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G 0000

Bldg. 00

This was a federal recertification survey
and complaint investigation survey. This
survey was fully extended on 6/15/17.

Survey dates: 6/8/17 - 6/19/17

Complaint #: IN00232243 -
Substantiated: Federal deficiencies
related to the allegations are cited.
Unrelated deficiencies are also cited.

Facility #: 003800
Medicare #: 157562

Unduplicated 12 month census: 118
patients

Active Patients: 55

Back Home Again is precluded from
providing its own home health training
and competency evaluation for a period
of two years beginning 6/19/17 - 6/19/19
due to being found out of compliance
with the Conditions of Participation 42
CFR 484.10 Patient Rights, 484.14
Organization, Services, and
Administration, 484.18 Acceptance of
Patients, Plan of Care, and Medical
Supervision; 484.48 Clinical Records,

G 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

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

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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and 484.55 Comprehensive Assessment
of Patients.
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 for the condition of
participation 42 CFR 484.10 Patient
Rights, 484.14 Organization, Services,
and Administration, 484.18 Acceptance
of Patients, Plan of Care, and Medical
Supervision, 484.48 Clinical Records,
and 484.55 Comprehensive Assessment
of Patients.
G 0100
Bldg. 00
G 0100 1) As stated for G-101, 102, 08/18/2017
Based on home visit observation, record 1(_)8‘ 109, 110, ,116 the agency
. . . . will revamp patient Start of Care/
review and interview, the agency failed to Admission Folder to stress Home
ensure patients had been informed of Health Admission with BHA (Back
their rights (G 101); failed to ensure the Home Again), Patient Rights,
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patient was provided a written notice of Oasis rights, the ISDH Hot line
the patient rights in advance of furnishing number and Advance Directives.
. . A copy of all forms returned to the
care to the patient (G 102); failed to agency will be left with the
ensure that the patient was informed in patient.
advance about the care to be furnished by A. All staff to be re-educated on
the home health agency (G 108); failed to _the CI|§nt Adm|35|on el
. informing patient of a Home
ensure the patient had been made aware Health Admission with BHA and
of the right to participate in the planning explanation of the content within
of care (G109); failed to ensure patients the admission folder.
had been provided with the most current B. The new SOC packet will
e . . clearly identify BHA on the
description of Indiana state law regarding documentation being left with the
advance directives (G 110); and failed to patient in their home.
ensure patients were provided the C. Whenever possible all Start
telephone number of the home health gf C?re/ ,zdmlismanoI?erst are to
hotline established by the Indiana State rtjfr?g?afgtof Poroc?ozsizfelr?tn g
Department of Health and the hours of its location/access.
operation prior to start of care (G 116). D. Every visit staff will remind
the patient that their visit is for
. . their Home Health admission with
The cumulative effect of these systemic BHA and document in the patient
problems resulted in the home health note.
agency's inability to ensure the provision E. Each visit with a patient is to
of quality health care in a safe be signed on a paper tracking log
. .. that clearly states patient is aware
env1.r(?nm.ent for the condition of. they have completed a visit for
partICIpatlorl 42 CFR 484 10 Patlent Home Hea'th Care with agency
Rights. BHA.
F. Rights will be given before
care is initiated.
G. Home Health Agency Care
will be provided in the patients’
residence.
2) Chart Audits for items C, D &
E to be completed on new
admissions beginning after
08/04/17 with the new SOC
packets. The audits will be for 3
months & then 10% with quarterly
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audits.
3) Administrator and Clinical
Manager (DON) are responsible.
4) Date of Compliance is
08/18/2017
G 0101 484.10
PATIENT RIGHTS
Bldg. 00 | The patient has the right to be informed of
his or her rights. The HHA must protect and
promote the exercise of those rights.
Based on home visit observation, record G 0101 1)Agency will revamp patient 08/18/2017
review, and interview, the agency failed Start of Care/ Admission Fo!dgr
i ) to stress Home Health Admission
to ensure patients had been informed of with BHA (Back Home Again),
their rights in 8 (# 1, 2,4, 5, 6,9, 10, 11) Patient Rights and Advance
of 12 records reviewed. Directives. A copy of all forms
returned to the agency will be left
he findi ihclude: with the patient.
The findings include: A. All staff to be re-educated on
the Client Admission Process and
1. The agency booklet titled "Patient informing patient of a Home
Orientation for Home Health Care" dated Hea:lth At\.dmls?tzn W'thtB|-t|A ?[Ed
. " . . . explanation of the content within
3/17 1nclude<.i .S.e'ctlon II1. Patient Rights the admission folder.
and Responsibilities Sec. 3. [a] The B. The new SOC packet will
patient or the patient's legal clearly identify BHA on the
representative has the right to be documentation being left with the
i d of th ent's richts th h patient in their home.
mn Omjle ofthe pa.tlen.ts rights throug C. Whenever possible all Start
effective communication. The home of Care/Admission Folders are to
health agency must protect and promote be placed on top of patients’
the exercise of these rights and shall do refrigerator for consistent
he followine: 1. Provide th ient with location/access.
the following: 1. Frovide the patient wi D. Every visit staff will remind
a written notice of the patient right's A. In the patient that their visit is for
advance of furnishing care to the patient; their Home Health admission with
or B. during the initial evaluation visit BHA and document in the patient
before the initiation of treatment. 2 note.
N 9re ) ¢ mnthiation 0' rea mel? T E. Each visit with a patient is to
Maintain Documentation showing that it be signed on a paper tracking log
has complied with the requirements of that clearly states patient is aware
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this section. b. The patient has the right they have completed a visit for
to exercise his or her rights as a patient of garze Health Care with agency
the home health agency as follows: The F. Home Health Agency Care
patient's family or legal representative will be provided in the patients’
may exercise the patient's rights as residence. Staff will be
permitted by law. 2. The patient has the reeducated that all therap¥ Is to
oh i dab h be done and documented in the
right to ... D. Be informed about the care patients’ place of residence. Staff
to be furnished as follows: 1. The home re-educated on Palmetto GBA’s &
health agency shall advise the patient in LCD for PT & OT documentation.
advance of the [AA] disciplines that will G. All current patients will
. . receive the new Patient
furnish care and [BB] changes in the care Information Booklet/Folder
or treatment [iii] the home health agency implemented 08/04/17. Each
shall advise the patient of any change in patient will sign receipt of
the plan of care, including reasonable information. _
disch . he h health 2) Chart Audits for items C, D &
ischarge not.lce ... the 0@6 ! ealt ' E to be completed on new
agency must inform and distribute written admissions beginning after
information to the patient in advance, 08/04/17 with the new SOC
concerning its policies on advance packets. The audits will be for 3
. . . . .. months & then 10% with quarterly
directives, including a description of audits
applicable state law. The home health 3) Administrator and Clinical
agency may furnish advance directives Manager (DON) are responsible.
information to a patient at the time of the 4) Date of Compliance is
.. 08/18/2017
first home visit, as long as the
information is furnished before care is
provided. You also have the right to ...
have a relationship with our staff that is
based on honesty and ethical standards of
conduct ... be advised of the availability
of the toll - free Home Health Agency
[HHA] hotline in the state. When the
agency accepts the patient for treatment
or care, the HHA must advise the patient
in writing of the telephone number of the
home health hotline established by the
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state, the hours of operation and that the
purpose of the hotline is to receive
complaints or questions about local
HHAs and complaints regarding the
implementation of advance directives.
The Indiana State Department of Health's
toll free hotline number is 1 - 800-
227-6334. The hotline number is
available 24 hours a day, seven days a
week ... accept or refuse care, treatment,
and / or services without fear of reprisal
or discrimination ... receive care of the
highest quality ... be admitted only if we
can provide the care you need ... be told
what to do in case of emergency."

