15: "... SN had
pt eat banana, glass of OJ [orange juice]
and ate approx [approximately] %2 bowl
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of cream of wheat then started to have
coughing spell, unable to finish all of
cream of wheat ... " The visit note failed
to evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

8. Skilled nursing
discharge summary indicated "...
Summary of Care Provided to Date by
Discharging Discipline: SN for eval
[evaluation] and assess [assessment CV
[cardiovascular] / Resp [respiratory] / GI
[gastrointestinal] / GU [genitourinary]
status eval [evaluation] and assess
[assessment] appetite wgt [weight]
(failure to thrive) ... Patient Condition at

loss

Discharge: Problems swallowing,
keeping food, liquids down, even though
using thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

d. Occupational therapy notes
indicated the following:

1. 04/08/15: "... Pt doing
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fair today. Pt c/o [complained of]
difficulty swallowing. OTR
[Occupational Therapist Registered]
educated pt [patient] / [spouse] / daughter
on need for pt [patient] to use thickened
liquids. Dtr [daughter] states he won't
drink anything with thickener 2* [*
secondary] taste. OTR recommended
premixed thickened liquids ... Teaching /
Training: Swallowing technique - chin
tuck & [and] thickener needs .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

2. 04/25/15: "... Pt
reported pain in neck and trouble with
swallowing. Educated patient on
drinking thickened liquids after taking
bites of crushed up meds in applesauce or
pudding and taking small amounts of
meds. Pt reported taking a pill one day
and coughing it back up the next day ....
"The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

3. 04/22/15 note indicated
pt was having difficulty swallowing. The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
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coordinated with a speech therapist.

4. 05/12/15 note indicated
the patient was having difficulty
swallowing secondary to weakness. The
patient's pain level was a 6 on a scale
from one to 10 with 10 being the worst.
The patient also had complained of neck
and throat being sore, swallowing
difficulties and thick congestion ... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/19/15: "... Pain
level 4/5 at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 05/21/15: "...Pt
continues to complain about his throat ...
Discussed importance of nutrition and
drinking ensure if pt is unable to swallow
and cannot eat regular diet on any
particular day ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.
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7. 05/25/15: "...Pt
required max u/c [sic] for swallowing
food to tuck his chin. Pt nose was
running through entire meal and pt kept
coughing and spitting / throwing up food.
Pt was very upset and wouldn ' t finish
food. Discussed pt drinking ensure later
due to lack of nutrients ... Pain to the
neck atalevel 5 ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 05/26/15: "... When
talking to pt he / she reported he / she
hadn't eaten all day due to being weak ...
Pt required mod [moderate] / max
[maximum] v/c [sic] for tucking his /her
chin when swallowing ... Pt able to keep
food down this day .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

9. 6/11/15: "...He
reported waking up early and having
breakfast but he was unable to keep it
down ... Pt stated [illegible writing] for
told him / her to drink three ensures a day
... v/c [sic] required to tuck chin to
swallow. Pt required extra time to eat
due to problems with swallowing .... "
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The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

11. 06/19/15: "...
Swallowing difficulty ... Speech slow,
garbled (wet), Pt is continuing to have
weight loss and difficulty swallowing. Pt
has met max potential d/t [due to] these
barrier. Pt is slow to progress and states
he gets worn out with what little he
currently does. Pt has nutritional deficits
affecting progress as well .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

e. Physical therapy notes
indicated the following:

1. 05/05/15: "...Pt
[patient] reports increase coughing and
choking on food / meds .... " The visit
note failed to evidence that the physician
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and case manager had been notified and
patient needs were coordinated with a
speech therapist.

2. 05/07/15: "... Pt
reports have lost weight and not eating
well .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

3. 05/11/15: "...Pt
having difficulty progressing due to
decrease nutrition intake .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

4. 05/14/15: "... Pt
reports confusion over preparation of
food with thickener. Pt was finishing
bowl of cream of wheat when PT
[physical therapy] present. He/she
appeared to aspirate it and vomited it all
back up. Pt having increased difficulty
with nutrition .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

5. 05/25/15: "... Pt
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seated in kitchen and finished with
breakfast. Pt is coughing and spitting in
trash can .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 06/16/15: "... Pt
reports cont [continued] difficulty with
swallowing and choking. Pt appears to
have lost weight and appears
malnourished ... Pt's strength decreased
slightly possibly due to lack of nutrition
... Speech: See ST [speech therapy];
Swallowing: See ST .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 06/22/15: "... Reports
not feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
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needs were coordinated with a speech
therapist.

9. 06/25/15: "...Pt
reports not feeling well with diff
[difficulty] to produce words as pt is so
weak. Pt reports has not eaten in days ...
Pt's skin color not good, very frail and
weak. Pt having diff [difficulty] making
progress due to decreased nourishment.
Pt is very weak at this time .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

10. 06/30/15: "...Ptin
kitchen with nurse eating with
encouragement. Pt still coughing with
eating / swallowing ... pt doing well and
presents better after I'V fluids for short
ER [emergency room] visit. Pt still
increase weakness and fatigue .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

f. Social work visit notes
indicated the following:
1. 06/03/15: Reason for
visit: "Possible placement: Assisted

Living, g/tube [gastrostomy tube] ... His /
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her biggest concern is having to eat
nectar consistency foods / drinks 2* [*
secondary] swallowing difficulties. He/
she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble
swallowing and then laying down .... "
The visit note failed to evidence that the
physician had been notified.

2. 06/24/15: Reason for
visit: "Assisting with g/tube placement
concerns ... Pt is visibly smaller since last
visit on 6/3. States his energy level is
poor and not eating well at all .... " The
visit note failed to evidence that the
physician had been notified.

4. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator was not able to state why
patient number 15 was not seen by
therapy and was not able to state why the
occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
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notify the patient two times the week of
09/06/15, but was unsuccesful and the
doctor had been notified. A
communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist
attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
clinical record failed to evidence in a
timely manner for the delay of physical
therapy services and failed to evidence
that the occupational therapist notified
the agency of the non admission of
services. The Administrator stated she
vaguely remembered the patient and
proceeded to review the patient's record.
The Administrator stated she had
performed the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

5. On 09/14/15 at 1:53 PM, the
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Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

6. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
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therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

7. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

8. An undated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
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effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to
changes in client condition.

9. Anundated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
plan of care .... "

10. An undated policy titled
Coordination of Client Services
indicated, "After initial assessment, the
admitting Registered Nurse / Therapist
shall discuss the findings of the initial
visit with the Clinical manager to ensure
... All personnel furnishing services shall
maintain a liaison to assure that their
efforts are coordinated effectively and
support the objectives outlined in the
Plan of Care. This may be done through
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formal care conferences; maintaining
complete, current Care Plans; and written
and verbal interaction ... The Primary
Nurse ... will assume responsibility for
updating / changing the Care Plan and
communicating changes to caregivers
within twenty - four [24] hours following
the conference or changes. The physician
will be contacted when his / her approval
for that change is necessary and to alert
physician to changes in client condition.

11. An undated policy titled Therapy
Services indicated, " ... The therapist will
consult and collaborate with the
registered nurse who is the case manager.
The therapist will participate in
implementing the physician's plan of care
and evaluating client progress .... "

12. An undated policy titled
Occupational Therapy indicated, " ...
Communicates plans and changes to the
physician and to nursing Case Manager
and other Agency Staff through the care
plan, written progress notes, and
participation in care conferences .... "

13. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
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client's care .... "
14. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made .... "
G 0157 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Patients are accepted for treatment on the
basis of a reasonable expectation that the
patient's medical, nursing, and social needs
can be met adequately by the agency in the
patient's place of residence.
Based on record review and interview, G 0157 1. DON/designee will notify 10/16/2015
the agency failed to ensure that the patient/family same day it
patient / family caregivers were informed isdetermined agency cannot provide
i ad £ the phvsici dered a discipline. (Implemented 10/16/15
ina .vance of the p }./swlan ordere £0n-going)(To be monitored by
services and the services that would be Administrator/designee)
provided prior to the start of care for 1 of
1 record reviewed. 2. DON/designee will notify MD
same day it is determinedagency
Findings included: cannot provide a discipline.
(Implemented 10/16/15 & On-going)
o (To bemonitored by
1. Clinical record number 16 SOC (start Administrator/designee)
of care) 03/19/15, included a plan of care
established by the physician for the 3. DON/designee will review all
certification period of 03/19/15 to admissions, within 24hoursor next
05/17/15 and 05/18/15 to 07/16/15, with business day, to ensure agency can
d f Killed . h health provide ordered disciplines.
0.1‘ ers or§ tiled nursing, ) ome healt (Implemented 10/16/15 & On-going)
aide, physical and occupational therapy. (To be monitored by DON/designee)
a. A discharge summary from a 4. DON/designee will review all
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skilled nursing facility dated 03/17/15, admissions, within fortyeight hours
indicated the patient had a past medical or next business day to ensure all
history of aspiration pneumonia and ordered disciplines arescheduled.
. .. (Implemented 10/16/15 & On-going)
1
Fiys'phagla. The physw.lan s assessment (To be monitored byDON/designee)
indicated the pneumonia was resolved
but remains high aspiration risk 5. Administrator/designee will
secondary to dysphagia. Diet at review all new admissionsweekly to
discharge was mechanical soft diet with ensure all disciplines ordered can be
. .. . ided b (Impl ted
nectar thickened liquids, and for patient / provided by agency.(Implemente
K . . 10/16/15 & On-going)(To be
caregiver to refer to speech therapist with .
) ) ; monitored
more information on nectar thickened byAdministrator/designee)
liquids. The summary indicated the
patient was to be discharged home with 6. Administrator/designee will
speech therapy review all new admissionsweekly to
ensure all disciplines ordered have
. L. been scheduled.
b. A s.1gr?ed prescrlptlc.)n dated (Implemented10/16/15 & On-going)
03/17/15, indicated the patient was to be (To be monitored by
discharged home with speech therapy Administrator/designee)
services.
7. The contract with therapy
.. . . company has been reviewed
2. The Administrator was interviewed on P _y.
09/14/15 11:45 AM. Th byAdministrator and Consultant.
at . . € Revisions have been made as
Administrator stated she vaguely necessary.(Implemented 10/16/15)
remembered the patient and proceeded to
review the patient's record. The 8. When agency uses a therapy
Administrator stated she had performed staffing agency DON/designeewill
the patient's admission. The tract all communications with the
. ) staffing agency to ensure there
Administrator was not able to answer nor istimely follow up. This is to be done
explam Why speech therapy was not on a daily basis. (Implemented
involved in the patient's case when it was 10/16/15& On-going)(To be
ordered by the physician at discharge. monitored by
The Administrator stated the case Administrator/designee)
manager involved in the patient's case )
. . i be monitored by
retired from the agency. During this Administrator/designee)
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time, the Administrator emailed and
called the contracted therapy company 6. DON/designee will review all
and left messages for the coordinator to admissions to ensure agencycan
" h h 1 provide ordered disciplines and that
return her phone catl. all ordered disciplines a
3. On 09/14/15 at 1:53 PM, the 7. DON/designee will notify
Administrator had a return call from the patient/family same day it
contracted therapy company. The isdetermined agency cannot provide
. discipline. (Impl ted 10/16/15
Administrator had stated that the ;o'sc'p .'ne)((TmE emen‘te dL /
i n-going)(To be monitored by
coordinator from the contracted therapy o :
o ) Administrator/designee)
company indicated that a speech therapist
had made contact with the spouse in July 8. DON/designee will notify MD
but the services was declined due to the same day it is determinedagency
patient was "too far gone " The cannot provide a discipline.
. . Impl ted 10/16/15 & On-goi
Administrator stated the speech therapist ETmZemen: d/b / n-going)
. . o0 bemonitored by
did not go out to §ee the patient to make Administrator/designee)
that assessment / judgment and the
Administrator stated she did not know 9. DON/designee will review all
who the speech therapist was. A admissions, within 24hoursor next
communication note dated 03/26/15, was business day, to ensure agency can
. rovide ordered disciplines.
provided by Employee N, a home health z V'I red 10/'16'/'31; & On-going)
. . L. mplemente n-going
aide / office worker, during this time. (To be monitored by DON/designee)
Employee N wrote "According to [Name
of therapy company] ST [speech DON/designee will review all
therapy], ST had called numberous [sic] admissions, within forty eighthours
times with no return call to ST. Dr. or next business day to ensure all
. ordered disciplines are scheduled.
[doctor] notified." Employee N was (il . 210/16/15 % On-going]
. . L mplemente n-going
interviewed at this time and stated she (To be monitored by DON/designee)
did not remember who the speech
therapist was and she did not know who Administrator/designee will review
the speech therapist spoke with at the all new admissions weeklyto ensure
physician office and did not know what all disciplines ordered can be
. . . rovided by agency.
day and time the speech therapist notified P v ageney .
. (Implemented10/16/15 & On-going)
the physwlan. (To be monitored by
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Administrator/designee)
4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant Administrator/designee will review
. . all new admissions weeklyto ensure
stated that the patient and family -
) 7 all disciplines ordered have been
caregivers were told upon admission that scheduled. (Implemented
the patient would be getting speech 10/16/15& On-going)(To be
therapy. The complainant stated that the monitored by
staff would notify the office often and Administrator/designee)
informed the office of the patient's The contract with th
. . i e contract wi erapy company
dlfﬁcule with SwaHOWIDg' The . has been reviewed byAdministrator
complainant stated that they (patient and and Consultant. Revisions have been
family caregivers) were not aware that made as necessary.(Implemented
the patient was not getting speech therapy 10/16/15)
for some of the staff portrayed
. Wh th taffi
themselves as speech therapists. The en agency uses a therapy statting
. agency DON/designee willtract all
complainant stated no one had called and - . .
communications with the staffing
left messages nor was any speech therapy agency to ensure there is
services had been declined. The timelyfollow up. This is to be done
complainant indicated how he / she on a daily basis. (Implemented
discovered this was by a therapist that 10/16/15 &On-going)(To be
. . itored b
came to the home and was discussing mon'_ c_)re o
] . Administrator/designee)
physical therapy. The complainant stated
the patient had gotten so weak that he / When a staffing agency is used,
she was now in a skilled nursing facility DON/designeewill contact staffing
receiving speech therapy. agency daily, Mon-Fri, for
coordination of care. Allcontact
) ) ) will be documented in the
5. An undated pOllcy titled Client appropriate patient's chart.
Admission Process indicated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
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G 0184

Bldg. 00

The services and care must conform with
current professional standards of practice
for the respective discipline and should
be reasonable and necessary to the
treatment of a medical disorder ...
Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

484.32
THERAPY SERVICES

Based on record review and interview,
the agency failed to ensure that a
qualified therapist was providing services
within their scope of practice for 1 of 4
records reviewed (See G 185); failed to

G 0184

The Coordination of Care Policy has
been reviewed byAdministrator and
Consultant and revisions made as
needed. (Implemented10/16/15)(To
be monitored by
Administrator/designee)

10/16/2015
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ensure their efforts were coordinated
effectively with the contracting therapy DON will in-service clinical staff on
s q- . the requirement tocoordinate care
company that were furnishing services
. . of patient when multiple disciplines
for 2 of 4 records reviewed and failed to ) . .
; ) are involved. RN will beresponsible
ensure that physical and occupational to ensure coordination of care is
therapy had notified the physician and done unless nursing is notinvolved in
case manager of a patient's difficulty to case. (Implemented 10/16/15)(To be
swallow and weight loss for 1 of 4 monitored
. . byAdministrator/designee
records reviewed (See G 186); and failed y /designee)
to ens'ure 'that a p.':.ltlent r.leeds were met by DON will ensure all clinical staff
coordinating services with a speech participate in caseconferences.
therapist in relation to a patient's (Implemented 10/16/15)(To be
difficulty to swallow and weight loss for monitored by
1 of 4 records reviewed (See G 187). Administrator/designee)
Therapy Services Policy has been
. . . reviewed by Administratorand
The cumulative effect of this systemic
bl lted in th bei ¢ Consultant and revisions made as
T mr mn n mn
probie .esu ¢ ] cage Cy eing ou needed. (Implemented 10/16/15)(To
of compliance with the Condition of bemonitored by
Participation 484.32 Therapy Services. Administrator/designee)
Therapy Contract with Therapy
Staffing Agency has beenreviewed
by Administrator and Consultant
and revisions made as
needed(Implemented 10/16/15)(To
be monitored by
Administrator/designee)
Administrator/designee will review
all new admissions weeklyto ensure
all disciplines ordered have been
scheduled. (Implemented
10/16/15& On-going)(To be
monitored by
Administrator/designee)
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G 0185 484.32
THERAPY SERVICES
Bldg. 00 Any therapy services offered by the HHA
directly or under arrangement are given by a
qualified therapist or by a qualified therapy
assistant under the supervision of a qualified
therapist and in accordance with the plan of
care.
Based on record review and interview, G 0185 The contract with therapy company 10/16/2015
the agency failed to ensure that a has been reviewed byAdministrator
qualified therapist was providing services anddconSUItant' Re\;'f'or:s have b:en
L . . made as necessary.(Implemente
within thelr. scope of practice for 1 of 4 10/16/15)
records reviewed.
When agency uses a therapy staffing
Findings include: agency DON/designee willtract all
communications with the staffing
1. Clinical record number 16, SOC (start agency to ensure there is
of care), for certification period 03/19/15 t'mezfc_’lnc’;’v L_’p'“Th'sl's tobe jone
on a daily basis. (Implemente
to 05/17/15 and 05/18/15 to 07/16/15. 10/16/15 &0n-going)(To be
monitored by
a. A discharge summary from a Administrator/designee)
skilled nursing facility dated 03/17/15,
indicated the patient had a past medical When a staffing agency is used,
hiStOI‘y of aspiration pneumonia and DON/designee will contactstaffing
. L. agency daily, Mon-Fri, for
1
fiys.phagla. The phy51c'1an § assessment coordination of care. All contact will
indicated the pneumonia was resolved bedocumented in the appropriate
but remains high aspiration risk patient's chart. (Implemented
secondary to dysphagia. Diet at 10/16/15 &0n-going)(To be
discharge was mechanical soft diet with monitored by
. . . Administrat _
nectar thickened liquids, and for patient / dministrator/designee)
caregl'ver to refer to speech théraplst with The Coordination of Care Policy has
more information on nectar thickened been reviewed byAdministrator and
liquids. The summary indicated the Consultant and revisions made as
patient was to be discharged home with needed. (Implemented10/16/15)(To
speech therapy. be monitored by
Administrator/designee)
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b. A signed prescription dated
03/17/15, indicated the patient was to be DON will in-service clinical staff on
. . th i t t dinat
discharged home with speech therapy € requirement tocoordinate care
. of patient when multiple disciplines
services. are involved. RN will beresponsible
to ensure coordination of care is
C. Occupational therapy notes done unless nursing is notinvolved in
indicated the following: case. (Implemented 10/16/15)(To be
monitored
" . . byAdministrator/designee)
1. 04/08/15: "... Pt doing fair
today. Pt c/o [complained of] difficulty DON will ensure all clinical staff
swallowing. OTR [Occupational participate in caseconferences.
Th <t Regi 1 ed q (Implemented 10/16/15)(To be
erapist Registered] educated pt monitored by
[patient] / [spouse] / daughter on need for Administrator/designee)
pt [patient] to use thickened liquids. Dtr
. . . Therapy Services Policy has been
[daughter] states he won't drink anything reviewed by Administratorand
with thickener 2* [* secondary] taste. Consultant and revisions made as
OTR recommended premixed thickened needed. (Implemented 10/16/15)(To
L. . o bemonitored by
liquids ... Teaching / Training: Administrator/designee)
Swallowing technique - chin tuck &
[and] thickener needs ... " Therapy Contract with Therapy
Staffing Agency has beenreviewed
by Administrator and Consultant
2. 04/25/15: "... Pt reported pain and revisions made as
in neck and trouble with swallowing. needed(Implemented 10/16/15)(To
. o . be monitored by
Educated patient on drinking thickened Administrator/designee)
liquids after taking bites of crushed up
. . Physical ti I Th
meds in applesauce or pudding and ysical and Occupational Therapy
. Policies have beenreviewed by
taking small amounts of meds. Pt Administrator and Consultant and
reported taking a pill one day and revisions have been made asneeded.
. . Impl ted 10/16/15)(T0 b
coughing it back up the next day .... " ( mplemente /16/15)(T0 be
monitored by
Administrator/designee)
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3. 05/21/15: "... Pt continues to
complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular

n

day ....

4. 05/25/15: "... Pt required max
u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and

wouldn't finish food .... "

5. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... "

9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt
stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt

required extra time to eat due to problems
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with swallowing ...."

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck

chin on swallowing .... "

2. The Administrator was interviewed on
09/14/15 at 2:15 PM. The Administrator
indicated she vaguely remembers the
patient and proceded to look through the
patient's record. The Adminstrator
notified the therapy company several
times and spoke to an agent at the therapy
company. According to the
Adminstrator, the agent had indicated
that a speech therapist had attempted to
contact the home but was unsuccessful in
reaching the family. Then at 2:30 PM,
the Adminstrator indicated she had
remembered that the speech therapist was
with another company she had contracted
with but doesn't explain the lack of notes

and communication.

