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ID DEFICIENCY MUST BE PRECEDED BY FULL PREF | CORRECTIVE ACTION SHOULD BE CROSS - COMPLE
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IX TAG DATE
TAG
EO00 | Initial Comments E000 2022-04-0
0 0 9

An Emergency Preparedness survey was

conducted by the Indiana State Department of

Health in accordance with 42 CFR 484.102.

Facility ID: 006655

Survey dates: 2/14/2022-2/21/2022

At this Emergency Preparedness survey,

Cardinal Home Health Services, Inc., was

found to not be in compliance with 42 CFR

484.102, Emergency Preparedness

Requirements for Medicare Participating

Providers and Suppliers.
NOOO | Initial Comments NOOO | NOOO 2022-04-0
0 0 9

This visit was for a re-licensure survey of a
home health agency.

Facility ID: 006655

Survey Dates: 2/14/2022 - 2/21/2022

Cardinal Home Health Services is
submitting the following Plan of
Correction in response to the 2567
issued by ISDH and/or CMS as it is
required to do by applicable state and
federal regulations. The submission of
this Plan of Correction is not intended as
an admission, does not constitute an
admission by and should not be
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Home Health Services that the findings
and allegations contained herein are
accurate and true representations of the
quality of care and services provided to
patients of the Agency. Cardinal Home
Health Services desires this Plan of
Correction to be considered our
Allegation of Compliance.”

Cardinal Home Health Services retained
the services of a qualified RN consultant
effective March 3, 2022.

G000 | This visit was for a Federal Recertification and | G000 | GOOOO 2022-04-0
0 State Re-licensure survey. 0 ’
Cardinal Home Health Services is
submitting the followingPlan of
Facility ID: 006655 Correction in response to the 2567
issued by ISDH and/or CMS as it
Survey Dates: 2/14/2022 - 2/21/2022 isrequired to do by applicable state and
. _ ) federal regulations. The submission
Cardinal Home Heal.th_ser.mes’ Inc. 1s ofthis Plan of Correction is not intended
precluded from providing its own home health . .
aide training and competency evaluation for a as an a_dn_“SSIOn’ does not constitute
period of two years from 02/21/2022 anadmission by and S_hql'”d not be .
02/21/2024, due to being found out of construed as an admission by Cardinal
compliance with Conditions of Participation HomeHealth Services that the findings
484.60 Care Planning, Coordination of Care and allegations contained herein are
and Quality of Care, 484.65 Quality accurateand true representations of the
Assessment and Performance Improvement, quality of care and services provided
484.70 Infection Prevention and Control, topatients of the Agency. Cardinal Home
484.75 Skilled Professional Services, and Health Services desires this Plan
484.80 Home Health Aide Services. ofCorrection to be considered our
Allegation of Compliance.”
Quality Review Completed 03/11/2022
Cardinal Home Health Services retained
the services of aqualified RN consultant
effective March 3, 2022.
E000 Establishment of the Emergency Program (EP) E000 E0001 2022-04-0

486.360

§403.748, §416.54, §418.113, §441.184, §460.84,

See E0009, EO017, E0021, EO023,
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8482.15, §483.73, §483.475, §484.102, §485.68, E0024’ Eooso’ EOO33’ E0039

§485.625, §485.727, §485.920, §486.360, §491.12

The Administrator will be responsible for
The [facility, except for Transplant Programs] must comply monltorlng thesecorrective actions to

with all applicable Federal, State and local emergency ensure that this deficiency is corrected
preparedness requirements. The [famhty, ext-:ept. for and will notrecur.

Transplant Programs] must establish and maintain a
[comprehensive] emergency preparedness program that
meets the requirements of this section.* The emergency
preparedness program must include, but not be limited to,
the following elements:

* (Unless otherwise indicated, the general use of the terms
"facility” or "facilities” in this Appendix refers to all provider
and suppliers addressed in this appendix. This is a generic
moniker used in lieu of the specific provider or supplier
noted in the regulations. For varying requirements, the
specific regulation for that provider/supplier will be noted as
well.)

*[For hospitals at §482.15:] The hospital must comply with
all applicable Federal, State, and local emergency
preparedness requirements. The hospital must develop
and maintain a comprehensive emergency preparedness
program that meets the requirements of this section,
utilizing an all-hazards approach. The emergency
preparedness program must include, but not be limited to,
the following elements:

*[For CAHs at §485.625:] The CAH must comply with all
applicable Federal, State, and local emergency
preparedness requirements. The CAH must develop and
maintain a comprehensive emergency preparedness
program, utilizing an all-hazards approach. The emergency
preparedness program must include, but not be limited to,
the following elements:

Based on record review and interview, the
home health agency failed: to develop and
maintain an emergency preparedness plan
which included a process for cooperation and
collaboration with local, tribal, regional, State
and Federal emergency preparedness officials'
efforts to maintain an integrated response
during a disaster or emergency situation (see
tag E0009); to develop and implement
individualized emergency preparedness plans
for the patients which provided appropriate
instructions, in the event of an emergency, to
communicate with the agency (see tag E0017);
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to develop and implement emergency
preparedness policies and procedures which
included procedures to follow-up with on-duty
staff and patients to determine services that are
needed in the event there in an interruption in
services during or due to an emergency and
must inform State and local emergency
preparedness officials about any on-duty staff
or patients they are unable to contact (see tag
E0021); to ensure a policy included a system
for medical documentation that preserves
patient information, protects patient
confidentiality, and secures and maintains
availability of records in the event of an
emergency (see tag E0023); to ensure a policy
included the use of volunteers or other
emergency staffing in the event of an
emergency (see tag E0024); to develop and
maintain an emergency preparedness
communication plan which included names and
contact information for staff, patients'
physicians, volunteers and other agencies
(E0030); to develop and maintain an emergency
preparedness communication plan which
included a method for sharing information and
medical documentation for patients under the
agency's care, as necessary, with other health
providers to maintain the continuity of care and
a means for providing information about the
general condition and location of patients under
the agency's care as permitted (see tag E0033);
and to conduct exercises to test the emergency
plan annually (see tag E0039).

The cumulative effect of these systemic
problems resulted in the home health agency's
inability to ensure the provision of quality
health care in a safe environment and resulted
in the agency being found out of compliance
with the condition 42 CFR 484.102 Emergency
preparedness.

E000

Local, State, Tribal Collaboration Process

494.62(a)(4)

E000

EO0009

2022-04-0
9
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§403.748(a)(4), §416.54(a)(4), §418.1l3(a)(4), Admlnlstrator W|” malntaln an
§441.184(a)(4), §460.84(a)(4), §482.15(a)(4),
§483.73(a)(4), §483.475(a)(4), §484.102(a)(4), emergency preparedness planthat
§485.68(a)(4), §485.625(a)(4), §485.727(a)(5), includes a process for cooperation and
§485.920(a)(4), §486.360(a)(4), §491.12(a)(4), llab . it | | . IS
§494.62(2)(4) collaboration with local, regional,State,

and Federal emergency preparedness
officials' efforts to maintain anintegrated
[(a) Emergency Plan. The [facility] must develop and response during a disaster or

maintain an emergency preparedness plan that must be d 0 .
reviewed, and updated at least every 2 years [annually for emergency prepareaness. ( n_gomg)
LTC facilities]. The plan must do the following:]
Administrator will implement a process

for cooperation andcollaboration with

(4) Include a process for cooperation and collaboration with Iocal, regional, State, and Federal
local, tribal, regional, State, and Federal emergency .
preparedness officials' efforts to maintain an integrated emergency preparednessofficials.
response during a disaster or emergency situation. * Administrator will create a list of Iocal,

regional, State, andFederal emergency

reparedness officials names and
* [For ESRD facilities only at §494.62(a)(4)]: (4) Include a prep

process for cooperation and collaboration with local, tribal, numbers. (On-gomg)
regional, State, and Federal emergency preparedness
officials' efforts to maintain an integrated response during a

. - SO Administrator will review process at least
disaster or emergency situation. The dialysis facility must
contact the local emergency preparedness agency at least every 2 years andas needed and make
annually to confirm that the agency is aware of the dialysis revisions as needed. If revisions are

facility's needs in the event of an emergency. ] .
made staff will beinformed of any

Based on record review and interview, the Changes that pertain to them. (On_going)
agency failed to ensure an emergency

preparedness plan was developed and The Administrator will be responsible for
maintained to include a process for cooperation monitoring thesecorrective actions to

and collaboration with local, regional, State,
and Federal emergency preparedness officials'
efforts to maintain an integrated response
during a disaster or emergency preparedness.

ensure that this deficiency is corrected
and will notrecur.