2. Regarding patient #1 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #1
evidenced the patient started care with
the agency on 5/22/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
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health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/14/17 at 2:40 PM, patient #1 indicated
not being a home health agency patient
with any home health agency but being a
patient of a rehabilitation company where
he / she received physical therapy and
occupational therapy in a wellness room.
Patient #1 indicated very recently the
therapists started coming to her / his
apartment instead of his / her attending
therapy in the wellness room. The
patient was not aware of being with a
home health agency or being informed of
his / her rights as a patient of a home
health agency or receiving a copy of
anything including rights from a home
health agency.

C. During an interview on 6/15/17 at
3:40 PM, the director of nursing and
Employee H, Registered Nurse, did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

3. Regarding patient #4 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:
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A. A review of Clinical Record #4
evidenced the patient started care with
the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
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approve the report.

C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

4. Regarding patient #5 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
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This patient indicated attending
outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

5. Regarding patient #6 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #6
evidenced the patient started care with
the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."
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B. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

6. Regarding patient # 9 who was not
aware of being a patient of the home
health agency or aware of the patient
rights:

A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
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has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, and place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
had never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.

7. Regarding patient # 10 who did not
receive an admission folder until the day
before the home visit observation:

A. A review of Clinical Record #10
evidenced the patient started care with
the agency on 4/21/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
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health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/13/17 at
2:50 PM, patient #10 indicated receiving
admission folder booklet yesterday.

C. During a home visit observation
on 6/13/17 at 2:50 PM, patient #10 was
observed to have an admission folder for
the agency in her / his possession.

8. Regarding patient # 11 who did not
receive an admission folder until day of
home visit observation:

A. A review of Clinical Record #11
evidenced the patient started care with
the agency on 5/24/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."
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B. During an interview on 6/13/17 at
11:20 AM, patient #11 indicated
receiving an admission folder booklet
today and not having the booklet
including the patient rights before today
(6/13/17).

C. During a home visit observation
on 6/13/17 at 11:20 AM, patient #11 was
observed to have an admission folder for
the agency in her / his possession.

9. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
initial admission visit if the physician's
order is assessment. A physician's order
for skilled nursing and / or therapeutic
services must be obtained from the
client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
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explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
possible financial obligations related to
the care. i. Obtain the client's signature
on the service agreement, Home Care Bill
of Rights, and other forms required by
the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
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K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

10. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make
informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
with a written notice of the Home Care
Bill of rights in advance of furnishing
care to the client or during the initial
evaluation visit before treatment is
initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
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to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider."

11. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
the start of care."

12. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
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decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

Regarding patient #2

13. A review of Clinical Record #2
evidenced the patient started care with
the agency on 2/16/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

A. The agency booklet titled "Patient
Orientation for Home Health Care" dated
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3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
effective communication. The home
health agency must protect and promote
the exercise of these rights ... You also
have the right to ... receive information in
a manner you can understand ... be
advised of the availability of the toll free
home health agency [HHA] hotline in the
state."

B. During home visit observation of
a home health aide of patient #2, on 6-9-
17 at 9:00 AM, with permission, patient
#2's admission folder was reviewed. The
folder had a taped on printed drawing of
a bird on the front, and underneath
observed was "Back Home Again."
Patient #2 identified the folder as the
Back Home Again admission folder.
Review of the folder failed to evidence
written notice of patient's rights to
include OASIS rights. Patient #2 stated
not having discarded agency documents
provided at the start of care and could not
recall the name of the clinician who came
to the home on 2-16-17.
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G0102 | 484.10(a)(1)
NOTICE OF RIGHTS
Bldg. 00 The HHA must provide the patient with a
written notice of the patient's rights in
advance of furnishing care to the patient or
during the initial evaluation visit before the
initiation of treatment.
Based on home visit observation, record G 0102 1) In addition to measures 08/18/2017
review and interview, the agency failed to to be completed per N 494
ensure the patient was provided a written the agency will ensure all
notice of the patient rights in advance of patients are informed in
furnishing care to the patient for 8 (# 1, writing at admission of the
2, 4,5,6,9,10, 11) of 12 records disciplines that will provide
reviewed. care during the Home
Health Episode and each
The findings include: clinician is to outline the
anticipated frequency of
1. Regarding patient #1 who was not visits for th? patient.
aware of being a patient of the home A. Staff W'I! be_ educated
health agency or aware of the patient on F:(?mmunlcatlng )
rights: anticipated frequency with
their patients and
A. A review of Clinical Record #1 documenjung ona C?Ie.ndar
. . . to be left in the admission
evidenced the patient started care with . : ,
. folder in the patients’ home.
the agency on 5/22/17. An admission .
. . . This includes
consent was signed on this date. This .
. . revisions/updates to the
document stated, "Patient Rights and . )
o ] Plan of Care involving
Responsibilities I acknowledge receipt of
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my rights and responsibilities as a patient disciplines and frequencies
[including OASIS rights] and I recorded on the patient
understand them. The state hotline calendar in their admission
number, its purpose and hours of folder.
operation have been provided and B. The revamped Start of
explained to me. 1acknowledge that I Care/Admission folder will
have chosen this agency to provide home include blank calendars as
health care. No employee of this agency well as a checklist of items
has solicited or coerced my decision in (leftin the home and
selecting a home health agency." .returned to the office) that
includes calendars and
B. During a phone interview on patient acknowledgement
6/14/17 at 2:40 PM, patient #1 indicated of calendar. .
not being a home health agency patient C F_’te.ltlenthIII behnOtl Ied_
with any home health agency but being a |n' er I.ng ot any changes in
. L disciplines and / or
patient of an rehabilitation company
. . frequency recorded on the
where he / she received physical therapy . . .
. . patient calendar in their
and occupational therapy in a wellness o
. o admission folder.
room. Patient #1 indicated very recently o
: : . 2) The Clinical Manager
the therapists started coming to her / his . . )
rtment instead of his / her attend; will review/audit all new
a}?a men IES ca 110 1S/ herd Tellll ne SOC documentation for
therapy in the wellness room.  the compliance of items B & C.
patient was not aware of b.elng with a Audits to be completed with
hf)me hea.lth agency or.bemg informed of 100% of new admissions
his / her rights as a patient of a home 08/04/17 for 3 months and
health agency or receiving a copy of then 10% quarterly.
anything including rights from a home 3) Administrator Clinical
health agency. Manager (DON) are
responsible.
C. During an interview on 6/15/17 at 4) Date of compliance is
3:40 PM, the director of nursing and 08/18/17.
Employee H, Registered Nurse, did not
indicate agreement or concern that the
patient was not aware of being a home
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health agency patient or that the patient
did not receive his / her patient rights.

2. Regarding patient #4 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #4
evidenced the patient started care with
the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
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health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
approve the report.

C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

3. Regarding patient #5 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
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health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

4. Regarding patient #6 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #6
evidenced the patient started care with
the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
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operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

5. Regarding patient # 9 who was not
aware of being a patient of the home
health agency or aware of the patient
rights:

A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
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[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, and place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
has never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.

6. Regarding patient # 10 who did not
receive an admission folder until the day
before the home visit observation:

A. A review of Clinical Record #10
evidenced the patient started care with
the agency on 4/21/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
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my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/13/17 at
2:50 PM, patient #10 indicated receiving
admission folder booklet yesterday.

C. During a home visit observation
on 6/13/17 at 2:50 PM, patient #10 was
observed to have an admission folder for
the agency in her / his possession.

7. Regarding patient # 11 who did not
receive an admission folder until day of
home visit observation:

A. A review of Clinical Record #11
evidenced the patient started care with
the agency on 5/24/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
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operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/13/17 at
11:20 AM, patient #11 indicated
receiving admission folder booklet today
and not having the booklet including the
patient rights before today.

