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This was a federal home health complaint
investigation survey. This was an
extended survey.

Complaint #: IN00160903 -
Substantiated: Federal deficiencies
related to the allegation are cited.

Facility #: 12928

Survey Dates: February 18, 19, 20, and
23,2015

Surveyor: Tonya Tucker, RN, PHNS

Scott's Home Healthcare LLC is
precluded from providing its own home
health aide training and competency
evaluation program for a period of 2
years beginning February 23, 2015,
through February 23, 2017, for being
found to be out of compliance with the
Condition of Participation 42 CFR
484.48: Clinical Records as related to this
complaint.

Quality Review: Joyce Elder, MSN,
BSN, RN
March 24, 2015

G 000

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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G 108 484.10(c)(1)
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 clinical record review, policy G 108 Appropriate staff to be in 03/30/2015
review, and interview, the agency failed S?rY'Ced on the following: Missed
. . . Visit Note revised to state date
to ensure the patient was informed, in and time patient was notified of
advance, of any changes in the care to be inability to fill visit, all applicable
furnished in 3 of 7 active patient records staff notified to attempt to fill visit,
reviewed creating the potential to affect dqte and.t|.me MD was nohfned of
. . missed visit, person assuming
all 107 of the agency's patients. (#2, #5, care for patient, and RN
and #10) signature. Scheduling employees
to complete Missed Visit Note
Findings include: immediately upon cancellation by
patient or home health agency
and contact patient to make
1. Clinical record #2 contained a alternate plans for coverage.
physicians plan of care for certification Administrator to ensure
period 12/2/14 to 1/30/15 with orders to compliance is maintained by
. . . coordinating daily huddle,
include home health aide services 1 hour reviewing missed visits that
per day, 7 days per week for 60 days. occurred per on call and
The record failed to evidence home communication form notice, and
health aide services were conducted on zs:P;;ilrel?ezctgﬁu:ggrzszateIy BN
1/10/15 and 1/11/15 and failed to will utilize Coordination of Care
evidence documentation of the patient's form created to be filled out at
notification prior to the missed visits. admission and updated at each
nurse visit. The RN will notify the
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A. The record evidenced a document MD of record of any medical
dated 1/24/15, signed by employee BB changes identified at hgmg ws@s.
. . " Health RN will document any findings in
(home health aide), titled "Home Healt clinical note along with
Aide Daily Note." The document states, instructions from MD notification.
"Time In 10:00 am Time Out 11:00 am." RN will notify patient of any
changes to plan of care per MD
. orders and instructions and
B. The rec-ord evidenced a document document notification. RN will
dated 1/25/15, signed by employee BB, follow up on changes of care plan
titled "Home Health Aide Daily Note." and document progression of
The document states, "Time In 10:00 am carein chnpal chart. Auditing
Time Out 11:00 " staff will review charts monthly to
e Lut 11:U0 am. ensure documentation is
complete. Administrator to
C. On 2/20/15 at 9 AM, a home visit ensure deficiency corrected and
was conducted with patient #2. The compliance ??'nta't”?fdt by
D S requiring auditing staff to
patient indicated the home health aide is communicate all auditing
supposed to come at 9 AM every day for completed monthly along with
1 hour. The patient indicated a few times revisions made.
the aide came at 10 AM instead of 9 AM
and indicated not being notified of the
change in arrival time. The patient
indicated not having an aide for the dates
of Saturday, 1/10/15 and Sunday,
1/11/15 and on 1/10/15, the patient
contacted the office and spoke with
employee CC (office staff) who reassured
patient that an aide would arrive on
1/11/15. The patient indicated the aide
failed to arrive again on 1/11/15 at which
time the patient contacted the office and
spoke to employee CC and was told the
employee would "Look into it." The
patient indicated not being contacted
back from the agency.
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D. On 2/23/15 at 12:35 PM,
employee E (alternate director of nursing)
indicated it is the responsibility of the
on-call staff to contact the patient and
inform them of any changes or time
differences for the scheduled visit.

2. Clinical record #5 contained a
physicians plan of care for certification
period 1/16/15 to 3/16/15 with orders to
include home health aide services 6 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/29/15 and 2/10/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record contained an undated
document titled "Missed Visit Form"
stating, "Patient: [patient #5] Date/Time
of visit: 1/29/15 Type of Visit: HHA
[home health aide] Staff Member:
[Employee FF-home health aide]
Reason: Other 'aide off on dr. [doctor]
note, couldn't find replacement' How
were the patient's needs met? [blank]
Physician Notified: [blank] ...."

B. The record contained a document
titled "Nurse Care Visit Note" stating,
"Patient Name: [patient #5] Date: '2-9-15'
... Pain Rating '8/10" Pain Area: '[left]
axilla ... Education Topic: 'Wound Care'
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... Note: 'Pt. compliant [with] all meds
through previous set up. Pt. tolerates
visit well. Pt seen at wound center today
for [left] axilla and [left] groin/abd
[abdomen] fold. Pt received new order
for daily wound care to [left] axilla area.
Daily nurse visit to begin 2/10/15 per
order. Educated pt. on care to wound
area.' ... Nurse Signature [employee
N-registered nurse] ... ." The record
evidenced the next skilled nursing visit
was conducted on 2/13/15 and failed to
evidence the patient was notified of the
change in the plan of care.

1.) The record evidenced a
physicians order from the wound center
stating, "Date: 2/09/15 Time: 1500 ...
Orders Note: Only those items checked
will be carried out. ... DIAGNOSIS:
Number/Location Wound #(s): '#3'
Location: '[left] axilla' Dressing Orders
Aquacel Ag/Gauze/Medipore ... Cleanse
Wound(s) with: Normal Saline ...
Physician or Physician Extender
Signature: [physician at wound center]
Date: 2/9/15 Time: 1525 ...."

2.) A document titled "Clinical
Note" states, "2-9-15 St. [Saint] Joseph
Wound Center sent orders for pt [patient]
to have daily dressing changes to wound
to [left] axilla. Case manager notified.
MD aware. Will begin dressing change
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2/10/15 after pt receives wound care
supplies. [employee K-registered
nurse]." The document states, "2-10-15
Pt called et [and] stated [patient] hasn't
received [patient's] supplies for wound
care. Pt concerned about when wound
care will start. Call [physician] at St.
Joseph Wound Center to see if staff has
ordered supplies. [employee K]." The
document states, "2-12-15 1145 A [AM]
- St. Joseph Wound Center called et
stated pts supplies are now delivered.
Called pts PCP [primary care physician]
et notified him that office had order for
wound care daily. MD stated to start
wound care 2/13/15. [employee K]."

3.) On 2/19/15 at 3:50 PM,
employee K (registered nurse) indicated
receiving a call from patient #5 on
2/10/15 with concerns of the skilled
nurse not visiting for wound care. The
employee indicated contacting the wound
center on 2/10/15 in regards to wound
care supplies. The employee indicated
he/she failed to make contact with the
patient in regards to plan for treatment.

3. Clinical record #10 contained a
physician's plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
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health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A-12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
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G 121

Bldg. 00

needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

4. The agency policy with an effective
date of 7/20/15, a revised date of 8/20/12,
and a reviewed date as 7/25/14 titled
"PATIENT RIGHTS AND
RESPONSIBILITIES" states,
"PATIENT'S RIGHTS ... 5. You have
the right to expect the agency to have the
proper resources to render safe care of the
frequency of visits proposed. 6. You
have the right to be told in advance what
disciplines will furnish care and the
frequency of visits proposed. ... § You
have the right to know in advance of any
change in your plan of care before the
change is made. ... ."