The findings include:

Review on 2/16/2022, of an undated agency E0009

document titled "Emergency Preparedness

Plan" stated, "... Cardinal Home Health Administrator has contacted emergency
Emergency plan is to provide mitigation, preparedness coalitionfor region 1.
preparation, response and recovery to disasters Administrator will attend scheduled

or emergencies affecting the environment of meetings with the coalition.The meeting

care, and to ensure continuation of care, and to
ensure continuation of care and/or services to
the patient population being served &.

that was to occur in March 16th was
cancelled. Next meeting willbe April 20™
2022 -~ Administratorwill create a list of
local, county, state and federal

Review of the agency's emergenc ) . )
seney seney emergency planningauthorities. The list

preparedness binder failed to evidence a process
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and collaboration with local, regional, State and
Federal emergency preparedness officials'
efforts to maintain an integrated response
during a disaster or emergency preparedness.

During an interview on 2/16/2022, at 1:48 PM,
the administrator indicated he went to district
emergency preparedness planning meetings in
the past. The administrator indicted the
emergency preparedness plan does not include
a process for the collaboration and cooperation
with local, regional, State, and Federal
emergency preparedness officials.

will be reviewed at least yearly and
revise as necessary.

E001

HHA Comprehensive Assessment in Disaster
484.102(b)(1)
8484.102(b)(1) Condition for Participation:

[(b) Policies and procedures. The HHA must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph
(a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures
must be reviewed and updated at least every 2 years.

At a minimum, the policies and procedures must address
the following:]

(1) The plans for the HHA's patients during a natural or
man-made disaster. Individual plans for each patient must
be included as part of the comprehensive patient
assessment, which must be conducted according to the
provisions at §484.55.

Based on record review and interview, the
agency failed to develop and implement
individualized emergency preparedness plans
for the patients which provided appropriate
instructions, in the event of an emergency in 4
of 5 active clinical records reviewed. (#1, #2,
#3, #4)

The findings include:

1. Review of an agency policy obtained
2/21/2022, titled Emergency Operations Plan
and Policies revised January 2020, stated, &
Mitigation activities & will be undertaken in an
effort to lesson the severity and impact of a
potential emergency. Such activities include: &

EO01

EO0017

Director of Nursing will review all current
patientsindividualized emergency
preparedness plans to ensure they are
accurate andcomplete. Any plan that is
not accurate or complete will be
corrected byclinician. (4/9/2022)

Director of Nursing/designee will audit all
admissions doneeach week to ensure
the individualized emergency
preparedness plan is accurateand
complete. Once 100% compliance is
achieved 10% will be audited quarterly
toensure compliance is maintained.
(On-going)

Director of Nursing will instruct clinicians
that emergencyplan is to be reviewed
minimally at recertification time and
revised as needed.Clinician will
document the plan was reviewed and
whether revisions were made.
(4/9/2022)

Director of Nursing/designee will review
allrecertifications done each week to
ensure there is documentation the
emergencyplan was reviewed and
revised if needed. Once 100%

2022-04-0
9
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Developing an individual emergency compliance is achieved 10%will be
preparedness plan for each patient as part of the audited quarterly to ensure is

comprehensive assessment &. maintained. (On-going)

2. Clinical record review on 2/18/2022, for

patient #1, start of care 9/4/2020, evidenced an The Administrator will be responsible for
agency document titled Home Health monitoring thesecorrective actions to
Certification and Plan of Care for certification ensure that this deficiency is corrected

period 12/28/2021 2/25/2022. This document
indicated the patient s safety precautions
included oxygen precautions and indicated the
patient used oxygen as needed. This document
indicated the patient had a wound to the left
great toe, to which the skilled nurse was to
provide wound care twice a week.

and will notrecur.

Review of an agency document titled Patient
Individualized Emergency Plan , signed and
dated by registered nurse (RN) D on 9/4/2020,
failed to evidence the patient s oxygen and
wound care supplies. This document failed to
provide patient instructions for a safe space in
the patient s home, a safe meeting place in the
patient s neighborhood, and a safe meeting
place outside of the neighborhood in the event
of an emergency.

During an interview on 2/18/2022 at 11:56 AM,
the alternate administrator indicated the
individualized emergency plan should include
oxygen and wound care supplies and indicated
the form should be completed.

3. Clinical record review on 2/17/2022, for
patient #2, start of care 7/16/2021, evidenced an
agency document titled Home Health
Certification and Plan of Care for certification
period 1/12/2022 3/12/2022. This document
evidenced the patient s diagnoses included, but
were not limited to, pressure ulcers (wounds to
the skin and underlying tissue resulting from
prolonged pressure to the skin) to the left and
right buttocks, gastrostomy (a tube surgically
inserted into the stomach through the abdomen
used to administer nutrition, fluid, and/or
medication), and diabetes (a chronic condition
which affects the way the body processes blood
sugar). This document indicated the skilled
nurse was to clean the wounds with normal
saline (a solution used to clean wounds) and
apply barrier ointment. Review of this
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document indicated the patient had a foley
catheter (an indwelling plastic tube inserted into
the bladder to drain urine).

Review of an agency document titled
OASIS-D1 [Outcome and Assessment
Information Set, a comprehensive assessment
data collection tool] Recertification , dated and
electronically signed by RN D on 1/7/2022,
indicated the patient was NPO (nothing by
mouth) and received tube feedings four times a
day through his gastrostomy.

Review of an undated agency document titled
Patient Individualized Emergency Plan , signed
by RN D, failed to evidence the patient s wound
care, tube feeding, and foley catheter needs.

During an interview on 1/21/2022, at 1:14 PM,
the alternate administrator indicated the wound
care, tube feeding, and foley catheter was not
included in the individualized emergency
preparedness plan and indicated it should have
been.

4. Clinical record review on 2/21/2022, for
patient #3, start of care 1/8/2022, evidenced an
agency document titled OASIS-D1 Start of
Care , electronically signed by RN F and dated
1/8/2022. Review of the comprehensive
assessment indicated the patient had a pressure
ulcer stage III (an open pressure ulcer with full
thickness loss of skin) the left buttock, a
pressure ulcer stage 111 to the right buttock, and
a pressure ulcer stage III to the left heel.

Review of an undated agency document titled
Patient Individualized Emergency Plan , signed
by RN F, indicated the patient had a wound to
the left heel and failed to evidence the patient s
wounds to the left buttock and the right buttock.

During an interview on 2/21/2022, at 2:06 PM,
the alternate administrator indicated all the
patient s wounds should be included on the
individualized emergency plan.

5. Clinical record review on 2/17/2022, for
patient #4, start of care 2/2/2022, evidenced an
agency document titled OASIS-D1 Start of
Care with a visit date of 2/2/2022. This
document indicated the patient was assessed to
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have poor balance, a shuffling and unsteady
gait, limited range of motion to both lower
extremities, muscle weakness, a history of falls,
and at risk for falls. This document indicated
the patient required human assistance for
activities and used a wheelchair and walker.

Review of an undated agency document titled
Patient Individualized Emergency Plan , signed
and dated by the alternate administrator on
2/2/2022, failed to evidence the patient s
restricted mobility to include the assistance
required with ambulation.

During an interview on 2/18/2022, at 3:58 PM,
the alternate administrator indicated the
individualized emergency plan should indicate
the patient s required use of a wheelchair or
walker.

E002

HHA- Procedures for Follow up Staff/Pts.
484.102(b)(3)
8484.102(b)(3) Condition of Participation:

[(b) Policies and procedures. The HHA must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph
(a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures
must be reviewed and updated at least every 2 years. At a
minimum, the policies and procedures must address the
following:]

(3) The procedures to follow up with on-duty staff and
patients to determine services that are needed, in the event
that there is an interruption in services during or due to an
emergency. The HHA must inform State and local officials
of any on-duty staff or patients that they are unable to
contact.

Based on record review and interview, the
agency failed to ensure a policy included the
agency must inform state and local officials of
on-duty staff and patients that are unable to be
reached in the event of an emergency.