3. An undated policy titled Occupational
Therapy indicated, " ... Performs
occupational therapy assessments,
diagnostic tests, skilled treatments, and
ongoing evaluation of clients who are
receiving services under a medically
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approved Plan of Care .... "
G 0186 484.32
THERAPY SERVICES
Bldg. 00 The qualified therapist assists the physician
in evaluating the patient's level of function,
and helps develop the plan of care (revising
it as necessary.)
Based on observation, record review and G 0186 Administrator/designee will 10/16/2015
interview, the agency failed to ensure review all new.ad.m!ssmns weekly
. . . to ensure all disciplines ordered
their efforts were coordinated effectively have been scheduled.
with the contracting therapy company (Implemented 10/16/15 &
that were furnishing services for 2 of 4 On-going)(To be monitored by
records reviewed. (#14 and 15) Administrqtor/designee) 7. The
contract with therapy company
has been reviewed by
Findings include: Administrator and Consultant.
Revisions have been made as
1. Clinical record number 14, SOC (start :g;:f(ss/s;asry.(ém&ﬁmented
of care) 09/04/15, included a plan of care a therap)z sta.ffingeangzgi;]cy uses
established by the physician for the DON/designee will tract all
certification period 09/04/15 to 11/02/15. communications with the staffing
During clinical record review on ?gilency to _I(?Rsu'retthsredls timely
09/14/15, with orders for skilled nursing, doaiﬁlwb:zis. (llfnlpsl e21 e(:te(cjine ona
physical and occupational therapy. 10/16/15& On-going)(To be
monitored by
a. A Physician order dated Cvxdhministr?t?f.r/ designee) 9. g
C . en a staffing agency is used,
08/25/15, indicated the patient was to DON/designeegWiﬁ con)t/act
have physical therapy one to two times a staffing agency daily, Mon-Fri, for
week for four to 6 weeks to relieve pain coordination of care. All contact
and increase strength. will be documented in the
appropriate patient's chart.
(Implemented 10/16/15
b. A communication note dated &0n-going)(To be monitored by
09/05/15, indicated the patient refused Administrator/designee) 10. If
physical therapy. patient/caregiver declines therapy
services,DON/designee will
contact patient/family no later
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c. An Occupational evaluation than next business day to confirm
dated 09/05/15, indicated the patient was they dechngd th.erapy.
X K , Conversation will be documented
independent in ADL's and was not in patient's chart. (Implemented
appropriate for home health services. 10/16/15 & On-going)(To be
The clinical record failed to evidence that monitored by
the occupational therapist notified the Adr.n|n|strator./ de5|gnge) 1.1f
C . patient/caregiver declines therapy
agency.of the patient's inappropriateness services, MD will be notified that
of services. day of refusal of therapy. This
conversation will be documented
2. Clinical record number 15, SOC in patient's chart. (Implemented
. ’ 10/16/15 & On-going)(To be
09/03/15, included a plan of care monitored by
established by the physician for the Administrator/designee) 12.
certification period 09/03/15 to 10/31/15, DON/designee will in-service
with orders for physical therapy. The professional staff on requirement
linical d failed d to DON/designee will in-service
clinica .recor al e. to evidence an clinical staff on requirement to
evaluation for physical therapy. notify MD of any changes in
patient’s condition and document
3. The Administrator was interviewed on ;no?félﬁr;t‘; c(:)hart. glm)p(ITemsnted
] n-going)(To be
09/14/1-5 at 11:45 AM. The monitored by
Administrator was not able to state why Administrator/designee) The
the patient number 15 was not seen by Clinical Documentation Policy has
therapy and was not able to state why the been reviewed by Administrator
tional th ist stated patient and Consultant and revisions
occupational therapist sta e. patien made as needed.
number 14 was not appropriate for (Implemented10/16/15)(To be
services. The Administrator proceeded to monitored by
email the contracted therapy company for Administrator/designee) The
information and calling both therapist Coordination of Care Policy has
° ° ¢ .g. N Crapists. been reviewed by Administrator
coordinator with the contracted therapy made as needed.
company had indicated the occupational (Implemented10/16/15)(To be
therapist for patient number 14 was a monitored by
P p. o Administrator/designee) DON
poor communicator. The Administrator will in-service clinical staff on the
also stated the physical therapist for requirement to coordinate care of
patient number 15 had attempted to patient when multiple disciplines
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 85 of 236




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

PRINTED: 12/21/2015
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: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D S ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
notify the patient two times the week of are involved. RN will be
09/06/15, but was unsuccesful and the respops@le to ensure
. coordination of care is done
doctor had been notified. A unless nursing is not involved in
communication note was sent to the case. (Implemented 10/16/15)(To
Administrator during surveyor visit be monitored by
(09/14/15) via computer. The Administrator/designee) DON
o will ensure all clinical staff
communication note was dated 09/07/15. participate in case conferences.
The note indicated the physical therapist (Implemented 10/16/15)(To be
attempted to notify the patient two times monitored by
without success and would try again or gdm!mstrgtcir/ de:gnse) Therapy
. . ervices Policy has been
drive by the home if no answer. The reviewed by Administrator and
clinical record failed to evidence in a Consultant and revisions made as
timely manner for the delay of physical needed. (Implemented 10/16/15)
therapy services and failed to evidence (To be monitored by
. . . Administrator/designee)
that the occupational therapist notified
the agency of the non admission of
services.
4. An undated policy titled Coordination
of Client Services indicated, "Care
conferences will be held as necessary to
establish interchange, reporting, and
coordinated evaluation between all
disciplines involved in the client's care ....
5. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made .... "
G 0188 484.32
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THERAPY SERVICES
Bldg. 00 | The qualified therapist advises and consults
with the family and other agency personnel.
Based on record review and interview, G 0188 Administrator/designee will review 10/16/2015
physical and occupational therapy failed all new admissions weeklyto ensure
to ensure that a patient needs were met by all disciplines ordered can be
dinat; . th h provided by agency.
coor l.na .lng SGI’YICCS wi a Speec (Implemented10/16/15 & On-going)
therapist in relation to a patient's (To be monitored by
difflculty to swallow and weight loss for Administrator/designee)
1 of 4 records reviewed. (#16)
6. Administrator/designee will
L . iew all - "
Fmdmgs include: review all new admissionsweekly to
ensure all disciplines ordered have
o been scheduled.
1. Clinical record number 16, SOC (start (Implemented10/16/15 & On-going)
of care), for certification period 03/19/15 (To be monitored by
to 05/17/15 and 05/18/15 to 07/16/15 Administrator/designee)
with orders for skilled nursing, physical
. . 7. The contract with therapy
and occupational therapy services. _
company has been reviewed
) byAdministrator and Consultant.
a. A discharge summary from a Revisions have been made as
skilled nursing facility dated 03/17/15, necessary.(Implemented 10/16/15)
indicated the patient had a past medical
history of aspiration pneumonia and 8. When agency uses a therapy
. .. staffing agency DON/designeewill
dysphagia. The physician's assessment gagency / &
0 . tract all communications with the
indicated the pneumonia was resolved )
] : o i staffing agency to ensure there
but remains hlgh aspiration risk istimely follow up. This is to be done
secondary to dysphagia. Diet at on a daily basis. (Implemented
discharge was mechanical soft diet with 10/16/15 &On-going)(To be
nectar thickened liquids, and for patient / monitored by
. . . Administrator/designee
caregiver to refer to speech therapist with /designee)
more information on nectar thickened 9. When a staffing agency is used,
liquids. The summary indicated the DON/designee will contactstaffing
patient was to be discharged home with agency daily, Mon-Fri, for
speech therapy. coordination of care. All contact will
bedocumented in the appropriate
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patient's chart. (Implemented
b. A signed prescription dated 10/16/15 &0n-going)(To be
.- . itored b
03/17/15, indicated the patient was to be rdon'. ore y/d gnee)
] . ministrator/designee
discharged home with speech therapy
Services. 10. If patient/caregiver declines
therapy services,DON/designee will
c. Occupational therapy notes contact patient/family no later than
indicated the following: next business day toconfirm they
declined therapy. Conversation will
1 04/08/15: " Pt doi fai be documented in patient'schart.
: : ... Ptdomng fair (Implemented 10/16/15 & On-going)
today. Pt c/o [complained of] difficulty (To be monitored
swallowing. OTR [Occupational byAdministrator/designee)
Therapist Registered] educated pt 11. If patient/caregiver declines
[patient] / [spouse] / daughter on need for therapy services, MD willbe notified
pt [patient] to use thickened liquids. Dtr that day of refusal of therapy. This
. . conversation will bedocumented in
[daughter] states he won ' t drink patient's chart. (Implemented
anything with thickener 2* [* secondary] 10/16/15 & On-going)(To
taste. OTR recommended premixed bemonitored by
. L . L Administrator/designee)
thickened liquids ... Teaching / Training:
Swallowing technique - chin tuck & 12. DON/designee will in-service
[and] thickener needs .... " The visit note professional staff onrequirement
failed to evidence that the patient needs
were coordinated with a speech therapist. The Coordination of Care Policy has
been reviewed byAdministrator and
Consultant and revisions made as
. n M
2. 04/25/15: "... Pt reported pain needed. (Implemented10/16/15)(To
in neck and trouble with swallowing. be monitored by
. s 1 . Administrator/desi
Educated patient on drinking thickened ministrator/designee)
th1ds after taklng bites of crushed up DON will in-service clinical staff on
meds in applesauce or pudding and the requirement tocoordinate care
taking small amounts of meds. Pt of patient when multiple disciplines
. ) ) are involved. RN will beresponsible
reported taking a pill one day and to ensure coordination of care is
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coughing it back up the next day .... "The done unless nursing is notinvolved in
.. . . . (Impl ted 10/16/15)(To b
visit note failed to evidence that the case. (Implemented 10/16/15)(To be
. . ) monitored
patient needs were coordinated with a byAdministrator/designee)
speech therapist.
DON will ensure all clinical staff
participate in caseconferences.
3. 04/22/15 note indicated pt was (Implemented 10/16/15)(To be
having difficulty swallowing. The visit monitored by
. . . Administrator/designee
note failed to evidence that the patient /designee)
needs were coordinated with a speech Therapy Services Policy has been
therapist. reviewed by Administratorand
Consultant and revisions made as
needed. (Implemented 10/16/15)(To
4. 05/12/15 note indicated the bemonitored by
patient was having difficulty swallowing Administrator/designee)
secondary to weakness. The patient's )
Therapy Contract with Therapy
pain level was a 6 on a scale from one to Staffing Agency has beenreviewed
10 with 10 being the worse. The patient by Administrator and Consultant
and revisions made as
Iso h mplained of neck and thr
also had co pla ed of neck and throat needed(Implemented 10/16/15)(To
being sore, swallowing difficulties and be monitored by
thick congestion .... " The visit note Administrator/designee)
failed to evidence that the patient needs
were coordinated with a speech therapist.
5. 05/19/15: "... Pain level 4/5
at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the patient needs were
coordinated with a speech therapist.
6. 05/21/15: "... Pt continues to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 89 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT

OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157653

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
09/14/2015

NAME OF PR

RN2U INC

OVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

635 S STATE RD 67
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular
day ...." The visit note failed to evidence
that the patient needs were coordinated

with a speech therapist.

7. 05/25/15: "... Pt required max

u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn ' t finish food. Discussed pt
drinking ensure later due to lack of
nutrients ... Pain to the neck at a level 5
...."" The visit note failed to evidence that
the patient needs were coordinated with a

speech therapist.

8. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.
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9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt
stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems
with swallowing ...." The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

11. 06/19/15: "... Swallowing
difficulty ... Speech slow, garbled (wet),
Pt is continuing to have weight loss and
difficulty swallowing. Pt has met max
potential d/t [due to] these barrier. Pt is
slow to progress and states he gets worn
out with what little he currently does. Pt
has nutritional deficits affecting progress
as well .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.
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d. Physical therapy notes indicated
the following:

1. 05/05/15: "... Pt [patient]
reports increase coughing and choking on
food / meds .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

2. 05/07/15: "... Pt reports have
lost weight and not eating well .... " The
visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

3. 05/11/15: "... Pt having
difficulty progressing due to decrease
nutrition intake .... " The visit note failed
to evidence that the patient needs were

coordinated with a speech therapist.

4. 05/14/15: "... Pt reports
confusion over preparation of food with
thickener. Pt was finishing bowl of
cream of wheat when PT [physical
therapy]  present. He / she appeared to
aspirate it and vomited it all back up. Pt

having increased difficulty with nutrition
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... " The visit note failed to evidence that
the patient needs were coordinated with a

speech therapist.

5. 05/25/15: "... Pt seated in
kitchen and finished with breakfast. Pt is
coughing and spitting in trash can .... "
The visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

6. 06/16/15: "... Pt reports cont
difficulty with swallowing and choking.
Pt appears to have lost weight and
appears malnourished ... Pt's strength
decreased slightly possibly due to lack of
nutrition ... Speech: See ST [speech
therapy]; Swallowing: See ST ...." The
visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the patient
needs were coordinated with a speech

therapist.

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

VDBV12  Facility ID:

012905 If continuation sheet

Page 93 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
157653

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A.BUILDING 00 COMPLETED
B. WING 09/14/2015

RN2U INC

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

635 S STATE RD 67
MOORESVILLE, IN 46158

(X4) ID
PREFIX
TAG

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

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

(X5)
COMPLETION
DATE

8. 06/22/15: "... Reports not
feeling well and not eating due to
choking ...." The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

9. 06/25/15: "... Pt reports not
feeling well with diff [difficulty] to
produce words as pt is so weak. Pt
reports has not eaten in days ... Pt's skin
color not good, very frail and weak. Pt
having diff [diffiuclty] making progress
due to decreased nourishment. Pt is very
weak at this time .... " The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

10. 06/30/15: "... Ptin kitchen
with nurse eating with encouragement.
Pt still coughing with eating / swallowing
... pt doing well and presents better after
IV fluids for short ER [emergency room]
visit. Pt still increase weakness and
fatigue .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

2. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator stated she vaguely
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remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

3. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
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of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
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she was now in a skilled nursing facility
receiving speech therapy.

5. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6. An undated policy titled
"Coordination of Client Services"
indicated, " ... All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The physician will be contacted when
his / her approval for that change is
necessary and to alert physician to
changes in client condition .... "

G 0195 484.34

MEDICAL SOCIAL SERVICES

Bldg. 00 If the agency furnishes medical social
services, those services are given by a
qualified social worker or by a qualified
social work assistant under the supervision
of a qualified social worker, and in
accordance with the plan of care. The social
worker assists the physician and other team
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members in understanding the significant
social and emotional factors related to the
health problems.
Based on record review, the agency failed G 0195 The Coordination of Care Policy has 10/16/2015
to ensure that the social worker had been reviewed byAdministrator and
. . Consultant and revisi d
notified the physician and case manager on:udaz anl rev's'odnls’or;‘las/iz)sﬁ
A X needed. (Implemente (o]
of a patient's difficulty to swallow and )
. . be monitored by
weight loss for 1 of 4 records reviewed. Administrator/designee)
(#16)
DON will in-service clinical staff on
Findings include: the requirement tocoordinate care
of patient when multiple disciplines
L. are involved. RN will beresponsible
1. Clinical record number 16, SOC (start - )
) ) ) to ensure coordination of care is
of care), for certification period 03/19/15 done unless nursing is notinvolved in
to 05/17/15 and 05/18/15 to 07/16/15. case. (Implemented 10/16/15)(To be
monitored
2. The clinical record was reviewed on byAdministrator/designee)
09/14/15. DON will ensure all clinical staff
participate in caseconferences.
a. A social worker visit note dated (Implemented 10/16/15)(To be
o . monitored by
06/03/15 indicated the reason for visit: Administrator/designee)
"Possible placement: Assisted Living,
g/tube [gastrostomy tube] ... His / her The Social Work Policy has been
. . . reviewed by Administratorand
biggest concern is having to eat nectar Consultant and revisions made as
consistency foods / drinks 2* [* needed. (Implemented 10/16/15)(To
secondary] swallowing difficulties. He / bemonitored by
Administrator/designee)
she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble DON/designee will in-service clinical
swallowing and then 1aying down " staff on requirementto notify MD of
. . . any changes in patient’s condition
The visit note failed to evidence that the and document in patient’schart.
physician and case manager had been (Implemented 10/16/15 & On-going)
notified (To be monitored
’ byAdministrator/designee)
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. .. The Clinical D tation Poli
b. A social worker visit note dated € Hinical Bocumentation Folicy
o o has been reviewed byAdministrator
06/24/15 indicated the reason for visit: and Consultant and revisions made
"Assisting with g/tube placement as needed. (Implemented10/16/15)
. e To be monitored b
concerns ... Pt [patient] is visibly smaller ( o Y
Administrator/designee)
since last visit on 6/3. States his / her
energy level is poor and not eating well at The Coordination of Care Policy has
.. . . been reviewed byAdministrator and
all .... " The visit note failed to evidence v o
Consultant and revisions made as
that the physician and case manager had needed. (Implemented10/16/15)(To
been notified. be monitored by
Administrator/designee)
3. An undated policy titled Plan of Care DON will in-service clinical staff on
indicated, "Professional staff shall the requirement tocoordinate care
promptly alert the physician to any of patient when multiple disciplines
changes that suggest a need to alter the are involved. RN will beresponsible
" to ensure coordination of care is
Plan of Care ... - )
done unless nursing is notinvolved in
i . . case. (Implemented 10/16/15)(To be
4. An undated policy titled Occupational monitored
Therapy indicated, " ... Communicates byAdministrator/designee)
plans and changes to the physician and to
nursing Case Manager and Other Agency DON will ensure all clinical staff
Staff through the care plan, written participate in caseconferences.
C .. . (Implemented 10/16/15)(To be
progress notes, and participation in care )
" monitored by
conferences .... Administrator/designee)
Therapy Services Policy has been
reviewed by Administratorand
Consultant and revisions made as
needed. (Implemented 10/16/15)(To
bemonitored by
Administrator/designee)
G 0235 484.48
CLINICAL RECORDS
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 99 of 236




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

PRINTED: 12/21/2015
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: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D , i , (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Bldg. 00
Based on record review and interview, G 0235 1. The Plan of Care Policy has been 10/16/2015
the agency failed to include a verbal start reviewed byAdministrator and
Consultant and revisions made as
of care date on the Home Health ded. (Impl S10/16/15](T
. . needed. (Implemente [o]
Certification and Plan of Care for 2 of 4 .
) ] be monitored by
records reviewed, failed to document Administrator/designee)
notification to the physician for delay of
services for 1 of 4 records reviewed, and The Coordination of Care Policy has
failed to ensure their efforts were been reviewed byAdministrator and
. . Consultant and revisions made as
coordinated and documented effectively,
. . . needed. (Implemented10/16/15)(To
and in a timely manner, with the .
) be monitored by
contracting therapy company that were Administrator/designee)
furnishing services for 2 of 4 records
reviewed and failed to ensure that a DON will in-service clinical staff on
patient's clinical record was complete and the requirement tocoordinate care
. . of patient when multiple disciplines
contained all accurate and pertinent e +Hip P
. . . . , . are involved. RN will beresponsible
information in the patient's care in . .
) o to ensure coordination of care is
relation to SpeeCh therapy communication done unless nursing is notinvolved in
notes with the agency, physician, and case. (Implemented 10/16/15)(To be
with the patient / family members for 1 of monitored
4 records reviewed byAdministrator/designee)
DON will ensure all clinical staff
The cumulative effect of this systemic participate in caseconferences.
bl lted in th bei i (Implemented 10/16/15)(To be
problem .resu € .m € agenc.y. eing ou monitored by
of compliance with the Condition of Administrator/designee)
Participation 484.48 Clinical Records.
Therapy Services Policy has been
reviewed by Administratorand
Consultant and revisions made as
needed. (Implemented 10/16/15)(To
bemonitored by
Administrator/designee)
Therapy Contract with Therapy
Staffing Agency has been
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reviewedby Administrator and
Consultant and revisions made as
needed (Implemented10/16/15)(To
be monitored by
Administrator/designee)

Administrator/designee will review
all new admissions weeklyto ensure
all disciplines ordered have been
scheduled. (Implemented
10/16/15& On-going)(To be
monitored by
Administrator/designee)

. DON/designee will review all
admissions, within fortyeight hours
or next business day to ensure all
ordered disciplines arescheduled.
(Implemented 10/16/15 & On-going)
(To be monitored byDON/designee)

5. Administrator/designee will
review all new admissionsweekly to
ensure all disciplines ordered can be
provided by agency.(Implemented
10/16/15 & On-going)(To be
monitored
byAdministrator/designee)

6. Administrator/designee will
review all new admissionsweekly to
ensure all disciplines ordered have
been scheduled.
(Implemented10/16/15 & On-going)
(To be monitored by
Administrator/designee)

