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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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G0108 484.10(c)(1)
RIGHT TO BE INFORMED AND
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.
GO0108 04/04/2013
Based on clinical record review and G 0108 .
interview, the agency failed to ensure the Expanded Policy and Procedures
. . . implemented on 2/8/2013: On the
patient had been informed, in advance, of admission visit, the RN is to write
the disciplines that would furnish care and the expect disciplines, frequency,
the proposed frequency of visits in 8 (# 2, and duration on the revised
3,4,7,8, 10, 11 and 12) of 12 records PHHC Home Health Admission
. . K Service Agreement, which has a
reviewed cre?atllng the potential to affect specific section for this
all new admissions to the agency. information. The RN will verbally
explain this information and have
The findings include: the client initial the form to verify
’ that all information is understood
by the client or their
1. Clinical record number 2 included a representative and a written copy
plan of care with a start of care date of will be left in the clients’ home
1-10-13 that identified the physician had (Policy & Procedures Voli#2
dered skilled . 36 C-140,f). In addition to the Home
ordered skilled nurse ser'V1ces jumes per Health Admission Service
week and home health aide services 2 Agreement, the admission RN will
times per week for 9 weeks. The record review and explain the clients’
included a "Home Health Admission Plan of C?re/ ‘:85 V‘t’h'Chddeta”S
. " services, treatment, an
Serv1c.e Agreement form, da‘Fed 1-10-13, frequency. To insure that all
that failed to evidence the patient had current clients have a copy of the
been informed of the skilled nurse and new updated Home Health
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home health aide services that would be
provided.

2. Clinical record number 3 included a
plan of care with a start of care date of
12-21-12 that identified the physician had
ordered skilled nurse services 1 time per
week and home health aide services 1
time per week times 1 week, then 3 times
per week for 2 weeks. The record
included a "Home Health Admission
Service Agreement" form, dated
12-24-12, that failed to evidence the
patient had been informed of the skilled
nurse and home health aide services that
would be provided prior to or on the
12-21-12 start of care date.

3. Clinical record number 4 included a
plan of care with a start of care date of
4-5-12 that identified the physician had
ordered home health aide services 5 times
a week times 9 weeks. The record
included a "Service Agreement &
Authorization" form, dated 4-26-12, that
failed to evidence the patient had been
informed of the home health aide services
prior to or on the 4-5-12 start of care date.

4. Clinical record number 7 included a
plan of care with a start of care date of
10-18-12 that identified the physician had
ordered skilled nurse services 1 time a
month for 3 months. The record included

Admission Service Agreement, a
copy will be presented to the
client with the next RN
supervisors visit per their Plan of
Care schedule. Documentation in
skilled visit notes will verify that
this was delivered and reviewed.
The Director of Nursing, Director
of Quality Improvement,
Administrator and the CQl staff
will assure the Home Health
Admission Service Agreement is
completed and accurate during
the admission audit process and
follow-up as needed. All current
clients should be updated no later
than in the next 60 days.
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a "Home Health Admission Service
Agreement" form, dated 10-18-12, that
failed to evidence the patient had been
informed of the skilled nurse services that
would be provided.

5. Clinical record number 8 included a
plan of care with a start of care date of
4-11-12 that identified the physician had
ordered skilled nurse to assess and
evaluate and for a home health aide 1
time a week times 1 week, then 3 times a
week for 6 weeks. The record included a
"Service Agreement & Authorization"
form, dated 4-11-12, that failed to
evidence the patient had been informed of
the skilled nurse and of the home health
aide services that would be provided.

6. Clinical record number 10 included a
plan of care with a start of care date of
6-25-12 that identified the physician had
ordered skilled nurse services 1 time a
week times 2 weeks and physical therapy
2 times a week time 1 week then 3 times a
week times 8 weeks. The record included
a "Home Health Admission Service
Agreement" form, dated 6-25-12, that
failed to evidence the patient had been
informed of the skilled nurse physical
therapy services that would be provided.

7. Clinical record number 11 included a
plan of care with a start of care date of
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8-29-12 that identified the physician had
ordered skilled nurse services 1 time a
month times 2 months. The record
included a "Home Health Admission
Service Agreement" form, dated 8-29-12,
that failed to evidence the patient had
been informed of the skilled nurse
services that would be provided.

8. Clinical record number 12 included a
plan of care with a start of care date of
12-6-12 that identified the physician had
ordered skilled nurse services 6 time a
week times 1 week, the 12 times a week
times 1 week, then 3 times a week times 1
week. The record included a "Home
Health Admission Service Agreement"
form, dated 12-6-12, that failed to
evidence the patient had been informed of
the skilled nurse services that would be
provided.

9. On 1-31-13 at 4:30 PM, the director of
nursing, employee G, indicated the new
forms had space added to the form and
the nurses had been instructed on the
proper way of completing this
information.
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G0334 484.55(b)(1)
COMPLETION OF THE COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must be
completed in a timely manner, consistent
with the patient's immediate needs, but no
later than 5 calendar days after the start of
care.
G0334 02/14/2013
G 0334
Based on clinical record review, the
agency failed to ensure the comprehensive In-service was conducted on
2/8/2013 with admission RNs and
assessment was completed no later than 5 o ,
admission professionals to address
calendar days after the start of care for 1 the deficiencies and to review the
(#6) of 12 records reviewed creating the policy and procedures (Policy &
potential to affect all the patients of the Procedures Vol#2 €140, 7,8,12).
agency. Reviewed P&P that states, “The
initial assessment will be completed
The ﬁndings include: within 48 hours o.f ref'erral or within
48 hours of the client’s return home,
or on the physician ordered/client
Clinical record number 6, start of care requested start of care date.”
1-16-13, included a comprehensive Agency personnel will strive to
assessment dated 1-22-13, 7 days after the complete the comprehensive
start of care date. assessment within 48 hours
prescribed time frame, but will make
sure that it is complete no later than
5 calendar days after the start of
care. Another in-service was
conducted 2/11/13 to ensure the
Agency P&Ps were clear and
understood for the time frame in
which the comprehensive
assessments are completed. The
Director of Nursing, the Director of
Quality Improvement, the
Administrator and the CQl staff will
continue to educate, remind, and
verify that assessments are
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This visit was a home health agency state

licensure survey.