The findings include:
Review on 2/16/2022, of an undated agency
document titled "Emergency Preparedness

E002

E0021

Administrator will revise the Emergency
Preparedness Plan toadd agency must
inform state and local officials of on-duty
staff and patientsthat are unable to be
reached. (4/9/2022)

Administrator will in-service on this
revision to theEmergency Preparedness
Plan. (4/9/2022)

Administrator will review the Emergency
Preparedness Plan atleast every 2 years
and as needed and revise if needed. If
revisions are madeagency staff will be
in-serviced on the revisions. (On-going)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.

2022-04-0
9
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Plan" stated, "... Cardinal Home Health
Emergency plan is to provide mitigation,
preparation, response and recovery to disasters
or emergencies affecting the environment of
care, and to ensure continuation of care, and to
ensure continuation of care and/or services to
the patient population being served &.

Review of the agency's emergency
preparedness binder failed to evidence a policy
that included the agency must inform state and
local officials of on-duty staff and patients that
are unable to be reached.

During an interview on 2/16/2022, at 1:48 PM,
the administrator stated, It is not a feasible
option for us to go rescue everyone. The
administrator indicated the policy needs to be
clearer.

E0021

Administrator has created a process for
notifying local,county and state officials
of any patients and on duty staff that
cannot bereached.
Administrator/Director of
Nursing/designee will call all on-duty
staffthat is not at office and patients
once emergency occurs. If unable to
reachemployee or patient another call
will be placed in 15 minutes. If still
unableto reach employee or patient the
Administrator will be notified.
Administratoror person appointed by
Administrator will contact the local,
county and stateofficials of inability to
reach employee or patient. If agency is
contacted byemployee or patient the
Administrator or person appointed by
Administrator willbe notified and will
notify local, county and state officials
contact has beenmade with the
employee or patient.

E002

Policies/Procedures for Medical Documentation
494.62(b)(4)

§403.748(b)(5), §416.54(b)(4), §418.113(b)(3),
§441.184(b)(5), §460.84(b)(6), §482.15(b)(5),
§483.73(b)(5), §483.475(b)(5), §484.102(b)(4),
§485.68(b)(3), §485.625(b)(5), §485.727(b)(3),
§485.920(b)(4), §486.360(b)(2), §491.12(b)(3),
§494.62(b)(4).

[(b) Policies and procedures. The [facilities] must develop
and implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph
(a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures
must be reviewed and updated at least every 2 years
[annually for LTC facilities]. At a minimum, the policies and
procedures must address the following:]

E002

E0023

Administrator will implement a policy that
includes a systemfor medical
documentation that preserves patient
information, protects
patientconfidentiality, and secures and
maintains availability of records in the
eventof an emergency. (4/9/2022)

Administrator will in-service agency staff
on this policy. (4/9/2022)

Administrator will review the emergency
preparedness plan atleast every 2 years
and as needed and make revisions are
needed. If revisionsare made agency

2022-04-0
9
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staff will be in-serviced on those

[(5) or (3),(4),(6)] A system of medical documentation that changes. (On-gomg)
preserves patient information, protects confidentiality of
E?:f:ct)rlg;ormatlon, and secures and maintains availability The Administrator will be responsible for

monitoring thesecorrective actions to
ensure that this deficiency is corrected
*[For RNHCIs at §403.748(b):] Policies and procedures. (5) and will notrecur.

A system of care documentation that does the following:
(i) Preserves patient information.

(ii) Protects confidentiality of patient information.

(iif) Secures and maintains the availability of records.

*[For OPOs at §486.360(b):] Policies and procedures. (2)
A system of medical documentation that preserves
potential and actual donor information, protects
confidentiality of potential and actual donor information,
and secures and maintains the availability of records.

Based on record review and interview, the
agency failed to ensure a policy included a
system for medical documentation that
preserves patient information, protects patient
confidentiality, and secures and maintains
availability of records in the event of an
emergency.

The findings include:

Review on 2/16/2022, of an undated agency
document titled "Emergency Preparedness
Plan" stated, "... Cardinal Home Health
Emergency plan is to provide mitigation,
preparation, response and recovery to disasters
or emergencies affecting the environment of
care, and to ensure continuation of care, and to
ensure continuation of care and/or services to
the patient population being served &.

Review of the agency's emergency
preparedness binder failed to evidence a policy
that included a system for medical
documentation that preserves patient
information, protects patient confidentiality,
and secures and maintains availability of
records in the event of an emergency.

During an interview on 2/16/2022, at 1:48 PM,
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the administrator indicated the agency used an
electronic health record. The administrator
stated, If we were hacked, it would be
catastrophic. The administrator indicated the
policy did not include the system for medical
documentation in the event of an emergency.

E002

Policies/Procedures-Volunteers and Staffing
494.62(b)(5)

§403.748(b)(6), §416.54(b)(5), §418.113(b)(4),
§441.184(b)(6), §460.84(b)(7), §482.15(b)(6),
§483.73(b)(6), §483.475(b)(6), §484.102(b)(5),
§485.68(b)(4), §485.625(b)(6), §485.727(b)(4),
§485.920(b)(5), §491.12(b)(4), §494.62(b)(5).

[(b) Policies and procedures. The [facilities] must develop
and implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at paragraph
(a)(1) of this section, and the communication plan at
paragraph (c) of this section. The policies and procedures
must be reviewed and updated at least every 2 years
[annually for LTC facilities]. At a minimum, the policies and
procedures must address the following:]

(6) [or (4), (5), or (7) as noted above] The use of volunteers
in an emergency or other emergency staffing strategies,
including the process and role for integration of State and
Federally designated health care professionals to address
surge needs during an emergency.

*[For RNHCls at §403.748(b):] Policies and procedures. (6)
The use of volunteers in an emergency and other
emergency staffing strategies to address surge needs
during an emergency.

*[For Hospice at §418.113(b):] Policies and procedures.
(4) The use of hospice employees in an emergency and
other emergency staffing strategies, including the process
and role for integration of State and Federally designated
health care professionals to address surge needs during
an emergency.

Based on record review and interview, the
agency failed to ensure a policy included the
use of volunteers or other emergency staffing in
the event of an emergency.

E002

E0024

Administrator will implement a policy that
includes the useof volunteers or other
emergency staffing the event of an
emergency. It willinclude the tasks they
will be permitted to do. (4/9/2022)

Administrator will in-service agency staff
on this policy. (4/9/2022)

Administrator will review the emergency
preparedness manualat least every 2
years and as needed and revise as
needed. If any revisions aremade
agency staff will be notified of changes.
(On-going)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.

2022-04-0
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The findings include:

Review on 2/16/2022, of an undated agency
document titled "Emergency Preparedness
Plan" stated, "... Cardinal Home Health
Emergency plan is to provide mitigation,
preparation, response and recovery to disasters
or emergencies affecting the environment of
care, and to ensure continuation of care, and to
ensure continuation of care and/or services to
the patient population being served &.

Review of the agency's emergency
preparedness binder failed to evidence a policy
that included the use of volunteers or other
emergency staffing the event of an emergency.

During an interview on 2/16/2022, at 1:48 PM,
the administrator indicated the agency has not
included the use of volunteers in their
emergency preparedness plan. When queried
what the agency would do if an emergency left
few or no staff available, the administrator
indicated the agency would group patients with
the available staff and indicated he has not
included that in the emergency preparedness
policy.

E003

Names and Contact Information
494.62(c)(1)

§403.748(c)(1), §416.54(c)(1), §418.113(c)(1),
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1),
§483.73(c)(1), §483.475(c)(1), §484.102(c)(1),
§485.68(c)(1), §485.625(c)(1), §485.727(c)(L),
§485.920(c)(1), §486.360(c)(1), §491.12(c)(1),
§494.62(c)(1).

[(c) The [facility must develop and maintain an emergency
preparedness communication plan that complies with
Federal, State and local laws and must be reviewed and
updated at least every 2 years [annually for LTC facilities].
The communication plan must include all of the following:]

(1) Names and contact information for the following:

(i) Staff.

E003

EO0030

Administrator/designee will update the
phone list for allagency employees. An
updated copy will be placed in the
on-call book. Administratorand Director
will have an updated copy. (4/9/2022)

Administrator/designee will review and
update employee listmonthly to ensure it
is accurate. If changes are made a new
copy will be placedin the on-call book
and Administrator and Director will be
given an updatedcopy. (On-going)

The Administrator will be responsible for
monitoring thesecorrective actions to

2022-04-0
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(i) Entities providing services under arrangement. ensure that thls deflClency |S Corrected
(iii) Patients' physicians and will notrecur.