7. The contract with therapy
company has been reviewed
byAdministrator and Consultant.
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Revisions have been made as

necessary.(Implemented 10/16/15)

8. When agency uses a therapy
staffing agency DON/designeewill
tract all communications with the
staffing agency to ensure there
istimely follow up. This is to be done
on a daily basis. (Implemented
10/16/15& On-going)(To be
monitored by
Administrator/designee)

9. When a staffing agency is used,
DON/designee will contactstaffing
agency daily, Mon-Fri, for
coordination of care. All contact will
bedocumented in the appropriate
patient's chart. (Implemented
10/16/15 &On-going)(To be
monitored by
Administrator/designee)

10. If patient/caregiver declines
therapy services,DON/designee will
contact patient/family no later than
next business day toconfirm they
declined therapy. Conversation will
be documented in patient'schart.
(Implemented 10/16/15 & On-going)
(To be monitored
byAdministrator/designee)

11. If patient/caregiver declines
therapy services, MD willbe notified
that day of refusal of therapy. This
conversation will bedocumented in
patient's chart. (Implemented
10/16/15 & On-going)(To
bemonitored by
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Administrator/designee)

1. The Plan of Care Policy has been
reviewed byAdministrator and
Consultant and revisions made as
needed. (Implemented10/16/15)(To
be monitored by
Administrator/designee)

The Coordination of Care Policy has
been reviewed byAdministrator and
Consultant and revisions made as
needed. (Implemented10/16/15)(To
be monitored by
Administrator/designee)

DON will in-service clinical staff on
the requirement tocoordinate care
of patient when multiple disciplines
are involved. RN will beresponsible
to ensure coordination of care is
done unless nursing is notinvolved in
case. (Implemented 10/16/15)(To be
monitored
byAdministrator/designee)

DON will ensure all clinical staff
participate in caseconferences.
(Implemented 10/16/15)(To be
monitored by
Administrator/designee)

Therapy Services Policy has been
reviewed by Administratorand
Consultant and revisions made as
needed. (Implemented 10/16/15)(To
bemonitored by
Administrator/designee)

Therapy Contract with Therapy
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Staffing Agency has beenreviewed
by Administrator and Consultant
and revisions made as
needed(Implemented 10/16/15)(To
be monitored by
Administrator/designee)
Administrator
G 0236 484.48
CLINICAL RECORDS
Bldg. 00 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.
Based on record review and interview, G 0236 1. The Plan of Care Policy has 10/16/2015
the agency failed to include a verbal start been reviewed byAdmlrlus.trator
¢ d h Ith and Consultant and revisions
of care date on the Home Healt made as needed.
Certification and Plan of Care for 2 of 4 (Implemented10/16/15)(To be
(#14 and 15) records reviewed, failed to monitored by
document notification to the physician Admlnllstrgtor/ designee) The
for del £ . for 1 of 4 d Coordination of Care Policy has
Or defay ol services for 1 of & records been reviewed byAdministrator
reviewed (#15), and failed to ensure their and Consultant and revisions
efforts were coordinated and documented made as needed.
effectively, and in a timely manner, with (Imp!emented10/ 16/15)(To be
h . h h monitored by
the contracting therapy company that Administrator/designee) DON will
were furnishing services for 2 of 4 in-service clinical staff on the
records reviewed (#14 and 15) and failed requirement tocoordinate care of
to ensure that a patient's clinical record patient when multiple disciplines
| d ined all are involved. RN will
was complete and contained all accurate beresponsible to ensure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 104 of 236




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

PRINTED: 12/21/2015
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: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
and pertinent information in the patient's coordination of care is done
care in relation to speech therapy unless nursing is notinvolved in
L . case. (Implemented 10/16/15)(To
comr?ll}nlcatlon n.otes with j[he agenc?/, be monitored
physician, and with the patient / family byAdministrator/designee) DON
members for 1 of 4 records reviewed. will ensure all clinical staff
(#16) participate in caseconferences.
(Implemented 10/16/15)(To be
monitored by
Administrator/designee) Therapy
Findings include: Services Policy has been
reviewed by Administratorand
.. Consultant and revisions made as
1. Clinical record number 14, SOC needed. (Implemented 10/16/15)
09/04/15, included a plan of care (To bemonitored by
established by the physician for the Administrator/designee) Therapy
certification period 09/04/15 to 11/02/15. Contract with Therapy Staffing
Agency has been reviewedby
) o ) Administrator and Consultant and
a. During clinical record review revisions made as needed
on 09/14/15, line 23 indicated "Nurse's (Implemented10/16/15)(To be
Signature and Date of Verbal SOC [start anllto.re:d :)y/d anee) Administ
. " ministrator/designee) Administr
of ca?e]- Where App 11cai1ble. The ator/designee will review all new
Administrator electronically signed but admissions weeklyto ensure all
failed to provide a date for the verbal disciplines ordered have been
SOC. scheduled. (Implemented
10/16/15& On-going)(To be
) ) monitored by
b. An Occupational evaluation Administrator/designee) .
dated 09/05/15, indicated the patient was DON/designee will review all
independent in ADL's and was not admissions, within fortyeight
ate for home health servi hours or next business day to
approprlle ¢ forhome ] ¢ s¢ .VICCS. ensure all ordered disciplines
The Cllnlcal reCOI'd falled to eVldenCC that arescheduled. (|mp|emented
the occupational therapist notified the 10/16/15 & On-going)(To be
agency of the patient's non-admission of monitored byDON/designee) 5.
. Administrator/designee will review
services. gy
all new admissionsweekly to
ensure all disciplines ordered can
2. Clinical record number 15, SOC be provided by agency.
09/03/15, included a plan of care (Implemented 10/16/15 &
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established by the physician for the On-going)(To be monitored
certification period 09/03/15 to 10/31/15. byAdministrator/designee) 6.
Administrator/designee will review
) o ] all new admissionsweekly to
a. During clinical record review ensure all disciplines ordered
on 09/03/15, line 23 indicated "Nurse's have been scheduled.
Signature and Date of Verbal SOC [start gr:zgrzge)n(t_?g :)2/ ::é l'stfred b
1 " - ! ! y
of care] Where Applicable.” The Administrator/designee) 7. The
Administrator electronically signed but contract with therapy company
failed to provide a date for the verbal has been reviewed
SOC byAdministrator and Consultant.
' Revisions have been made as
o necessary.(Implemented
b. The plan of care had indicated 10/16/15) 8. When agency uses a
orders for physical therapy. The clinical therapy staffing agency
record failed to evidence an evaluation DON/designeewill tractall
for ohvsical th failed id communications with the staffing
orp ys%ca therapy, a? e.: to evidence agency to ensure there istimely
notification to the physician of the delay follow up. This is to be done on a
of services, failed to notify and provide daily basis. (Implemented
documentation the agency in a timely 10/16/15& On-going)(To be
fthe delay i . monitored by
manner of the delay in services. Administrator/designee) 9. When
a staffing agency is used,
3. Clinical record number 16, SOC (start DON/designee will contactstaffing
of care), for certification period 03/19/15 agendgy dt?”y‘ l}/lon-Frklflor et
coordination of care. All contac
to 05/17/15 and 05/18/15 to 07/16/15. will bedocumented in the
appropriate patient's chart.
4. The patient's clinical record was (Implemented 10/16/15
reviewed on 09/14/15. The discharge &0n-going)(To be monitored by
from a skilled nursine facilit Administrator/designee) 10. If
summary 1ro o ursing ) Y patient/caregiver declines therapy
a history of aspiration pneumonia due to contact patient/family no later
dysphagia and had been receiving speech than next business day toconfirm
therapy during his / her inpatient sta they declined therapy.
] PY uring p o ¥ Conversation will be documented
This discharge summary had indicated in patient'schart. (Implemented
the patient was to be discharged home 10/16/15 & On-going)(To be
with speech therapy services. A signed monitored
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prescription dated 03/17/15 indicated the byAdministrator/designee) 11. If
patient was to have speech therapy at pat@nt/caregwgr dechn.e.s therapy
services, MD willbe notified that
home. day of refusal of therapy. This
conversation will bedocumented
5. A recertification assessment dated in patient's chart. (Implemented
05/15/15, indicated the patient had a 10/16/15 & On-going)(To
A onal limitati £ lowi bemonitored by
unctional hmitation ot swallowing, Administrator/designee) 1. The
safety measures / precautions of Plan of Care Policy has been
aspiration and  that ... physical and reviewed byAdministrator and
occupational therapy was on hold for Consultant and revisions made as
luati f hth . needed. (Implemented10/16/15)
re-eva ua‘Flon atter sp.eec .t erapist was (To be monitored by
to help with swallowing, increase Administrator/designee) The
nutrition, and increase strength ... Recert Coordination of Care Policy has
patient to HHC [home health care] with been reviewed byAdministrator
SN. aid d h th SN and Consultant and revisions
v ade an speef: t erapy. ) made as needed.
instructed and reviewed with patient (Implemented10/16/15)(To be
ways to help decrease aspiration ... SN monitored by
educated patient / family on dosage of Administrator/designee) DON will
thick it d bst to be added t in-service clinical staff on the
1? ! [P owder su .S ance o be added to requirement tocoordinate care of
fluids to increase thickness] to be placed patient when multiple disciplines
in liquids ... " Recertification Summary are involved. RN will
indicated " Pt appetite has been beresponsible to ensure
d d STint ¢ f lHowi coordination of care is done
ccreased. .1n '0 see pt for swallowing unless nursing is notinvolved in
concerns. SN indicated she had case. (Implemented 10/16/15)(To
coordinated with MD [physician], PT be monitored
[physical therapy], OT [occupational b).ll/IAdmlmstra”torl{ d'es?nte?f) DON
will ensure all clinical sta
therapy], ST [speech therapy], and HHA participate in caseconferences.
[home health aide] but did not specify (Implemented 10/16/15)(To be
who the clinicians were. monitored by
Administrator/designee) Therapy
. . Services Policy has been
6. Employee N was interviewed reviewed by Administratorand
09/14/15 at 2:45 PM. Employee N Consultant and revisions made as
indicated she did not know who she had needed. (Implemented 10/16/15)
spoken with and thought she had (To bemonitored by
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included the dates and times that she had
spoken with the speech therapist.
Employee N indicated she would get
notification from therapy by email and
evaluations would be sent to the office by
fax. Employee N indicated if there was
communication needed, she would type it

up.

7. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator was not able to state why
the patient number 15 was not seen by
therapy and was not able to state why the
occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
notify the patient two times the week of
09/06/15, but was unsuccessful and the
doctor had been notified. A
communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist

Administrator/designee) Therapy
Contract with Therapy Staffing
Agency has beenreviewed by
Administrator and Consultant and
revisions made as
needed(Implemented 10/16/15)
(To be monitored by
Administrator/designee) Administr
ator
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attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

8. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
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communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

9. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
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discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

10. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

11. An undated policy titled Therapy
Services indicated, " ... Documentation
shall be completed within twenty - four
[24] hours of visit."

12. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
client's care .... "

13. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made ... "
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N 0000

Bldg. 00

N 0444

Bldg. 00

This was a follow up state home health
relicensure survey.

Survey dates: September 14, 2015
Facility Number: 012905
Medicaid Provider ID 201075310
Census: 74

Clinical records reviewed 4

410 IAC 17-12-1(c)(1)

Home health agency
administration/management

Rule 12 Sec. 1(c) An individual need not be
a home health agency employee or be
present full time at the home health agency
in order to qualify as its administrator. The
administrator, who may also be the
supervising physician or registered nurse
required by subsection (d), shall do the
following:

(1) Organize and direct the home health
agency's ongoing functions.

A. Based on record review and
interview, the Administrator failed to

ensure that the patient / family caregivers

N 0000

N 0444 1. Administrator/designee will
complete a patient complaintform

immediately when receiving a

10/16/2015

State Form
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concern / grievance was investigated in complaint. (Implemented 10/16/15
regards to care that was not furnished by &0n-going)(To be monitored by
the agency for 1 of 4 record reviewed. Administrator/designee)
(#16) 2. All complaint forms will be given
toAdministrator/designee same day
Findings included: to review, contact person(s) making
complaint,document conversation
1A. Clinical record number 16 SOC and sign/date form. (Implemented
. 10/16/15 &0n-going)(To b
(start of care) 03/19/15, included a plan / .t/ b n-going)(To be
. .. monitore Yy
of care .estab.hshed t.)y the physician for Administrator/designee)
the certification period of 03/19/15 to
05/17/15 and 05/17/15 to 07/16/15. 3. Patient records requested to be
mailed will be mailedcertified mail
2A. The Administrator was interviewed return receipt requested.
on 09/14/15 at 2:15 PM. The (Implemented 10/16/15 &0On-going)
L. ) ) (To be monitored by
Administrator stated she has had no . )
) ) ] Administrator/designee)
complaints and grievances since the
previous survey on 08/04/15. The 4. DON/designee will notify
Administrator stated she had only one patient/family same day it
family member request medical records isdetermined agency cannot provide
. . discipline. (Impl ted 10/15/15
and the medical records was mailed to adiseip _'ne (Imp emen. ed 10715/
h P . 416 &0n-going)(To be monitored by
the requestor for patient ) Administrator/designee)
3A. A phone interview with the 5. DON/designee will notify MD
P
complainant on 09/14/15 at 2:40 PM, same day it is determinedagency
stated that he / she had been trying to cannot provide a discipline.
. . . Impl ted 10/16/15 & On-goi
speak with the Administrator in regards ETmiemen.te d/b / n-going)
. 0 bemonitore Y
to lack of speech therapy services and Administrator/designee)
requested speech therapy records. The
complainant stated he / she kept getting 6. DON/designee will review all
told that the Administrator was in a admissions to ensure agencycan
meeting or was busy. The Administrator provide ordered disciplines and that
had never returned his / her phone call all ordered disciplines are scheduled.
Th lai ¢ stated h /ph had ) (Implemented 10/16/15 & On-going)
e complainant stated he / she ha (To be monitored
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never received the medical records. byAdministrator/designee)
B. Based on record review and 7. The Complaint/Grievance Policy
. . L. . has been reviewed byAdministrator
interview, the Administrator failed to and Consultant. Changes have been
ensure that the patient / family caregivers made accordingly.
were informed in advance of the (Completed10/16/15)
physician ordered services and the
services that would be and / or would not 8. The Complaint/Grievance Form
be provided prior to the start of care for 1 has been reviewed byAdministrator
. and Consultant and revised.
of 1 record reviewed. (#16) (Implemented 10/16/15)
Findings included: 9. Administrator has in-serviced all
staff on theComplaint/Grievance
1B. Clinical record number 16 SOC Policy and the changes made.
(start of care) 03/19/15, included a plan (Completed 10/16/15)
of care established by the physician for 10. The Complaint/Grievance policy
the certification periOd of 03/19/15 to will be included inorientation of new
05/17/15 and 05/18/15 to 07/16/15, with staff. (Implemented 10/16/15 &
orders for skilled nursing, home health On-going)(To be monitoredby
aide, physical and occupational therapy. Administrator/designee)
. 11. The Administrator/designee will
a. A dlscharge Summary from a review all complaintsquarterly to see
skilled nursing facility dated 03/17/15, if there are any patterns and will
indicated the patient had a past medical implement processes toaddress any
history of aspiration pneumonia and patterns found. (Implemented
dysphagia. The physician's assessment 10/16/15 & On-going)
indicated the pneumonia was resolved
but remains high aspiration risk
secondary to dysphagia. Diet at
discharge was mechanical soft diet with
nectar thickened liquids, and for patient /
caregiver to refer to speech therapist with
more information on nectar thickened
liquids. The summary indicated the
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patient was to be discharged home with
speech therapy.

b. A signed prescription dated
03/17/15, indicated the patient was to be
discharged home with speech therapy
services.

2B. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

3B. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
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but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4B. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
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the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5B. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6B. An undated policy titled Client
Admission Process indicated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
The services and care must conform with
current professional standards of practice
for the respective discipline and should
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be reasonable and necessary to the
treatment of a medical disorder ...
Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

C. Based on observation, clinical record
and policy review and interview, the
Administrator failed to ensure the clinical
staff efforts were coordinated effectively
with the physician and contracted therapy
agency that were furnishing services for 1
of 4 records reviewed of patients
receiving therapy services. (#16)

Findings include:
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1C. Clinical record number 16, SOC
(start of care), for certification period
03/19/15 to 05/17/15 and 05/18/15 to
07/16/15 with orders for skilled nursing,
physical and occupational therapy

services.

a. A discharge summary from a
skilled nursing facility dated 03/17/15,
indicated the patient had a past medical
history of aspiration pneumonia and
dysphagia. The physician's assessment
indicated the pneumonia was resolved
but remains high aspiration risk
secondary to dysphagia. Diet at
discharge was mechanical soft diet with
nectar thickened liquids, and for patient /
caregiver to refer to speech therapist with
more information on nectar thickened
liquids. The summary indicated the
patient was to be discharged home with
speech therapy.

b. A signed prescription dated
03/17/15, indicated the patient was to be
discharged home with speech therapy
services.

c. Review of the skilled nursing

notes indicated the following:

1. 04/08/15: " ... SN [skilled
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nursing] instructed and reviewed with pt
[patient] tucking chin down when eating
and drinking. Pt stated had coughing
spell this morning while eating breakfast.
SN had pt break multivitamin in half and
take with ensure while SN watched
patient tuck in chin .... " The visit note
failed to evidence that the physician had
been notified and patient needs were

coordinated with a speech therapist.

2. 04/17/15: "... Instructed pt on
ways to prevent aspiration and encourage
patient to tuck in chin when swallowing
and using thickening with liquids .... "
The visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech

therapist.

3. 04/20/15: "... SN instructed pt
on swallowing techniques, thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

4. 05/04/15: "... Instructed pt on
thin tuck when drinking and eating ... SN
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instructed pt on hydration nutrition and
thickening of fluids .... " The visit note
failed to evidence that the physician had
been notified and patient needs were

coordinated with a speech therapist.

5. 05/07/15: "... SN instructed pt
on ways to improve swallowing tuck in
chin when taking meds [medications]
fluids food .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

6. 05/15/15: Recertification
reassessment indicated the patient had a
functional limitation of swallowing,
safety measures / precautions of
aspiration and that. Physical and
occupational therapy was on hold for
re-evaluation after the speech therapist
was to help with swallowing, increase
nutrition, and increase strength. The
patient was recertified to home health
care with skilled nursing, aide and speech
therapy. The skilled nurse instructed and
reviewed with patient ways to help
decrease aspiration. The skilled nurse

educated patient / family on dosage of
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thick it [powder substance to be added to
fluids to increase thickness] to be placed
in liquids. Recertification Summary
indicated the patient's appetite has been
decreased and speech therapy was to see
the patient for swallowing concerns. The
skilled nurse indicated she had
coordinated with physician, physical,
occupational, and speech therapy but did
not specify who the clinicians were. The
clinical record failed to evidence patient
needs were coordinated with a speech

therapist.

7. 06/30/15: "... SN had pt eat
banana, glass of OJ [orange juice] and ate
approx % bowl of cream of wheat then
started to have coughing spell, unable to
finish all of cream of wheat ... " The visit
note failed to evidence that the physician
had been notified and patient needs were

coordinated with a speech therapist.