484.12(c)

COMPLIANCE W/ ACCEPTED
PROFESSIONAL STD

The HHA and its staff must comply with
accepted professional standards and
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principles that apply to professionals
furnishing services in an HHA.
Based on clinical record review, agency G121 Appropriate staff to be in 03/30/2015
policy review, observation and interview, feec:\tl;i(r::g :tglgtig:gi:;tiizgxisj
the agency failed to ensure staff followed and skills check off regarding
infection control practices for 1 of 5 proper infection control
home visit observations and failed to procedures. All staff hired by the
ensure the clinical record contained HRA will be requwed to perform a
. . competency skills check off on
appropriately authenticated and dated proper infection control
clinical notes as required by agency procedures. All clinical staff will
policy in 1 of 10 clinical records be required to attend and
reviewed creating the potential to affect por:wzlgte a ysﬁrly ;]n slfrvf'fte
. including a skills check off to
all patients of the agency. (#4 and #5) ensure proper infection control
practices are being performed.
Findings include: HR staff to document and track in
service and skills check off.
1. Duri h isit ob . Administrator to receive copy of
. During a home visit o servatlf)n on completion as follow up. Al
2/19/15 at 11 AM, employee J (licensed Home Health Aide Daily Notes
practical nurse), was observed providing will be completed in entirety by
wound care to patient #5. After donning H()tmetHgglth :'de Cr?mil)tlr?t"']g
patient visit. Home health aides
cls:an gloves, employee J prepped a table will complete hha notes according
with the wound care supplies, cleansed to the policy titled Home Health
the wound with normal saline on a gauze Aide Note Completion, Auditing,
pad and then placed the pad in a trash and Correction Policy which
b lied A 1A d vad states: Policy: Home Health Aide
) ag, applied Aquacel Ag WOl.m pa ) staff will properly complete
inside the wound, covered with a sterile documentation according to
gauze pad, applied tape to secure, accepted professional standards
removed gloves and placed in trash bag, E”dlg:'gc'p'es thtatt'applyptﬁ home
. ealth documentation .
and then washed hands with soap and documentation is o be properly
water. authenticated by the staff
member who completes the work
A. The agency policy with an —anl It:”ddpage“t’s will stign home
. . i tati
effective date of 7/20/12 and a reviewed ea’th aide documentation
) . confirming that the clock in and
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CONTROL" states, "POLICY: All home checked off tasks were
care staff will follow established complgted on that qate between
X X ] those times according to the plan
1nfect101.1 control procedures. PURPOSE: of care. Procedure: Note
To provide measures to prevent Completion- 1. When arriving at
exposures to infectious diseases during patient home, HHA will locate
the treatment of patients. PROCEDURE: company folder and check
Standard ions/Uni | careplan for tasks to be
tandard Precautions/Universa completed. 2. Next, HHA will
Precautions 1. Standard Precautions are document time of arrival at
routine barrier precautions that are patient home on nurse aide note
utilized with all patients to protect on appropriate time. This should
1 6 ith blood and be the time HHA was scheduled
employees from contact with blood an to be there on his or her calendar.
body fluids, secretions, excretions, 3. Complete tasks and check
non-intact skin, and mucous membranes. them off on note as completed
... 4. Staff should was their hands before according to the home health aide
d af . L of careplan. Only tasks which have
and after patient contact,. upor.l removal o been checked off on hha
gloves, before and after invasive careplan by the Registered Nurse
procedures, after handling soiled or Supervisor or state “prn” in check
contaminated materials, ... and as needed. bgg shouI:/ be eted at this visi
. ] addressed/completed at this visi
5. Medical gloves should be worp when. and documented on this note. 4.
a) contact with blood or bOdy fluids is When visit time comes to end per
likely; b) providing care to non-intact hha schedule, aide should
skin; ¢) handling or cleaning document end time in appropriate
taminated . t 6 Gl line on hha note and sign on hha
contaminated equipment..... ©. ) oves signature line and date line next
should be changed between patient to it. When signing aide is
contact and procedures. Hands should be confirming he/she completed the
washed thoroughly after removal of tasks checked as being
| " completed on that date between
gloves. ... the in and out time documented
and confirming these were
B. The agency policy with an completed in accordance with the
effective date of 7/20/12 and a reviewed ;']HA careplat\rfl. 5t'hThe thhat/3h0”|d
date as 7/25/14 titled "INFECTION en reques: forfe patientor
patient family to sign his/her own
"POLICY: All health care workers shall signature line and remind them
wash their hands frequently and that by doing so they are
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appropriately. ... Health care workers confirming that the aide was at
shall wash hands: ... 4. After removing their home, bgtween the
. documented times and completed
gloves, worn per Standard Precautions the checked off tasks that were
for direct contact with excretions or completed in accordance with the
secretions, mucous membranes, ... ." hha careplan that the patient was
active in helping develop for
. his/her own care. The patient
2. Clinical record #4, start of care should also document the date on
6/19/14 and discharge date 8/9/14, the date line next to his/her
evidenced a plan of care for certification signature.  Auditing and
period 6/20 to 8/18/14 with orders for Corrections of HHA note-1.
h health aid . 12h Kokomo HHAs are to turn their
ome health aide services ours per notes in each day after their visits
day, 7 days per week for 60 days. The are complete. There is a drop
record contained a physicians order for box located at the front door of
home health aide services 8 hours per the office building in kokomo. In
dav. 7 d K areas other than Kokomo, a
ay, ays per week. courier is assigned to pick up
notes and HHA will be oriented to
A. The record contained a document this when beginning employment.
titled "Home Health Aide Daily Note" 2. When HHAs turn in notes, they
tatine. "Patient N tient #4 will first be verified in the
stating, "Patient Name [patien ] computer program for time, date
Employee Name [employee DD-home and completion of visit. If notes
health aide] Date 6/24/14 ... Circle task do not match schedule, a copy
completed and place a checkmark in the }N'” be macli.e an? fohnNzrc:ed todHR
. ) or counseling of scheduler an
corr'esp onding box: PERSONA]f CARE home health aide. 3. Notes will be
Partial bed bath [checked] ... Skin Care audited before filed into the
[checked] ... NUTRITION Prepare Meal patient record for correctness
[checked] ... Feeds Self [checked] including: completion in black ink
. only, tasks completed compared
Encourage Flu¥ds [chgcked] ACTIVITY to HHA careplan, and
LEVEL Up with Assistance [checked] confirmation signatures.Auditor
W/C [wheelchair] [checked] Partial nor anyone in the office will make
Weight Bearing [checked] ... Transfer :nylgped‘)f alterﬁtlont on(:he h?me
. . i t
bed/chair [checked] Transfer toilet ealth aide notell notes do no
) match careplan, are in another
[checked] ... Bedside Commode and the copy will be sent to HR
[checked] ... OTHER ... Medication for counseling of home health
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Reminder [checked] ... HOMEMAKING aide. If a signature is missing,
... Dishes [checked] ... Other: [checked ;:er\gc?:ﬁe\;\,lltlhtc)aes?:lt:/zcri]utl(;rtr\:\ill
.. Employee's Signature [employee DD] contact the home health aide, and
Date: '6/24/14' Patient's Signature the home health aide will be
[name of patient #4] / [signature of required to get the proper
employee E-alternate signatures to authenticate the
.- . . note within 24 hours or a copy will
administrator/Director of nursing] Date be made of the note and giving to
'6/24/14"." HR for counseling/disciplinary
service and visit for that note will
B. The record contained a document n%t be t')tllle(:ﬁdh If a ho'mfe heatllth
. " . . " aide writes the wrong information
tlﬂe_d Homc? Health Aide I?ally Note down during a visit and realizes
stating, "Patient Name [patient #4] it during the visit, he or she is to
Employee Name [employee EE-home put one line through the incorrect
health aide] Date 7/4/14 ... Circle task 'nfzrf“alt"(’j”' (‘j"’Te ;error” i’bﬁ:’? it
. and include date, time and their
completed ?.Ild place a checkmark in the initials. If these are not
corresponding box: PERSONAL CARE completed correctly, auditor will
Complete bed bath [checked] again make a copy of the note
Assist-Shower [checked] ... Shampoo and ser|1.d to HER‘:O{ |-t|HAk
Hair [checked] ... Skin Care [checked] ... counseiing. o trac
disciplinary form on employees.
HOMEMAKING Light housekeeping completed by every Home health
[checked] ... Dishes [checked] ... Make g\idle ontproper Tome h_:_a:lth aide
. aily note completion. The
bed [checked] Trz':lsh [checked] Dusting Administrator oversees the
[checked] Sweeping [checked] ... nurse management staff and has
Employee's Signature [employee E] inserviced the Nursing
Date: '7/4/14' Patient's Signature Sltljpervisor/AIt Administrat?fr and
' " all nurse management staff on
[employee E] Date '7/4/14" the HHA note completion policy
and has instructed them that
On 2/18/15 at 3 PM, employee E immediate termination would be
indicated the patient had orders for home the consequence of violating this
health aide services 8 hours per day, 7 S?LI:;,H d:\'z:; itr:a::r;i:?jr;izzfs
days per week and the aide frequency was all appropriate staff present.
2 times per day, 4 hours per visit. The Administrator to instruct in service
employee indicated he/she reviews the and provide documented
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aide's documentation of the visit and if minutes. HR employees to keep
something is wrong with the document, allin service tracking .
. documentation and provide upon
he/she corrects it. The employee request. HR to discipline through
indicated the 7/4/14 aide visit was write up process, any staff that
performed by employee EE but there does not complete in service.
must have been something wrong with an corppllant Home Health
he aides d ion b Aides will not be given scheduled
the aides ocumentatlon. e(‘iause patient visit hours until mandatory
employee E had to re-write it. Employee in service information has been
E stated, "I did not make the visit, [name received. The Administrator will
of employee EE] did but there must have be responsmle.for cgmpletmg the
b hi th th correction of this deficiency and
een something wrong with the preventing this deficiency from
document so I re-did it." Employee E recurring in the future.
indicated he/she should have wrote
employee EE's name where the document
states, "Employee's Signature." The
employee indicated being unsure of how
many times this has occurred.
C. The policy with an effective date
of 7/20/12 and a reviewed date as 7/25/14
titled, "CLINICAL RECORDS
-PURPOSE AND CONTENT" state,
"PROCEDURE: Records are
documented using professional standards
and will contain the following: ... 7.
Signed and dated clinical notes for each
contact which are written the day of
service and incorporated into the patient's
clinical record at least weekly. ... ."
D. The policy with an effective date
of 7/20/12 and a reviewed date as 7/25/14
titled "N0608" states, "POLICY: Clinical
chart order and closed chart order and
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retention. ... The clinical record will
contain pertinent past and current
findings in accordance with accepted
professional standards shall be
maintained for every patient as follows.
... All entries must be legible, clear,
complete and appropriately authenticated
and dated. Authentications must include
signatures or a secured computer entry. ...
n
G 158 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on clinical record review, policy G 158 All appropriate staff to be in 03/30/2015
review, and interview, the agency failed serviced on the following: D@Iy
. . huddles to be completed with
to ensure visits were made as ordered on each member of scheduling, case
the plan of care in 4 of 7 active patients management, and HR every
reviewed creating the potential to affect morning. At this time weekly
all 107 patients of the agency. (#2, #5, schedules to be reviewed,
indicating any unfilled visits,
#6, and #10) concerns, and missed visits that
need addressed due to absences
Findings include: by home health aides. Daily
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: WHGI11 Facility ID: 012928 If continuation sheet Page 14 of 45