(iv) Other [facilities].

(v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at §485.625(c)]
The communication plan must include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(iii) Patients' physicians

(iv) Other [hospitals and CAHSs].

(v) Volunteers.

*[For RNHCls at §403.748(c):] The communication plan
must include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(iii) Next of kin, guardian, or custodian.

(iv) Other RNHCls.

(v) Volunteers.

*[For ASCs at §416.45(c):] The communication plan must
include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(iii) Patients' physicians.

(iv) Volunteers.

*[For Hospices at §418.113(c):] The communication plan
must include all of the following:

(1) Names and contact information for the following:
(i) Hospice employees.

(i) Entities providing services under arrangement.
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(iii) Patients' physicians.

(iv) Other hospices.

*[For HHAs at §484.102(c):] The communication plan must
include all of the following:

(1) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(iii) Patients' physicians.

(iv) Volunteers.

*[For OPOs at §486.360(c):] The communication plan must
include all of the following:

(2) Names and contact information for the following:
(i) Staff.

(i) Entities providing services under arrangement.
(i) Volunteers.

(iv) Other OPOs.

(v) Transplant and donor hospitals in the OPQO's Donation
Service Area (DSA).

Based on record review and interview, the
agency failed to ensure the communication plan
included names and contact information for
staff in the event of an emergency.

The findings include:

Review of an untitled agency policy on
2/16/2022, titled Emergency Management
Policy stated, & A listing of all staff members
and telephone numbers will be included in the
agency s on-call book &.

Review on 2/16/2022, of the emergency
preparedness binder evidenced an agency
document titled "Employee Phone List dated
12/27/2021. This document failed to evidence
the names and contact information for home
health aide (HHA) N and HHA S were
included.

During an interview on 2/16/2022, at 1:48 PM,
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the alternate administrator indicated the
employee phone tree was outdated.

E003

Methods for Sharing Information
494.62(c)(4)-(6)

§403.748(c)(4)-(6), §416.54(c)(4)-(6), §418.113(c)(4)-(6),
§441.184(c)(4)-(6), §460.84(c)(4)-(6), §441.184(c)(4)-(6),
§460.84(c)(4)-(6), §482.15(c)(4)-(6), §483.73(c)(4)-(6),
§483.475(c)(4)-(6), §484.102(c)(4)-(5), §485.68(c)(4),
§485.625(c)(4)-(6), §485.727(c)(4), §485.920(c)(4)-(6),
§491.12(c)(4), §494.62(c)(4)-(6).

[(c) The [facility] must develop and maintain an emergency
preparedness communication plan that complies with
Federal, State and local laws and must be reviewed and
updated at least every 2 years [annually for LTC facilities].
The communication plan must include all of the following:

(4) A method for sharing information and medical
documentation for patients under the [facility's] care, as
necessary, with other health providers to maintain the
continuity of care.

(5) A means, in the event of an evacuation, to release
patient information as permitted under 45 CFR
164.510(b)(1)(ii). [This provision is not required for HHAs
under §484.102(c), CORFs under §485.68(c)]

(6) [(4) or (5)]A means of providing information about the
general condition and location of patients under the
[facility's] care as permitted under 45 CFR 164.510(b)(4).

*[For RNHClIs at 8403.748(c):] (4) A method for sharing
information and care documentation for patients under the
RNHCI's care, as necessary, with care providers to
maintain the continuity of care, based on the written
election statement made by the patient or his or her legal
representative.

*[For RHCs/FQHCs at §491.12(c):] (4) A means of
providing information about the general condition and
location of patients under the facility's care as permitted
under 45 CFR 164.510(b)(4).

Based on record review and interview, the
agency failed to ensure the communication plan
included a method for sharing information and

E003

EO0033

Administrator will ensure the
communication plan includes amethod
for sharing information and medical
documentation for patients under
theagency’s care with other health care
providers to maintain continuity of
care,and in the event of an evacuation, a
means of releasing patient information
andproviding general information about
the general condition and location
ofpatients under the agency’s care.
(4/9/12022)

Administrator will in-service agency staff
on the plan. (4/9/2022)

Administrator will review the emergency
preparedness manualat least every 2
years and as needed and revise as
needed. If revisions aremade
Administrator will in-service staff on the
changes. (On-going)

Administrator/designee will review and
revise the patientroster. An updated
copy will be placed in the call book.
(4/9/2022)

Administrator/designee will review and
revise as needpatient roster weekly. If
revisions are made an updated copy will
be placed inthe call book. (On-going)

4/9/2022 for plan of corrections listed
below:

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected

2022-04-0
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medical documentation for patients under the
agency s care with other health care providers
to maintain continuity of care, and in the event
of an evacuation, a means of releasing patient
information and providing general information
about the general condition and location of
patients under the agency s care.

The findings include:

Review on 2/16/2022, of the emergency
preparedness binder evidenced an undated
agency document titled Emergency
Preparedness Plan . This document stated, & If
the patient is unharmed but the home is
damaged or unsafe and the telephone system is
working, contact family or friends that the
patient may request and make arrangements for
the patient s transportation &. Review of a
document titled "Patients dated 12/27/2021,
failed to evidence the names and patient
information for patient #3, start of care
1/8/2022, patient #4, start of care 2/2/2022, and
patient #5, start of care 2/2/2022.

During an interview on 2/16/2022, at 1:48 PM,
the administrator indicated the patient roster is
outdated and should be updated as patients
come and go.

and will notrecur.

E003

EP Testing Requirements
494.62(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)(2),
§491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, OPO,
"Organizations" under §485.727, CMHCs at §485.920,
RHCs/FQHCs at §491.12, and ESRD Facilities at §494.62]:

E003

E0039

Administrator will schedule an exercise
to test emergencypreparedness.
Administrator will ensure all agency staff
and agency leadersparticipate.
(4/9/12022)

Administrator will ensure an exercise to
test emergencypreparedness is
conducted at least yearly. Will ensure
there is documentation forthis exercise.
(On-going)

2022-04-0
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(2) Testing. The [facility] must conduct exercises to test the The Administrator will be responsible for
emergency plan annually. The [facility] must do all of the . ) . .
following: monitoring thesecorrective actions to

ensure that this deficiency is corrected

and will notrecur.

(i) Participate in a full-scale exercise that is
community-based every 2 years; or

(A) When a community-based exercise is not accessible,
conduct a facility-based functional exercise every 2 years;
or

(B) If the [facility] experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the [facility] is exempt from engaging in its
next required community-based or individual, facility-based
functional exercise following the onset of the actual event.

(ii) Conduct an additional exercise at least every 2 years,
opposite the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based or
individual, facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion using a narrated,
clinically-relevant emergency scenario, and a set of
problem statements, directed messages, or prepared
guestions designed to challenge an emergency plan.

(i) Analyze the [facility's] response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the [facility's] emergency
plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the patient's
home. The hospice must conduct exercises to test the
emergency plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is community
based every 2 years; or

(A) When a community based exercise is not accessible,
conduct an individual facility based functional exercise
every 2 years; or

(B) If the hospice experiences a natural or man-made
emergency that requires activation of the emergency plan,
the hospital is exempt from engaging in its next required full
scale community-based exercise or individual facility-based
functional exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2 years, opposite
the year the full-scale or functional exercise under
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paragraph (d)(2)(i) of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion using a narrated,
clinically-relevant emergency scenario, and a set of
problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient care directly.
The hospice must conduct exercises to test the emergency
plan twice per year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual facility-based functional
exercise; or

(B) If the hospice experiences a natural or man-made
emergency that requires activation of the emergency plan,
the hospice is exempt from engaging in its next required
full-scale community based or facility-based functional
exercise following the onset of the emergency event.

(i) Conduct an additional annual exercise that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a facilitator that
includes a group discussion using a narrated,
clinically-relevant emergency scenario, and a set of
problem statements, directed messages, or prepared
guestions designed to challenge an emergency plan.