8. Skilled nursing discharge
summary indicated "... Summary of Care
Provided to Date by Discharging
Discipline: SN for eval [evaluation] and
assess [assessment CV [cardiovascular] /

Resp [respiratory] / GI [gastrointestinal] /
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GU [genitourinary] status eval
[evaluation] and assess [assessment]
appetite wgt [weight]  loss (failure to
thrive) ... Patient Condition at Discharge:
Problems swallowing, keeping food,
liquids down, even though using
thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

d. Occupational therapy notes

indicated the following:

1. 04/08/15: "... Pt doing fair
today. Pt c/o [complained of] difficulty
swallowing. OTR [Occupational
Therapist Registered] educated pt
[patient] / [spouse] / daughter on need for
pt [patient] to use thickened liquids. Dtr
[daughter] states he won ' t drink
anything with thickener 2* [* secondary]

taste. OTR recommended premixed
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thickened liquids ... Teaching / Training:
Swallowing technique - chin tuck &
[and] thickener needs .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

2. 04/25/15: "... Ptreported pain
in neck and trouble with swallowing.
Educated patient on drinking thickened
liquids after taking bites of crushed up
meds in applesauce or pudding and
taking small amounts of meds. Pt
reported taking a pill one day and
coughing it back up the next day .... "The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

3. 04/22/15 note indicated pt was
having difficulty swallowing. The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

4. 05/12/15 note indicated the
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patient was having difficulty swallowing
secondary to weakness. The patient's
pain level was a 6 on a scale from one to
10 with 10 being the worse. The patient
also had complained of neck and throat
being sore, swallowing difficulties and
thick congestion .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

5. 05/19/15:  "... Pain level 4/5
at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

6. 05/21/15: "... Pt continues to
complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular
day ...." The visit note failed to evidence
that the physician and case manager had
been notified and patient needs were

coordinated with a speech therapist.
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7. 05/25/15: "... Pt required max
u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn 't finish food. Discussed pt
drinking ensure later due to lack of
nutrients ... Pain to the neck at a level 5
...."" The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

8. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

9. 6/11/15: "... He reported
waking up early and having breakfast but

he was unable to keep it down ... Pt
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stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems
with swallowing ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

11. 06/19/15: "... Swallowing
difficulty ... Speech slow, garbled (wet),
Pt is continuing to have weight loss and
difficulty swallowing. Pt has met max
potential d/t [due to] these barrier. Pt is
slow to progress and states he gets worn
out with what little he currently does. Pt
has nutritional deficits affecting progress
as well .... " The visit note failed to
evidence that the physician and case

manager had been notified and patient
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needs were coordinated with a speech

therapist.

e. Physical therapy notes indicated
the following:

1. 05/05/15: "... Pt [patient]
reports increase coughing and choking on
food / meds .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

2. 05/07/15: "... Pt reports have
lost weight and not eating well .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

3. 05/11/15: "... Pt having
difficulty progressing due to decrease
nutrition intake .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.
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4. 05/14/15: "... Pt reports
confusion over preparation of food with
thickener. Pt was finishing bowl of
cream of wheat when PT [physical
therapy]  present. He / she appeared to
aspirate it and vomited it all back up. Pt
having increased difficulty with nutrition
... " The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

5. 05/25/15: "... Pt seated in
kitchen and finished with breakfast. Pt is
coughing and spitting in trash can .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

6. 06/16/15: "... Pt reports cont
difficulty with swallowing and choking.
Pt appears to have lost weight and
appears malnourished ... Pt's strength
decreased slightly possibly due to lack of
nutrition ... Speech: See ST [speech
therapy]; Swallowing: See ST ...." The
visit note failed to evidence that the

physician and case manager had been
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notified and patient needs were

coordinated with a speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

8. 06/22/15: "... Reports not
feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

9. 06/25/15: "... Pt reports not
feeling well with diff [difficulty] to
produce words as pt is so weak. Pt
reports has not eaten in days ... Pt's skin
color not good, very frail and weak. Pt
having diff [diffiuclty] making progress
due to decreased nourishment. Pt is very
weak at this time .... " The visit note
failed to evidence that the physician and

case manager had been notified and
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patient needs were coordinated with a

speech therapist.

10. 06/30/15: "... Pt in kitchen
with nurse eating with encouragement.
Pt still coughing with eating / swallowing
... pt doing well and presents better after
IV fluids for short ER [emergency room]
visit. Pt still increase weakness and
fatigue .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

2C. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
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return her phone call.

3C. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4C. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
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stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

4D. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

4E. An undated policy titled

"Coordination of Client Services"
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indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to

changes in client condition.

5C. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
plan of care .... "

6C. An undated policy titled
Coordination of Client Services
indicated, "After initial assessment, the
admitting Registered Nurse / Therapist
shall discuss the findings of the initial
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visit with the Clinical manager to ensure
N 0484 410 IAC 17-12-2(g)
Q A and performance improvement
Bldg. 00 Rule 12 Sec. 2(g) All personnel providing
services shall maintain effective
communications to assure that their efforts
appropriately complement one another and
support the objectives of the patient's care.
The means of communication and the
results shall be documented in the clinical
record or minutes of case conferences.
Based on observation, record review and N 0484 1. DON/designee will notify 10/16/2015
interview, the agency failed to ensure patlent{famlly same day it is
. . . determined agency cannot
their efforts were coordinated effectively provide a discipline.
with the physician and contracted therapy (Implemented 10/16/15
agency that were furnishing services for 1 &0On-going)(To be monitored by
of 4 records reviewed of patients Administrator/designee) - 2.
.. h . 1 DON/designee will notify MD
receiving therapy services. (#16) same day it is determined agency
cannot provide a discipline.
Findings include: (Implemented 10/16/15 &
On-going)(To be monitored by
L. Administrator/designee) 3.
1. Clinical recor.d number 1§, SOC (start DON/designee will review all
of care), for certification period 03/19/15 admissions, within 24 hours or
to 05/17/15 and 05/18/15 to 07/16/15 next business day, to ensure
with orders for skilled nursing, physical agency can provide ordered
d i L th . disciplines.(Implemented
and occupational therapy services. 10/16/15 & On-going)(To be
monitored by DON/designee) 4.
a. A discharge summary from a DON/designee will review all
skilled nursing facility dated 03/17/15, admissions, within forty eight
indicated th tient had t medical hours or next business day to
H? lcate © I_)a 1.en ada pas. medica ensure all ordered disciplines are
history of aspiration pneumonia and scheduled. (Implemented
dysphagia. The physician's assessment 10/16/15 & On-going)(To be
monitored by DON/designee) 5.
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indicated the pneumonia was resolved Administrator/designee will review
but remains high aspiration risk all new admlsglops weekly to
. . ensure all disciplines ordered can
secondary to dysphagia. Diet at be provided by agency.
discharge was mechanical soft diet with (Implemented 10/16/15 &
nectar thickened liquids, and for patient / On-going)(To be monitored by
caregiver to refer to speech therapist with Adm!n!strator/ des!gnee) ,6' )
. . . Administrator/designee will review
rpor? information on ne.cta.r thickened all new admissions weekly to
liquids. The summary indicated the ensure all disciplines ordered
patient was to be discharged home with have been scheduled.
speech therapy. (Implemented10/16/1§ &
On-going)(To be monitored by
) o Administrator/designee) 7. The
b. A signed prescription dated contract with therapy company
03/17/15, indicated the patient was to be has been reviewed by
discharged home with speech therapy Administrator and Consultant.
. Revisions have been made as
services. necessary.(Implemented
10/16/15) 8. When agency uses
c. Review of the skilled nursing a therapy staffing agency
notes indicated the following: DON/designee will tractall
communications with the staffing
] agency to ensure there is timely
1. 04/08/15: " ... SN [skilled follow up. This is to be done on a
nursing] instructed and reviewed with pt daily basis. (Implemented
[patient] tucking chin down when eating 10/ 1.?/ 152‘ ;)n-gomg)(To be
L . monitored by
and dI‘lI'lkll‘lg. ?t state.d had .coughlng Administrator/designee)
Spe]l this morning while eatmg breakfast. DON/designee will in-service
SN had pt break multivitamin in half and clinical staff on requirement to
take with ensure while SN watched no:!fy ?{'D of 3’:3’ chandgjs in .
. . . " .. patient’s condition and documen
pa.tlent tuck. inchin .... " The V.1s.1t note in patient's chart. (Implemented
failed to evidence that the physician had 10/16/15 & On-going)(To be
been notified and patient needs were monitored by
coordinated with a speech therapist. Administrator/designee) The
Clinical Documentation Policy has
. been reviewed by Administrator
ways to prevent aspiration and encourage made as needed.
patient to tuck in chin when swallowing (Implemented10/16/15)(To be
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and using thickening with liquids .... " monitored by
The visit note failed to evidence that the Admwpstrator/ de3|g.nee)
. . . Requirement to notify MD of
physician had been notified and patient patient/caregiver refusal of a
needs were coordinated with a speech discipline will be included in
therapist. orientation of all new staff.
(Implemented 10/16/15
o . &On-going)(To be monitored by
3. 04/20/15: "... SN instructed pt Administrator/designee)
on swallowing techniques, thickening of DON/designee will in-service
fluids .... " The visit note failed to clinical staff on requirementto
evidence that the physician had been not!fy MD of any changes in
ified and . d patient’s condition and document
notilied and patient needs were in patient’schart. (Implemented
coordinated with a speech therapist. 10/16/15 & On-going)(To be
monitored by
4. 05/04/15: "... Instructed pt on Administrator/designee) The
. o . Clinical Documentation Policy has
'Fhln tuck when drlnkmg and ea?t%ng ... SN been reviewed by Administrator
instructed pt on hydration nutrition and and Consultant and revisions
thickening of fluids .... " The visit note made as needed. (Implemented
failed to evidence that the physician had 10/16/15)(To be monitored by
b tified and patient d Administrator/designee) The
ceen r.10 the a}n patient needs Were Coordination of Care Policy has
coordinated with a speech therapist. been reviewed by Administrator
and Consultant and revisions
5. 05/07/15: "... SN instructed pt made as needed.
t0] llowine tuck i (Implemented10/16/15)(To be
on.ways 0 1mprove swa 0W1.ng .uc in monitored by
chin when takmg meds [medlcatlons] Administrator/designee) DON
fluids food .... " The visit note failed to will in-service clinical staff on the
evidence that the physician had been requirement to coordinate care of
tified and patient d patient when multiple disciplines
notified and patient needs were are involved. RN will
coordinated with a speech therapist. beresponsible to ensure
coordination of care is done
6. 05/15/15: Recertification unless nursing is not involved in
.- . . (Impl ted 10/16/15)(T
reassessment indicated the patient had a case. ( mpefen ed 10/16/15)(To
; T ) be monitored by
functional limitation of swallowing, Administrator/designee) DON
safety measures / precautions of will ensure all clinical staff
aspiration and that. Physical and participate in case conferences.
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occupational therapy was on hold for (Implemented 10/16/15)(To be
. . monitored by
re-evaluation after the speech therapist o )
) . . Administrator/designee) Therapy
was to help with swallowing, increase Services Policy has been
nutrition, and increase strength. The reviewed by Administrator and
patient was recertified to home health Consultant and revisions made as
care with skilled nursing, aide and speech needed. (Implemented 10/16/15)
h he skilled . dand (To be monitored by
t er.apy. T .e SKi .e nurse mstructed an Administrator/designee) Therapy
reviewed with patient ways to help Contract with Therapy Staffing
decrease aspiration. The skilled nurse Agency has been reviewed by
educated patient / family on dosage of Adr'n|'n|strator and Consultant and
hick it 4 bst to be added t revisions made as
thick it [powder substance to be added to needed(Implemented 10/16/15)
fluids to increase thickness] to be placed (To be monitored by
in liquids. Recertification Summary Administrator/designee)
indicated the patient's appetite has been Administrator/designee will review
d d and h th all new admissions weekly to
ecreaée and speec t. erapy was to see ensure all disciplines ordered
the patient for swallowing concerns. The have been scheduled.
skilled nurse indicated she had (Implemented 10/16/15&
coordinated with physician, physical, On-going)(To be monitored by
tional. and h th but did Administrator/designee) The
occupa I.OHa » and sp eefc. ) crapy but di contract with therapy company
not specify who the clinicians were. The has been reviewed by
clinical record failed to evidence patient Administrator and Consultant.
needs were coordinated with a speech Revisions have been made as
th st necessary.(Implemented
erapist. 10/16/15) When agency uses a
therapy staffing agency
7. 06/30/15: "... SN had pt eat DON/designee will tract all
banana, glass of OJ [orange juice] and ate communications with thg st.afﬁng
imately] % bowl of cream agency to ensure there is timely
approx [approximately] 72 bowl o C ¢ follow up. This is to be done on a
of wheat then started to have coughing daily basis. (Implemented
spell, unable to finish all of cream of 10/16/15 &0On-going)(To be
wheat ... " The visit note failed to xgnitor?d by/d ) Th
. . . ministrator/designee e
evu}ence that th.e physician had been Social Work Policy has been
notified and patient needs were reviewed by Administrator and
coordinated with a speech therapist. Consultant and revisions made as
needed. (Implemented 10/16/15)
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8. Skilled nursing discharge
summary indicated "... Summary of Care
Provided to Date by Discharging
Discipline: SN for eval [evaluation] and
assess [assessment CV [cardiovascular] /
Resp [respiratory] / GI [gastrointestinal] /
GU [genitourinary] status eval
[evaluation] and assess [assessment]
appetite wgt [weight]  loss (failure to
thrive) ... Patient Condition at Discharge:
Problems swallowing, keeping food,
liquids down, even though using
thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

d. Occupational therapy notes
indicated the following:

1. 04/08/15: "... Pt doing fair
today. Pt c/o [complained of] difficulty
swallowing. OTR [Occupational
Therapist Registered] educated pt
[patient] / [spouse] / daughter on need for
pt [patient] to use thickened liquids. Dtr
[daughter] states he won't drink anything
with thickener 2* [* secondary] taste.

(To be monitored by
Administrator/designee) The
Comprehensive Assessment
Policy has been reviewed by
Administrator and Consultant and
revisions made as needed.
(Implemented 10/16/15)(To be
monitored by
Administrator/designee)
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OTR recommended premixed thickened
liquids ... Teaching / Training:
Swallowing technique - chin tuck &
[and] thickener needs .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

2. 04/25/15: "... Pt reported pain
in neck and trouble with swallowing.
Educated patient on drinking thickened
liquids after taking bites of crushed up
meds in applesauce or pudding and
taking small amounts of meds. Pt
reported taking a pill one day and
coughing it back up the next day .... "The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

3. 04/22/15 note indicated pt was
having difficulty swallowing. The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

4. 05/12/15 note indicated the
patient was having difficulty swallowing
secondary to weakness. The patient's
pain level was a 6 on a scale from one to
10 with 10 being the worst. The patient
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also had complained of neck and throat
being sore, swallowing difficulties and
thick congestion .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

5. 05/19/15: "... Pain level 4/5
at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 05/21/15: "... Pt continues to
complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular
day ...." The visit note failed to evidence
that the physician and case manager had
been notified and patient needs were
coordinated with a speech therapist.

7. 05/25/15: "... Pt required max

u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn ' t finish food. Discussed pt
drinking ensure later due to lack of
nutrients ... Pain to the neck at a level 5
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...."" The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

8. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt
stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems
with swallowing ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
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case manager had been notified and
patient needs were coordinated with a
speech therapist.

11. 06/19/15: "... Swallowing
difficulty ... Speech slow, garbled (wet),
Pt is continuing to have weight loss and
difficulty swallowing. Pt has met max
potential d/t [due to] these barrier. Pt is
slow to progress and states he gets worn
out with what little he currently does. Pt
has nutritional deficits affecting progress
as well .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

e. Physical therapy notes indicated
the following:

1. 05/05/15: "... Pt [patient]
reports increase coughing and choking on
food / meds .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

2. 05/07/15: "... Pt reports have
lost weight and not eating well .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
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coordinated with a speech therapist.

3. 05/11/15: "... Pt having
difficulty progressing due to decrease
nutrition intake .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

4. 05/14/15: "... Pt reports
confusion over preparation of food with
thickener. Pt was finishing bowl of
cream of wheat when PT [physical
therapy]  present. He / she appeared to
aspirate it and vomited it all back up. Pt
having increased difficulty with nutrition
... " The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/25/15: "... Pt seated in
kitchen and finished with breakfast. Pt is
coughing and spitting in trash can .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

6. 06/16/15: "... Pt reports cont
[continued] difficulty with swallowing
and choking. Pt appears to have lost
weight and appears malnourished ... Pt's
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strength decreased slightly possibly due
to lack of nutrition ... Speech: See ST
[speech therapy]; Swallowing: See ST
... " The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 06/22/15: "... Reports not
feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

9. 06/25/15: "... Pt reports not
feeling well with diff [difficulty] to
produce words as pt is so weak. Pt
reports has not eaten in days ... Pt's skin
color not good, very frail and weak. Pt
having diff [difficulty] making progress
due to decreased nourishment. Pt is very
weak at this time .... " The visit note
failed to evidence that the physician and
case manager had been notified and
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patient needs were coordinated with a
speech therapist.

10. 06/30/15: "... Ptin kitchen
with nurse eating with encouragement.
Pt still coughing with eating / swallowing
... pt doing well and presents better after
IV fluids for short ER [emergency room]
visit. Pt still increase weakness and
fatigue .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

f. Social work visit notes indicated
the following:

1. 06/03/15: Reason for visit:
"Possible placement: Assisted Living,
g/tube [gastrostomy tube] ... His / her
biggest concern is having to eat nectar
consistency foods / drinks 2* [*
secondary] swallowing difficulties. He /
she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble
swallowing and then laying down .... "
The visit note failed to evidence that the
physician had been notified.

2. 06/24/15: Reason for visit:
"Assisting with g/tube placement

concerns ... Pt is visibly smaller since last
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visit on 6/3. States his energy level is
poor and not eating well at all .... " The
visit note failed to evidence that the
physician had been notified.

2. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

3. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
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did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
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complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6. An undated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
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following the conference or changes.
The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to
changes in client condition.

7. Anundated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
plan of care ... "

8. An undated policy titled Coordination
of Client Services indicated, "After initial
assessment, the admitting Registered
Nurse / Therapist shall discuss the
findings of the initial visit with the
Clinical manager to ensure ... All
personnel furnishing services shall
maintain a liaison to assure that their
efforts are coordinated effectively and
support the objectives outlined in the
Plan of Care. This may be done through
formal care conferences; maintaining
complete, current Care Plans; and written
and verbal interaction ... The Primary
Nurse ... will assume responsibility for
updating / changing the Care Plan and
communicating changes to caregivers
within twenty - four [24] hours following
the conference or changes. The physician
will be contacted when his / her approval
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for that change is necessary and to alert
physician to changes in client condition.
9. An undated policy titled Therapy
Services indicated, " ... The therapist will
consult and collaborate with the
registered nurse who is the case manager.
The therapist will participate in
implementing the physician's plan of care
and evaluating client progress .... "
10. An undated policy titled
Occupational Therapy indicated, " ...
Communicates plans and changes to the
physician and to nursing Case Manager
and other Agency Staff through the care
plan, written progress notes, and
participation in care conferences .... "
N 0486 410 1AC 17-12-2(h)
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 observation, record review and N 0486 1. Administrator/designee will 10/16/2015
interview, the agency failed to ensure complete a patient complaint form
. . . immediately when receiving a
their efforts were coordinated effectively complaint. (Implemented
with the contracting therapy company 10/16/15 &0On-going)(To be
that were furnishing services for 2 of 4 monitored by
records reviewed (#14 and 15) and failed Adminigtrator/ des‘?”ee) ) 2. Al
. . complaint forms will be given to
to ensure their efforts were coordinated Administrator/designee same day
effectively with the physician and to review, contact person(s)
contracted therapy agency that were making complaint,document
conversation and sign/date form.
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furnishing services for 1 of 4 records (Implemented 10/16/15
reviewed of patients receiving therapy &Onjg.omg)(To be, monitored by
. Administrator/designee) 3.
services. (#16) Patient records requested to be
mailed will be mailed certified
Findings include: mail return receipt requested.
(Implemented 10/16/15
.. &On-going)(To be monitored by
1. Clinical record number 14, SOC (start Administrator/designee) 4.
of care) 09/04/15, included a plan of care DON/designee will notify
established by the physician for the patient/family same day it is
certification period 09/04/15 to 11/02/15. dete.rmmed. agency cannot
Duri linical d . provide a discipline.
uring clinical record review on (Implemented 10/15/15
09/14/15, with orders for skilled nursing, &0n-going)(To be monitored by
physical and occupational therapy. Administrator/designee) 5.
DON/designee will notify MD
.. same day it is determined agency
a.. A.Physmlan or(.ler dated cannot provide a discipline.
08/25/15, indicated the patient was to (Implemented 10/16/15 &
have physical therapy one to two times a On-going)(To be monitored by
week for four to six weeks to relieve pain Administrator/designee) 6.
di ¢ th DON/designee will review all
and increase strength. admissions to ensure agency can
provide ordered disciplines and
b. A communication note dated that all ordered disciplines are
09/05/15, indicated the patient refused scheduled.(Implemented
hysical th 10/16/15 & On-going)(To be
physical therapy. monitored
byAdministrator/designee) 7.
c. An Occupational evaluation The Complaint/Grievance Policy
dated 09/05/15, indicated the patient was has been reviewed by
independent in ADL's and was not Administrator and Consultant.
epe ) ) Changes have been made
approprlate fOI‘ home health SErvices. according|y' (Comp|eted10/1 6/15)
The clinical record failed to evidence that 8. The Complaint/Grievance
the occupational therapist notified the Form has been reviewed by
£ the patient's inappropriatencss Administrator and Consultant and
agency.o p pprop revised. (Implemented 10/16/15)
of services. 9. Administrator has in-serviced
all staff on the
2. Clinical record number 15, SOC Complaint/Grievance Policy and
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09/03/15, included a plan of care the changes made. (Completed
established by the physician for the 10/ 16/15) 10,‘ The ) )
. . . Complaint/Grievance policy will
ce.rtlﬁcatlon period 99/03/15 to 10/31/15, be included in orientation of new
with orders for physical therapy. The staff. (Implemented 10/16/15 &
clinical record failed to evidence an On-going)(To be monitored by
evaluation for physical therapy. Administrator/designee) 11. The
Administrator/designee will review
all complaints quarterly to see if
3. Clinical record number 16, SOC (start there are any patterns and will
of care), for certification period 03/19/15 implement processes to address
to 05/17/15 and 05/18/15 to 07/16/15 12. DON/designee will in-service
th orders for skilled . hvsical professional staff onrequirement
with orders for skilled nursing, physica to contact all disciplines involved
and occupational therapy services. in patient's care, within twenty
four (24) hours or next business
a. A discharge summary from a day, an(d )docimer?tthname cl)lf
. . o person(s)spoke with as well as
§k11.1ed nursing fe.1c111ty dated 03/17/?5, date and time. (Implemented
indicated the patient had a past medical 10/16/15 & On-going)(To be
history of aspiration pneumonia and monitored by
dysphagia. The physician's assessment Administrator/designee)
indicated th . Ived DON/designee will in-service all
indicate ] © [.)neum(.)nlal was- resolve staff on importance of clearly
but remains high aspiration risk identifying their discipline when
secondary to dysphagia. Diet at providing care so there is no
discharge was mechanical soft diet with ggnf.u\?lon afstrtlo tth‘;" ?fctual )
. . . iscipline of that staff member.
nectar. thickened liquids, and for pfl'[len.t/ (Implemented10/16/15 &
caregiver to refer to speech therapist with On-going)(To be monitored by
more information on nectar thickened Administrator/designee) When
liquids. The summary indicated the agency uses a therapy staffing
tient to be dischareed home with agency DON/designee will tract
patient was to be discharged home w all communications with the
speech therapy. staffing agency to ensure there is
timely follow up. This is to be
b. A signed prescription dated dlonel ona da:j")q 8/3156'/51
.. . t
03/17/15, indicated the patient was to be (Imp emente 5.
i ) &On-going)(To be monitored by
discharged home with speech therapy Administrator/designee) When a
services. staffing agency is used,
DON/designee will contact
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c. Review of the skilled nursing
notes indicated the following:

1. 04/08/15: " ...SN
[skilled nursing] instructed and reviewed
with pt [patient] tucking chin down when
eating and drinking. Pt stated had
coughing spell this morning while eating
breakfast. SN had pt break multivitamin
in half and take with ensure while SN
watched patient tuck in chin .... " The
visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech
therapist.