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

PRINTED: 04/17/2015
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
15K094 B. WING 02/23/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1817 DOGWOOD CT
SCOTT'S HOME HEALTHCARE LLC KOKOMO, IN 46902
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (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
Huddle Form to be utilized to
1. Clinical record #2 contained a ensure these tOF"CS are
. . . addressed. Assistant to
physicians plan of care for certification Administrator to collect all forms
period 12/2/14 to 1/30/15 with orders to and compile summary for
include home health aide services 1 hour Administrator. Administrator to
per day, 7 days per week for 60 days ensure resolution occurs on all
Th ’ d failed 9 h ' unfilled visits or concerns covered
¢ record failed to evidence home in daily huddle by end of business
health aide services were conducted on day. Communication forms to be
1/10/15 and 1/11/15 and failed to utilized by scheduling and
evidence documentation of the patient's completed on every phone call
fcati . h ssed visi taken regarding home health aide
notification prior to the missed visits. or patient. Once concern is
documented, RN to be notified
A. On 2/20/15 at 9 AM, a home visit immediately to inform of
was conducted with patient #2. The situation. RN to instruct on
. indi d havi ide resolution if scheduling can
patient indicated not having an aide for complete. Patient to be called
the dates of Saturday, 1/10/15 and back and documentation
Sunday, 1/11/15 and on 1/10/15, the completed on every concern or
patient contacted the office and spoke requelstt. dOncz ;{elflolimlon IS g
. completed an as signe
with emp loye.e CcC (ofﬁce.staff) who and documented, all completed
reassured patient that an aide would forms to go to Administrator for
arrive on 1/11/15. The patient indicated review and filing. Communication
the aide failed to arrive again on 1/11/15 IFortT t;’ ?e filed in patlﬁnt _‘;ha’:’
D . ast tab, to ensure continuity o
at which time the patient contacted the care, and show communication
office and spoke to employee CC and between scheduling, nursing and
was told the employee would "Look into patient. A policy has been
it." The patient indicated not being established to address
tacted back fi th compliance with the agency
contacted back trom the agency. responsibility to meet the needs
of the patient once accepted into
B. On 2/23/15 at 12:35 PM, care. Patients will not be
employee E (alternate director of nursing) accepted for admission if the
.- ., - - agency is not able to meet the
indicated it is the responsibility of the . L
- needs of the patient upon initial
on-call staff to contact the patient and assessment. The established
inform them of any changes or time policy is as follows: Policy: It is
differences for the scheduled visit. the policy of the company to
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maintain patient care consistency
C. On 2/23/15 at 12:55 PM, per M.D. orders. As part of this
Lo . policy it must be acknowledged
employee E indicated being unable to that there are two types of missed
locate documentation related to the visits. One, being a patient
missed home health aide visits on 1/10 cancellation and tow, being
and 1/11/15. agency staff cancellat!on.
PROCEDURE: 1) Patient
o ) cancellation: will be addressed if
2. Clinical record #5 contained a the patient cancellation causes
physicians plan of care for certification non compliance with the
period 1/16/15 to 3/16/15 with orders to physmgn s order. A missed Y'S't
include h health aid . 6h form will be completed and given
include home health aide services 6 hours to the Administrator and CM
per day, 7 days per week for 60 days. Nurse. Administrator to log in
The record failed to evidence home Missed Visit Log for tracking. If
health aide services were conducted on the paltl'etnt has _rtr;]c.)retr:han tWOt
. cancellations within the curren
1/‘?9/15 and 2/10/15 3..Ild failed to ) certification period, the patient will
evidence documentation of the patient's be discharged according to
notification prior to the missed visits. policy. 2) Agency
staff cancellation will be
. addressed by utilizing all other
The rec.ord cont.alned a.n .undated home health aide staff, on call
document titled "Missed Visit Form" home health aide, all available
stating, "Patient: [patient #5] Date/Time agency staff from the scheduling
of visit: 1/29/15 Type of Visit: HHA staff, up the organizational chart,
. to the Administrator in order to
[home health aide] Staff Merpber. maintain compliance. Non
[Employee FF-home health aide] compliance with this policy is
Reason: Other 'aide off on dr. [doctor] unacceptable and scheduling
note, couldn't find replacement' How statff will :)e te;w(n)at%j 'I‘; policy is
. not maintained. On Ca
! ?
were.the patler.lt s needs met? [l:lank] employees to call in and report to
Physician Notified: [blank] .... Administrator at end of each shift
on any concerns that arose
3. Clinical record #6 contained a during shift. Typed report to be
hysicians plan of care for certification emailed to Administrator which
p y P ] will be distributed to all nursing
period 12/31/14 to 2/28/15 with orders to and scheduling staff to be
include home health aide services 3 hours reviewed in daily huddle.
per day, 7 days per week for 60 days. Administrator to ensure
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The record failed to evidence home
health aide services were conducted on
1/6/15 and failed to evidence
documentation of the patient's
notification prior to the missed visits.

The record evidenced a document
dated 1/14/15 by employee N (registered
nurse) titled "MISSED VISIT FORM"
stating, "Patient: [patient #6] Date/Time
of Visit: '1-6-15 10 A -1 P' Type of
Visit: 'HHA [home health aide]' ...
Reason: Other [checked] 'HHA called
off and couldn't fill hours' How were
patient's needs met? [blank] ... ."

