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G 0000
Bldg. 00
G 0000
This visit was for a federal home health
validation survey requested by CMS, The
survey was partially extended.
Survey Dates: 11/27/17 through 11/30/17
Facility ID: 007136
Medicare Provider ID: 15-7606
Skilled Unduplicated 12 month census: 140
Current Active Census 107
Records reviewed 10
Home visits 5
G 0121 484.12(c)
COMPLIANCE W/ ACCEPTED
Bldg. 00 PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
GO0121 All current employees will be 12/29/2017
Based on observation, policy review and |n-se.rV|ce.d.on har.1d hygiene via
. . h failed email/mail in-service. All new
Interview, the agency failed to ensure employees will be in-serviced at
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

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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clinicians followed recognized infection orientation.
control procedures related to hand hygiene ) , )
d lovine for 2 of 5 h .. During all Nursing Supervisory
and gloving for 2 of 5 home visit visits, nurses that are present
observations. (patient # 1 and #3). during visit will be supervised on
hand hygiene. This will be
Findings Include: documentc.ac‘i in the supgmsqry .
note. Additional education given if
applicable and documented.
1. At a home visit observation on 11/28/17
at 12:15 PM employee A, a licensed 10% of all employee files will be
practical nurse was observed while audited on a quarterly basis for
dmini . b b hand hygiene
administering a gastrostomy tube (gtube) education/supervision. In addition,
feeding to patient #3. The nurse was review of this requirement is
observed to don gloves without first included during ongoing corporate
performing hand hygiene, then connect the audits.
patient's g-tube to continuous feeding, then The Director of Nursing/Nursing
remove gloves but did not perform hand Supervisors will be responsible for
hygiene before moving away from the monitoring these corrective
patient care area to other areas of the home. actl.o.ns to ensure that this .
deficiency is corrected and will not
recur.
2. At a home visit observation on 11/28/17
at 2:05 PM, employee B, a licensed
practical nurse was observed to discontinue
a continuous tube feeding for patient #1.
The nurse first clamped, then disconnected
the continuous g-tube feeding, then flushed
the g-tube without wearing gloves.
3. Ina3:30 PM 11/29/17 interview with
the agency's director of nursing, the director
acknowledged the employees did not follow
appropriate procedures for use of gloves
and hand hygiene.
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G 0158

Bldg. 00

4. The agency's undated policy titled, 9-3
Personal Protective Equipment-Standard
Precautions stated, Clinical staff will wear
gloves when it can be reasonably anticipated
that they will have contact with blood, body
fluids, mucous membranes or non-intact
skin; when performing vascular access
procedures and when handling/touching
contaminated items or surfaces.

5. The agency's undated policy titled 9-4
Engineering/Work Practice Controls stated,
Hands will be washed prior to direct contact
with patients and hands and other skin
surfaces will be washed immediately and
thoroughly if contaminated with blood or
other body fluids.

484.18

ACCEPTANCE OF PATIENTS, POC, MED
SUPER

Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.

Based on record review, and interview, the
agency failed to ensure the frequencies and
hours of services ordered on the plan of
care were met for 3 of 10 clinical records
reviewed, (records #6,8,10).

G 0158 All referrals received will be
reviewed by Executive Director for
ability to provide the physician’s
ordered frequencies and hours.
Admissions will not occur unless
Physician ordered frequencies and
hours can be met.
Corporate Recruiting will be made

12/29/2017
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aware on a weekly basis of
Findings Include : scheduling needs of current
' clients. Local branch recruiting
will be made aware on a daily
1. The clinical record for patient #6, start of basis of recruiting needs.
care date 3/4/16 was reviewed 11/29/17. Nursing supervisors will review all
The record included a plan of care 4;35 s for act;uratg ;anges fc:jr
. .. physician ordered hours an
established by the physician for the frequencies verifying they correlate
certification period 8/25/17 through with payer authorizations. If
10/25/17 with orders for a nurse to provide discrepancies found, physicians
care 7-9 hours per day 4-6 days per week will be notified and accurate orders
. obtained.
10% of client files will be audited on
A. A review of the skilled nursing notes a quarterly basis for ensuring the
indicated the patient received care from a frequencies and hours of services
nurse for only three days during the week of orqered on the pla.n. of care are
being met. In addition, review of
9/3/17 through 9/9/17 and Only two dayS this requirement is included during
during the week of 10/15/17 through ongoing corporate audits.
10/21/17. The Executive Director will be
responsible for monitoring these
. . corrective actions to ensure that
B. Two documents titled missed this deficiency is corrected and
shift/visit report found in the record indicated will not recur.
the shift’/hours were missed because the
agency was unable to fill the shift due to no
available staff from the agency.
2. The clinical record for patient #8, start of
care date 4/5/16 was reviewed 11/30/17.
The record included a plan of care
established by the physician for the
certification period 9/16/17 through
11/14/17 with orders for a nurse to provide
care 7-16 hours per day 5-7 days per
week.
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A. A review of the skilled nursing notes
indicated the patient received care from a
nurse for only three days during the week of
10/8/17 through 10/14/17.