Survey dates: 01/28/12 through 02/01/13

Facility #: 005731

Medicaid Vendor #: 200231350 A

Surveyor: Marty Coons, RN, PHNS

Total Census-453

Quality Review: Joyce Elder, MSN, BSN,

RN

February 6, 2013
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N0504

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
furnished.

Based on clinical record review and
interview, the agency failed to ensure the
patient had been informed, in advance, of
the disciplines that would furnish care and
the proposed frequency of visits in 8 (# 2,
3,4,7,8,10, 11 and 12) of 12 records
reviewed creating the potential to affect
all new admissions to the agency.

The findings include:

1. Clinical record number 2 included a
plan of care with a start of care date of
1-10-13 that identified the physician had
ordered skilled nurse services 3 times per
week and home health aide services 2
times per week for 9 weeks. The record
included a "Home Health Admission
Service Agreement" form, dated 1-10-13,
that failed to evidence the patient had
been informed of the skilled nurse and

N0504

N 0504

Expanded Policy and Procedures
implemented on 2/8/2013: On the
admission visit, the RN is to write
the expect disciplines, frequency,
and duration on the revised
PHHC Home Health Admission
Service Agreement, which has a
specific section for this
information. The RN will verbally
explain this information and have
the client initial the form to verify
that all information is understood
by the client or their
representative and a written copy
will be left in the clients’ home
(Policy & Procedures Vol#2
C-140,f). In addition to the Home
Health Admission Service
Agreement, the admission RN will
review and explain the clients’
Plan of Care/485 which details
services, treatment, and
frequency. To insure that all
current clients have a copy of the
new updated Home Health

04/04/2013
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home health aide services that would be
provided.

2. Clinical record number 3 included a
plan of care with a start of care date of
12-21-12 that identified the physician had
ordered skilled nurse services 1 time per
week and home health aide services 1
time per week times 1 week, then 3 times
per week for 2 weeks. The record
included a "Home Health Admission
Service Agreement" form, dated
12-24-12, that failed to evidence the
patient had been informed of the skilled
nurse and home health aide services that
would be provided prior to or on the
12-21-12 start of care date.

3. Clinical record number 4 included a
plan of care with a start of care date of
4-5-12 that identified the physician had
ordered home health aide services 5 times
a week times 9 weeks. The record
included a "Service Agreement &
Authorization" form, dated 4-26-12, that
failed to evidence the patient had been
informed of the home health aide services
prior to or on the 4-5-12 start of care date.

4. Clinical record number 7 included a
plan of care with a start of care date of
10-18-12 that identified the physician had
ordered skilled nurse services 1 time a
month for 3 months. The record included

Admission Service Agreement, a
copy will be presented to the
client with the next RN
supervisors visit per their Plan of
Care schedule. Documentation in
skilled visit notes will verify that
this was delivered and reviewed.
The Director of Nursing, Director
of Quality Improvement,
Administrator and the CQl staff
will assure the Home Health
Admission Service Agreement is
completed and accurate during
the admission audit process and
follow-up as needed. All current
clients should be updated no later
than in the next 60 days.
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a "Home Health Admission Service
Agreement" form, dated 10-18-12, that
failed to evidence the patient had been
informed of the skilled nurse services that
would be provided.

5. Clinical record number 8 included a
plan of care with a start of care date of
4-11-12 that identified the physician had
ordered skilled nurse to assess and
evaluate and for a home health aide 1
time a week times 1 week, then 3 times a
week for 6 weeks. The record included a
"Service Agreement & Authorization"
form, dated 4-11-12, that failed to
evidence the patient had been informed of
the skilled nurse and of the home health
aide services that would be provided.

6. Clinical record number 10 included a
plan of care with a start of care date of
6-25-12 that identified the physician had
ordered skilled nurse services 1 time a
week times 2 weeks and physical therapy
2 times a week time 1 week then 3 times a
week times 8 weeks. The record included
a "Home Health Admission Service
Agreement" form, dated 6-25-12, that
failed to evidence the patient had been
informed of the skilled nurse physical
therapy services that would be provided.

7. Clinical record number 11 included a
plan of care with a start of care date of
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8-29-12 that identified the physician had
ordered skilled nurse services 1 time a
month times 2 months. The record
included a "Home Health Admission
Service Agreement" form, dated 8-29-12,
that failed to evidence the patient had
been informed of the skilled nurse
services that would be provided.

8. Clinical record number 12 included a
plan of care with a start of care date of
12-6-12 that identified the physician had
ordered skilled nurse services 6 time a
week times 1 week, the 12 times a week
times 1 week, then 3 times a week times 1
week. The record included a "Home
Health Admission Service Agreement"
form, dated 12-6-12, that failed to
evidence the patient had been informed of
the skilled nurse services that would be
provided.

9. On 1-31-13 at 4:30 PM, the director of
nursing, employee G, indicated the new
forms had space added to the form and
the nurses had been instructed on the
proper way of completing this
information.
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