(iii) Analyze the hospice's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the hospice's emergency
plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at §482.15(d),
CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must conduct
exercises to test the emergency plan twice per year. The
[PRTF, Hospital, CAH] must do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or
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(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or

(B) If the [PRTF, Hospital, CAH] experiences an actual
natural or man-made emergency that requires activation of
the emergency plan, the [facility] is exempt from engaging
in its next required full-scale community based or
individual, facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise or
and that may include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or individual, a facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(i) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop exercises, and
emergency events and revise the [facility's] emergency
plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least annually. The
PACE organization must do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the PACE is exempt from engaging in its
next required full-scale community based or individual,
facility-based functional exercise following the onset of the
emergency event.

(il) Conduct an additional exercise every 2 years
opposite the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or individual, a facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 3853A-H1 Facility ID: 006655 continuation sheet Page 20




PRINTED: 03/28/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

of problem statements, directed messages, or prepared
guestions designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the PACE's emergency plan,
as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to test the
emergency plan at least twice per year, including
unannounced staff drills using the emergency procedures.
The [LTC facility, ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise.

(B) If the [LTC facility] facility experiences an actual natural
or man-made emergency that requires activation of the
emergency plan, the LTC facility is exempt from engaging
its next required a full-scale community-based or individual,
facility-based functional exercise following the onset of the
emergency event.

(i) Conduct an additional annual exercise that may
include, but is not limited to the following:

(A) A second full-scale exercise that is community-based
or an individual, facility based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator includes a group discussion, using a narrated,
clinically-relevant emergency scenario, and a set of
problem statements, directed messages, or prepared
guestions designed to challenge an emergency plan.

(i) Analyze the [LTC facility] facility's response to and
maintain documentation of all drills, tabletop exercises, and
emergency events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct exercises to test the
emergency plan at least twice per year. The ICF/IID must
do the following:

(i) Participate in an annual full-scale exercise that is
community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or.

(B) If the ICF/IID experiences an actual natural or

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 3853A-H1 Facility ID: 006655 continuation sheet Page 21




PRINTED: 03/28/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

man-made emergency that requires activation of the
emergency plan, the ICF/IID is exempt from engaging in its
next required full-scale community-based or individual,
facility-based functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise that may include,
but is not limited to the following:

(A) A second full-scale exercise that is community-based or
an individual, facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
guestions designed to challenge an emergency plan.

(i) Analyze the ICF/IID's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the ICF/IID's emergency
plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises to test the
emergency plan at

least annually. The HHA must do the following:

(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual, facility-based
functional exercise every 2 years; or.

(B) If the HHA experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the HHA is exempt from engaging in its
next required full-scale community-based or individual,
facility based functional exercise following the onset of the
emergency event.

(ii) Conduct an additional exercise every 2 years, opposite
the year the full-scale or functional exercise under
paragraph (d)(2)(i) of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based functional
exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion, using a
narrated, clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or prepared
questions designed to challenge an emergency plan.

(i) Analyze the HHA's response to and maintain
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documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's emergency plan,
as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises to test the
emergency plan. The OPO must do the following:

(i) Conduct a paper-based, tabletop exercise or workshop
at least annually. A tabletop exercise is led by a facilitator
and includes a group discussion, using a narrated, clinically
relevant emergency scenario, and a set of problem
statements, directed messages, or prepared questions
designed to challenge an emergency plan. If the OPO
experiences an actual natural or man-made emergency
that requires activation of the emergency plan, the OPO is
exempt from engaging in its next required testing exercise
following the onset of the emergency event.

(ii) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and emergency
events, and revise the [RNHCI's and OPOQO's] emergency
plan, as needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct exercises to test
the emergency plan. The RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise at least
annually. A tabletop exercise is a group discussion led by a
facilitator, using a narrated, clinically-relevant emergency
scenario, and a set of problem statements, directed
messages, or prepared questions designed to challenge an
emergency plan.

(ii) Analyze the RNHCI's response to and maintain
documentation of all tabletop exercises, and emergency
events, and revise the RNHCI's emergency plan, as
needed.

Based on record review and interview, the
agency failed to conduct exercises to test the
emergency preparedness plan at least annually.

The findings include:

Review on 2/16/2022, of the emergency
preparedness binder failed evidenced an
undated agency document titled Addendum
7-001 (9/20/17) as approved by the Governing
Body which stated, & The organization will
document the table top exercise during
emergency or actual Response to emergencies.
On a yearly basis, the table top exercise with
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the participation of the organization s leaders
and staff will be conducted &. Review failed to
evidence the agency conducted an exercise to
test the emergency preparedness plan since
11/30/2020.

During an interview on 2/16/2022, at 1:48 PM,
the administrator indicated the last table top
exercise was performed on 11/30/2020.

G037

Accuracy of encoded OASIS data
484.45(b)

Standard: The encoded OASIS data must accurately reflect
the patient's status at the time of assessment.

Based on observation, record review, and
interview, the agency failed to ensure the
OASIS (Outcome and Assessment Information
Set, a comprehensive assessment data
collection tool) accurately reflected the patient s
status in 2 of 5 active clinical records reviewed.
(#3, #5)

The findings include:

1. Review of an agency policy obtained
2/21/2022, titled Reporting of OASIS
Information revised February 2021, stated, &
Agency staff will ensure that the accuracy of
OASIS data reflects the patient s status at time
of assessment and data collection &.

2. Clinical record review on 2/21/2022, for
patient #3, start of care 1/8/2022, evidenced an
agency document titled OASIS-D1 Start of
Care , electronically signed and dated by
registered nurse (RN) F on 1/8/2022. This
document indicated the patient s activity was up
as tolerated with a walker and the patient had a
shuffling gait. This document indicated at the
OASIS question M 1860, the patient was
chairfast and unable to ambulate.

During an observation of care at the patient s
home on 2/21/2022, at 1:17 PM, physical
therapist (PT) G assisted the patient with
ambulation using the walker.

During an interview on 2/21/2022, at 1:19 PM,

G037

G0374

Director of Nursing will in-service all
nurses/therapists oncompleting the
OASIS accurately. (4/1/2022)

Director of Nursing/designee will audit all
OASIS doneweekly to ensure they are
completed accurately. Once 100%
compliance is achieved10% will be
audited quarterly to ensure compliance
Is maintained. (On-going)

Unable to correct chart cited insurvey as patient #1 was
transfer-discharge.

Director of Nursing will ensure the
OASIS for patient #5,cited in survey, is
corrected. (3/3/2022)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.

2022-04-0
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was incorrectly marked by the RN and
indicated the patient was not chairfast.

3. Clinical record review on 2/17/2022, for
patient #5, start of care 2/2/2022, evidenced an
unsigned agency document titled OASIS-D1
Start of Care , with a visit date of 2/2/2022.
This document indicated the OASIS question
MO0080, which indicated which discipline
completed the assessment, was not completed.
This document indicated the OASIS question
M1845, which provided the assessment of the
patient s ability to provide toilet hygiene, was
not completed.

During an interview on 2/18/2022, at 4:00 PM,
the alternate administrator indicated the answer
to the question M00O80 was the RN was the
discipline that completed the assessment. At
4:08 PM, the alternate administrator indicated
the patient probably needed help to complete
toilet hygiene.

G041

HHA administrator contact information
484.50(a)(1)(ii)

(i) Contact information for the HHA administrator, including
the administrator's name, business address, and business
phone number in order to receive complaints.

Based on observation, record review, and
interview, the agency failed to ensure the
patients were provided the name of the
administrator to receive complaints in 3 of 3
home visits conducted. (#1, #2, #3)

The findings include:

1. Review of an agency policy obtained
2/21/2022, titled Compliance with Laws and
Regulations and Disclosure of Information
revised March 2018, stated, & The Agency and
its staff will furnish services in compliance with
all applicable federal, state and local laws and
regulations &.

2. Review of an untitled, undated agency
document on 2/14/2021, within a folder

G041

G0414

Administrator/designee will create a form
that shows who thecurrent Administrator
is. (3/18/2022)

Director of Nursing will ensure all current
patients aregiven written information on
who the Administrator is. (3/30/2022)

Director of Nursing will instruct clinicians
to document inchart patient was
provided written notice on who current
Administrator is. (4/5/2022)

Director of Nursing/designee will audit all
current patientcharts to ensure there is

documentation patient was given written
notice of whoAdministrator is. (4/8/2022)

2022-04-0
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identified by the alternate administrator as the Administrator/designee will ensure
patient admission folder, stated, & If you need anytime there is a changein
assistance, have questions, or have a complaint Administrator patients receive written

about our agency, staff or services, please
contact us at: & [Alternate Administrator]
Administrator &.

notice of who new Administrator
iS.(On-going)

3. During an interview at the entrance The Administrator will be responsible for
conference on 2/14/2022, at 10:14 AM, the monitoring thesecorrective actions to

alternate administrator indicated she was the , . ,
.. ensure that this deficiency is corrected
alternate administrator and employee A was the .
and will notrecur.

administrator.