4. Clinical record #10 contained a
physicians plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A-12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

compliance is maintained and
proper documentation is
completed.The Administrator will
be responsible for completing the
correction of this deficiency and
preventing this deficiency from
recurring in the future.
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B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A-12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

5. The agency policy with an effective
date as 7/20/12 and a reviewed date of
7/25/14 titled "MISSED VISIT" states,
"POLICY: It is the policy of the
company to maintain patient care
consistency per M.D. [medical doctor]
orders. ... PROCEDURE: 1. A missed
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visit occurs when the physician-ordered
frequency of services is not maintained.
... 3. A missed visit constitutes a
modification in the plan of care and the
physician must be notified. ... ."
G 226 484.36(c)(2)
ASSIGNMENT & DUTIES OF HOME
Bidg. 00 | HEALTH AIDE
The duties of a home health aide include the
provision of hands on personal care,
performance of simple procedures as an
extension of therapy or nursing services,
assistance in ambulation or exercises, and
assistance in administering medications that
are ordinarily self administered.
Based on clinical record review, policy G 226 Appropriate staff to be in 03/30/2015
review, and interview, the agency failed serviced on the'foIIOW|.ng: Al
. . Home Health Aide Daily Notes
to ensure the clinical record contained will be completed in entirety by
appropriately authenticated clinical notes Home health Aide completing
in 1 of 10 clinical records reviewed visit. Home Health Aide is
creating the potential to affect all 107 of requwgd t‘,) mgrk appropnately
h , ents. (#4 boxes indicating patient care
the agency's patients. (#4) completed and sign document
under Employee Signature.
Findings include: Patient or documented authorized
signature is to sign under Patient
.. Signature. In the case evidence
1. Clinical re.cord #4, start of care is found to have missing
6/19/14 and dlscharge date 8/9/14, information of any kind on Home
evidenced a plan of care for certification Health Aide Daily note, Scheduler
period 6/20 to 8/18/14 with orders for \(/jwll.contact H?Lne Healtr;Alde o
. . uring current business day, who
home health aide services 12 hours per d y
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day, 7 days per week for 60 days. The will be required to come in to
record contained a physicians order for ofﬂ?e anq complgte n,Ote_' If
K . patient signature is missing Home
home health alde services 8 hOllI‘S per Health Aide will be required to
day, 7 days per week. retrieve note, deliver to patient for
signature and date, and return to
2. The record contained a document 2?;_3&;',?:‘” i%hg;tn:’;lo ce to
. " . . " ification. Audi y
t1tleld Home-: Health Aide l?ally Note audit charts for note accuracy
stating, "Patient Name [patient #4] monthly. Disciplinary action
Employee Name [employee DD-home including write up and counseling
health aide] Date 6/24/14 ... Circle task by HR employee to be properly
leted and ol heckmark in th enforced if Home Health Aide has
complete 'fm place a checkmark in the a repeat offense. Administrator
corresponding box: PERSONAL CARE to be notified by Schedulers of
Partial bed bath [checked] ... Skin Care any corrective action taken and
[checked] ... NUTRITION Prepare Meal upon complﬁtlor; throu&h sat
communication form. Mandatory
[checked] ... Fe.teds Self [checked] In service to be completed by
Encourage Fluids [checked] ACTIVITY every Home health Aide on
LEVEL Up with Assistance [checked] proper Home Health Aide Daily
W/C [wheelchair] [checked] Partial ”?tte gomp'et'fon- HthtO track
. . attendance of mandatory in
Weight Bearmg [checked] ... Tre-msfer service to ensure compliance.
bed/chair [checked] Transfer toilet Administrator to ensure
[checked] ... ELIMINATION Continent compliance is maintained by
[checked] ... Bedside Commode meeilr?lg ;""th Auditor employ?.e
. monthly to review any corrections
[che(?ked] ... OTHER ... Medication made in order to educate staff on
Remlndel‘ [Checked] HOMEMAKING patterns that are seen. Pohcy
... Dishes [checked] ... Other: [checked created to provide specific scope
... Employee's Signature [employee DD] Zfdpractlées forfTI?me I:ealth
o , s ides. Copy of this policy:
Date: '6/24/ 1.4 Patient s Signature Scott’s Home Healthcare LLC
[name of patient #4] / [signature of
employee E-alternate
administrator/Director of nursing] Date
'6/24/14' " JQb Title: Home Health
Aide
) Effective: 3-30-15
3. The record contained a document No:
titled "Home Health Aide Daily Note" 606.00
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stating, "Patient Name [patient #4] Reviewed:
Employee Name [employee EE-home 1]\)4‘”“ Report: RN Case
health aide] Date 7/4/14 ... Circle task anaget .
. Revised:
completed and place a checkmark in the
corresponding box: PERSONAL CARE
Complete bed bath [checked]
Assist-Shower [checked] ... Shampoo "P”marny“rp‘_’sZ: The primary
. . 0S€ 01 yO o osi1tion 1s to
Hair [checked] ... Skin Care [checked] ... purpose of your Job p '
provide high quality home health
NUTRITION Prepare Meal [checked] ... aide services within the home health
HOMEMAKING Light housekeeping aide scope of practice to assigned
[checked] ... Dishes [checked] ... Make patients in their place of residence
bed [checked] Trash [checked] Dusting with our established policies and
[checked] Sweeping [checked] procedures, and as may be directed
) ping by your RN supervisor.
Employee's Signature [employee E]
Date: '7/4/14" Patient's Signature
[employee E] Date '7/4/14"." Performance Responsibilities
According to Home Health Aide
Scope of Practice:
4. On2/18/15 at 3 PM, employee E P
indicated the patient had orders for home A. Patient Care
health aide services 8 hours per day, 7
days per week and the aide frequency was 1.Performs personal care activities
2 times per day, 4 hours per visit. The contained in a written assignment by
) ndi ’ d he/sh . h the Case Manager which includes:
employee indicated he/she reviews the Personal hygiene, assisting with
aide's documentation of the visit and if ambulation, oral care, skin care, hair
something is wrong with the document, care, cooking, feeding, dressing,
he/she corrects it. The employee shaving., vital. signs ar.ld nail care.
indicated the 7/4/14 aide visit was 1. Assists with/Reminds of -
Medications — limited to opening and
performed by employee. EE but therjc closing a medication container,
must have been something wrong with returning a medication to the proper
the aides documentation because storage area and assisting in
employee E had to re-write it. Employee reordering medications fro.m a
E stated, "I did not make the visit, [name pharmacy. ,H,O me Heahh E,udes are
. not to administer medications
of employee EE] did but there must have including applying prescription
been something wrong with the creams or powders but may assist
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document so I re-did it." Employee E patient as needed and as included on
indicated he/she should have wrote home health aide careplan.
, 2.Follows a written plan of care,
employee EE's name where the document hich includ listi Is and
" . . " which includes realistic goals an
states, "Employee's Signature." The interventions, which is prepared by
employee indicated being unsure of how the case manager.
many times this has occurred. 3.Performs assigned activities that
are taught by an RN.
. . . 4.Responds to patient needs in a
5. The policy with an effective date of . P P
i timely manner.
7/20/12 and a reviewed date as 7/25/14 5.Provides care in a cost effective
titled, "CLINICAL RECORDS manner.
-PURPOSE AND CONTENT" state, 6.Treats all patients with kindness
"PROCEDURE: Records are and respect _
d ted usi fessional standard 7.Completes housekeeping tasks as
Ocumen © U’?mg pro eSSK_)na standards written and directed on the plan of
and will contain the following: ... 7. care..."
Signed and dated clinical notes for each
contact which are written the day of This policy states that Home
service and incorporated into the patient's Heallt h Aldes are n.ot to give any
o Y medications to patients. Home
clinical record at least weekly. ... . Health Aides are allowed, if care
plan states, to provide medication
6. The policy with an effective date of reminders to patient. No Home
7/20/12 and a reviewed date as 7/25/14 Health Aide will provide any
. " " "POLICY: Clinical topical application of prescription
titled "NO608" states, : Clinica cream and will follow
chart order and closed chart order and counseling/disciplinary procedure
retention. ... The clinical record will as needed for violation. The
contain pertinent past and current Admlnlstratpr will be resp9n3|ble
) . . for completing the correction of
findings in accordance with accepted this deficiency and preventing this
professional standards shall be deficiency from recurring in the
maintained for every patient as follows. future.
... All entries must be legible, clear,
complete and appropriately authenticated
and dated. Authentications must include
signatures or a secured computer entry. ...
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G 235 484.48
CLINICAL RECORDS
Bldg. 00
G 235 Appropriate staff to be in 03/30/2015
Based on clinical record review, policy serviced on the.foIIOW|.ng: Al
. i . X R Home Health Aide Daily Notes
review, and interview, it was determined will be completed in entirety by
the agency failed to ensure the clinical Home health Aide completing
record contained appropriately visit. Home Health Aide is
authenticated clinical notes in 1 of 10 requwgd tg mgrk approprlately
.. . . boxes indicating patient care
clinical records reviewed creating the completed and sign document
potential to affect all 107 of the agency's under Employee Signature.
patients (See G 236). Patient or documented authorized