C. During a home visit observation
on 6/13/17 at 11:20 AM, patient #11 was
observed to have an admission folder for
the agency in her / his possession.

8. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
initial admission visit if the physician's
order is assessment. A physician's order
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for skilled nursing and / or therapeutic
services must be obtained from the
client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
possible financial obligations related to
the care. i. Obtain the client's signature
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on the service agreement, Home Care Bill
of Rights, and other forms required by
the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

9. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make
informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
with a written notice of the Home Care
Bill of rights in advance of furnishing
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care to the client or during the initial
evaluation visit before treatment is
initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider."

10. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
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the start of care."

11. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

12. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
effective communication. The home
health agency must protect and promote
the exercise of these rights and shall do
the following: 1. Provide the patient with
a written notice of the patient right's A. In
advance of furnishing care to the patient;
or B. during the initial evaluation visit
before the initiation of treatment. 2.
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Maintain Documentation showing that it
has complied with the requirements of
this section. b. The patient has the right
to exercise his or her rights as a patient of
the home health agency as follows: The
patient's family or legal representative
may exercise the patient's rights as
permitted by law. 2. The patient has the
right to ... D. Be informed about the care
to be furnished as follows: i. The home
health agency shall advise the patient in
advance of the [AA] disciplines that will
furnish care and [BB] changes in the care
or treatment [iii] the home health agency
shall advise the patient of any change in
the plan of care, including reasonable
discharge notice ... the home health
agency must inform and distribute written
information to the patient in advance,
concerning its policies on advance
directives, including a description of
applicable state law. The home health
agency may furnish advance directives
information to a patient at the time of the
first home visit, as long as the
information is furnished before care is
provided. You also have the right to ...
have a relationship with our staff that is
based on honesty and ethical standards of
conduct ... be advised of the availability
of the toll - free Home Health Agency
[HHA] hotline in the state. When the
agency accepts the patient for treatment
or care, the HHA must advise the patient
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in writing of the telephone number of the
home health hotline established by the
state, the hours of operation and that the
purpose of the hotline is to receive
complaints or questions about local
HHASs and complaints regarding the
implementation of advance directives.
The Indiana State Department of Health's
toll free hotline number is 1 - 800-
227-6334. The hotline number is
available 24 hours a day, seven days a
week ... accept or refuse care, treatment,
and / or services without fear of reprisal
or discrimination ... receive care of the
highest quality ... be admitted only if we
can provide the care you need ... be told
what to do in case of emergency."

13. Regarding patient #2:

A. A review of Clinical Record #2
evidenced the patient started care with
the agency on 2/16/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
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G 0108

Bldg. 00

has solicited or coerced my decision in

selecting a home health agency." B.

During home visit observation of a home
health aide of patient #2, on 6-9-17 at
9:00 AM, with permission, patient #2's
admission folder was reviewed. The
folder had a taped on printed drawing of
a bird on the front, and underneath
observed was "Back Home Again."
Patient #2 identified the folder as the
Back Home Again admission folder.
Review of the folder failed to evidence
written notice of patient's rights to
include OASIS rights. Patient #2 stated
not having discarded agency documents
provided at the start of care and could not
recall the name of the clinician who came
to the home on 2-16-17.

484.10(c)(1)

RIGHT TO BE INFORMED AND
PARTICIPATE

The patient has the right to be informed, in
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advance about the care to be furnished, and
of any changes in the care to be furnished.
The HHA must advise the patient in advance
of the disciplines that will furnish care, and
the frequency of visits proposed to be
furnished.
The HHA must advise the patient in advance
of any change in the plan of care before the
change is made.
Based on record review and interview, G 0108 1) 1) The agency will ensure 08/18/2017
the agency failed to ensure that the all patients are informed in writing
. . . at admission and as an ongoing
patient was informed in advance about procedure of the disciplines that
the care to be furnished by the home will provide care during the Home
health agency in 5 of 12 records reviewed Health Episode and each clinician
#1,4,5,6,9). is to outline thg gnticipated '
frequency of visits for the patient.
o A. Staff will be educated
The findings include: on communicating
) ) anticipated frequency with
1. Regarding patient #1 who was not their patients and
aware of being a patient of the home documenting on a calendar
health agency or aware of receiving care to be left in the admission
from the agency: folder in the patients’ home.
This includes
A. A review of Clinical Record #1 revisions/updates to the
evidenced the patient started care with Plan of Care involving
the agency on 5/22/17. An admission disciplines and frequencies
consent was signed on this date. This recorded on the patient
document stated, "Patient Rights and calendar in their admission
Responsibilities T acknowledge receipt of folder.
my rights and responsibilities as a patient B. The revamped Start of
[including OASIS rights] and I Care/Admission folder will
understand them. The state hotline include blank calendars as
number, its purpose and hours of well as a checklist of items
operation have been provided and (left in the home and
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explained to me. I acknowledge that I returned to the office) that
have chosen this agency to provide home includes calendars and
health care. No employee of this agency patient acknowledgement
has solicited or coerced my decision in of calendar.
selecting a home health agency." C. Patient will be notified
in writing of any changes in
B. During a phone interview on disciplines and / or
6/14/17 at 2:40 PM, patient #1 indicated frequency recorded on the
not being a home health agency patient patlgnt 'calendar in their
with any home health agency but being a admission f_OI_der'
patient of an rehabilitation company 2)_ Th_e C“n'C?I Manager
where he / she received physical therapy will review/audit a_” new
and occupational therapy in a wellness SOC QOcumefn'tatlon for
room. Patient #1 indicated very recently com_pllance of items B & C
. . . Audits to be completed with
the therapists started coming to her / his L
. . . 100% of new admissions
apartment instead of his / her attending
. 08/04/17 for 3 months and
therapy in the wellness room. The o
. . . then 10% quarterly.
patient was not aware of being with a . -
. 3) Administrator Clinical
home health agency or being informed of Manager (DON) are
his / her rights as a pa.tlfznt of a home responsible.
health agency or receiving a copy of 4) Date of compliance is
anything including rights from a home 08/18/17.
health agency.
C. During an interview on 6/15/17 at
3:40 PM, the director of nursing and
Employee H, Registered Nurse, did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.
2. Regarding patient #4 who was not
aware of being a patient of the home
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health agency or aware of receiving care
from the agency:

A. A review of Clinical Record #4
evidenced the patient started care with
the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
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send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
approve the report.

C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

3. Regarding patient #5 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."
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B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

4. Regarding patient #6 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #6
evidenced the patient started care with
the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
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has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

5. Regarding patient # 9 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
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explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, and place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
has never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.

6. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
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initial admission visit if the physician's
order is assessment. A physician's order
for skilled nursing and / or therapeutic
services must be obtained from the
client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
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possible financial obligations related to
the care. i. Obtain the client's signature
on the service agreement, Home Care Bill
of Rights, and other forms required by
the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

7. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make
informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
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with a written notice of the Home Care
Bill of rights in advance of furnishing
care to the client or during the initial
evaluation visit before treatment is
initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider ... when the client / caregiver
has reviewed the Bill of Rights and their
right to complain to the agency, they are
also given the numbers and contact
information for the Home Care Hotline
operated by the Department of Health."
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8. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
the start of care."

9. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

10. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
effective communication. The home
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health agency must protect and promote
the exercise of these rights and shall do
the following: 1. Provide the patient with
a written notice of the patient right's A. In
advance of furnishing care to the patient;
or B. during the initial evaluation visit
before the initiation of treatment. 2.
Maintain Documentation showing that it
has complied with the requirements of
this section. b. The patient has the right
to exercise his or her rights as a patient of
the home health agency as follows: The
patient's family or legal representative
may exercise the patient's rights as
permitted by law. 2. The patient has the
right to ... D. Be informed about the care
to be furnished as follows: i. The home
health agency shall advise the patient in
advance of the [AA] disciplines that will
furnish care and [BB] changes in the care
or treatment [iii] the home health agency
shall advise the patient of any change in
the plan of care, including reasonable
discharge notice ... the home health
agency must inform and distribute written
information to the patient in advance,
concerning its policies on advance
directives, including a description of
applicable state law. The home health
agency may furnish advance directives
information to a patient at the time of the
first home visit, as long as the
information is furnished before care is
provided. You also have the right to ...
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G 0109

Bldg. 00

have a relationship with our staff that is
based on honesty and ethical standards of
conduct ... be advised of the availability
of the toll - free Home Health Agency
[HHA] hotline in the state. When the
agency accepts the patient for treatment
or care, the HHA must advise the patient
in writing of the telephone number of the
home health hotline established by the
state, the hours of operation and that the
purpose of the hotline is to receive
complaints or questions about local
HHAs and complaints regarding the
implementation of advance directives.
The Indiana State Department of Health's
toll free hotline number is 1 - 800-
227-6334. The hotline number is
available 24 hours a day, seven days a
week ... accept or refuse care, treatment,
and / or services without fear of reprisal
or discrimination ... receive care of the
highest quality ... be admitted only if we
can provide the care you need ... be told
what to do in case of emergency."

484.10(c)(2)

RIGHT TO BE INFORMED AND
PARTICIPATE

The patient has the right to participate in the
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planning of the care.
The HHA must advise the patient in advance
of the right to participate in planning the care
or treatment and in planning changes in the
care or treatment.
Based on record review and interview, G 0109 1)The agency will ensure all 08/18/2017
the agency failed to ensure that the patients are informed in writing at
. . K admission and on an ongoing
patient was informed in advance about basis the disciplines that will
the right to participate in the planning of provide care during the Home
care to be furnished by the home health Health Episode and each clinician
agency in 5 of 12 records reviewed (# 1, is to outline th? ?nt'c'pated )
4569 frequency of visits for the patient.
»3,6,9). All patients will be informed in
advance about participating in
The findings include: their care planning by having
visits identified in advance on a
. . calendar provided in the Start of
1. Regardm.g patlen‘F #1 who was not Care/ Admission Folder and
aware of being a patient of the home reminder cards distributed by the
health agency or aware of receiving care clinician for the next anticipated
from the agency visit. Care planning with patient
involvement will be documented
) o at each visit. Should changes
A. A review of Clinical Record #1 need to be made to the Plan of
evidenced the patient started care with Care the patient will be notified in
the agency on 5/22/17. An admission writing prior to providing care.
consent was signed on this date. This A. Staff Wlll t_)e edu?a_ted on
document stated, "Patient Rights and ]E:Ommunlcat!:lhgtinjtlmp?tedt
Responsibilities I acknowledge receipt of reglijency Wi i eir patients
my rights and responsibilities as a patient 22|en§::$ebnellnegﬂci)r? tahe
[including OASIS rights] and I admission folder in the
understand them. The state hotline atients’ home. This
number, its purpose and hours of iFi\cIudes revisic;ns/updates
operation have been provided and
pl' dtV I pan tedge tht I to the Plan of Care
EXP a“;le © ‘E,e' acknowie g?d ah involving disciplines and
ave chosen this agency to prov.l € home frequencies recorded on
health care. No employee of this agency the patient calendar in their
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MF8311 Facility ID: 003800 If continuation sheet Page 49 of 410