4. During an observation of care at the home of
patient #1, start of care 9/4/2020, on 2/16/2022,

at 10:18 AM, an agency folder was not G414
observed in the home. The name and contact
information for the administrator was not Administrator and Director of Nursing

observed to have been provided to the patient. have started processof labels being

5. During an observation of care at the home of made that will identify who administrator
patient #2, start of care 7/16/2021, on is, business addressand telephone

2/16/2022, at 11:25 AM, the agency home number These labels willbe placed in
folder was observed in the patient s bedroom. . o .
patient admission booklets at their

Inside of the agency folder, an undated, untitled h d staff will inf . f
agency document was observed, which stated, omes and staft will informpatients o

& & If you need assistance, have questions, or this, as well as documenting that this
have a complaint about our agency, staff or occurred. Office Staff isalso notifying
services, please contact us at: & [Alternate patients and caregivers to inform them
Administrator] Administrator &. The name of of administrator andcontact

the administrator was not observed to have been

: g information.as well clinical manager and
provided to the patient.

director of clinicalservices.
6. During an observation of care at the home of
patient #3, start of care 1/8/2022, on 2/18/2022,
at 1:08 PM, the agency home folder was
observed in the patient s home. Inside of the
agency folder, an undated, untitled agency
document was observed, which stated, & & If
you need assistance, have questions, or have a
complaint about our agency, staff or services,
please contact us at: & [Alternate
Administrator] Administrator &. The name of
the administrator was not observed to have been
provided to the patient.

7. During an interview on 2/15/2022, at 9:48
AM, when queried why the alternate
administrator was listed as the administrator on
the untitled document in the patient admission
folder, the alternate administrator stated, Oh, I
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need to change that.

G043

Participate in care
484.50(c)(4)(i,ii,iii,iv,v,vi,vii,viii)

Participate in, be informed about, and consent or refuse
care in advance of and during treatment, where
appropriate, with respect to--

(i) Completion of all assessments;

(i) The care to be furnished, based on the comprehensive
assessment;

(i) Establishing and revising the plan of care;
(iv) The disciplines that will furnish the care;
(v) The frequency of visits;

(vi) Expected outcomes of care, including patient-identified
goals, and anticipated risks and benefits;

(vii) Any factors that could impact treatment effectiveness;
and

(viii) Any changes in the care to be furnished.

Based on record review and interview, the
agency failed to ensure the patient was
informed of and consented to care in advance of
the frequency of visits and changes in the care
to be furnished in 2 of 7 clinical records
reviewed. (#1, #7)

The findings include:

1. Review of an agency policy obtained
2/21/2022, titled Patient Bill of Rights and
Responsibilities stated, & Patients have the
right: & Participate in, be informed about and
consent or refuse care in advance of and during
treatment & with respect to: & The frequency
of visits & Any changes in the care to be
furnished &.

2. Clinical record review on 2/16/2022, for
patient #1, start of care, 9/4/2020, evidenced an
agency document titled Admission Consent ,
signed by the patient and dated 9/4/2020. This
document indicated the patient was informed of
and consented to receiving home health aide
services 3 times a week for 3 weeks and then 2
times a week for 6 weeks.

Review evidenced an agency document titled

G043

G0434

Director of Nursing/designee will instruct
nurses/therapiststhe patient must be
informed in advance of any changes in
services and thisnotification must
documented. (4/1/2022)

Director of Nursing/designee will audit all
admissions doneweekly to ensure the
frequency listed on consent form
matches the frequency onthe plan of
care/485. If it doesn’t there needs to be
documentationpatient/caregiver was
informed of the change in service in
advance. Once 100%compliance is
achieved 10% will be audited quarterly
to ensure compliance ismaintained.
(On-going)

Director of Nursing/designee will audit all
verbal orderswritten weekly. If there is
an order that changes frequency of a
discipline theremust be documentation
patient was informed of the frequency
change in advanceof the change. Once
100% compliance is achieved 10% will
be audited quarterlyto ensure
compliance is maintained. (On-going)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.
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Home Health Certification and Plan of Care for
certification period 12/28/2021 2/25/2022,
signed by the physician on 1/23/2022. This
document indicated the patient was to receive
home health aide services 3 times a week for 8
weeks. Review failed to evidence the patient
was informed of in advance of the changes in
the home health aide frequency.

During an interview on 2/18/2022, at 11:57
AM, the alternate administrator indicated
patients should be notified of changes. The
alternate administrator indicated she would
check for when the patient was informed of the
change in the home health aide frequency. No
further documentation was provided.

3. Clinical record review on 2/15/2022, for
patient #7, start of care 11/20/2021, evidenced
an agency document titled Admission Consent ,
signed and dated by the patient on 11/20/2021.
This document indicated the patient would
receive skilled nursing services.

Review of an agency document titled PT
[physical therapy] Evaluation , electronically
signed by PT L and dated 12/8/2021, evidenced
the patient would receive PT services 2 times a
week for 4 weeks. Review failed to evidence
the patient was informed of the change in
services to include the physical therapy
evaluation in advance of the change in services.

During an interview on 2/18/2022, at 11:25
AM, the alternate administrator indicated she
did not see documentation the patient was
notified in advance of the PT evaluation. The
alternate administrator indicated we need to
document our verbal communication to the
patient.

17-12-3(b)(2)(D)(ii)(BB)

N044

Home health agency administration/management
410 IAC 17-12-1(a)

Rule 12 Sec. 1(a) Organization, services furnished,
administrative control, and lines of authority for the
delegation of responsibility down to the patient care level
shall be:

NO044

NO0440

Administrator has revised the

Organizational Chart toreflect all
positions agency has including social
worker and to ensure thelines of

2022-03-1
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(1) clearly set forth in writing; and

(2) readily identifiable.

Based on record review and interview, the
administrator failed to ensure the organization,
services furnished, and lines of authority for the
delegation of responsibility was clearly set forth
in writing and readily identifiable.

The findings include:

Review of an agency policy obtained on
2/21/2022, titled Organization and Services
Administration revised March 2018, stated, &
Organization, services furnished, administrative
control and the lines of authority for the
delegation of responsibility for patient care are
clearly defined in writing and are readily
identifiable &.

Review of pre-survey information obtained
from the Indiana Department of Health on
2/14/2022, indicated employee A was the
administrator and the clinical supervisor and
indicated employee B was the alternate clinical
supervisor.

During an interview at the entrance conference
on 2/14/2022, at 10:14 AM, employee B
indicated she was the clinical supervisor and
person C, nurse consultant, was the alternate
nursing supervisor. Employee B indicated the
agency provided social work services.

Review of an agency document on 2/14/2022,
titled Organizational Chart , revised 10/12/11,
evidenced the administrator and director of
nursing were the same position and reported to
the board of directors. The document indicated
the alternate director of nursing and the
administrator were the same position. This
document failed to evidence the agency
provided social work services.

During an interview on 2/15/2022, at 9:25 AM,
employee B indicated she would update the
organizational chart to include social work
services. Employee B indicated the lines of

authority are clear. (3/14/2022)

Administrator has revised the
Organizational Chart to
showAdministrator, Director of Nursing,
Alternate Administrator and
AlternateDirector of Nursing are
separate positions on the organizational
chart. 3/14/2022)

Administrator will in-service all agency
staff on therevised organizational chart.
(3/15/2022)

Administrator will submit documentation
to ISDH to clarifywho the Administrator,
Director of Nursing, Alternate
Administrator andAlternate Director of
Nursing are. (3/15/2022)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.

See attachment A (Organizational Chart)

BOARD OFDIRECTORS

ADMINISTRATOR ALTERNATE
ADMINISTRATOR

DIRECTOR OFNURSING
ALTERNATE DIRECTOR
OF NURSING

ADMIN. ASSISTANT
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chart for the administrator, alternate
administrator, director of nursing, and alternate
director of nursing. Employee B indicated each
of those positions were separate people and the
organizational chart did not reflect the separate
positions. Employee B indicated the director of
nursing reported to the administrator and not
the board of directors. Employee B indicated
person C was a contracted nurse consultant.
Employee B indicated she was unsure why
employee A was listed with the Indiana
Department of Health as the nursing supervisor.