signature is to sign under Patient
The cumulative effect of this systemic S?:j:érfo' rllr;\:(r;emci:;e:] ge vidence
problem resulted in the agency's inability information of any kind on Home
to meet the requirements of the Condition Health Aide Daily note, Scheduler
of Participation 484.48 Clinical Record. will contact Home Health Aide
during current business day, who
will be required to come in to
office and complete note. If
patient signature is missing Home
Health Aide will be required to
retrieve note, deliver to patient for
signature and date, and return to
office within 24 hours of
notification. Auditor employee to
audit charts for note accuracy
monthly. Disciplinary action
including write up and counseling
by HR employee to be properly
enforced if Home Health Aide has
a repeat offense. Administrator
to be notified by Schedulers of
any corrective action taken and
upon completion through
communication form. Mandatory
In service to be completed by
every Home health Aide on
proper Home Health Aide Daily
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note completion. HR to track
attendance of mandatory in
service to ensure compliance.
Administrator to ensure
compliance is maintained by
meeting with Auditor employee
monthly to review any corrections
made in order to educate staff on
patterns that are seen.
G 236 484.48
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 clinical record review, policy G 236 All Home Health Aide Daily 03/30/2015
review, and interview, the agency failed Zr?tti?jtwgl b:ocr?]renﬂ::i IRide
to ensure the clinical record contained complgtiné patient visit. Home
appropriately authenticated clinical notes health aides will complete hha
in 1 of 10 clinical records reviewed notes according to the policy titled
creating the potential to affect all 107 of gomell_l?a”hAA';? Note g
, ] ompletion, Auditing, an
the agency's patients. (#4) Correction Policy which states:
Policy: Home Health Aide staff
Findings include: will properly complete
documentation according to
.. accepted professional standards
1. Clinical re.cord #4, start of care and principles that apply to home
6/19/14 and discharge date 8/9/14, health documentation . All
evidenced a plan of care for certification documentation is to be properly
period 6/20 to 8/18/14 with orders for authebntlcathed by thle tstaf:h .
. . member who completes the worl
home health aide services 12 hours per P
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day, 7 days per week for 60 days. The only and patient's will sign home
record contained a physicians order for :c?s;itrmailndetggtctjr:zecrll;?(oi?w and
home health aide services 8 hours per out times,gthe date, and the
day, 7 days per week. checked off tasks were
completed on that date between
2. The record contained a document tr]lcose tlrr;,es ac(;:ordlr;\? tto the plan
. " . . " of care. Procedure: Note
t1tleld Home-: Health Aide ]?ally Note Completion- 1. When arriving at
stating, "Patient Name [patient #4] patient home, HHA will locate
Employee Name [employee DD-home company folder and check
health aide] Date 6/24/14 ... Circle task Carepl'at“ ;Or;as';f t? ?jHA |
. completed. 2. Next, wi
completed 'fmd place a checkmark in the document time of arrival at
corresponding box: PERSONAL CARE patient home on nurse aide note
Partial bed bath [checked] ... Skin Care on appropriate time. This should
[checked] ... NUTRITION Prepare Meal f’e;he”:'me HH? WaShSChe?U"Zd
o be there on his or her calendar.
[checked] ... Fe.teds Self [checked] 3. Complete tasks and check
Encourage Fluids [checked] ACTIVITY them off on note as completed
LEVEL Up with Assistance [checked] according to the home health aide
W/C [wheelchair] [checked] Partial garep'ah“- l?f;:y t;skshvt:h'ch have
. . een checked off on hha
Weight Bearmg [checked] ... Tre-msfer careplan by the Registered Nurse
bed/Chalr [Checked] Transfer tOllet Supervisor or state “prn” in check
[checked] ... ELIMINATION Continent box should be
[checked] ... Bedside Commode addressed/completed at this visit
. and documented on this note. 4.
[checked] ... OTHER ... Medication o
When visit time comes to end per
Reminder [checked] ... HOMEMAKING hha schedule, aide should
... Dishes [checked] ... Other: [checked document end time in appropriate
... Employee's Signature [employee DD] line 0;‘ hh? note :r:jd tSIgln on hhta
o , s signature line and date line nex
Date: 6/24/1.4 Patlents. Signature to it. When signing aide is
[name of patient #4] / [signature of confirming he/she completed the
employee E-alternate tasks checked as being
administrator/Director of nursing] Date completed on that date between
16/24/14' " the in and out time documented
’ and confirming these were
completed in accordance with the
3. The record contained a document HHA careplan. 5. The hha should
titled "Home Health Aide Daily Note" then request for the patient/or
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stating, "Patient Name [patient #4] patient family to sign his/her own
Employee Name [employee EE-home name on the patient/ famly
. K signature line and remind them
health aide] Date 7/4/14 ... Circle task that by doing so they are
completed and place a checkmark in the confirming that the aide was at
corresponding box: PERSONAL CARE their home, between the
Complete bed bath [checked] documented times and completed
<t-Sh hecked] . Sh the checked off tasks that were
AS§ISt' ower [¢ ec. ed] ... Shampoo completed in accordance with the
Hair [checked] ... Skin Care [checked] ... hha careplan that the patient was
NUTRITION Prepare Meal [checked] ... active in helping develop for
HOMEMAKING Light housekeeping hLS/hi;’ olwn gare. Thft[;r)]angntt
. should also document the date on
[checked] ... Dishes [checked] ... Make the date line next to his/her
bed [checked] Trash [checked] Dusting signature. Auditing and
[checked] Sweeping [checked] ... Corrections of HHA note- 1.
Employee's Signature [employee E] Kokomo HHAs are to turn t.hellr.
Date: '7/4/14' Patient's Si notes in each day after their visits
ate: atient's Signature are complete. There is a drop
[employee E] Date '7/4/14"." box located at the front door of
the office building in kokomo. In
4. On 2/18/15 at 3 PM, employee E areas other than Eotkomok’ a
. . courier is assigned to pick up
1ndlcate-d the pa.tlent had orders for home notes and HHA will be oriented to
health aide services 8 hours per day, 7 this when beginning employment.
days per week and the aide frequency was 2. When HHAs turn in notes, they
2 times per day, 4 hours per visit. The will first be verified in the
| indicated he/sh . th computer program for time, date
eTnp oyee indica e' e/she re\.flfaws 'e and completion of visit. If notes
aide's documentation of the visit and if do not match schedule, a copy
something is wrong with the document, will be made and forwarded to HR
he/she corrects it. The employee for counseling of scheduler and
c . .. home health aide. 3. Notes will be
indicated the 7/4/14 aide visit was audited before filed into the
performed by employee EE but there patient record for correctness
must have been something wrong with including: completion in black ink
the aides documentation because OnZHtZSkS colmplete(cji compared
o to careplan, an
employee E }.1ad to re-write it. .E.mployee confirmation signatures. Auditor
E stated, "I did not make the visit, [name nor anyone in the office will make
of employee EE] did but there must have any type of alteration on the home
been something wrong with the health aide notelf notes do not
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document so I re-did it." Employee E match careplan, are in another
indicated he/she should have wrote color of ink a copy will be made
. and the copy will be sent to HR
employee EE's name where the document for counseling of home health
states, "Employee's Signature." The aide. If a signature is missing,
employee indicated being unsure of how the note will be given to the
many times this has occurred. scheduler, the scheduler VYI"
contact the home health aide, and
the home health aide will be
5. The policy with an effective date of required to get the proper
7/20/12 and a reviewed date as 7/25/14 signatures to authenticate the
titled. "CLINICAL RECORDS note within 24 hours or a copy will
’ be made of the note and giving to
n
-PURPOSE AND CONTENT" state, HR for counseling/disciplinary
"PROCEDURE: Records are service and visit for that note will
documented using professional standards not be billed. 4. If a home health
and will contain the following: 7 aide writes the wrong information
Si d and dated clinical notes fi h down during a visit and realizes
lghed an ] ated 1g1ca notes lor cac it during the visit, he or she is to
contact Wthh are written the day Of put one line through the incorrect
service and incorporated into the patient's information, write “error” above it,
clinical record at least weekly. ... ." and include date, time and their
initials. If these are not
. ) . completed correctly, auditor will
7/20/12 and a reviewed date as 7/25/14 and send to HR for HHA
titled "N0608" states, "POLICY: Clinical Z_C’Uhslﬂlr]g-f HR to trackl
chart order and closed chart order and ISciplinary form on employees.
) al . Mandatory In Service to be
retention. ... The clinical record will completed by every Home health
contain pertinent past and current Aide on proper home health aide
findings in accordance with accepted daily note completion. The
. Administrator oversees the
professional standards shall be
o . nurse management staff and has
maintained for every patient as follows. inserviced the Nursing
... All entries must be legible, clear, Supervisor/Alt Administrator and
complete and appropriately authenticated all nurse management staff on
.. . the HHA note completion policy
and dated. Authentications must include .
] and has instructed them that
signatures or a secured computer entry. ... immediate termination would be
M the consequence of violating this
policy. HR to track all attendance
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N 000

Bldg. 00

relicensure survey.