2. 04/17/15: "...
Instructed pt on ways to prevent
aspiration and encourage patient to tuck
in chin when swallowing and using
thickening with liquids .... " The visit
note failed to evidence that the physician
had been notified and patient needs were
coordinated with a speech therapist.

3. 04/20/15: "...SN
instructed pt on swallowing techniques,
thickening of fluids .... " The visit note
failed to evidence that the physician had
been notified and patient needs were
coordinated with a speech therapist.

4. 05/04/15: "...
Instructed pt on thin tuck when drinking

staffing agency daily, Mon-Fri, for
coordination of care. All contact
will be documented in the
appropriate patient's chart.
(Implemented 10/16/15
&On-going)(To be monitored by
Administrator/designee)
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and eating ... SN instructed pt on
hydration nutrition and thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/07/15: "...SN
instructed pt on ways to improve
swallowing tuck in chin when taking
meds [medications] fluids food .... " The
visit note failed to evidence that the
physician had been notified and patient
needs were coordinated with a speech
therapist.

6. 05/15/15:
Recertification reassessment indicated
the patient had a functional limitation of
swallowing, safety measures /
precautions of aspiration and that.
Physical and occupational therapy was on
hold for re-evaluation after the speech
therapist was to help with swallowing,
increase nutrition, and increase strength.
The patient was recertified to home
health care with skilled nursing, aide and
speech therapy. The skilled nurse
instructed and reviewed with patient
ways to help decrease aspiration. The
skilled nurse educated patient / family on
dosage of thick it [powder substance to
be added to fluids to increase thickness]
to be placed in liquids. Recertification
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therapist.

coordinated with

[gastrointestinal]

using thickener.

7. 06/30/15:
pt eat banana, glass of OJ [orange juice]
and ate approx [approximately] 72 bowl
of cream of wheat then started to have
coughing spell, unable to finish all of
cream of wheat ..

Summary indicated the patient's appetite
has been decreased and speech therapy
was to see the patient for swallowing
concerns. The skilled nurse indicated she
had coordinated with physician, physical,
occupational, and speech therapy but did
not specify who the clinicians were. The
clinical record failed to evidence patient
needs were coordinated with a speech

"... SN had

. " The visit note failed

to evidence that the physician had been
notified and patient needs were

a speech therapist.

8. Skilled nursing
discharge summary indicated "...
Summary of Care Provided to Date by
Discharging Discipline: SN for eval
[evaluation] and assess [assessment CV
[cardiovascular] / Resp [respiratory] / GI

/ GU [genitourinary]

status eval [evaluation] and assess
[assessment] appetite wgt [weight]
(failure to thrive) ... Patient Condition at
Discharge: Problems swallowing,
keeping food, liquids down, even though

loss

Wagt loss past 2 weeks, 6
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pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.

d. Occupational therapy notes
indicated the following:

1. 04/08/15: "... Pt doing
fair today. Pt c/o [complained of]
difficulty swallowing. OTR
[Occupational Therapist Registered]
educated pt [patient] / [spouse] / daughter
on need for pt [patient] to use thickened
liquids. Dtr [daughter] states he won't
drink anything with thickener 2* [*
secondary] taste. OTR recommended
premixed thickened liquids ... Teaching /
Training: Swallowing technique - chin
tuck & [and] thickener needs .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

2. 04/25/15: "... Pt
reported pain in neck and trouble with
swallowing. Educated patient on
drinking thickened liquids after taking
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bites of crushed up meds in applesauce or
pudding and taking small amounts of
meds. Pt reported taking a pill one day
and coughing it back up the next day ....
"The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

3. 04/22/15 note indicated
pt was having difficulty swallowing. The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

4. 05/12/15 note indicated
the patient was having difficulty
swallowing secondary to weakness. The
patient's pain level was a 6 on a scale
from one to 10 with 10 being the worst.
The patient also had complained of neck
and throat being sore, swallowing
difficulties and thick congestion .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

5. 05/19/15: "... Pain
level 4/5 at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
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needs were coordinated with a speech
therapist.

6. 05/21/15: "...Pt
continues to complain about his throat ...
Discussed importance of nutrition and
drinking ensure if pt is unable to swallow
and cannot eat regular diet on any
particular day ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

7. 05/25/15: "... Pt
required max u/c [sic] for swallowing
food to tuck his chin. Pt nose was
running through entire meal and pt kept
coughing and spitting / throwing up food.
Pt was very upset and wouldn 't finish
food. Discussed pt drinking ensure later
due to lack of nutrients ... Pain to the
neck at a level 5 ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 05/26/15: "... When
talking to pt he / she reported he / she
hadn't eaten all day due to being weak ...
Pt required mod [moderate] / max
[maximum] v/c [sic] for tucking his /her
chin when swallowing ... Pt able to keep
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food down this day .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

9. 6/11/15: "...He
reported waking up early and having
breakfast but he was unable to keep it
down ... Pt stated [illegible writing] for
told him / her to drink three ensures a day
... v/c [sic] required to tuck chin to
swallow. Pt required extra time to eat
due to problems with swallowing .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.

11. 06/19/15: "...
Swallowing difficulty ... Speech slow,
garbled (wet), Pt is continuing to have
weight loss and difficulty swallowing. Pt
has met max potential d/t [due to] these
barrier. Pt is slow to progress and states
he gets worn out with what little he
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currently does. Pt has nutritional deficits
affecting progress as well .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

e. Physical therapy notes
indicated the following:

1. 05/05/15: "...Pt
[patient] reports increase coughing and
choking on food / meds .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

2. 05/07/15: "... Pt
reports have lost weight and not eating
well .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

3. 05/11/15: "...Pt
having difficulty progressing due to
decrease nutrition intake .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.
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4. 05/14/15: "... Pt
reports confusion over preparation of
food with thickener. Pt was finishing
bowl of cream of wheat when PT
[physical therapy] present. He / she
appeared to aspirate it and vomited it all
back up. Pt having increased difficulty
with nutrition .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

5. 05/25/15: "...Pt
seated in kitchen and finished with
breakfast. Ptis coughing and spitting in
trash can .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

6. 06/16/15: "...Pt
reports cont [continued] difficulty with
swallowing and choking. Pt appears to
have lost weight and appears
malnourished ... Pt's strength decreased
slightly possibly due to lack of nutrition
... Speech: See ST [speech therapy];
Swallowing: See ST ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.
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7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

8. 06/22/15: "... Reports
not feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech
therapist.

9. 06/25/15: "...Pt
reports not feeling well with diff
[difficulty] to produce words as pt is so
weak. Pt reports has not eaten in days ...
Pt's skin color not good, very frail and
weak. Pt having diff [difficulty] making
progress due to decreased nourishment.
Pt is very weak at this time .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

10. 06/30/15: "...Ptin
kitchen with nurse eating with
encouragement. Pt still coughing with
eating / swallowing ... pt doing well and
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presents better after I'V fluids for short
ER [emergency room] visit. Pt still
increase weakness and fatigue .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.

f. Social work visit notes
indicated the following:

1. 06/03/15: Reason for
visit: "Possible placement: Assisted
Living, g/tube [gastrostomy tube] ... His /
her biggest concern is having to eat
nectar consistency foods / drinks 2* [*
secondary] swallowing difficulties. He /
she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble
swallowing and then laying down .... "
The visit note failed to evidence that the
physician had been notified.

2. 06/24/15: Reason for
visit: "Assisting with g/tube placement
concerns ... Pt is visibly smaller since last
visit on 6/3. States his energy level is
poor and not eating well at all .... " The
visit note failed to evidence that the
physician had been notified.

4. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator was not able to state why
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patient number 15 was not seen by
therapy and was not able to state why the
occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
notify the patient two times the week of
09/06/15, but was unsuccesful and the
doctor had been notified. A
communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist
attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
clinical record failed to evidence in a
timely manner for the delay of physical
therapy services and failed to evidence
that the occupational therapist notified
the agency of the non admission of
services. The Administrator stated she
vaguely remembered the patient and
proceeded to review the patient's record.
The Administrator stated she had
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performed the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

5. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
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[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

6. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.
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7. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

8. An undated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to
changes in client condition.

9. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
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developing a comprehensive, coordinated
plan of care ... "

10. An undated policy titled
Coordination of Client Services
indicated, "After initial assessment, the
admitting Registered Nurse / Therapist
shall discuss the findings of the initial
visit with the Clinical manager to ensure
... All personnel furnishing services shall
maintain a liaison to assure that their
efforts are coordinated effectively and
support the objectives outlined in the
Plan of Care. This may be done through
formal care conferences; maintaining
complete, current Care Plans; and written
and verbal interaction ... The Primary
Nurse ... will assume responsibility for
updating / changing the Care Plan and
communicating changes to caregivers
within twenty - four [24] hours following
the conference or changes. The physician
will be contacted when his / her approval
for that change is necessary and to alert
physician to changes in client condition.

11. An undated policy titled Therapy
Services indicated, " ... The therapist will
consult and collaborate with the
registered nurse who is the case manager.
The therapist will participate in
implementing the physician's plan of care
and evaluating client progress .... "
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N 0504

Bldg. 00

12. An undated policy titled
Occupational Therapy indicated, " ...
Communicates plans and changes to the
physician and to nursing Case Manager
and other Agency Staff through the care
plan, written progress notes, and
participation in care conferences .... "

13. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
client's care .... "

14. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made .... "

410 IAC 17-12-3(b)(2)(D)(i)

Patient Rights

Rule 12 (b) The patient has the right to
exercise his or her rights as a patient of the
home health agency as follows:

(2) The patient has the right to the
following:

(D) Be informed about the care to be
furnished, and of any changes in the care to
be furnished as follows:

(i) The home health agency shall advise
the patient in advance of the:

(AA) disciplines that will furnish care; and
(BB) frequency of visits proposed to be
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furnished.
Based on record review and interview, N 0504 1. Administrato.r/designee YViH 10/16/2015
the agency failed to ensure that the complete a patient complaint form
. . . . immediately when receiving a
patient / family caregivers were informed complaint. (Implemented
in advance of the physician ordered 10/16/15 &0On-going)(To be
services and the services that would and / monitored by
or would not be provided in relation to Administrator/designee) 2. Al
. complaint forms will be given to
speech therapy prior to the start of care Administrator/designee same day
for 1 of 1 record reviewed. (#16) to review, contact person(s)
making complaint,document
Findings included: conversation and sign/date form.
(Implemented 10/16/15
) &0On-going)(To be monitored by
1. Clinical record number 16 SOC (start Administrator/designee) 3.
of care) 03/19/15, included a plan of care Patient records requested to be
established by the physician for the mailed will be mailed certified
£ cati iod of 03/19/15 mail return receipt requested.
certification period o o (Implemented 10/16/15
05/17/15 and 05/18/15 to 07/16/15 with &On-going)(To be monitored by
orders for skilled nursing, home health Administrator/designee) 4.
aide, physical and occupational therapy. DON/designee will notify
patient/family same day it is
) determined agency cannot
a. A discharge summary from a provide a discipline.
skilled nursing facility dated 03/17/15, (Implemented 10/15/15
indicated the patient had a past medical &0n-going)(To be monitored by
hist £ aspirati . d Administrator/designee) 5.
1story ot aspiration pneumonia an DON/designee will notify MD
dysphagia. The physician's assessment same day it is determined agency
indicated the pneumonia was resolved cannot provide a discipline.
but remains high aspiration risk (Implemented 10/16/15 &
darv to dvsphagia. Dict at On-going)(To be monitored by
s&?con ary to dysp agla.l. eta ) ] Administrator/designee) 6.
discharge was mechanical soft diet with DON/designee will review all
nectar thickened liquids, and for patient / admissions to ensure agency can
caregiver to refer to speech therapist with provide ordered disciplines and
. . . that all ordered disciplines are
more information on nectar thickened
o T scheduled.(Implemented
liquids. The summary indicated the 10/16/15 & On-going)(To be
patient was to be discharged home with monitored by
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
speech therapy. Administrator/designee) 7. The
Complaint/Grievance Policy has
. L been reviewed by Administrator
b. A signed prescription dated and Consultant. Changes have
03/17/15, indicated the patient was to be been made accordingly.
discharged home with speech therapy (Completed10/16/15) 8. The
services Complaint/Grievance Form has
' been reviewed by Administrator
and Consultant and revised.
2. The Administrator was interviewed on (Implemented 10/16/15) 9.
09/14/15 at 11:45 AM. The Administrator has in-serviced all
Administrator stated she vaguely staff on theComplaint/Grievance
bered th . d ded Policy and the changes made.
re@em ered t 'e patient and proceeded to (Completed 10/16/15) 10. The
review the patient's record. The Complaint/Grievance policy will
Administrator stated she had performed be included in orientation of new
the patient's admission. The staff. (Implemented 10/16/15 &
Admini bl On-going)(To be monitoredby
ml.mstrator was not able to answer nor Administrator/designee) Therapy
explain why speech therapy was not Services Policy has been
involved in the patient's case when it was reviewed by Administrator and
ordered by the physician at discharge. Con;ucl;a(r:t ar;d reV|flzn1sODq%<j1esa;s
- needed. (Implemente
The Adm.mlstrator-stated the.: case (To be monitored by
manager involved in the patient's case Administrator/designee) The
retired from the agency. During this Clinical Documentation Policy has
time, the Administrator emailed and beanrewe\?t/edtby g\dmllnllstrator
and Consultant and revisions
called the contracted therapy co'mpany made as needed.
and left messages for the coordinator to (Implemented10/16/15)(To be
return her phone call. monitored by
Administrator/designee)
3. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
State Form Event ID: VDBV12 Facility ID: 012905 If continuation sheet Page 172 of 236
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patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
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for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6. An undated policy titled Client
Admission Process indicated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
The services and care must conform with
current professional standards of practice
for the respective discipline and should
be reasonable and necessary to the
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N 0510

Bldg. 00

treatment of a medical disorder ...
Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

410 IAC 17-12-3(b)(3)

Patient Rights

Rule 12 Sec. 3(b)(3)

(b) The patient has the right to exercise his
or her rights as a patient of the home health
agency as follows:

(3) The patient or patient's legal
representative has the right under Indiana
law to access the patient's clinical records
unless certain exceptions apply. The home
health agency shall advise the patient or the
patient's legal representative of its policies
and procedures regarding the accessibility of
clinical records.

Based on record review and interview,

N 0510 1. Administrator/designee will

10/16/2015
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the agency failed to ensure that medical complete a patient complaint form
records were provided upon a caregiver's |mmed|§tely when receiving a
complaint. (Implemented
request. (#16) 10/16/15 &0n-going)(To be
monitored by
Findings include: Administrator/designee) 2. All
complaint forms will be given to
L. Administrator/designee same day
1. Clinical record number 16 SOC (start to review, contact person(s)
of care) 03/19/15, included a plan of care making complaint,document
established by the physician for the conversation and sign/date form.
certification period of 03/19/15 to grgplement)?_lq 18/ 16/ 15"[ db
n-going)(To be monitored by
05/17/15 and 05/17/15 to 07/16/15. Administrator/designee) 3.
Patient records requested to be
2. The Administrator was interviewed on mailed will be mailed certified
09/14/15 at 2:15 PM. The Administrator ?l‘a" |retumtr??'(§),t1 ;e/‘jgested-
. mplemente
stated she hgd only one family mem‘t.)er &0n-going)(To be monitored by
request medical records and the medical Administrator/designee) 4.
records were mailed to the requestor for DON/designee will notify
patient #16. patient/family same day it is
determined agency cannot
) ) ) provide a discipline.
3. A phone interview with the (Implemented 10/15/15
complainant on 09/14/15 at 2:40 PM, &0n-going)(To be monitored by
stated that he / she had been trying to Administrator/designee) 5.
k with the Administrator i d DON/designee will notify MD
speak wi ¢ Adminstrator ¥n regards same day it is determined agency
to lack of speech therapy services and cannot provide a discipline.
requested speech therapy records. The (Implemented 10/16/15 &
complainant stated he / she kept getting On-going)(To be monitored by
told that the Administrat . Administrator/designee) 6.
0 ] at the Administrator was 1.n .a DON/designee will review all
had never returned his / her phone call. provide ordered disciplines and
The complainant stated he / she had therx]t E:j” T)r;i(;red Id'SC'plt'ngs are
. . scheduled.(Implemente
never received the medical records. 10/16/15 & On-going)(To be
monitored by
Administrator/designee) 7. The
Complaint/Grievance Policy has
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been reviewed by Administrator
and Consultant. Changes have
been made accordingly.
(Completed10/16/15) 8. The
Complaint/Grievance Form has
been reviewed by Administrator
and Consultant and revised.
(Implemented 10/16/15) 9.
Administrator has in-serviced all
staff on theComplaint/Grievance
Policy and the changes made.
(Completed 10/16/15) 10. The
Complaint/Grievance policy will
be included in orientation of new
staff. (Implemented 10/16/15 &
On-going)(To be monitoredby
Administrator/designee)
N 0514 410 IAC 17-12-3(c)
Patient Rights
Bldg. 00 Rule 12 Sec. 3(c)
(c) The home health agency shall do the
following:
(1) Investigate complaints made by a
patient or the patient's family or legal
representative regarding either of the
following:
(A) Treatment or care that is (or fails to be)
furnished.
(B) The lack of respect for the patient's
property by anyone furnishing services on
behalf of the home health agency.
(2) Document both the existence of the
complaint and the resolution of the
complaint.
Based on record review and interview, N 0514 1. Administrator/designee will 10/16/2015
the agency failed to ensure that the .comple.te a patient com.pllamt form
. . . immediately when receiving a
patient / family caregivers concern / complaint. (Implemented
grievance was investigated in regards to 10/16/15 &0On-going)(To be
care that was not furnished by the agency monitored by
for 1 of 4 record reviewed. (#16) Administrator/designee) 2. All
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complaint forms will be given to
Findings included: Administrator/designee same day
to review, contact person(s)
making complaint,document
1. Clinical record number 16 SOC (start conversation and sign/date form.
of care) 03/19/15, included a plan of care (Implemented 10/16/15
established by the physician for the &Onfg‘omg)(To be_ monitored by
. . . Administrator/designee) 3.
certification period of 03/19/15 to Patient records requested to be
05/17/15 and 05/17/15 to 07/16/15. mailed will be mailed certified
mail return receipt requested.
2. The Administrator was interviewed on ggglzr;igt)?'?; 8; 1 S:;r?itored by
09/14/15 at 2:15 PM. The Administrator Administrator/designee) 4.
stated she has had no complaints and DON/designee will notify
grievances since the previous survey on patient/family same day it is
08/04/15. The Administrator stated she dete.r(;nlne(cji. agchy cannot
had only one family member request Z:::\FI’I' e?nzntlesg I%?f 5/15
medical records and the medical records &0n-going)(To be monitored by
were mailed to the requestor for patient Administrator/designee) 5.
#16. DON/designee will notify MD
same day it is determined agency
cannot provide a discipline.
3. A phone interview with the (Implemented 10/16/15 &
complainant on 09/14/15 at 2:40 PM, On-going)(To be monitored by
stated that he / she had been trying to Administrator/designee) 6.
. .. . DON/designee will review all
speak with the Administrator in regards admissions to ensure agency can
to lack of speech therapy services and provide ordered disciplines and
requested speech therapy records. The that all ordered disciplines are
complainant stated he / she kept getting scheduled.(Implemented
told that the Administrator was in a 10/16/15 & On-going)(To be
monitored by
meeting or was busy. The Administrator Administrator/designee) 7. The
had never returned his / her phone call. Complaint/Grievance Policy has
The complainant stated he / she had been reviewed by Administrator
. . and Consultant. Changes have
never received the medical records. b .
een made accordingly.
(Completed10/16/15) 8. The
Complaint/Grievance Form has
been reviewed by Administrator
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and Consultant and revised.
(Implemented 10/16/15) 9.
Administrator has in-serviced all
staff on the Complaint/Grievance
Policy and the changes made.
(Completed 10/16/15)
N 0520 410 IAC 17-13-1(a)
Patient Care
Bldg. 00 Rule 13 Sec. 1(a) Patients shall be
accepted for care on the basis of a
reasonable expectation that the patient's
health needs can be adequately met by the
home health agency in the patient's place of
residence.
Based on record review and interview, N 0520 1. Administrator/designee will 10/16/2015
the agency failed to ensure that the .comple.te a patient com.pllamt form
. . . immediately when receiving a
patient's needs were met in relation to complaint. (Implemented
speech therapy services, prior to the start 10/16/15 &On-going)(To be
of care for 1 of 1 record reviewed. (#16) monitored by
Administrator/designee) 2. All
o . . complaint forms will be given to
Findings included: Administrator/designee same day
to review, contact person(s)
1. Clinical record number 16 SOC (start making complaint,document
of care) 03/19/15, included a plan of care conversation and sign/date form.
blished by the physician for th (Implemented 10/16/15
established by the physician for the &0On-going)(To be monitored by
certification period of 03/19/15 to Administrator/designee) 3.
05/17/15 and 05/18/15 to 07/16/15, with Patient records requested to be
orders for skilled nursing, home health mailed will be mailed certified
ide. physical and . Lth mail return receipt requested.
aide, physical and occupational therapy. (Implemented 10/16/15
&On-going)(To be monitored by
a. A discharge summary from a Administrator/designee) 4.
skilled nursing facility dated 03/17/15, DON/designee will notify
indicated th tient had t medical patient/family same day it is
H? lcated the pa 1.en a apas. medica determined agency cannot
history of aspiration pneumonia and provide a discipline.
dysphagia. The physician's assessment (Implemented 10/15/15
indicated the pneumonia was resolved &0n-going)(To be monitored by
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but remains high aspiration risk Administrator/designee) 5.
secondary to dysphagia. Diet at DON/designee will notify MD
. . . . same day it is determined agency
discharge was mechanical soft diet with cannot provide a discipline.
nectar thickened liquids, and for patient / (Implemented 10/16/15 &
caregiver to refer to speech therapist with On-going)(To be monitored by
more information on nectar thickened Adm|n|strgtor/ de§|gne§) 6.
. . DON/designee will review all
liquids. The summary indicated the admissions to ensure agency can
patient was to be discharged home with provide ordered disciplines and
speech therapy. that all ordered disciplines are
scheduled.(Implemented
. .. 10/16/15 & On-going)(To be
b. A signed prescription dated monitored by
03/17/15, indicated the patient was to be Administrator/designee) 7. The
discharged home with speech therapy Complaint/Grievance Policy has
services. been reviewed byAdministrator
and Consultant. Changes have
o ) ) been made accordingly.
2. The Administrator was interviewed on (Completed10/16/15) 8. The
09/14/15 at 11:45 AM. The Complaint/Grievance Form has
Administrator stated she vaguely been reviewed by Administrator
bered th tient and ded t and Consultant and revised.
remem ere -e patient and proceeded to (Implemented 10/16/15) 9.
review the patient's record. The Administrator has in-serviced all
Administrator stated she had performed staff on the Complaint/Grievance
the patient's admission. The Policy and the changes made.
. . Completed 10/16/15
Administrator was not able to answer nor ( P )
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.
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3. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
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the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