During an interview on 2/16/2022, at 4:02 PM,
person C indicated her role with the agency was
as a nurse consultant and not as the alternate
nursing supervisor.

RN PT OT SPEECH SOCIAL
WORKER

AIDE LPN

PATIENTS

NO044

Home health agency administration/management
410 IAC 17-12-1(c)(4)

Rule 12 Sec. 1(c)(4) The administrator, who may also be
the supervising physician or registered nurse required by
subsection (d), shall do the following:

(4) Ensure the accuracy of public information materials
and activities.

Based on observation, record review, and
interview, the administrator failed to ensure the
accuracy of public information.

The findings include:

Review of an agency job description on
2/15/2022, titled Administrator , signed by the
administrator and dated 3/2/2020, stated, &
Responsibilities: & Ensures accuracy of public
information materials &.

Review of pre-survey information obtained
from the Indiana Department of Health on
2/14/2022, evidenced the agency s hours of
operation were 9 AM 5 PM Monday through
Friday.

During an observation on 2/15/2022, at 9:25

NO044

NO0447

Agency office hours are 9a-5p Monday
thru Friday. If agencychanges hours
Administrator will submit proper
documentation to ISDH showingnew
hours and post new hours on office
door. Administrator will ensure
officehours are Administrator/designee
would ensure staff are informed of new
hours.Director of Nursing/designee
would ensure patients/caregivers are
informed ofnew hours. (Ongoing)

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected
and will notrecur.
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AM, the entrance door to the agency was
observed to have posted on the door the hours
of operations as 9 AM 4 PM Monday through
Friday. Review failed to evidence the public
information posted on the door of the agency
accurately reflected the information provided
by the Indiana Department of Health.

During an interview on 2/15/2022, at 10:09
AM, the alternate administrator indicated the
agency s hours of operation were 9 AM 4 PM
and was unsure when the hours of operation
changed.

G045

Outcomes/goals have been achieved
484.50(d)(3)

The transfer or discharge is appropriate because the
physician or allowed practitioner, who is responsible for the
home health plan of care and the HHA agree that the
measurable outcomes and goals set forth in the plan of
care in accordance with 8484.60(a)(2)(xiv) have been
achieved, and the HHA and the physician or allowed
practitioner, who is responsible for the home health plan of
care agree that the patient no longer needs the HHA's
services;

Based on record review and interview, the
agency failed to ensure the patient was
discharged because the physician responsible
for the plan of care and the agency agreed the
measurable goals and outcomes set forth in the
plan of care had been achieved in 1 of 1 closed
clinical record reviewed with a discharge reason
of goals met. (#6)

The findings include:

Review of an agency policy obtained
2/15/2022, titled Discharge Criteria and
Planning revised February 2021, stated, &
Patient will be discharged from services as
follows: & The discharge is appropriate
because the physician/practitioner who is
responsible for the home health plan of care and
the Agency agree that measurable outcomes and
goals set forth in the plan of care have been
achieved and the Agency and the
physician/practitioner responsible for the home
health plan of care agree that the patient no
longer needs the Agency s services &.

G045

G0458

Unable to correct chart cited in survey
as patient hadalready been discharged.

Director of Nursing will in-service
nurses/therapists thatif patient’s goals
are not met they can't discharge with
reason of goals met. Reasonfor
discharge must be accurate. (4/1/2022)

Director of Nursing/designee will audit all
discharges done eachweek to ensure
the reason for discharge is appropriate
listed. If reason is dueto patient meeting
goals there must be documentation
indicating goals were met.Once 100%
compliance is achieved 10% will be
audited quarterly to ensurecompliance is
maintained. (On-going)

Director of Nursing will in-service
nurses/therapists onneed to notify MD at
discharge whether patient goals have
been met. (4/1/2022)

Director of Nursing/designee will audit all
discharges doneeach week to ensure
there is documentation indicating
whether patient goalswere met. Once
100% compliance is achieved 10% will

2022-04-0
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Clinical record review on 2/14/2022, for patient be audited quarterly toensure
#6, start of care 1/29/2021, evidenced an Comp"ance is maintained. (On_going)
agency document titled Home Health
Certification and Plan of Care for certification The Administrator will be responsible for
period 11/25/2021 1/23/2022, which was o h tive actions to
signed and dated by the physician on monitoring t gsecorrgc i
12/16/2021. This document indicated the ensure that this deficiency is corrected
patient was to receive skilled nursing services 1 and will notrecur.

time a week for 8 weeks beginning the week of
11/28/2021 and home health aide services 2
times a week for 9 weeks. This document
indicated the patient s goals included, but were
not limited to, have a tolerable level of pain
rated 0-2 on a scale of 0-10, have absence of
edema (swelling), and would not have signs and
symptoms of complications related to
hemorrhoids. Review evidenced the discharge
plan was to discharge when the patient
demonstrated necessary skills to self-manage
disease process and when the patient s pain
level stabilized.

Review evidenced agency documents titled SN
[skilled nurse] Teaching/Training Visit
electronically signed by registered nurse (RN)
D. Review of documents dated 12/2/2021,
12/9/2021, 12/23/2021, 12/30/2021, 1/3/2022,
and 1/20/2022, indicated the patient had daily
pain to the knees rated 5 on a scale of 0-10.
These documents indicated the patient had
rectal bleeding from hemorrhoids and indicated
the patient had 1+ pitting edema to the legs.

Review evidenced an agency document titled
OASIS-D1 [Outcome and Assessment
Information Set, a comprehensive assessment
data collection tool] Discharge , electronically
signed by RN D and dated 1/19/2022. This
document indicated the patient had generalized
pain the time rated 3 on a scale of 0-10. Review
indicated the patient had edema to the lower
extremities and had hemorrhoids with rectal
bleeding. Review indicated the reason for
discharge was the patient s goals were met.
Review failed to evidence the patient met goals.
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During an interview on 2/18/2022, at 11:02
AM, the alternate administrator indicated the
patient did not meet goals and indicated the
physician was not made aware of the patient
had not met goals prior to discharge.

N045

Home health agency administration/management
410 IAC 17-12-1(f)

Rule 12 Sec. 1(f) Personnel practices for employees shall
be supported by written policies. All employees caring for
patients in Indiana shall be subject to Indiana licensure,
certification, or registration required to perform the
respective service. Personnel records of employees who
deliver home health services shall be kept current and shall
include documentation of orientation to the job, including
the following:

(1) Receipt of job description.
(2) Qualifications.

(3) A copy of limited criminal history pursuant to IC
16-27-2.

(4) A copy of current license, certification, or registration.

(5) Annual performance evaluations.

Based on record review and interview, the
agency failed to ensure personnel records
included an orientation to the job, a limited
national criminal history within 3 days of
patient contact, and an annual performance
evaluation in 11 of 13 personnel records
reviewed. (A, B,C, D, E,F, G,I, M, N, O)

The findings include:

1. Review of an agency policy obtained
2/21/2022, titled Personnel Records revised
February 2021, stated, & The personnel record
or personnel information for an employee will
include, but not limited to, the following:
&Performance appraisal/evaluation form &
employee orientation & Criminal history check
&.

2. Personnel record review on 2/15/2022, for
employee A, hire date 6/1/2018, failed to
evidence an annual performance evaluation

N045

N0458

Administrator/Director of Nursing will
complete annualperformance
evaluations for employee A (hire date
6/1/2018) for 2021 and 2022.
(3/23/2022)

Administrator/Director of Nursing will
complete annualperformance evaluation
for employee B (hire date 6/1/2018) for
2021 and 2022. (3/27/2022)

Administrator/Director of Nursing will
complete annualperformance evaluation
for employee C (hire date 9/18/2019) for
2021 and 2022. (3/23/2022)

Administrator/Director of Nursing will
complete annual performanceevaluation
for employee D (hire date 5/2/2019) for
2021 and 2022. (3/23/2022)

Administrator/Director of Nursing will
complete annualperformance evaluation
for employee E (hire date 6/20/2019) for
2021. (3/23/2022)

Administrator/designee will complete
another criminalbackground check for
employee E. (3/23/2022)

Administrator/designee will complete an
orientation to thejob checklist for
employee F (hire date 6/30/2021).
(3/25/2022)

Administrator/Director of Nursing will

2022-03-2
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since 3/2/2020.