23,2015.
Facility #: 12928

Medicaid #: 201091400

BSN, RN
March 24, 2015

This visit was for for a state home health

Survey Dates: February 18, 19, 20, and

Surveyor: Tonya Tucker, RN, PHNS

Quality Review: Joyce Elder, MSN,

N 000

of mandatory in service to ensure
all appropriate staff present.
Administrator to instruct in service
and provide documented
minutes. HR employees to keep
all in service tracking
documentation and provide upon
request. HR to discipline through
write up process, any staff that
does not complete in service.
Non compliant Home Health
Aides will not be given scheduled
patient visit hours until mandatory
in service information has been
received. The Administrator will
be responsible for completing the
correction of this deficiency and
preventing this deficiency from
recurring in the future.

State Form

WHGI11

Facility ID: 012928

If continuation sheet
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N 504 410 IAC 17-12-3(b)(2)(D)(i)
Patient Rights
Bldg. 00 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
furnished.
Based on clinical record review, policy N 504 Missed Visit Note revised to state 03/30/2015
review, and interview, the agency failed da.te ar'u.i tlme'pat'le'nt was ngtlfled
i . . of inability to fill visit, all applicable
to ensure the patient was informed, in staff notified to attempt to fill visit,
advance, of any changes in the care to be date and time MD was notified of
furnished in 3 of 7 active patient records missed visit, person assuming
reviewed creating the potential to affect giarr?aft?jrrgatg:r:’ezzlcijnm:m ovees
all 107 of the agency's patients. (#2, #5, togcompl ote Missed Vsigsit NF:)tey
and #10) immediately upon cancellation by
patient or home health agency
Findings include: and contact patient to make
alternate plans for coverage.
Administrator to ensure
1. Clinical record #2 contained a compliance is maintained by
physicians plan of care for certification coordinating daily huddle,
period 12/2/14 to 1/30/15 with orders to reviewing missed visits that
. . . occurred per on call and
include home health aide services 1 hour communication form notice, and
per day, 7 days per week for 60 days. verifying scheduling has
The record failed to evidence home completed task appropriately. On
health aide services were conducted on E;?Lftngglzgfnei:isrgtaglr igtzr:% of
1/10/15 and 1/11/15 and failed to each shift on any concems that
evidence documentation of the patient's arose during shift. Typed report
State Form Event ID: WHGI11 Facility ID: 012928 If continuation sheet Page 29 of 45
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notification prior to the missed visits. to be emailed to Administrator
which will be distributed to all
. nursing and scheduling staff to be
A. The record evidenced a document reviewed in daily huddle.
dated 1/24/15, signed by employee BB Administrator to ensure
(home health aide), titled "Home Health compliance is maintained and
Aide Daily Note." The document states, proper documentgtloq s
- ) . Out 11:00 " completed. RN will utilize
Time In 10:00 am Time Out 11:00 am. Coordination of Care form
created to be filled out at
B. The record evidenced a document admission and updated at each
dated 1/25/15, signed by employee BB, rhylussefwsn. Jh? RN W|Ildqot|:‘y the
. " . . " of record of any medica
titled "Home Health Aide Daily Note. changes identified at home visits.
The document states, "Time In 10:00 am RN will document any findings in
Time Out 11:00 am." clinical note along with
instructions from MD notification.
. . RN will notify patient of any
C. On 2/20/1.5 at 9'AM, a home visit changes to plan of care per MD
was conducted with patlent #2. The orders and instructions and
patient indicated the home health aide is document notification. RN will
supposed to come at 9 AM every day for follow up on changes of care plan
1 h Th tient indicated a few ti and document progression of
our. 1he patient indicated a few times care in clinical chart. Auditing
the aide came at 10 AM instead of 9 AM staff will review charts month|y to
and indicated not being notified of the ensure documentation is
change in arrival time. The patient complete. Administrator to
indicated not havi ide for the dat ensure deficiency corrected and
indicated not having an aide for the dates compliance maintained by
of Saturday, 1/10/15 and Sul’lday, requiring auditing staff to
1/11/15 and on 1/10/15, the patient communicate all auditing
contacted the office and spoke with completed monthly along with
employee CC (office staff) who reassured revisions ma,de' Hon_'e Health
X h d 1d . Agency to provide supplies for any
patient that an a1 .e Wf)u ) arrive on ) wound care ordered by MD until
1/11/15. The patient indicated the aide supplies are delivered in order to
failed to arrive again on 1/11/15 at which provide continuity of care to
time the patient contacted the office and patient. RN to notify Administrator
spoke to employee CC and was told the of needs. Account set up at Moore’s
emplovee would "Look into it." The Home health store in order to allow
P y, . . ) RN to purchase supplies needed.
patient indicated not being contacted
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back from the agency.

D. On 2/23/15 at 12:35 PM,
employee E (alternate director of nursing)
indicated it is the responsibility of the
on-call staff to contact the patient and
inform them of any changes or time
differences for the scheduled visit.

2. Clinical record #5 contained a
physicians plan of care for certification
period 1/16/15 to 3/16/15 with orders to
include home health aide services 6 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/29/15 and 2/10/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record contained an undated
document titled "Missed Visit Form"
stating, "Patient: [patient #5] Date/Time
of visit: 1/29/15 Type of Visit: HHA
[home health aide] Staff Member:
[Employee FF-home health aide]
Reason: Other 'aide off on dr. [doctor]
note, couldn't find replacement' How
were the patient's needs met? [blank]
Physician Notified: [blank]...."

B. The record contained a document
titled "Nurse Care Visit Note" stating,
"Patient Name: [patient #5] Date: '2-9-15'
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... Pain Rating '8/10' Pain Area: '[left]
axilla ... Education Topic: "Wound Care'
... Note: 'Pt. compliant [with] all meds
through previous set up. Pt. tolerates
visit well. Pt seen at wound center today
for [left] axilla and [left] groin/abd
[abdomen] fold. Pt received new order
for daily wound care to [left] axilla area.
Daily nurse visit to begin 2/10/15 per
order. Educated pt. on care to wound
area.' ... Nurse Signature [employee
N-registered nurse] ... ." The record
evidenced the next skilled nursing visit
was conducted on 2/13/15 and failed to
evidence the patient was notified of the
change in the plan of care.

1.) The record evidenced a
physicians order from the wound center
stating, "Date: 2/09/15 Time: 1500 ...
Orders Note: Only those items checked
will be carried out. ... DIAGNOSIS:
Number/Location Wound #(s): '#3'
Location: '[left] axilla' Dressing Orders
Aquacel Ag/Gauze/Medipore ... Cleanse
Wound(s) with: Normal Saline ...
Physician or Physician Extender
Signature: [physician at wound center]
Date: 2/9/15 Time: 1525 ...."

2.) A document titled "Clinical
Note" states, "2-9-15 St. [Saint] Joseph
Wound Center sent orders for pt [patient]
to have daily dressing changes to wound
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to [left] axilla. Case manager notified.
MD aware. Will begin dressing change
2/10/15 after pt receives wound care
supplies. [employee K-registered
nurse]." The document states, "2-10-15
Pt called et [and] stated [patient] hasn't
received [patient's] supplies for wound
care. Pt concerned about when wound
care will start. Call [physician] at St.
Joseph Wound Center to see if staff has
ordered supplies. [employee K]." The
document states, "2-12-15 1145 A [AM]
- St. Joseph Wound Center called et
stated pts supplies are now delivered.
Called pts PCP [primary care physician]
et notified him that office had order for
wound care daily. MD stated to start
wound care 2/13/15. [employee K]."

3.) On 2/19/15 at 3:50 PM,
employee K (registered nurse) indicated
receiving a call from patient #5 on
2/10/15 with concerns of the skilled
nurse not visiting for wound care. The
employee indicated contacting the wound
center on 2/10/15 in regards to wound
care supplies. The employee indicated
he/she failed to make contact with the
patient in regards to plan for treatment.