5. Anundated policy titled Client
Admission Process indicated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include
... The Agency is capable of providing the
needed care or service at the level of
intensity the client's condition requires ...
The services and care must conform with
current professional standards of practice
for the respective discipline and should
be reasonable and necessary to the
treatment of a medical disorder ...
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N 0545

Bldg. 00

Agency will not admit client or continue
to provide services in the following
situations ... Scope and complexity of
needs cannot be met by agency, Skills
and suitability of agency personnel are
not adequate to meet client needs ... The
admission professional will verify all the
information on the Intake Form with the
client / caregiver ... Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible ... Upon acceptance and
admission of a client, the admitting
Registered Nurse / Therapist will assign
the individual to the appropriately skilled
professional ... If the agency cannot fulfill
the required health care need, a referral
will be made to the other appropriate
community resources and referral source
will be notified .... "

410 IAC 17-14-1(a)(1)(F)

Scope of Services

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

(F) Coordinate services.

Based on record review and interview,
the agency failed to ensure that the
Registered Nurse had notified the
physician and coordinated services with a
speech therapist in relation to a patient's

difficulty to swallow and weight loss for

N 0545

1. DON/designee will notify
patient/family same day it is
determined agency cannot
provide a discipline.
(Implemented 10/16/15
&0On-going)(To be monitored by
Administrator/designee) 2.
DON/designee will notify MD

10/16/2015
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1 of 4 records reviewed. (#16) same day it is determined agency
Findi include: cannot provide a discipline.
ndings melude: (Implemented 10/16/15 &
1. Clinical record number 16, SOC (start On-going)(To be monitored by
. . . Administrator/designee) 3.
of care), for certification period 03/19/15 DONi/designee will review all
to 05/17/15 and 05/18/15 to 07/16/15 admissions, within 24 hours or
with orders for skilled nursing, physical next business day, to ensure
. . agency can provide ordered
and occupational therapy services. disciplines.(Implemented
a. The patient's clinical record 10/16/15 & On-going)(To be
. monitored by DON/designee) 4.
was reviewed on 09/14/15. The DON/designee will review all
discharge summary from a skilled admissions, within forty eight
nursing facility dated 03/17/15, indicated hours or next busme.ss.dgy o
ensure all ordered disciplines are
the patient had a history of aspiration scheduled. (Implemented
pneumonia due to dysphagia and had 10/16/15 & On-going)(To be
o . . monitored byDON/designee) 5.
been receiving speech therapy during his Administrator/designee will review
/ her inpatient stay. The summary also all new admissions weekly to
indi d that th . bei ensure all disciplines ordered can
indicated that the patient was being be provided by agency.
discharged from home with speech (Implemented 10/16/15 &
- On-going)(To be monitored by
therapy as~ a Physman order dated Administrator/designee) 6.
03/17/15 indicated as such. Administrator/designee will review
b. Review of the skilled nursing all new admissions weekly to
o . ensure all disciplines ordered
notes indicated the following: have been scheduled.
1. 04/08/15: " ...SN (Implemented 10/16/15&
. . . . On-going)(To be monitored by
[skilled nursing] instructed and reviewed Administrator/designee) 7. The
with pt [patient] tucking chin contract with therapy company
. s 1. has been reviewed by
down when eatlng and drinking. Pt_ Administrator and Consultant.
stated had coughing spell this Revisions have been made as
morning while eating breakfast. SN had necessary.(Implemented
o 10/16/15) 8. When agency uses
pt break multivitamin in half and take a therapy staffing agency
with ensure while SN watched DON/designee will tract all
communications with the staffing
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patient tuck in chin .... " The visit note agency to ensure there is timely
failed d that th follow up. This is to be done on a
ailed to cevidence that the daily basis. (Implemented
physician had been notified and patient 10/16/15& On-going)(To be
. . itored by
d dinated th montto .
heeds wete co'or tnate witha Administrator/designee) 9.
speech therapist. When a staffing agency is used,
2. 04/17/15: ".. DON/designee will contact
staffing agency daily, Mon-Fri, for
Instructed pt on ways to prevent coordination of care. All contact
aspiration and  encourage patient to tuck will be documented in the
. . . . appropriate patient's chart.
in chin when swallowing and using (Implemented 10/16/15 &
thickening with liquids .. " The On-going)(To be monitored by
visit note failed to evidence that the Adr.n|n|strator./de5|gnele) 10.1f
o ) patient/caregiver declines therapy
physician had been notified and services,DON/designee will
patient needs were coordinated contact patient/family no later
. . than next business day to confirm
with a speech therapist. they declined therapy.
3. 04/20/15: "... SN Conversation will be documented
. d lowi hni in patient's chart.(Implemented
mstructed pt on swallowing techniques, 10/16/15 & On-going)(To be
thickening of  fluids .... " The visit note monitored by
failed to evidence that the physician had Adr.n|n|strator./de5|gnele) 1.1t
patient/caregiver declines therapy
been notified and patient needs were services, MD will be notified that
coordinated with a speech therapist. day of refusal of therapy. This
Y conversation will be documented
4. 05/04/15: "... in patient's chart. (Implemented
Instructed pt on thin tuck when drinking 10/16/15 & On-going)(To be
d eati SN i d monitored by
and eating ... nstructed pt on Administrator/designee)
hydration nutrition and thickening of DON/designee will in-service all
. " . . . clinical staff on requirement to
fluids .... " The visit note failed to notify DON and MD if patient is
evidence that the physician had been inappropriate for a particular
notified and patient needs were service. (Implemented 10/16/15)
] ] (To be monitored by
coordinated with a speech Administrator/designee) I
therapist. patient/caregiver declines therapy
services, DON/designee will
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5. 05/07/15: "...SN contact patient/family no later
nstructed bt t0] than next business day to confirm
instructed pt on ways to improve they declined therapy.
swallowing tuck in chin when taking Conversation will be documented
N . i tient's chart.(Implemented
meds [medications] fluids food .... " 'n pa .
.[ ] ' ] ) 10/16/15 & On-going)(To be
The visit note failed to evidence monitored by
that the physician had been notified and Administrator/designee)  If
. . patient/caregiver declines therapy
patient needs were coordinated services, MD will be notified that
with a speech therapist. day of refusal of therapy. This
conversation will be documented
6. 05/15/15: in patient's chart. (Implemented
Recertification reassessment indicated 10/16/15 & On-going)(To be
. . monitored by
the patient had a functional Administrator/designee)
limitation of swallowing, safety measures DON/designee will in-service staff
/ precautions of aspiration and that. on requirement to notify MD of
. ) patient/caregiver's refusal of
Physical and occupational therapy was on therapy and document in patient's
hold for re-evaluation after the chart.(Implemented 10/16/15)(To
h th . help with be monitored by
speech therapist was to help wit Administrator/designee)
swallowing, increase nutrition, and
increase strength. The patient was
recertified to home health care with
skilled nursing, aide and speech
therapy. The skilled nurse instructed and
reviewed with patient ~ ways to help
decrease aspiration. The skilled
nurse educated patient / family on dosage
of thick it [powder substance to be
added to fluids to increase thickness] to
be placed in liquids. Recertification
Summary indicated the patient's appetite
has been decreased and speech therapy
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was to see the patient for swallowing
concerns. The skilled nurse
indicated she had coordinated with
physician, physical, occupational, and
speech therapy but did not specify
who the clinicians were. The clinical
record failed  to evidence patient needs
were coordinated with a speech therapist.

7. 06/01/15: "...SN
talked with family [name of daughter,
spouse, and patient] once again about
g/tube [gastrostomy tube] .... " The
clinical record failed to evidence patient
needs were coordinated with a speech
therapist.

8. 06/08/15: SN note
indicated the physician recommends
patient to drink three to four
ensures a day. The clinical record failed
to evidence patient needs were

coordinated with a speech
therapist.

9. 06/15/15: "...SN
instructed pt to drink at least 3 ensure
plus daily .... " The clinical record
failed to evidence patient needs were
coordinated with a speech therapist.

10. 06/22/15: "...SN

called gastroenterology office to see if pt
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could see [name of physician]
sooner than July 14 as pt wt [weight]
declining along with appetite, pt is
becoming weaker ... instructed pt and
[spouse] on importance of eating
drinking at least 3 ensure daily ... SN
instructed pt / [spouse] if pt becomes
weaker or decrease in food intake
to go to ER [emergency room] for
hydration ... " The clinical record
failed to evidence patient needs were
coordinated with a speech therapist.
11. 06/30/15: "... SN had
pt eat banana, glass of OJ [orange juice]
and ate approx 2 bowl of cream of
wheat then started to have coughing
spell, unable to finish all of cream
of wheat ... pt to warm in microwave in
finish ..."

The visit note failed to evidence that the

about an hour and try to

physician had been notified and
patient needs were coordinated
with a speech therapist.

12. Skilled nursing
discharge summary indicated "...
Provided to Date
by Discharging Discipline: SN for eval

Summary of Care

[evaluation] and assess

[assessment CV [cardiovascular] /
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Resp [respiratory] / GI [gastrointestinal] /
GU [genitourinary] status eval
[evaluation] and assess [assessment]
appetite wgt [weight]  loss (failure to
thrive) ... Patient Condition at Discharge:
Problems swallowing, keeping
food, liquids down, even though using
thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought
day. Drink at least 3 - 4 Ensure daily
with thickener .... " The visit
note failed to evidence that the physician
had been notified and patient needs
were coordinated with a speech therapist.
2. The Administrator was interviewed on
09/14/15 at 2:15 PM. The Administrator
indicated she vaguely remembers the
patient and proceded to look through the
patient's record. The Administrator
indicated the case manager involved in
the patient's case retired from the agency.
3. Anundated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure

that their efforts are coordinated
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effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to
changes in client condition.

4. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in

developing a comprehensive, coordinated
plan of care .... "

N 0546 410 1AC 17-14-1(a)(1)(G)

Scope of Services

Bldg. 00 | Rule 14 Sec. 1(a) (1)(G) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:

(G) Inform the physician and other
appropriate medical personnel of changes in
the patient's condition and needs, counsel
the patient and family in meeting nursing
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and related needs, participate in inservice
programs, and supervise and teach other
nursing personnel.
Based on record review and interview, N 0546 The contract with therapy 10/16/2015
h failed hat th company has been reviewed by
the agency failed to ensure that the Administrator and Consultant.
Registered Nurse had notified the Revisions have been made as
.. . . . .(Implemented
hysician and coordinated services with a necessary.(Imp
phy d W 10/16/15) When agency uses a
speech therapist in relation to a patient's therapy staffing agency
difficulty to swallow and weight loss for DON/designee will tract all
. communications with the staffing
1 of 4 records reviewed. (#16) agency to ensure there is timely
Findings include: follow up. This is to be done on a
.. daily basis. (Implemented
1. Clinical record number 16, SOC (start 10/16/15 &0n-going)(To be
of care), for certification period 03/19/15 monitored by
to 05/17/15 and 05/18/15 to 07/16/15 Administrator/designee) When a
staffing agency is used,
with orders for skilled nursing, physical DON/designee will contact
and occupational therapy services. staffing agency daily, Mon-Fri, for
. o coordination of care. All contact
a. The patient's clinical record was will be documented in the
reviewed on 09/14/15. The discharge appropriate patient's chart.
f Killed o facili (Implemented 10/16/15
summary from a skilled nursing facility &0n-going)(To be monitored by
dated 03/17/15, indicated the patient had Administrator/designee) The
a history of aspiration pneumonia due to Coordination of Care Policy has
ry. P p o been reviewed by Administrator
dysphagia and had been receiving speech and Consultant and revisions
therapy during his / her inpatient stay. made as needed.
o (Implemented10/16/15)(To be
The summary also indicated that the monitored by
patient was being discharged from home Administrator/designee) DON
ith h th hvsici d will in-service clinical staff on the
with speech therapy as a physician order requirement to coordinate care of
dated 03/17/15 indicated as such. patient when multiple disciplines
are involved. RN will be
responsible to ensure
b. Review of the skilled nursing coordination of care is done
notes indicated the following: unless nursing is not involved in
case. (Implemented 10/16/15)(To
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be monitored by
. Administrator/designee) DON
. n
1. 04/08/15: " ... SN [skilled will ensure all clinical staff
nursing] instructed and reviewed with pt participate in case conferences.
[patient] tucking chin down when eating (Imp!emented 10716/15)(To be
o . monitored by
and drinking. Pt stated had coughing Administrator/designee) Therapy
spell this morning while eating breakfast. Services Policy has been
o o reviewed by Administrator and
SN had pt break multivitamin in half and Consultant and revisions made as
take with ensure while SN watched needed. (Implemented 10/16/15)
. K in chi " The visi (To be monitored by
patient tuck 1n chin .... € visit note Administrator/designee) Therapy
failed to evidence that the physician had Contract with Therapy Staffing
. . Agency has been reviewed by
been notified and patient needs were Administrator and Consultant and
coordinated with a speech therapist. revisions made as
needed(Implemented 10/16/15)
. (To be monitored by
2. 04/17/15: "... Instructed pt on Administrator/designee) Therapy
ways to prevent aspiration and encourage Services Policy has been
. . . . reviewed by Administrator and
patient to tuck in chin when swallowing Consultant and revisions made as
and using thickening with liquids .... " needed. (Implemented 10/16/15)
The visit note failed to evidence that the (To be monitored by
Administrator/designee)
physician had been notified and patient
needs were coordinated with a speech
therapist.
3. 04/20/15: "... SN instructed pt
on swallowing techniques, thickening of
fluids .... " The visit note failed to
evidence that the physician had been
notified and patient needs were
coordinated with a speech therapist.
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4. 05/04/15: "... Instructed pt on
thin tuck when drinking and eating ... SN
instructed pt on hydration nutrition and
thickening of fluids .... " The visit note
failed to evidence that the physician had
been notified and patient needs were

coordinated with a speech therapist.

5. 05/07/15: "... SN instructed pt
on ways to improve swallowing tuck in
chin when taking meds [medications]
fluids food .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

6. 05/15/15: Recertification
reassessment indicated the patient had a
functional limitation of swallowing,
safety measures / precautions of
aspiration and that. Physical and
occupational therapy was on hold for
re-evaluation after the speech therapist
was to help with swallowing, increase
nutrition, and increase strength. The
patient was recertified to home health
care with skilled nursing, aide and speech
therapy. The skilled nurse instructed and

reviewed with patient ways to help
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decrease aspiration. The skilled nurse
educated patient / family on dosage of
thick it [powder substance to be added to
fluids to increase thickness] to be placed
in liquids. Recertification Summary
indicated the patient's appetite has been
decreased and speech therapy was to see
the patient for swallowing concerns. The
skilled nurse indicated she had
coordinated with physician, physical,
occupational, and speech therapy but did

not specify who the clinicians were.

7. 06/30/15: "... SN had pt eat
banana, glass of OJ [orange juice] and ate
approx ¥ bowl of cream of wheat then
started to have coughing spell, unable to
finish all of cream of wheat ... pt to warm
in microwave in about an hour and try to
finish ... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

8. Skilled nursing discharge
summary indicated "... Summary of Care
Provided to Date by Discharging
Discipline: SN for eval [evaluation] and

assess [assessment CV [cardiovascular] /
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Resp [respiratory] / GI [gastrointestinal] /
GU [genitourinary] status eval
[evaluation] and assess [assessment]
appetite wgt [weight]  loss (failure to
thrive) ... Patient Condition at Discharge:
Problems swallowing, keeping food,
liquids down, even though using
thickener. Wgt loss past 2 weeks, 6
pounds ... Discharge Planning /
Instructions: Cont [continue] to use
thickening. Eat sm [small] freq
[frequent] meals snack thought day.
Drink at least 3 - 4 Ensure daily with
thickener .... " The visit note failed to
evidence that the physician had been
notified and patient needs were

coordinated with a speech therapist.

2. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was

ordered by the physician at discharge.
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The Administrator stated the case
manager involved in the patient's case

retired from the agency.

3. An undated policy titled
"Coordination of Client Services"
indicated, "All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The Primary Nurse ... will assume
responsibility for updating / changing the
Care Plan and communicating changes to
caregivers within twenty - four [24] hours
following the conference or changes.

The physician will be contacted when his
/ her approval for that change is
necessary and to alert physician to

changes in client condition.