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

PRINTED: 09/01/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157562 B. WING 06/19/2017
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
291 N STATERD 2
BACK HOME AGAIN VALPARAISO, IN 46383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D _ o (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
has solicited or coerced my decision in admission folder.
selecting a home health agency." B. The revamped Start of
Care/Admission folder will
B. During a phone interview on include blank calendars as
6/14/17 at 2:40 PM, patient #1 indicated well as a checklist of items
not being a home health agency patient (left in the home and
with any home health agency but being a returned to the office) that
patient of an rehabilitation company includes calendars and
where he / she received physical therapy patient acknowledgement
and occupational therapy in a wellness of Cale_ndar' _ o
room. Patient #1 indicated very recently C..F"atlent will be nOt'f'e.d In
the therapists started coming to her / his W_r't'r]g_ of any changes in
apartment instead of his / her attending ?ISC'plmes and / or h
therapy in the wellness room. The requency record.ed On_ the
. . . patient calendar in their
patient was not aware of being with a o
home health agency or being informed of admission folder.
) ) geney . g D. Staff will be educated on
his / her rights as a patient of a home utilization of the calendar and
health agency or receiving a copy of distribution of reminder cards. If a
anything including rights from a home reminder card is distributed it is to
health agenc be documented in the patient
gency. note.
2) Foritems A-C the Clinical
C. During an interview on 6/15/17 at Manager will review/audit all new
3:40 PM, the director of nursing and SOC documentation for
. . liance of items B & C. This
Employee H, Registered Nurse, did not comp
mmployee H, Beg HIse, will be ongoing with 100%
indicate agreement or concern that the compliance. For item D the
patient was not aware of being a home agency will contact patient the
health agency patient or that the patient day before the next scheduled
did not receive his / her patient rights. visit to remind them of their next
P & scheduled visit. A log of daily
contact will be kept at the agency
2. Regarding patient #4 who was not and these along with 10% of
aware of being a patient of the home patient notes to be reviewed
health agency or aware of receiving care weekly by thg clinical manager for
100% compliance for 3 months
from the agency and then 10% quarterly.
3) Administrator Clinical
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A. A review of Clinical Record #4 Manager (DON) are responsible.
evidenced the patient started care with 4) Date of compliance is
08/18/17.

the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
approve the report.
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C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

3. Regarding patient #5 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
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outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

4. Regarding patient #6 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #6
evidenced the patient started care with
the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
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6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

5. Regarding patient # 9 who was not
aware of being a patient of the home
health agency or receiving care from the
agency:

A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
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selecting a home health agency."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, and place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
has never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.

6. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
initial admission visit if the physician's
order is assessment. A physician's order
for skilled nursing and / or therapeutic
services must be obtained from the
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client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
possible financial obligations related to
the care. i. Obtain the client's signature
on the service agreement, Home Care Bill
of Rights, and other forms required by

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

MF8311  Facility ID:

003800 If continuation sheet

Page 56 of 410




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

PRINTED: 09/01/2017
FORM APPROVED
OMB NO. 0938-0391

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

157562

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
06/19/2017

NAME OF PROVIDER OR SUPPLIER

BACK HOME AGAIN

STREET ADDRESS, CITY, STATE, ZIP CODE
291 N STATERD 2
VALPARAISO, IN 46383

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

7. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make
informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
with a written notice of the Home Care
Bill of rights in advance of furnishing
care to the client or during the initial
evaluation visit before treatment is
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initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider ... when the client / caregiver
has reviewed the Bill of Rights and their
right to complain to the agency, they are
also given the numbers and contact
information for the Home Care Hotline
operated by the Department of Health."

8. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
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their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
the start of care."

9. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

10. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
effective communication. The home
health agency must protect and promote
the exercise of these rights and shall do
the following: 1. Provide the patient with
a written notice of the patient right's A. In
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advance of furnishing care to the patient;
or B. during the initial evaluation visit
before the initiation of treatment. 2.
Maintain Documentation showing that it
has complied with the requirements of
this section. b. The patient has the right
to exercise his or her rights as a patient of
the home health agency as follows: The
patient's family or legal representative
may exercise the patient's rights as
permitted by law. 2. The patient has the
right to ... D. Be informed about the care
to be furnished as follows: i. The home
health agency shall advise the patient in
advance of the [AA] disciplines that will
furnish care and [BB] changes in the care
or treatment [iii] the home health agency
shall advise the patient of any change in
the plan of care, including reasonable
discharge notice ... the home health
agency must inform and distribute written
information to the patient in advance,
concerning its policies on advance
directives, including a description of
applicable state law. The home health
agency may furnish advance directives
information to a patient at the time of the
first home visit, as long as the
information is furnished before care is
provided. You also have the right to ...
have a relationship with our staff that is
based on honesty and ethical standards of
conduct ... be advised of the availability
of the toll - free Home Health Agency
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[HHA] hotline in the state. When the
agency accepts the patient for treatment
or care, the HHA must advise the patient
in writing of the telephone number of the
home health hotline established by the
state, the hours of operation and that the
purpose of the hotline is to receive
complaints or questions about local
HHAs and complaints regarding the
implementation of advance directives.
The Indiana State Department of Health's
toll free hotline number is 1 - 800-
227-6334. The hotline number is
available 24 hours a day, seven days a
week ... accept or refuse care, treatment,
and / or services without fear of reprisal
or discrimination ... receive care of the
highest quality ... be admitted only if we
can provide the care you need ... be told
what to do in case of emergency."

484.10(c)(2)(ii)

RIGHT TO BE INFORMED AND
PARTICIPATE

The HHA complies with the requirements of
Subpart | of part 489 of this chapter relating
to maintaining written policies and
procedures regarding advance directives.
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The HHA must inform and distribute written
information to the patient, in advance,
concerning its policies on advance
directives, including a description of
applicable State law. The HHA may furnish
advance directives information to a patient
at the time of the first home visit, as long as
the information is furnished before care is
provided.
Based on home visit observation, record G 0110 1) The Agency will ensure that 08/18/2017
review and interview, the agency failed to patlen.ts.recelve the ",wSt current
. . . description of the Indiana State
ensure patients had been provided with Health Department Advance
the most current description of Indiana Directives (Revised July 1, 2013)
state law regarding advance directives in in the revamped Start of Care/
8(#1,2,4,5,6,9,10, 11) of 12 records Admission folder. =
. d A. Admitting and all clinical staff
reviewed. to be educated on the most
current version of Advance
The findings include: Directives so they may ensure
patient has the most current
. .. version.
1. Areview of Clinical .records #1,4,5, B. Extra copies of the most
6,9,10, 11 failed to evidence the most current version of Advance
current version of the description of Directives (Revised July 1, 2013)
Indiana state law regarding advance :o be d'tsmbti,tedtto,fhav% otn gand
. " j 1w o give to patients if outdate
directives, "Your Right To Decllde > versions are identified in current
dated July 2013, had been provided to the patient homes.
patients at the start of care. This is C. The primary professional in
evidenced by the following: the home is to review at
recertification the advance
) o directive in the home and
2. A review of the admission handbook document findings in their clinical
for the agency titled "Back Home Again note.
Inc Home Health Care Services ... Patient 2) ThtehC“S”C';’g '\:an;girfw'”
. . C review the checklist for
Orléntatlon & Information" included the receipt of the updated Advance
Indiana State Department of Health Directives as well as audit
Advance Directives Your Right to recertification for inclusion of
Decide Revised May 2004. documentation of Advance
Directives in the patient home
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3. A review of the "Back Home Again
Patient Orientation for Home Health
Care" dated 3/17 included a section titled
"Section III: Patient Rights and
Responsibilities” stated, "The patient or
the patients legal representative has the
right to be informed of the patient's rights
through effective means of
communication. The home health agency
must protect and promote the exercise of
these rights ... The patient has the right to
be as follows ... the home health must
inform and distribute written information
to the patient in advance concerning its
policies on advance directives, including
a description of state law. The home
health agency may furnish advance
directive information to a patient at the
time of the first home visit, as long as the
information is furnished before care is
provided."

4. Regarding patient #1 who was not
aware of receiving the most current
description of Indiana state law regarding
advance directives:

A. A review of Clinical Record #1
evidenced the patient started care with
the agency on 5/22/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient

with quarterly chart audits. Audits
to be completed on 100% of new
admissions 08/04/17 for 3 months
and then 10% quarterly.

3) Administrator and Clinical
Manager (DON) are responsible.
4) Date of compliance
08/18/17.
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[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
requires that I be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During a phone interview on
6/14/17 at 2:40 PM, patient #1 indicated
not being a home health agency patient
with any home health agency but being a
patient of an rehabilitation company
where he / she received physical therapy
and occupational therapy in a wellness
room. Patient #1 indicated very recently
the therapists started coming to her / his
apartment instead of his / her attending
therapy in the wellness room. The
patient was not aware of being with a
home health agency or being informed of
his / her rights as a patient of a home
health agency or receiving a copy of
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anything including rights from a home
health agency.

C. During an interview on 6/15/17 at
3:40 PM, the director of nursing and
Employee H, Registered Nurse, did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

5. Regarding patient #4 who was not
aware of receiving the most current
description of Indiana state law regarding
advance directives:

A. A review of Clinical Record #4
evidenced the patient started care with
the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
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requires that I be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During a phone interview on
6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
approve the report.