3. Clinical record #10 contained a
physician's plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
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per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A-12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
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N 522

Bldg. 00

notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
the patient's needs were met and
documentation of any attempts of
replacement.

4. The agency policy with an effective
date of 7/20/15, a revised date of 8/20/12,
and a reviewed date as 7/25/14 titled
"PATIENT RIGHTS AND
RESPONSIBILITIES" states,
"PATIENT'S RIGHTS ... 5. You have
the right to expect the agency to have the
proper resources to render safe care of the
frequency of visits proposed. 6. You
have the right to be told in advance what
disciplines will furnish care and the
frequency of visits proposed. ... 8 You
have the right to know in advance of any
change in your plan of care before the
change is made. ... ."

410 1AC 17-13-1(a)

Patient Care

Rule 13 Sec. 1(a) Medical care shall follow
a written medical plan of care established
and periodically reviewed by the physician,
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dentist, chiropractor, optometrist or
podiatrist, as follows:
Based on clinical record review, policy N 522 All appropriate staff to be in 03/30/2015
review, and interview, the agency failed Ei;vélc:: tznb:]icglpol\gtlgg :V\Ei)fh”y
to ensure visits were made as ordered on each member of scheduling, case
the plan of care in 4 of 7 active patients management, and HR every
reviewed creating the potential to affect morning. At this time weekly
all 107 patients of the agency. (#2, #5, _S'Ch_Edl_JleS o be rc.ewewgd.,
46. and #10 indicating any unfilled visits,
> an ) concerns, and missed visits that
need addressed due to absences
Findings include: by home health aides. Daily
Huddle Form to be utilized to
.. . ensure these topics are
1. C}n.ncal record #2 contalneq a . addressed. Assistant to
physicians plan of care for certification Administrator to collect all forms
period 12/2/14 to 1/30/15 with orders to and compile summary for
include home health aide services 1 hour Administrator. Administrator to
dav. 7d K for 60 d ensure resolution occurs on all
per day, a}fs per We? or ays. unfilled visits or concerns covered
The record failed to evidence home in daily huddle by end of business
health aide services were conducted on day. A policy has been
1/10/15 and 1/11/15 and failed to estab:!shed to_tidtiress
. . — compliance with the agency
ev1cllence. doculmentatlon o.f the pg‘qent s responsibility to meet the needs
notification prior to the missed visits. of the patient once accepted into
care. Patients will not be
A. On 2/20/15 at 9 AM, a home visit accepted for admission if the
. . agency is not able to meet the
Wa? cor?duf:ted with patlejnt #2. T_he needs of the patient upon initial
patient indicated not having an aide for assessment. The established
the dates of Saturday, 1/10/15 and policy is as follows: Policy: It is
Sunday, 1/11/15 and on 1/10/15, the the_Pf'!Cy 01; _thet company Fot
. maintain patient care consistency
pa.t1ent contacted the office and spoke per M.D. orders. As part of this
with employee CC (office staff) who policy it must be acknowledged
reassured patient that an aide would that there are two types of missed
arrive on 1/11/15. The patient indicated visits. Hotne' be'gg a Pstlent
. . . . i t i
the aide failed to arrive again on 1/11/15 cancefiation and fow, being
o ) agency staff cancellation.
at which time the patient contacted the PROCEDURE: 1) Patient
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office and Spoke to employee CC and cancellgtion: will be.addressed if
was told the employee would "Look into the pahentl cancellguon causes
o . e . non compliance with the
it." The patient indicated not being physician's order. A missed visit
contacted back from the agency. form will be completed and given
to the Administrator and CM
B. On 2/23/15 at 12:35 PM Nurse. Administrator to log in
1 ] | d'. f ) Missed Visit Log for tracking. If
employee E (alternate director of nursing) the patient has more than two
indicated it is the responsibility of the cancellations within the current
on-call staff to contact the patient and certification period, the patient will
inform them of any changes or time be;ﬁsc;;a;g;ed according to
. .. policy. gency
differences for the scheduled visit. staff cancellation will be
addressed by utilizing all other
C. On 2/23/15 at 12:55 PM, home health aide staff, on call
employee E indicated being unable to home health aide, all available
locate d tati lated to th agency staff from the scheduling
o.ca ¢ documenta 10n.re a ? i 0 the staff, up the organizational chart,
missed home health aide visits on 1/10 to the Administrator in order to
and 1/11/15. maintain compliance. Non
compliance with this policy is
.. . unacceptable and scheduling
2. C?lr.ncal record #5 contalneq a ] staff will be terminated if policy is
physicians plan of care for certification not maintained. Communication
period 1/16/15 to 3/16/15 with orders to forms to be utilized by scheduling
include home health aide services 6 hours anlcli tcc|>(mpleted 3” evhery phhon?th
call taken regarding home hea
per day, 7 da}fs per We?k for 60 days. aide or patient. Once concern is
The record failed to evidence home documented, RN to be notified
health aide services were conducted on immediately to inform of
1/29/15 and 2/10/15 and failed to S'tualt'?_”- _F:N t: 'gslt_ruct on
. . L resolution if scheduling can
ev1('1ence' docu@entatlon qf the p:?lt?ent ] complete. Patient to be called
notification prior to the missed visits. back and documentation
completed on every concern or
The record contained an undated req”e|5t- (?“Cz EEOAU“O” is g
. . .. t i
document titled "Missed Visit Form" compreted an as signe
) ] ; ) and documented, all completed
stating, "Patient: [patient #5] Date/Time forms to go to Administrator for
of visit: 1/29/15 Type of Visit: HHA review and filing. Communication
[home health aide] Staff Member: Form to be filed in patient chart,
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[Employee FF-home health aide]
Reason: Other 'aide off on dr. [doctor]
note, couldn't find replacement' How
were the patient's needs met? [blank]
Physician Notified: [blank] ...."

3. Clinical record #6 contained a
physicians plan of care for certification
period 12/31/14 to 2/28/15 with orders to
include home health aide services 3 hours
per day, 7 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on
1/6/15 and failed to evidence
documentation of the patient's
notification prior to the missed visits.

The record evidenced a document
dated 1/14/15 by employee N (registered
nurse) titled "MISSED VISIT FORM"
stating, "Patient: [patient #6] Date/Time
of Visit: '1-6-15 10 A -1 P' Type of
Visit: 'HHA [home health aide]' ...
Reason: Other [checked] 'HHA called
off and couldn't fill hours' How were
patient's needs met? [blank] ... ."

4. Clinical record #10 contained a
physicians plan of care for certification
period 12/17/14 to 2/14/15 with orders to
include home health aide services 3 hours
per day, 5 days per week for 60 days.
The record failed to evidence home
health aide services were conducted on

patient.

last tab, to ensure continuity of
care, and show communication
between scheduling, nursing and
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1/6/15, 1/9/15, and 1/12/15 and failed to
evidence documentation of the patient's
notification prior to the missed visits.

A. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-6-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

B. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM" stating, "Patient: [patient #10]
Date/Time of Visit: '1-9-15 9 A -12 P'
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

C. The record evidenced a document
dated 1/21/15 titled "MISSED VISIT
FORM'" stating, "Patient: [patient #10]
Date/Time of Visit: '1-12-15 9 A -12 P
Type of Visit: 'HHA' ... Reason: Other
[checked] How were patient's needs
met? [blank] ... ."

D. On 2/23/15 at 1:16 PM, employee
D (administrator) indicated being unable
to locate documentation of patient
notification of the missed visits. The
employee indicated the missed visit form
needs to include documentation of how
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the patient's needs were met and
documentation of any attempts of
replacement.

5. The agency policy with an effective
date as 7/20/12 and a reviewed date of
7/25/14 titled "MISSED VISIT" states,
"POLICY: It is the policy of the
company to maintain patient care
consistency per M.D. [medical doctor]
orders. ... PROCEDURE: 1. A missed
visit occurs when the physician-ordered
frequency of services is not maintained.
... 3. A missed visit constitutes a
modification in the plan of care and the
physician must be notified. ... ."

410 IAC 17-15-1(a)(1-6)

Clinical Records

Rule 15 Sec. 1(a) Clinical records
containing pertinent past and current
findings in accordance with accepted
professional standards shall be maintained
for every patient as follows:

(1) The medical plan of care and
appropriate identifying information.

(2) Name of the physician, dentist,
chiropractor, podiatrist, or optometrist.