4. An undated policy titled "RN Case
Manager" indicated, " ... Collaborates
with physicians, other health care
professionals [therapists ... supportive
services], clients, and families in
developing a comprehensive, coordinated
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plan of care ... "
N 0560 410 IAC 17-14-1(b)
Scope of Services
Bldg. 00 | Rule 14 Sec. 1(b) Any therapy services
furnished by the home health agency shall
be provided by:
(1) a physical therapist or physical
therapist assistant supervised by a licensed
physical therapist in accordance with IC
25-27-1; or
(2) an occupational therapist or
occupational therapist assistant supervised
by an occupational therapist in accordance
with IC 25-23.5.
(3) a speech-language pathologist or
audiologist in accordance with IC 25-35.6.
Based on record review and interview, N 0560 1. DON/designee will notify 10/16/2015
the agency failed to ensure that a patlent{famlly same day it is
. . . . determined agency cannot
qualified therapist was providing services provide a discipline.
within their scope of practice for 1 of 4 (Implemented 10/16/15
records reviewed. &0On-going)(To be monitored by
Administrator/designee) 2.
.. . DON/designee will notify MD
Findings include: same day it is determined agency
cannot provide a discipline.
1. Clinical record number 16, SOC (start (Implemented 10/16/15 &
of care), for certification period 03/19/15 On-going)(To be monitored by
to 05/17/15 and 05/18/15 to 07/16/15. Administrator/designee) 3.
DON/designee will review all
admissions, within 24hours or
a. A discharge summary from a next business day, to ensure
skilled nursing facility dated 03/17/15, agency can provide ordered
indicated the patient had a past medical d|SC|pI|nes.(ImpIemented
. L. . 10/16/15 & On-going)(To be
history of aspiration pneumonia and monitored by DON/designee) 4.
dysphagia. The physician's assessment DON/designee will review all
indicated the pneumonia was resolved admissions, within forty eight
but remains high aspiration risk hours or next busme.ss.dgy to
. . ensure all ordered disciplines are
secondary to dysphagia. Diet at scheduled. (Implemented
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discharge was mechanical soft diet with 10/16/15 & On-going)(To be
nectar thickened liquids, and for patient / momlto.red by DON/ de5|gr?ee) ,5'
i X . Administrator/designee will review
caregiver to refer to speech therapist with all new admissions weekly to
more information on nectar thickened ensure all disciplines ordered can
liquids. The summary indicated the be provided by agency.
patient was to be discharged home with (Implemented 10/16/ 1,5 &
h th On-going)(To be monitored by
speech therapy. Administrator/designee) 6.
Administrator/designee will review
b. A signed prescription dated all new admissions weekly to
03/17/15, indicated the patient was to be ensure all disciplines ordered
disch dh ith h th have been scheduled.
1sc. arged home with speech therapy (Implemented10/16/15 &
services. On-going)(To be monitored by
Administrator/designee) 7. The
. tract with th
c. Occupational therapy notes contract with "nerapy company
o ) has been reviewed by
indicated the following: Administrator and Consultant.
Revisions have been made as
1. 04/08/15: "... Pt doing fair necessary.(Implemented
. . 10/16/15) 8. When agency uses
today. Pt c/o [complained of] difficulty a therapy staffing agency
swallowing. OTR [Occupational DON/designee will tract all
. . communications with the staffing
Therapist Registered] educated pt agency to ensure there is a timely
[patient] / [spouse] / daughter on need for follow up. This is to be done on a
: . o daily basis. (Implemented
t [patient] to use thickened liquids. Dtr
pt [patient] to u qu 10/16/15& On-going)(To be
[daughter] states he won't drink anything monitored by
with thickener 2* [* secondary] taste. Administrator/designee) 9.
. . When a staffing agency is used,
OTR recommended premixed thickened DON/designee will contact
liquids ... Teaching / Training: staffing agency daily, Mon-Fri, for
Swallowing techni hin tuck & coordination of care. All contact
wallowing techimque - chin tuc will be documented in the
[and] thickener needs .... " appropriate patient's chart.
(Implemented 10/16/15
) &0On-going)(To be monitored by
2. 04/25/15: "... Ptreported pain Administrator/designee) 10. If
in neck and trouble with swallowing. patient/caregiver declines therapy
services,DON/designee will
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Educated patient on drinking thickened contact patient/family no later
. . . than next business day to confirm
liquids after taking bites of crushed up they declined therapy.
meds in applesauce or pudding and Conversation will be documented
. i tient'schart. (Implemented
taking small amounts of meds. Pt 'n pa ;
& 10/16/15 & On-going)(To be
reported taking a pill one day and monitored by
coughing it back up the next day .... " Administrator/designee) 11. If
patient/caregiver declines therapy
services, MD will be notified that
3. 05/21/15: "... Pt continues to day of refusal of therapy. This
lain about his th Di d conversation will be documented
complain about his throat ... Discusse in patient's chart. (Implemented
importance of nutrition and drinking 10/16/15 & On-going)(To be
. . monitored by
ensure if pt is unable to swallow and Administrator/designee)
cannot eat regular diet on any particular
day ...."
4. 05/25/15: "... Ptrequired max
u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn't finish food .... "
5. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... "
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9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt
stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems

with swallowing .... "

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck

chin on swallowing .... "

2. The Administrator was interviewed on
09/14/15 at 2:15 PM. The Administrator
indicated she vaguely remembers the
patient and proceded to look through the
patient's record. The Adminstrator
notified the therapy company several
times and spoke to an agent at the therapy
company. According to the
Adminstrator, the agent had indicated
that a speech therapist had attempted to
contact the home but was unsuccessful in
reaching the family. Then at 2:30 PM,
the Adminstrator indicated she had
remembered that the speech therapist was
with another company she had contracted

with but doesn't explain the lack of notes
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and communication.
3. Anundated policy titled Occupational
Therapy indicated, " ... Performs
occupational therapy assessments,
diagnostic tests, skilled treatments, and
ongoing evaluation of clients who are
receiving services under a medically
approved Plan of Care .... "
N 0564 410 IAC 17-14-1(c)(3)
Scope of Services
Bldg. 00 | Rule 14 Sec. 1(c) The appropriate therapist
listed in subsection (b) of this rule shall:
(3) assist the physician, chiropractor,
podiatrist, dentist, or optometrist in
evaluating level of function;
Based on observation, record review and N 0564 1. DON/designee will notify 10/16/2015
interview, the agency failed to ensure patient/family same day it
their efforts were coordinated effectively Isdetermined agency cannot provide
th th . h a discipline. (Implemented 10/16/15
with the contrcttct%ng t ergpy company £0n-going)(To be monitored by
that were furnishing services for 2 of 4 Administrator/designee)
records reviewed (#14 and 15) and failed
to ensure that physical and occupational 2. DON/designee will notify MD
therapy had notified the physician and same day it is determinedagency
case manager of a patient's difficulty to cannot provide a discipline.
. (Implemented 10/16/15 & On-going)
swallow and weight loss for 1 of 4 )
) (To bemonitored by
records reviewed. (#16) Administrator/designee)
Findings include: 3. DON/designee will review all
admissions, within 24hoursor next
. business day, t
1. Clinical record number 14, SOC (start usiness day, to ensure agency can
£ 09/04/15. included | £ provide ordered disciplines.
0 car.e) » Included a plan ot care (Implemented 10/16/15 & On-going)
established by the physician for the (To be monitored by DON/designee)
certification period 09/04/15 to 11/02/15.
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During clinical record review on 4. DON/designee will review all
09/14/15, with orders for skilled nursing, admissions, within fortyeight hours
. . or next business day to ensure all
physical and occupational therapy.
ordered disciplines arescheduled.
o (Implemented 10/16/15 & On-going)
a. A Physician order dated (To be monitored byDON/designee)
08/25/15, indicated the patient was to
have physical therapy one to two times a 5. Administrator/designee will
week for four to 6 weeks to relieve pain review all new admissionsweekly to
and increase strength ensure all disciplines ordered can be
’ provided by agency.(Implemented
o 10/16/15 & On-going)(To be
b. A communication note dated monitored
09/05/15, indicated the patient refused byAdministrator/designee)
physical therapy.
6. Administrator/designee will
c. An Occupational evaluation review all new admissions weeklyto
) Lo . ensure all disciplines ordered have
dated 09/05/15, indicated the patient was
) ] been scheduled. (Implemented
independent in ADL's and was not 10/16/15& On-going)(To be
appropriate for home health services. monitored by
The clinical record failed to evidence that Administrator/designee)
the occupational therapist notified the
C . 7. The contract with therapy
agency of the patient's inappropriateness )
¢ . company has been reviewed
ot services. byAdministrator and Consultant.
Revisions have been made as
. inical record number . necessary.(Implemented 10/16/15
2. Cl 1 d ber 15, SOC (Impl d 10/16/15)
09/03/15, included a plan of care
established by the physician for the 8. When agency uses a therapy
. . . staffing agency DON/designeewill
certification period 09/03/15 to 10/31/15, g agency ) / g.
i . tract all communications with the
with orders for physical therapy. The staffing agency to ensure there
clinical record failed to evidence an istimely follow up. This is to be done
evaluation for physical therapy. on a daily basis. (Implemented
10/16/15& On-going)(To be
3. Clinical record number 16, SOC (start monitored by
. . . Administrator/designee
of care), for certification period 03/19/15 /designee)
to 05/17/15 and 05/18/15 to 07/16/15 9. When a staffing agency is used,
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with orders for skilled nursing, physical DON/designee will contactstaffing
and occupational therapy services. agency daily, Mon-Fri, for
coordination of care. All contact will
. bedocumented in the appropriate
a. A discharge summary from a patient's chart. (Implemented
skilled nursing facility dated 03/17/15, 10/16/15 & On-going)(Tobe
indicated the patient had a past medical monitored by
history of aspiration pneumonia and Administrator/designee)
dysphagia. The physician's assessment
indicated the pneumonia was resolved 10.1f patient,/ caregiver de,cnnes )
. X L. . therapy services,DON/designee will
but remains high aspiration risk contact patient/family no later than
secondary to dysphagia. Diet at next business day toconfirm they
discharge was mechanical soft diet with declined therapy. Conversation will
nectar thickened liquids, and for patient / be documented in patient's chart.
caregiver to refer to speech therapist with (Implemented 10/16/15 & On-going)
more information on nectar thickened (To be r_n?nimmd )
liquids. The summary indicated the byAdministrator/designee)
patient was to be discharged home with 11. If patient/caregiver declines
speech therapy. therapy services, MD willbe notified
that day of refusal of therapy. This
b. A signed prescription dated conversation will bedocumented in
03/17/15, indicated the patient was to be ?g;'fg/tlssc;ag' “"Tple);:emed
discharged home with speech therapy bemonitored Zygomg °
services. Administrator/designee)
C. Occupational therapy notes DON/designee will in-service all
indicated the following: clinical staff onrequirement to notify
DON and MD if patient is
1 04/08/15: " Pt doing inappropriate for a particularservice.
: oo (Implemented 10/16/15)(To be
fair today. Pt c/o [complained of] monitored by
difficulty swallowing. OTR Administrator/designee)
[Occupational Therapist Registered] If patient/caregiver declines therapy
educated pt [patient] / [spouse] / daughter services, DON/designeewill contact
on need for pt [patient] to use thickened patient/family no later than next
business day to confirm
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liquids. Dtr [daughter] states he won't theydeclined therapy. Conversation
drink anything with thickener 2* [* will be documented in patient's
chart.(Implemented 10/16/15 &
secondary] taste. OTR recommended On-going)(To be monitored
premixed thickened liquids ... Teaching / byAdministrator/designee)
Training: Swallowing technique - chin
If patient/caregiver declines therapy
M n
tuck & [and] thickener needs .... " The services, MD will benotified that day
visit note failed to evidence that the of refusal of therapy. This
.. conversation will be documentedin
physician and case manager had been ,
] patient's chart. (Implemented
notified and patient needs were 10/16/15 & On-going)(To be
coordinated with a speech therapist. monitored by
Administrator/designee)
2. 04/25/15: "... Pt DON/designee will in-service staff on
reported pain in neck and trouble with requirement to notifyMD of
. . atient/caregiver's refusal of
swallowing. Educated patient on ’ fcares o
therapy and document in patient's
drinking thickened liquids after taking chart.(Implemented 10/16/15)(To be
bites of crushed up meds in applesauce or monitored by
. . Administrator/designee)
pudding and taking small amounts of The Coordination of Care Policy
meds. Pt reported taking a pill one day has been reviewed
and coughing it back up the next day .... byAdministrator and Consultant
and revisions made as needed.
"The visit note failed to evidence that the (Implemented10/16/15)(To be
physician and case manager had been monitored by
. ) Administrator/designee) DON
notified and patient needs were will in-service clinical staff on the
coordinated with a speech therapist. requirement to coordinate care of
patient when multiple disciplines
are involved. RN will be
3. 04/22/15 note indicated responsibleto ensure coordination
pt was having difficulty swallowing. The of care s dor.1e unless nursing is
not involved in case.
visit note failed to evidence that the (Implemented 10/16/15)(To be
physician and case manager had been monitored by
) ) Administrator/designee) DON
notified and patient needs were will ensure all clinical staff
participate in case conferences.
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coordinated with a speech therapist. (Implemented 10/16/15)(To be
monitored by
Administrator/designee) Therapy
4. 05/12/15 note indicated Services Policy has been
the patient was having difficulty reviewed by Adm'n.' strator and
] Consultant and revisions made as
swallowing secondary to weakness. The needed. (Implemented 10/16/15)
patient's pain level was a 6 on a scale (To be monitored by
. . Administrator/designee)
from one to 10 with 10 being the worse. Administrator/designee)
The patient also had complained of neck
and throat being sore, swallowing
difficulties and thick congestion .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were
coordinated with a speech therapist.
5. 05/19/15:  "... Pain
level 4/5 at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the physician and
case manager had been notified and
patient needs were coordinated with a
speech therapist.
6. 05/21/15: "...Pt
continues to complain about his throat ...
Discussed importance of nutrition and
drinking ensure if pt is unable to swallow
and cannot eat regular diet on any
particular day ...." The visit note failed to
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evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

7. 05/25/15: "...Pt
required max u/c [sic] for swallowing
food to tuck his chin. Pt nose was
running through entire meal and pt kept
coughing and spitting / throwing up food.
Pt was very upset and wouldn 't finish
food. Discussed pt drinking ensure later
due to lack of nutrients ... Pain to the
neck atalevel 5 ...." The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

8. 05/26/15: "... When
talking to pt he / she reported he / she
hadn't eaten all day due to being weak ...
Pt required mod [moderate] / max
[maximum] v/c [sic] for tucking his /her
chin when swallowing ... Pt able to keep
food down this day .... " The visit note
failed to evidence that the physician and
case manager had been notified and

patient needs were coordinated with a
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9. 6/11/15: "...He
reported waking up early and having
breakfast but he was unable to keep it
down ... Pt stated [illegible writing] for
told him / her to drink three ensures a day
... v/c [sic] required to tuck chin to
swallow. Pt required extra time to eat
due to problems with swallowing .... "
The visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the physician and
case manager had been notified and
patient needs were coordinated with a

speech therapist.

11. 06/19/15: "...
Swallowing difficulty ... Speech slow,
garbled (wet), Pt is continuing to have
weight loss and difficulty swallowing. Pt
has met max potential d/t [due to] these

barrier. Pt is slow to progress and states
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he gets worn out with what little he
currently does. Pt has nutritional deficits
affecting progress as well .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a
speech therapist.

d. Physical therapy notes
indicated the following:

1. 05/05/15: "...Pt

[patient] reports increase coughing and
choking on food / meds .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

2. 05/07/15: "... Pt
reports have lost weight and not eating
well ... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

3. 05/11/15: "...Pt
having difficulty progressing due to
decrease nutrition intake .... " The visit

note failed to evidence that the physician
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and case manager had been notified and
patient needs were coordinated with a

speech therapist.

4. 05/14/15: "... Pt
reports confusion over preparation of
food with thickener. Pt was finishing
bowl of cream of wheat when PT
[physical therapy] present. He / she
appeared to aspirate it and vomited it all
back up. Pt having increased difficulty
with nutrition .... " The visit note failed
to evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

5. 05/25/15: "...Pt
seated in kitchen and finished with
breakfast. Ptis coughing and spitting in
trash can .... " The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

6. 06/16/15: "... Pt
reports cont difficulty with swallowing

and choking. Pt appears to have lost
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weight and appears malnourished ... Pt's
strength decreased slightly possibly due
to lack of nutrition ... Speech: See ST
[speech therapy]; Swallowing: See ST
.... " The visit note failed to evidence that
the physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the
physicianand case manager had been
notified and patient needs were

coordinated with a speech therapist.

8. 06/22/15: "... Reports
not feeling well and not eating due to
choking ...." The visit note failed to
evidence that the physician and case
manager had been notified and patient
needs were coordinated with a speech

therapist.

9. 06/25/15: "...Pt
reports not feeling well with diff
[difficulty] to produce words as pt is so

weak. Pt reports has not eaten in days ...
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Pt's skin color not good, very frail and
weak. Pt having diff [diffiuclty] making
progress due to decreased nourishment.
Pt is very weak at this time .... " The visit
note failed to evidence that the physician
and case manager had been notified and
patient needs were coordinated with a

speech therapist.

10. 06/30/15: "...Ptin
kitchen with nurse eating with
encouragement. Pt still coughing with
eating / swallowing ... pt doing well and
presents better after I'V fluids for short
ER [emergency room] visit. Pt still
increase weakness and fatigue .... " The
visit note failed to evidence that the
physician and case manager had been
notified and patient needs were

coordinated with a speech therapist.

4. The Administrator was interviewed on
09/14/15 at 11:45 AM. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
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ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

5. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
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the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

6. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

7. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
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communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

8. An undated policy titled Plan of Care
indicated, "Professional staff shall
promptly alert the physician to any
changes that suggest a need to alter the
Plan of Care .... "

9. An undated policy titled Coordination
of Client Services indicated, "... The
physician will be contacted when his / her
approval for that change is necessary and
to alert physician to changes in client
condition .... "The Administrator was
interviewed on 09/14/15 at 11:45 AM.
The Administrator was not able to state
why the patient number 15 was not seen
by therapy and was not able to state why
the occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
notify the patient two times the week of
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N 0567

Bldg. 00

09/06/15, but was unsuccesful and the
doctor had been notified. A
communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist
attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
clinical record failed to evidence in a
timely manner for the delay of physical
therapy services and failed to evidence
that the occupational therapist notified
the agency of the non admission of
services.

10. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
client's care .... "

11. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made .... "

410 IAC 17-14-1(c)(6)
Scope of Services
Rule 14 Sec. 1(c) The appropriate therapist
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listed in subsection (b) of this rule shall:
(6) advise and consult with the family and
other home health agency personnel;
Based on record review and interview, N 0567 1..DON/de.signee will ngt?fy 10/16/2015
physical and occupational therapy failed zz::::;li?erg”g s:nrze g:r?r:totls
to ensure that a patient needs were met by provide a disc?iplin?al.
coordinating services with a speech (Implemented 10/16/15
therapist in relation to a patient's &On-going)(To be monitored by
difficulty to swallow and weight loss for Adm|n|str?tor/ des:|gne§) 2.
¢ . DON/designee will notify MD
I of 4 records reviewed. (#16) same day it is determined agency
cannot provide a discipline.
Findings include: (Implemented 10/16/15 &
On-going)(To be monitored by
.. Administrator/designee) 3.
1. Clinical record number 16, SOC (start DON/designee willgrevit)aw all
of care), for certification period 03/19/15 admissions, within 24hours or
to 05/17/15 and 05/18/15 to 07/16/15 next business day, to ensure
with orders for skilled nursing, physical agency can provide ordered
. . disciplines.(Implemented
and occupational therapy services. 10/16/15 & On-going)(To be
monitored by DON/designee) 4.
a. A discharge summary from a DON/designee will review all
skilled nursing facility dated 03/17/15, admissions, within forty eight
Ny . . hours or next business day to
indicated the patient had a past medical ensure all ordered disciplines are
history of aspiration pneumonia and scheduled. (Implemented
dysphagia. The physician's assessment 10/16/15 & On-going)(To be
indicated the pneumonia was resolved monitored by DON/designee)
. . . . 5. Administrator/designee will
but remains high aspiration risk review all new admissions weekly
secondary to dysphagia. Diet at to ensure all disciplines ordered
discharge was mechanical soft diet with can be provided by agency.
nectar thickened liquids, and for patient / (Implemented 10/16/15 &
. . . On-going)(To be monitored by
caregiver to refer to speech therapist with Administrator/designee) 6
more information on nectar thickened Administrator/designee will review
liquids. The summary indicated the all new admissions weekly to
patient was to be discharged home with ensure all disciplines ordered
sneech thera have been scheduled.
P py- (Implemented10/16/15 &
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On-going)(To be monitored by
b. A signed prescription dated Admlnlstra.tor/de3|gnee) 7.The
.- . contract with therapy company
0.3/ 17/15, 1nd1cated.the patient was to be has been reviewed by
discharged home with speech therapy Administrator and Consultant.
services. Revisions have been made as
necessary.(Implemented
o ional th 10/16/15) 8. When agency uses
. .c. ccupatlona.t erapy notes a therapy staffing agency
indicated the following: DON/designee will tract all
communications with the staffing
1. 04/08/15: "... Pt doing fair agency to ensure there is timely
) ) follow up. This is to be done on a
today. Pt c/o [complained of] difficulty daily basis. (Implemented
swallowing. OTR [Occupational 10/16/15& On-going)(To be
. . monitored by
Therapist Registered] educated pt Administrator/designee)
[patient] / [spouse] / daughter on need for DON/designee will in-service all
. . .. clinical staff on requirement to
pt [patient] to use thickened liquids. Dtr notify DON and MD if patient is
[daughter] states he won ' t drink inappropriate for a particular
anything with thickener 2* [* secondary] service. (Implemented 10/16/15)
] (To be monitored by
taste. OTR recommended premixed Administrator/designee) If
thickened liquids ... Teaching / Training: patient/caregiver declines therapy
. . . services, DON/designee will
Swallowing technique - chin tuck & contact patient/family no later
[and] thickener needs .... " The visit note than next business day to confirm
failed to evidence that the patient needs they declined therapy.
Conversation will be documented
were coordinated with a speech therapist. in patient's chart.(Implemented
10/16/15 & On-going)(To be
) monitored by
2. 04/25/15: "... Pt reported pain Administrator/designee) If
in neck and trouble with swallowing. patient/caregiver declines therapy
. L. . services, MD will be notified that
Educated patient on drinking thickened day of refusal of therapy. This
liquids after taking bites of crushed up conversation will be documented
ds i | ddi d in patient's chart. (Implemented
meds in applesauce or pudding an 10/16/15 & On-going)(To be
taking small amounts of meds. Pt monitored by
reported taking a pill one day and Administrator/designee)
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coughing it back up the next day .... "The DON/designee will in-service staff
.. failed d hat th on requirement to notify MD of
visit note failed to evidence that the patient/caregiver's refusal of
patient needs were coordinated with a therapy and document in patient's
. hart.(Implemented 10/16/15)(To
speech therapist. N .
P p be monitored by
Administrator/designee)
3. 04/22/15 note indicated pt was Requirement to notify MD of
) ) . . patient/caregiver refusal of a
having difficulty swallowing. The visit discipline will be included in
note failed to evidence that the patient orientation of all new staff.
d di d with h (Implemented10/16/15 &
needs were coordinated with a speec On-going)(To be monitored by
therapist. Administrator/designee)
DON/designee will in-service
clinical staff on requirement to
4. 05/12/15 note indicated the notify MD of any changes in
patient was having difficulty swallowing patient’s condition and document
. in patient’'schart. (Implemented
secondary to weakness. The patient's 10/16/15 & On-going)(To be
pain level was a 6 on a scale from one to monitored by
. . . Administrator/designee) The
10 with 10 being the worse. The patient Clinical Documentation Policy has
also had complained of neck and throat been reviewed by Administrator
being sore, swallowing difficulties and and Consultant and revisions
made as needed.
thick congestion .... " The visit note (Implemented10/16/15)(To be
failed to evidence that the patient needs monitored by Administrator
were coordinated with a speech therapist.
5. 05/19/15: "... Pain level 4/5
at the neck and throat, decrease
endurance .... " The visit note failed to
evidence that the patient needs were
coordinated with a speech therapist.
6. 05/21/15: "... Pt continues to
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complain about his throat ... Discussed
importance of nutrition and drinking
ensure if pt is unable to swallow and
cannot eat regular diet on any particular
day ...." The visit note failed to evidence
that the patient needs were coordinated

with a speech therapist.