3. Personnel record review on 2/15/2022, for
employee B, hire date 6/1/2018, failed to
evidence an annual performance evaluation
since 3/8/2020.

4. Personnel record review on 2/15/2022, for
employee C, hire date 9/18/2019, failed to
evidence an annual performance evaluation
since 3/11/2020.

5. Personnel record review on 2/15/2022, for
employee D, hire date 5/2/2019, failed to
evidence an annual performance evaluation
since 3/8/2020.

6. Personnel record review on 2/15/2022, for
employee E, hire date 6/20/2019, first patient
contact date 7/1/2019, failed to evidence an

annual performance evaluation since 3/11/2020.

Review evidenced a document titled
INkless-Complete Record Detail , which the
alternate administrator identified as the
background check. This document failed to
evidence a date completed and failed to
evidence the results of the background check.

7. Personnel record review on 2/15/2022, for
employee F, hire date 6/30/2021, failed to
evidence an orientation to the job.

8. Personnel record review on 2/15/2022, for
employee G, first patient contact date
10/3/2019, evidenced a document titled
INkless-Complete Record Detail , which the
alternate administrator identified as the
background check, with a date received on
2/17/2020. Review failed to evidence the
background check was submitted by the agency
within 3 days of direct patient contact.

9. Personnel record review on 2/15/2022, for
employee I, hire date 7/2/2012, failed to
evidence an annual performance evaluation
since 3/11/2020.

10. Personnel record review on 2/15/2022, for
employee M, hire date 12/9/2019, failed to
evidence an annual performance evaluation
since 3/8/2020.

11. Personnel record review on 2/15/2022, for

complete annualperformance evaluation
for employee | (hire date 7/2/2012) for
2021 and 2022. (3/25/2022)

Administrator/Director of Nursing will
complete annualperformance evaluation
for employee M (hire date 12/9/2019) for
2021 and 2022. (3/25/2022)

Administrator will instruct Director of
Nursing/designee thatperformance
evaluations must be done on all
employees yearly. (3/25/2022)

Administrator will ensure criminal
background checks are runno later than
days after first patient contact.
(3/25/2022)

Administrator/designee will audit all new
employee files toensure they have all
required documentation, to include
orientation to job andcriminal
background checks, before they are
allowed to see patients. (3/25/2022)

Administrator/Director of
Nursing/designee will create atracking
system to ensure employee
performance evaluations are done
timely. (3/25/2022)

Administrator/designee will review
monthly, at end of month,list of
performance evaluations due that month
to ensure they are done. (3/25/2022)

Administrator/designee will review all
current employeefiles to ensure they
have required documentation to include
a criminalbackground check, if required,
orientation to job checklist and
yearlyperformance evaluations. Any
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employee N, first patient contact date documents will be madecompliant.
3/30/2017, evidenced a document titled Direct (3/25/2022)

Screening , which the alternate administrator
identified as the background check, dated
4/4/2017. Review failed to evidence the agency
requested the background check within 3 days
of direct patient contact.

Administrator will revise the “Personnel
Records” policy tosay performance
evaluations will be done annually.
(3/25/2022)

12. Personnel record review on 2/15/2022, for
employee O, first patient contact date
11/7/2018, evidenced a document titled
INkless-Complete Record Detail , which the
alternate administrator identified as the

The Administrator will be responsible for
monitoring thesecorrective actions to
ensure that this deficiency is corrected

background check, with a date received on and will notrecur.

11/26/2018. Review failed to evidence the

agency requested the background check within See attachment B — “Personnel
3 days of direct patient contact. Records” policy

13. During an interview on 2/15/2022, at 12:27
PM, the alternate administrator indicated the
agency completed a performance evaluation at
least every 3 years. At 12:36 PM, the alternate
administrator indicated she could not locate an
orientation for employee F. At 12:41 PM, the

Personnel Records

alternate administrator indicated there should be POLICY

a background check completed before the

employee sees patients. The alternate Personnel files will be established and
administrator indicated she was unsure where maintained for allstaff. All information will
the background results were for employee E. be considered confidential and will be

madeavailable to authorized
management personnel only

PURPOSE

To maintain personnel files on current
and formeremployees.

REFERENCE

The Joint Commission CANHC
Standards: HR.01.02.01, HR.01.0205;
Medicare cop484.75(b), 484.100,
484.115;CHAP Standards: HRM.3.1,
HRM.4.1, LG.3.1., ACHC Standards:

HH2-6B.01, HH4-1A.01, HH4-2C.01,
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HH4-2D.01, HH4-2H.01

PROCEDURE

1. The personnel record or
personnel informationfor an employee
will include, but not be limited to, the
following:

Employmentapplication/resume.

Observedcompetencies if required:
initial duringorientation, when thereare
concerns or it is a task/skill that
employee requests a refresher or
hasnever done for all patientcare staff.

Home Health Aide
competencyevaluation: initially and
annually.

References,if obtained, or work
history.

1-9 form — separate folder.
Salaryrecaps.
Change of status forms.

CPR,if required (online CPR
certification is acceptable with in-person
verificationof competency).

Performanceappraisal/evaluation
forms.

Verificationof education, certification
and/or licensure.

Agency employee orientation.

Inserviceeducation record.
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Otherdata which is directly related to
the employment, promotion,
additionalcompensation, disciplinary
action or termination.

Criminalhistory check, if required by
law.

Jobdescription: reviewed and signed
by employee.

Certification for specialty areas of
practice,if applicable.

Datedand signed withholding
statements. National sex offender
registry

HOME HEALTH AIDE
COMPETENCY INITIALLY AND
ANNUALY

Agenciesin receipt of funds from
Medicare, Medicaid and all other federal
plans andprograms verify that
individuals hired are not on the Office of
the InspectorGeneral (OIG) List of
Excluded Individuals and Entities (LEIE).
To help avoidthe potential for civil
monetary penalties, OIG strongly
encourages home andcommunity-based
providers to routinely check the LEIE to
ensure that new hiresand current
employees are not on the excluded list.
OIG is required by law toexclude from
participation in all federal health care
programs individuals andentities
convicted of the following types of
criminal offenses (1) Medicare
orMedicaid fraud, as well as any other
offenses related to the delivery of
itemsor services under Medicare,
Medicaid, SCHIP or other State health
careprograms; (2) patient abuse or
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neglect; (3) felony convictions for other
healthcare related fraud, theft or other
financial misconduct; and (4)
felonyconvictions relating to unlawful
manufacture, distribution, prescription
ordispensing of controlled substances.
Agency will checkOIG at least every 6
months.

2. The health record for
applicable employees willinclude:

. PPD tests or chest x-ray results
based onAgency's TB risk assessment.

. Evidence of HBV: administration or
declination

. Physical

. Any other Agency required health
requirements.

3. Employee health
information must be maintainedin files
separate from personnel files and in a
separate location.

4. Personnel records are
confidential and will bereleased only to
authorized management for review.

e Release of personnel information on
current and terminatedemployees
without written authorization from the
employee will be limited toverification of
date of hire, date of termination and job
title.

. When unemployment or other type
of claim isfiled, necessary information
will be released as required by law.

5. Only designated
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2

Administrator, Director ofClinical
Services,mayaccess personnel files.
Anyone else must havepermission from
Administrator.

6. Personnel files will be
stored in metal filecabinets that locks in
Administrator’soffice. .

Employees may review theirpersonnel
records only in the presence of
Administrator/designee..

8. Personnel records will be retainedfor
minimally five years after employee
leaves the Agency, or according
toapplicable state law.

G046

Patient refuses services
484.50(d)(4)

The patient refuses services, or elects to be transferred or
discharged;

Based on record review and interview, the
agency failed to ensure the patient was
discharged because the patient refused services
in 1 of 1 closed clinical record reviewed with a
discharge reason of patient requested discharge.
(#7)

The findings include:

Review of an agency policy obtained
2/15/2022, titled Discharge Criteria and
Planning revised February 2021, stated, &
Patient will be discharged from services as
follows: & Patient refuses services or elects to
be discharged. & A patient who occasionally
declines a service is distinguished from a
patient who refuses services altogether, or who
habitually declines skilled care visits. It is the
patient s right to refuse services. It is the
Agency s responsibility to educate the patient to
the risks and potential adverse outcomes that
can result from refusing services. In the case of

G046

G0460

Unable to correct documentat