(3) Drug, dietary, treatment, and activity
orders.

(4) Signed and dated clinical notes
contributed to by all assigned personnel.
Clinical notes shall be written the day service
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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 clinical record review, policy N 608 All Home Health Aide Daily 03/30/2015
review, and interview, the agency failed Z:ttifstwgl bﬁ;ﬁ?ﬂ:ﬁ‘:‘ IRide
to ensure the clinical record contained complgtin); patient visit. Home
appropriately authenticated clinical notes health aides will complete hha
in 1 of 10 clinical records reviewed notes according to the policy titled
creating the potential to affect all 107 of ggm;;?;:thAAg?n’\;ofnd
, . 1on, Auditing,
the agency's patients. (#4) Correction Policy which states:
Policy: Home Health Aide staff
Findings include: will properly complete
documentation according to
.. accepted professional standards
1 . Clinical record #4, start of care and principles that apply to home
6/19/14 and discharge date 8/9/14, health documentation . All
evidenced a plan of care for certification documentation is to be properly
period 6/20 to 8/18/14 with orders for authebntlcathed by thf tStafIh .
. . member who completes the wor
home health aide services 12 hours per only and patient's will sign home
day, 7 days per week for 60 days. The health aide documentation
record contained a physicians order for confirming that the clock in and
home health aide services 8 hours per out times, the date, and the
dav. 7 d K checked off tasks were
ay, / days per week. completed on that date between
those times according to the plan
2. The record contained a document of care. Procedure: Note
titled "Home Health Aide Daily Note" Cotr.npltert]lon- 1.Hw:en."a|rrlvntwg at
D . patient home, will locate
stating, "Patient Name [patient #4] company folder and check
Employee Name [employee DD-home careplan for tasks to be
health aide] Date 6/24/14 ... Circle task completed. 2. Next, HHA will
completed and place a checkmark in the dotgurr][ehnt time of arrival :t .
. ) patient home on nurse aide note
corrfespondlng box: PERSONAIf CARE on appropriate time. This should
Partial bed bath [checked] ... Skin Care be the time HHA was scheduled
[checked] ... NUTRITION Prepare Meal to be there on his or her calendar.
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[checked] ... Feeds Self [checked] 3. Complete tasks and check
Encourage Fluids [checked] ACTIVITY them O_ff on note as completed )
. . according to the home health aide
LEVEL Up with Assistance [Checked] Careplan. Only tasks which have
W/C [wheelchair] [checked] Partial been checked off on hha
Weight Bearing [checked] ... Transfer careplan by the Registered Nurse
bed/chair [checked] Transfer toilet iupeglsclncr’ ;r state “prn” in check
. ox should be
[checked] ... ELIMINATION Continent addressed/completed at this visit
[checked] ... Bedside Commode and documented on this note. 4.
[checked] ... OTHER ... Medication When visit time comes to end per
Reminder [checked] ... HOMEMAKING gha SCher'eé ?_'de should t
. ' ocument end time in appropriate
... Dishes [check'ed] ... Other: [checked line on hha note and sign on hha
... Employee's Signature [employee DD] signature line and date line next
Date: '6/24/14' Patient's Signature to it. When signing aide is
[name of patient #4] / [signature of confirming he/she completed the
1 E-al tasks checked as being
emp.oyee -a te.rnate ) completed on that date between
administrator/Director of nursing] Date the in and out time documented
'6/24/14"." and confirming these were
completed in accordance with the
. HHA careplan. 5. The hha should
3-. The record contalne.d a do.cument then request for the patientfor
titled "Home Health Aide Daily Note" patient family to sign his/her own
stating, "Patient Name [patient #4] name on the patient/family
Employee Name [employee EE-home f‘r']g?ituge line an?hremmd them
. . at by doing so they are
health aide] Date 7/4/14 ... Clrcle'task confirming that the aide was at
completed and place a checkmark in the their home, between the
corresponding box: PERSONAL CARE documented times and completed
Complete bed bath [checked] the checked off tasks that were
. completed in accordance with the
As§lst-Sh0wer [chec1.<ed] -~ Shampoo hha careplan that the patient was
Halr [checked] Sk]n Care [Checked] active in he|p|ng deve|op for
NUTRITION Prepare Meal [checked] ... his/her own care. The patient
HOMEMAKING Light housekeeping should also document the date on
. th te i t to his/h
[checked] ... Dishes [checked] ... Make © date line nex: ‘o is/her
] signature. Auditing and
bed [checked] Trash [checked] Dusting Corrections of HHA note- 1.
[checked] Sweeping [checked] ... Kokomo HHAs are to turn their
Employee's Signature [employee E] notes in each day after their visits
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Date: '7/4/14' Patient's Signature are complete. There is a drop
[employee E] Date '7/4/14'." box Iogated gt .the front door of
the office building in kokomo. In
areas other than Kokomo, a
4. On 2/18/15 at 3 PM, employee E courier is assigned to pick up
indicated the patient had orders for home notes and HHA will be oriented to
health aide services 8 hours per day, 7 this when beglnnlng.employment.
. 2. When HHAs turn in notes, they
days per week and the aide frequency was will first be verified in the
2 times per day, 4 hours per visit. The computer program for time, date
employee indicated he/she reviews the and completion of visit. If notes
aide's documentation of the visit and if do not match schedule, a copy
.. . will be made and forwarded to HR
something is wrong with the document, for counseling of scheduler and
he/she corrects it. The employee home health aide. 3. Notes will be
indicated the 7/4/14 aide visit was audited before filed into the
performed by employee EE but there patient record for correctness
. . including: completion in black ink
must have been something wrong with only, tasks completed compared
the aides documentation because to HHA careplan, and
employee E had to re-write it. Employee confirmation signatures. Auditor
E stated, "I did not make the visit, [name nor anyon(: in the office will make
of employee EE] did but there must have :gglgp; doe ilct:::??]gtzz tdhoenhocime
been something wrong with the match careplan, are in another
document so I re-did it." Employee E color of ink a copy will be made
indicated he/she should have wrote and the copy will be sent to HR
, for counseling of home health
employee EE's name where the document aide. If a signature is missing,
states, "Employee's Signature." The the note will be given to the
employee indicated being unsure of how scheduler, the scheduler will
many times this has occurred. contact the home health aide, and
the home health aide will be
required to get the proper
5. The policy with an effective date of signatures to authenticate the
7/20/12 and a reviewed date as 7/25/14 note within 24 hours or a copy will
titled, "CLINICAL RECORDS be made of the note and giving to
_PURPOSE AND CONTENT" state, HR for counseling/disciplinary
service and visit for that note will
"PROCEDURE: Records are not be billed. 4. If a home health
documented using professional standards aide writes the wrong information
and will contain the following: ... 7. down during a visit and realizes
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Signed and dated clinical notes for each it during the visit, he or she is to
contact which are written the day of put one !me thrpu%h the” mcorregt
. . . . information, write “error” above it,
service and incorporated into the patient's and include date, time and their
clinical record at least weekly. ... ." initials. If these are not
completed correctly, auditor will
6. The policy with an effective date of :gzlzemnzkti aHEOQ; Ef:&e note
7/20/12 and a reviewed date as 7/25/14 counseling. HR to track
titled "N0608" states, "POLICY: Clinical disciplinary form on employees.
chart order and closed chart order and Mandatory In Service to be
retention. ... The clinical record will cgmpleted by every Home he‘?"th
. . d Aide on proper home health aide
cont'am Pertlnent past an : current daily note completion. The
findings in accordance with accepted Administrator oversees the
professional standards shall be nurse management staff and has
maintained for every patient as follows. inserviced the Nursing
All . be legible. cl Supervisor/Alt Administrator and
entries must be : cgiole, ¢ ear,. all nurse management staff on
complete and appropriately authenticated the HHA note completion policy
and dated. Authentications must include and has instructed them that
signatures or a secured computer entry. ... immediate termination would be
" the consequence of violating this
’ policy. HR to track all attendance
of mandatory in service to ensure
all appropriate staff present.
Administrator to instruct in service
and provide documented
minutes. HR employees to keep
all in service tracking
documentation and provide upon
request. HR to discipline through
write up process, any staff that
does not complete in service.
Non compliant Home Health
Aides will not be given scheduled
patient visit hours until mandatory
in service information has been
received. The Administrator will
be responsible for completing the
correction of this deficiency and
preventing this deficiency from
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recurring in the future.
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