B. A document titled missed shift/visit
report found in the record indicated the
shifts/hours were missed because the agency
was unable to fill the shift due to no available
staff from the agency.

3. The clinical record for patient #10, start
of care date 6/4/15 was reviewed 11/30/17.
The record included a plan of care
established by the physician for the
certification period 9/4/17 through 11/02/17
with orders for a nurse to provide care 8-13
hours per day 5-7 days per week.

A. A review of the skilled nursing notes
indicated the patient received nursing
services for only 6.5 hours on 9/29/17,
received only 6.25 hours of skilled nursing
care on 10/27/17 and received nursing
services for only four days for the week of
10/22/17 through 10/28/17.

B. Documents titled missed shift/visit
report found in the record indicated the
shifts/hours were missed because the agency
was unable to provide care due to no
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available staff from the agency.

4. Inan 11/30/17 3:30 PM interview with
the the agency's director of nursing, the
director acknowledged the hours shifts were
not provided in accordance with the
patient's plans of care for patients 6, 8, and
10.

5. An undated agency policy, titled 3-11
Care Plan Development stated, Care
planning for each patient is individualized to
address the patient's problems and
needs...The total number of hours provided
will be appropriate to the care required and
ordered.

G 0159 484 .18(a)

PLAN OF CARE

Bldg. 00 | The plan of care developed in consultation
with the agency staff covers all pertinent
diagnoses, including mental status, types of
services and equipment required, frequency
of visits, prognosis, rehabilitation potential,
functional limitations, activities permitted,
nutritional requirements, medications and
treatments, any safety measures to protect
against injury, instructions for timely
discharge or referral, and any other
appropriate items.

Based on record review and interview,the
agency failed to ensure the plan of care

G 0159 Nursing Supervisors will be 12/29/2017
reeducated via in-service on
obtaining appropriate orders for
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contained an order for respite skilled nurses Respite Skilled Nursing services.
services appropriate to the patient's needs All client files will be reviewed for
for 1 of 10 clinical d . q appropriate orders for Respite
orto clinical records reviewe Skilled Nursing services on the
(Patient #4 ). Plan of Care. Orders will be
obtained if needed and billing
Findings Include: pL.JIIed if any staffing occurred
without proper orders.
An order was obtained on
11/28/2017 for Respite Skilled
Nursing Services for patient # 4.
1. The clinical record for patient #4 with a All waiver billing from .
¢ date 2/6/ . q 06/01/17-11/22/2017 for patient #4
start of care date 17 was reviewe was pulled and finalized on
11/29/17. The record included a plan of 12.15.2017.
care for the certification period 9/17/17 10% of client files will be audited on
. a quarterly basis for appropriate
'.[hr(.)ugh 11/15/17. The plz.m <')f care.fallecli to orders for Respite Skilled Nursing
indicate an order for medicaid respite skilled services on the Plan of Care. In
nursing care. addition, review of this requirement
is included during ongoing
. . corporate audits.
A. A sl'<111ed nursing ﬂowsh'eet dated The Director of Nursing will be
1 1/8/17 lndlcated the nurse pl‘OVlded two responsib|e for monitoring these
hours of medicaid respite skilled nursing corrective actions to ensure that
care on that date. this deficiency is corrected and
will not recur.
B. A skilled nursing flowsheet dated
10/19/17 indicated the nurse provided four
and a half hours of medicaid respite skilled
nursing on that date.
C. A Notice of Action document found
in the record indicated that services were
approved by medicaid for respite nursing
for the period from 6/30/17 through
3/31/18. These services failed to be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 3TZB11 Facility ID: 007136 If continuation sheet Page 7 of 16
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N 0000

Bldg. 00

ordered on the plan of care.

2. In an interview with the director of
nursing on 11/30/17 at 3:30 PM, the
director acknowledged patient #4 received
respite skilled nursing services and that this
should be ordered on the plan of care.

3. Anundated agency policy titled 3-10
Physician Orders stated, The Plan of
Treatment is developed based on an
evaluation of the patient's immediate and
long term needs. It includes all pertinent
diagnoses...types of services..hours or
frequency of shifts...and other appropriate
items.