7. 05/25/15: "... Pt required max

u/c [sic] for swallowing food to tuck his
chin. Pt nose was running through entire
meal and pt kept coughing and spitting /
throwing up food. Pt was very upset and
wouldn ' t finish food. Discussed pt
drinking ensure later due to lack of
nutrients ... Pain to the neck at a level 5
...."" The visit note failed to evidence that
the patient needs were coordinated with a

speech therapist.

8. 05/26/15: "... When talking to
pt he / she reported he / she hadn't eaten
all day due to being weak ... Pt required
mod [moderate] / max [maximum] v/c
[sic] for tucking his /her chin when
swallowing ... Pt able to keep food down
this day .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.
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9. 6/11/15: "... He reported
waking up early and having breakfast but
he was unable to keep it down ... Pt
stated [illegible writing] for told him /
her to drink three ensures a day ... v/c
[sic] required to tuck chin to swallow. Pt
required extra time to eat due to problems
with swallowing ...." The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

10. 06/14/15: "... Pt took
medication and v/c [sic] required to tuck
chin on swallowing .... " The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

11. 06/19/15: "... Swallowing
difficulty ... Speech slow, garbled (wet),
Pt is continuing to have weight loss and
difficulty swallowing. Pt has met max
potential d/t [due to] these barrier. Pt is
slow to progress and states he gets worn
out with what little he currently does. Pt
has nutritional deficits affecting progress
as well .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.
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d. Physical therapy notes indicated
the following:

1. 05/05/15: "... Pt [patient]
reports increase coughing and choking on
food / meds .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

2. 05/07/15: "... Pt reports have
lost weight and not eating well .... " The
visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

3. 05/11/15: "... Pt having
difficulty progressing due to decrease
nutrition intake .... " The visit note failed
to evidence that the patient needs were

coordinated with a speech therapist.

4. 05/14/15: "... Pt reports
confusion over preparation of food with
thickener. Pt was finishing bowl of
cream of wheat when PT [physical
therapy]  present. He / she appeared to
aspirate it and vomited it all back up. Pt

having increased difficulty with nutrition
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... " The visit note failed to evidence that
the patient needs were coordinated with a

speech therapist.

5. 05/25/15: "... Pt seated in
kitchen and finished with breakfast. Pt is
coughing and spitting in trash can .... "
The visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

6. 06/16/15: "... Pt reports cont
difficulty with swallowing and choking.
Pt appears to have lost weight and
appears malnourished ... Pt's strength
decreased slightly possibly due to lack of
nutrition ... Speech: See ST [speech
therapy]; Swallowing: See ST ...." The
visit note failed to evidence that the
patient needs were coordinated with a

speech therapist.

7. 06/18/15: "... Pt drank
thickened orange juice and had difficulty
with aspiration / coughing .... " The visit
note failed to evidence that the patient
needs were coordinated with a speech

therapist.
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8. 06/22/15: "... Reports not
feeling well and not eating due to
choking ...." The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

9. 06/25/15: "... Pt reports not
feeling well with diff [difficulty] to
produce words as pt is so weak. Pt
reports has not eaten in days ... Pt's skin
color not good, very frail and weak. Pt
having diff [diffiuclty] making progress
due to decreased nourishment. Pt is very
weak at this time .... " The visit note
failed to evidence that the patient needs

were coordinated with a speech therapist.

10. 06/30/15: "... Ptin kitchen
with nurse eating with encouragement.
Pt still coughing with eating / swallowing
... pt doing well and presents better after
IV fluids for short ER [emergency room]
visit. Pt still increase weakness and
fatigue .... " The visit note failed to
evidence that the patient needs were

coordinated with a speech therapist.

2. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator stated she vaguely
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remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

3. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
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of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
physician office and did not know what
day and time the speech therapist notified
the physician.

4. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
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N 0579

Bldg. 00

she was now in a skilled nursing facility
receiving speech therapy.

5. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that
Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

6. An undated policy titled
"Coordination of Client Services"
indicated, " ... All personnel furnishing
services shall maintain a liaison to assure
that their efforts are coordinated
effectively and support the objectives
outlined in the Plan of Care. This may be
done through formal care conferences;
maintaining complete, current Care
Plans; and written and verbal interaction
... The physician will be contacted when
his / her approval for that change is
necessary and to alert physician to
changes in client condition .... "

410 IAC 17-14-1(e)(7)

Scope of Services

Rule 14 Sec. 1(e) The social worker shall

do the following:

(7) Act as a consultant to other home health
agency personnel.

Based on record review, the agency failed

to ensure that the social worker had

N 0579 DON/designee will in-service
clinical staff on requirement to
notify MD of any changes in

10/16/2015
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notified the physician and case manager
of a patient's difficulty to swallow and
weight loss for 1 of 4 records reviewed.
(#16)

Findings include:

1. Clinical record number 16, SOC (start
of care), for certification period 03/19/15
to 05/17/15 and 05/18/15 to 07/16/15.

2. The clinical record was reviewed on
09/14/15.

a. A social worker visit note dated
06/03/15 indicated the reason for visit:
"Possible placement: Assisted Living,
g/tube [gastrostomy tube] ... His / her
biggest concern is having to eat nectar
consistency foods / drinks 2* [*
secondary] swallowing difficulties. He /
she really doesn't want g/tube placement
... Risk factors - pt [patient] has trouble
swallowing and then laying down .... "
The visit note failed to evidence that the
physician and case manager had been
notified.

b. A social worker visit note dated
06/24/15 indicated the reason for visit:

"Assisting with g/tube placement

patient’s condition and document
in patient’schart. (Implemented
10/16/15 & On-going)(To be
monitored by
Administrator/designee) The
Clinical Documentation Policy has
been reviewed byAdministrator
and Consultant and revisions
made as needed.
(Implemented10/16/15)(To be
monitored by
Administrator/designee) The
Coordination of Care Policy has
been reviewed byAdministrator
and Consultant and revisions
made as needed.
(Implemented10/16/15)(To be
monitored by
Administrator/designee) DON
will in-service clinical staff on the
requirement to coordinate care of
patient when multiple disciplines
are involved. RN will be
responsible to ensure
coordination of care is done
unless nursing is not involved in
case. (Implemented 10/16/15)(To
be monitored by
Administrator/designee) DON
will ensure all clinical staff
participate in case conferences.
(Implemented 10/16/15)(To be
monitored by
Administrator/designee) The
Social Work Policy has been
reviewed by Administrator and
Consultant and revisions made as
needed. (Implemented 10/16/15)
(To be monitored by
Administrator/designee)
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concerns ... Pt [patient] is visibly smaller
since last visit on 6/3. States his / her
energy level is poor and not eating well at
all .... " The visit note failed to evidence
that the physician and case manager had

been notified.

3. Anundated policy titled Plan of Care
indicated, "Professional staff shall
promptly alert the physician to any
changes that suggest a need to alter the
Plan of Care ... "

4. Anundated policy titled Occupational
Therapy indicated, " ... Communicates
plans and changes to the physician and to
nursing Case Manager and other Agency
Staff through the care plan, written
progress notes, and participation in care
conferences .... "

N 0608 410 IAC 17-15-1(a)(1-6)
Clinical Records
Bldg. 00 | 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
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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.
Based on record review and interview, N 0608 1. DON/designee will notify 10/16/2015
the agency failed to include a verbal start patlent{fam|ly same day it is
determined agency cannot
of care date on the Home Health provide a discipline.
Certification and Plan of Care for 2 of 4 (Implemented 10/16/15 &
(#14 and 15) records reviewed, failed to On-going)(To be monitored by
document notification to the physician Admlnlstrgtor/ de§|gne§) 2.
. DON/designee will notify MD
for delay of services for 1 of 4 records same day it is determined agency
reviewed (#15), and failed to ensure their cannot provide a discipline.
efforts were coordinated and documented (Implemented 10/16/15 &
effectively, and in a timely manner, with On-g.0|.ng)(To be monltored by
h o th h Administrator/designee) 3.
the contracting therapy company that DON/designee will review all
were furnishing services for 2 of 4 admissions, within 24hours or
records reviewed (#14 and 15) and failed next business day, to ensure
to ensure that a patient's clinical record agency can provide ordered
| d ined all disciplines.(Implemented
was comp ete‘an cont.alne. a acc1.1rate 10/16/15 & On-going)(To be
and pertinent information in the patient's monitored by DON/designee) 4.
care in relation to speech therapy DON/designee will review all
communication notes with the agency, admissions, within forty eight
hysici d with th tient / famil hours or next business day to
physician, andwi ¢ patien i amily ensure all ordered disciplines are
members for 1 of 4 records reviewed. scheduled. (Implemented
(#16) 10/16/15 & On-going)(To be
monitored byDON/designee) 5.
Administrator/designee will review
o ) all new admissions weekly to
Findings include: ensure all disciplines ordered can
be provided by agency.
1. Clinical record number 14, SOC gmple.me)rzt_?d ; 0/16/ Tf & db
. n-going)(To be monitored by
09/04/15, included a plan of care Administrator/designee) 6.
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established by the physician for the Administrator/designee will review
certification period 09/04/15 to 11/02/15. all new admissions weekly to
ensure all disciplines ordered
have been scheduled.
a. During clinical record review (Implemented10/16/15 &
on 09/14/15, line 23 indicated "Nurse's On-going)(To be monitored by
Signature and Date of Verbal SOC [start Adrrt1|n|s£trqtt?]ri gemgnee) 7. The
. " contract with therapy company
of care] Where Applicable." The has been reviewed by
Administrator electronically signed but Administrator and Consultant.
failed to provide a date for the verbal Revisions have been made as
SOC necessary.(Implemented
' 10/16/15) 8. When agency uses
) ) a therapy staffing agency
b. An Occupational evaluation DON/designee will tract all
dated 09/05/15, indicated the patient was communications with the staffing
independent in ADL's and was not agency to ensure there is timely
ate for h health . follow up. This is to be done on a
approprlgte or ome. ealt SCI:VICCS. daily basis. (Implemented
The clinical record failed to evidence that 10/16/15& On-going)(To be
the occupational therapist notified the monitored by
agency of the patient's non-admission of Administrator/designee) 9.
. When a staffing agency is used,
Services. DON/designee will contact
staffing agency daily, Mon-Fri, for
2. Clinical record number 15, SOC coordination of care. All contact
09/03/15, included a plan of care will be qo‘t:”metmeg in rtwh?'t
. .. appropriate patient's chart.
esta'bhshjcd by tbe physician for the (Implemented 10/16/15
certification period 09/03/15 to 10/31/15. &0n-going)(To be monitored by
Administrator/designee) 10. If
a. During clinical record review patient/caregiver declines therapy
. .. " , services,DON/designee will
01.1 09/03/15, line 23 indicated "Nurse's contact patient/family no later
Slgnature and Date Of Verbal SOC [Start than next business day to confirm
of care] Where Applicable." The they declined therapy.
Administrator electronically signed but Qon\/tgrs?tiorr: v;/till(:)e dlocumctan(:ed
. . in patient'schart. (Implemente
failed to provide a date for the verbal 10/16/15 & On-going)(To be
SOC. monitored by
Administrator/designee) 11. If
b. The plan of care had indicated patient/caregiver declines therapy
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orders for physical therapy. The clinical
record failed to evidence an evaluation
for physical therapy, failed to evidence
notification to the physician of the delay
of services, failed to notify and provide
documentation the agency in a timely
manner of the delay in services.

3. Clinical record number 16, SOC (start
of care), for certification period 03/19/15
to 05/17/15 and 05/18/15 to 07/16/15.

4. The patient's clinical record was
reviewed on 09/14/15. The discharge
summary from a skilled nursing facility
dated 03/17/15, indicated the patient had
a history of aspiration pneumonia due to
dysphagia and had been receiving speech
therapy during his / her inpatient stay.
This discharge summary had indicated
the patient was to be discharged home
with speech therapy services. A signed
prescription dated 03/17/15 indicated the
patient was to have speech therapy at
home.

5. A recertification assessment dated
05/15/15, indicated the patient had a
functional limitation of swallowing,
safety measures / precautions of
aspiration and  that ... physical and
occupational therapy was on hold for
re-evaluation after speech therapist was
to help with swallowing, increase

services, MD will be notified that
day of refusal of therapy. This
conversation will be documented
in patient's chart. (Implemented
10/16/15 & On-going)(To be
monitored by
Administrator/designee) 5.
Administrator/designee will review
all new admissions weekly to
ensure all disciplines ordered can
be provided by agency.
(Implemented 10/16/15 &
On-going)(To be monitored by
Administrator/designee) 6.
Administrator/designee will review
all new admissions weekly to
ensure all disciplines ordered
have been scheduled.
(Implemented10/16/15 &
On-going)(To be monitored by
Administrator/designee) 7. The
contract with therapy company
has been reviewed by
Administrator and Consultant.
Revisions have been made as
necessary.(Implemented
10/16/15) DON/designee will
in-service professional staff on
requirement to contact all
disciplines involved in patient's
care, within twenty four (24) hours
or next business day, and
document name of
person(s)spoke with as well as
date and time. (Implemented
10/16/15 & On-going)(To be
monitored by
Administrator/designee) DON
will in-service clinical staff on the
requirement to coordinate care of
patient when multiple disciplines
are involved. RN will be
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nutrition, and increase strength ... Recert responsible to ensure
patient to HHC [home health care] with coordinatiop of care i,s done )
. unless nursing is not involved in
SN, aide and speech therapy. SN case. (Implemented 10/16/15)(To
instructed and reviewed with patient be monitored by
ways to help decrease aspiration ... SN Administrator/designee) DON will
educated patient / family on dosage of ﬁ]nEZQZ:élnﬁgliaclesstaﬁ participate
thick it [powder substance to be added to (Implemented 10/16/15)(To be
fluids to increase thickness] to be placed monitored by
in liquids ... " Recertification Summary Administrator/designee)
indicated " Pt appetite has been
decreased. ST in to see pt for swallowing
concerns. SN indicated she had
coordinated with MD [physician], PT
[physical therapy], OT [occupational
therapy], ST [speech therapy], and HHA
[home health aide] but did not specify
who the clinicians were.
6. Employee N was interviewed
09/14/15 at 2:45 PM. Employee N
indicated she did not know who she had
spoken with and thought she had
included the dates and times that she had
spoken with the speech therapist.
Employee N indicated she would get
notification from therapy by email and
evaluations would be sent to the office by
fax. Employee N indicated if there was
communication needed, she would type it
up.
7. The Administrator was interviewed
on 09/14/15 at 11:45 AM. The
Administrator was not able to state why
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the patient number 15 was not seen by
therapy and was not able to state why the
occupational therapist stated patient
number 14 was not appropriate for
services. The Administrator proceeded to
email the contracted therapy company for
information and calling both therapists.
At 1:53 PM, the Administrator stated the
coordinator with the contracted therapy
company had indicated the occupational
therapist for patient number 14 was a
poor communicator. The Administrator
also stated the physical therapist for
patient number 15 had attempted to
notify the patient two times the week of
09/06/15, but was unsuccessful and the
doctor had been notified. A
communication note was sent to the
Administrator during surveyor visit
(09/14/15) via computer. The
communication note was dated 09/07/15.
The note indicated the physical therapist
attempted to notify the patient two times
without success and would try again or
drive by the home if no answer. The
Administrator stated she vaguely
remembered the patient and proceeded to
review the patient's record. The
Administrator stated she had performed
the patient's admission. The
Administrator was not able to answer nor
explain why speech therapy was not
involved in the patient's case when it was
ordered by the physician at discharge.
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The Administrator stated the case
manager involved in the patient's case
retired from the agency. During this
time, the Administrator emailed and
called the contracted therapy company
and left messages for the coordinator to
return her phone call.

8. On 09/14/15 at 1:53 PM, the
Administrator had a return call from the
contracted therapy company. The
Administrator had stated that the
coordinator from the contracted therapy
company indicated that a speech therapist
had made contact with the spouse in July
but the services was declined due to the
patient was "too far gone." The
Administrator stated the speech therapist
did not go out to see the patient to make
that assessment / judgment and the
Administrator stated she did not know
who the speech therapist was. A
communication note dated 03/26/15, was
provided by Employee N, a home health
aide / office worker, during this time.
Employee N wrote "According to [Name
of therapy company] ST [speech
therapy], ST had called numberous [sic]
times with no return call to ST. Dr.
[doctor] notified." Employee N was
interviewed at this time and stated she
did not remember who the speech
therapist was and she did not know who
the speech therapist spoke with at the
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physician office and did not know what
day and time the speech therapist notified
the physician.

9. The complainant was contacted on
09/14/15 at 2:40 PM. The complainant
stated that the patient and family
caregivers were told upon admission that
the patient would be getting speech
therapy. The complainant stated that the
staff would notify the office often and
informed the office of the patient's
difficulty with swallowing. The
complainant stated that they (patient and
family caregivers) were not aware that
the patient was not getting speech therapy
for some of the staff portrayed
themselves as speech therapists. The
complainant stated no one had called and
left messages nor was any speech therapy
services had been declined. The
complainant indicated how he / she
discovered this was by a therapist that
came to the home and was discussing
physical therapy. The complainant stated
the patient had gotten so weak that he /
she was now in a skilled nursing facility
receiving speech therapy.

10. Upon returning inside the agency at
2:55 PM, the Administrator stated that
the speech therapist was not provided by
the said therapy company on the
communication note dated 03/26/15 that

State Form

Event ID:

VDBV12  Facility ID:

012905 If continuation sheet

Page 235 of 236




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

PRINTED: 12/21/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A.BUILDING 00 COMPLETED
157653 B. WING 09/14/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
635 S STATE RD 67
RN2U INC MOORESVILLE, IN 46158
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

Employee N had provided / indicated, but
the speech therapist was provided
through another therapy company.

11. Anundated policy titled Therapy
Services indicated, " ... Documentation
shall be completed within twenty - four
[24] hours of visit."

12. An undated policy titled
Coordination of Client Services
indicated, "Care conferences will be held
as necessary to establish interchange,
reporting, and coordinated evaluation
between all disciplines involved in the
client's care .... "

13. An undated policy titled Physical
Therapist indicated, "...Communicates
changes in schedule and physician orders
to the office on the day the changes are
made ... "
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