This survey visit was for a state home health
re-licensure survey

Survey Dates: 11/27/17 through 11/30/17
Facility ID: 007136

Medicaid Vendor ID #: 200869820

Skilled Unduplicated 12 month census: 140

10 records reviewed

N 0000
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5 home visits
N 0470 410 IAC 17-12-1(m)
Home health agency
Bldg. 00 | administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
N 0470 All current employees will be 12/29/2017
Based on observation, policy review and m-se.rwce.d.on har.1d hygiene via
. . h failed email/mail in-service. All new
interview, the agency failed to ensure employees will be in-serviced at
clinicians followed recognized infection orientation.
control procedures related to hand hygiene During all Nursing Supervisory
and gloving for 2 of 5 home visit V'S'FS’ nL.Jr.ses.that are pre§ent
b . ient # 1 and 43 during visit will be supervised on
observations. (patient an ). hand hygiene. This will be
documented in the supervisory
Findings Include: note. Additional education given if
applicable and documented.
. . . 10% of all employee files will be
1. At a home visit observation on 11/28/17 audited on a quarterly basis for
at 12:15 PM employee A, a licensed hand hygiene
practical nurse was observed while education/supervision. In addition,
administering a gastrostomy tube (gtube) review of th'? reqU|rement 'S
. . included during ongoing corporate
feeding to patient #3. The nurse was audits
observed to don gloves without first The Director of Nursing/Nursing
performing hand hygiene, then connect the Supervisors will be responsible for
patient's g-tube to continuous feeding, then mo.mtonng these correct.lve
] but did f hand actions to ensure that this
remove gloves but did not perform han deficiency is corrected and will not
hygiene before moving away from the recur.
patient care area to other areas of the home.
State Form Event ID: 3TZB11 Facility ID: 007136 If continuation sheet ~ Page 9 of 16
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2. At ahome visit observation on 11/28/17
at 2:05 PM, employee B, a licensed
practical nurse was observed to discontinue
a continuous tube feeding for patient #1.
The nurse first clamped, then disconnected
the continuous g-tube feeding, then flushed
the g-tube without wearing gloves.

3. Ina3:30 PM 11/29/17 interview with
the agency's director of nursing, the director
acknowledged the employees did not follow
appropriate procedures for use of gloves
and hand hygiene.

4. The agency's undated policy titled, 9-3
Personal Protective Equipment-Standard
Precautions stated, Clinical staff will wear
gloves when it can be reasonably anticipated
that they will have contact with blood, body
fluids, mucous membranes or non-intact
skin; when performing vascular access
procedures and when handling/touching
contaminated items or surfaces.

5. The agency's undated policy titled 9-4
Engineering/Work Practice Controls stated,
Hands will be washed prior to direct contact
with patients and hands and other skin
surfaces will be washed immediately and
thoroughly if contaminated with blood or
other body fluids.
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N 0522 410 1AC 17-13-1(a)
Patient Care
Bldg. 00 | Rule 13 Sec. 1(a) Medical care shall follow a
written medical plan of care established and
periodically reviewed by the physician,
dentist, chiropractor, optometrist or
podiatrist, as follows:
N 0522 All referrals received will be 12/29/2017
Based on record review, and interview, the re\{lfewed by Executlve Dlre.ctor for
failed he f . d ability to provide the physician’s
agency failed to ensure the frequencies an ordered frequencies and hours.
hours of services ordered on the plan of Admissions will not occur unless
care were met for 3 of 10 clinical records Physician ordered frequencies and
reviewed, (records #6,8,10). hours can be me.t'. .
Corporate Recruiting will be made
aware on a weekly basis of
Findings Include : scheduling needs of current
clients. Local branch recruiting
1. The clinical record for patient #6, start of will pe made aware on a daily
date 3/4/16 . 41129/17 basis of recruiting needs.
care date was reviewe ’ Nursing supervisors will review all
The record included a plan of care 485's for accurate ranges for
established by the physician for the physician ordered hours and
certification period 8/25/17 through fr'equenmes verlfy'mg'they correlate
10/25/17 with orders f d with payer authorizations. If
with orders 1or a nurse to provide discrepancies found, physicians
care 7-9 hours per day 4-6 days per week. will be notified and accurate orders
obtained.
A. A review of the skilled nursing notes 10% of client files will be au,d'ted on
L . . a quarterly basis for ensuring the
indicated the patient received care from a frequencies and hours of services
nurse for only three days during the week of ordered on the plan of care are
9/3/17 through 9/9/17 and only two days being met. In addition, review of
during the week of 10/15/17 through this r§qU|rement 'S mclyded during
ongoing corporate audits.
10/21/17. The Executive Director will be
responsible for monitoring these
B. Two documents titled missed corrective actions to ensure that
shift/visit report found in the record indicated th.|s deficiency is corrected and
will not recur.
State Form Event ID: 3TZB11 Facility ID: 007136 If continuation sheet ~ Page 11 of 16
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the shift’/hours were missed because the
agency was unable to fill the shift due to no
available staff from the agency.

2. The clinical record for patient #8, start of
care date 4/5/16 was reviewed 11/30/17.
The record included a plan of care
established by the physician for the
certification period 9/16/17 through
11/14/17 with orders for a nurse to provide
care 7-16 hours per day 5-7 days per

week.

A. A review of the skilled nursing notes
indicated the patient received care from a
nurse for only three days during the week of
10/8/17 through 10/14/17.

B. A document titled missed shift/visit
report found in the record indicated the
shifts/hours were missed because the agency
was unable to fill the shift due to no available
staff from the agency.

3. The clinical record for patient #10, start
of care date 6/4/15 was reviewed 11/30/17.
The record included a plan of care
established by the physician for the
certification period 9/4/17 through 11/02/17
with orders for a nurse to provide care 8-13
hours per day 5-7 days per week.
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N 0524

A. A review of the skilled nursing notes
indicated the patient received nursing
services for only 6.5 hours on 9/29/17,
received only 6.25 hours of skilled nursing
care on 10/27/17 and received nursing
services for only four days for the week of
10/22/17 through 10/28/17.

B. Documents titled missed shift/visit
report found in the record indicated the
shifts/hours were missed because the agency
was unable to provide care due to no
available staff from the agency.

4. In an 11/30/17 3:30 PM interview with
the the agency's director of nursing, the
director acknowledged the hours shifts were
not provided in accordance with the
patient's plans of care for patients 6, 8, and
10.

5. An undated agency policy, titled 3-11
Care Plan Development stated, Care
planning for each patient is individualized to
address the patient's problems and
needs...The total number of hours provided
will be appropriate to the care required and
ordered.

410 IAC 17-13-1(a)(1)
Patient Care
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Bldg. 00 | Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:
(A) Be developed in consultation with the
home health agency staff.
(B) Include all services to be provided if a
skilled service is being provided.
(B) Cover all pertinent diagnoses.
(C) Include the following:
(i) Mental status.
(i)  Types of services and equipment
required.
(i) Frequency and duration of visits.
(iv) Prognosis.
(v) Rehabilitation potential.
(vi) Functional limitations.
(vii) Activities permitted.
(viii) Nutritional requirements.
(ix) Medications and treatments.
(x)  Any safety measures to protect
against injury.
(xi) Instructions for timely discharge or
referral.
(xii) Therapy modalities specifying length of
treatment.
(xiii) Any other appropriate items.
Based on record review and interview,the N 0524 Nursing Supervisors will be 12/29/2017
agency failed to ensure the plan of care reedygated via m-lservnce on
. . . obtaining appropriate orders for
contained an order for respite skilled nurses Respite Skilled Nursing services.
services appropriate to the patient's needs
for 1 of 10 clinical records reviewed All client files will be reviewed for
(Patient #4 ). appropriate orders for Respite
Skilled Nursing services on the
Plan of Care. Orders will be
obtained if needed and billing
Findings Include: pulled if any staffing occurred
without proper orders.
1. The clinical record for patient #4 with a An order was obtained on
start of care date 2/6/17 was reviewed 11/28/2017 for Respite Skilled
State Form Event ID: 3TZB11 Facility ID: 007136 If continuation sheet ~ Page 14 of 16
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11/29/17. The record included a plan of Nursing Services for patient # 4.
care for the certification period 9/17/17 All waiver billing from ,
h h11/15/ he ol £ failed 06/01/17-11/22/2017 for patient #4
through 11/15/17. The plan of care failed to was pulled and finalized on
indicate an order for medicaid respite skilled 12.15.2017.
nursing care.
10% of client files will be audited on
. . a quarterly basis for appropriate
A. A skilled nursing flowsheet dated orders for Respite Skilled Nursing
11/8/17 indicated the nurse provided two services on the Plan of Care. In
hours of medicaid respite skilled nursing addition, review of this requirement
is included during ongoing
care on that date. .
corporate audits.
The Director of Nursing will be
B. A skilled nursing flowsheet dated responsible for monitoring these
10/19/17 indicated the nurse provided four f;"ZCt;Y? actions to e”f“c:e thdat
. . . is deficiency is corrected an
and a half hours of medicaid respite skilled . y
] will not recur.
nursing on that date.
C. A Notice of Action document found
in the record indicated that services were
approved by medicaid for respite nursing
for the period from 6/30/17 through
3/31/18. These services failed to be
ordered on the plan of care.
2. In an interview with the director of
nursing on 11/30/17 at 3:30 PM, the
director acknowledged patient #4 received
respite skilled nursing services and that this
should be ordered on the plan of care.
3. Anundated agency policy titled 3-10
Physician Orders stated, The Plan of
Treatment is developed based on an
State Form Event ID: 3TZB11 Facility ID: 007136 If continuation sheet ~ Page 15 of 16
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evaluation of the patient's immediate and
long term needs. It includes all pertinent
diagnoses...types of services..hours or
frequency of shifts...and other appropriate
items.
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