C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

6. Regarding patient #5 who was not
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aware of receiving the most current
description of Indiana state law regarding
advance directives:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
requires that [ be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
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outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

6. Regarding patient #6 who was not
aware of receiving the most current
description of Indiana state law regarding
advance directives:

A. A review of Clinical Record #6
evidenced the patient started care with
the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
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requires that I be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

7. Regarding patient # 9 who was not
aware of receiving the most current
description of Indiana state law regarding
advance directives:

A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
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my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
requires that I be made aware of my right
to make health care decisions for myself.
I understand that [ may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, and place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
has never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.
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8. Regarding patient # 10 who was not
aware of receiving the most current
description of Indiana state law regarding
advance directives at the start of care:

A. A review of Clinical Record #10
evidenced the patient started care with
the agency on 4/21/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
requires that I be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. During an interview on 6/13/17 at
2:50 PM, patient #10 indicated receiving
admission folder booklet yesterday.
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C. During a home visit observation
on 6/13/17 at 2:50 PM, patient #10 was
observed to have an admission folder for
the agency in her / his possession.

9. Regarding patient # 11 who did not
receive an admission folder until day of
home visit observation or have
knowledge of advance directives:

A. A review of Clinical Record #11
evidenced the patient started care with
the agency on 5/24/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency ...
Advance Directives I understand that the
Federal Self - Determination Act of 1990
requires that I be made aware of my right
to make health care decisions for myself.
I understand that I may express my
wishes in a document called an Advance
Directive so that my wishes may be
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known when I am unable to speak for
myself."

B. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
effective communication. The home
health agency must protect and promote
the exercise of these rights ... You also
have the right to ... receive information in
a manner you can understand ... be
advised of the availability of the toll free
home health agency [HHA] hotline in the
state."

C. During an interview on 6/13/17 at
11:20 AM, patient #11 indicated
receiving admission folder booklet today
and not having the booklet including the
patient rights before today.

D. During a home visit observation
on 6/13/17 at 11:20 AM, patient #11 was
observed to have an admission folder for
the agency in her / his possession.

10. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
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for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
initial admission visit if the physician's
order is assessment. A physician's order
for skilled nursing and / or therapeutic
services must be obtained from the
client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
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in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
possible financial obligations related to
the care. i. Obtain the client's signature
on the service agreement, Home Care Bill
of Rights, and other forms required by
the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

11. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make

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

MF8311  Facility ID:

003800 If continuation sheet

Page 75 of 410




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

PRINTED: 09/01/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A.BUILDING 00 COMPLETED
157562 B. WING 06/19/2017
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
291 N STATERD 2
BACK HOME AGAIN VALPARAISO, IN 46383
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
with a written notice of the Home Care
Bill of rights in advance of furnishing
care to the client or during the initial
evaluation visit before treatment is
initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
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health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider."

12. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
the start of care."

13. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

14. Regarding patient #2 who did not
receive the advance directives in the
admission folder:
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A. A review of patient #2's clinical
record evidenced the patient started care
with the agency on 2/16/17. An
admission consent was signed on this
date. This document stated, "Patient
Rights and Responsibilities |
acknowledge receipt of my rights and
responsibilities as a patient [including
OASIS rights] and I understand them.
The state hotline number, its purpose and
hours of operation have been provided
and explained to me. I acknowledge that
I have chosen this agency to provide
home health care. No employee of this
agency has solicited or coerced my
decision in selecting a home health
agency ... Advance Directives |
understand that the Federal Self -
Determination Act of 1990 requires that I
be made aware of my right to make
health care decisions for myself. |
understand that I may express my wishes
in a document called an Advance
Directive so that my wishes may be
known when I am unable to speak for
myself."

B. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
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informed of the patient's rights through
effective communication. The home
health agency must protect and promote
the exercise of these rights ... You also
have the right to ... receive information in
a manner you can understand ... be
advised of the availability of the toll free
home health agency [HHA] hotline in the
state." C. During home visit
observation of a home health aide of
patient #2, on 6-9-17 at 9:00 AM, with
permission, patient #2's admission folder
was reviewed. The folder had a taped on
printed drawing of a bird on the front,
and underneath observed was "Back
Home Again." Patient #2 identified the
folder as the Back Home Again
admission folder. Review of the folder
failed to evidence failed to evidence
written notice of a description of
applicable Indiana Advance Directive
law; and failed to evidence
documentation of the agency's policies
related to advance directives had been
provided. Patient #2 stated not having
discarded any documents from the
admission folder and could not recall the
name of the clinician who visited the
home on 2-16-17, when admission
procedures were accomplished. Review
of a consent, "Admission Consent," dated
2-16-17, evidenced patient #2 had
checked the boxes indicating having a
living will and durable power of attorney
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G 0116

Bldg. 00

as advance directives. Patient #2 stated
not having provided copies of the
documents to the agency, and not having
been asked by any agency personnel to
provide a copy of the 2 advance
directives to the home health agency.
Patient #2 denied anyone from the agency
had explained the agency's policies
related to Advance Directives.

484.10(f)

HOME HEALTH HOTLINE

The patient has the right to be advised of the
availability of the toll-free HHA hotline in the
State.

When the agency accepts the patient for
treatment or care, the HHA must advise the
patient in writing of the telephone number of
the home health hotline established by the
State, the hours of its operation, and that the
purpose of the hotline is to receive
complaints or questions about local HHAs.
The patient also has the right to use this
hotline to lodge complaints concerning the
implementation of the advanced directives
requirements.
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review and interview, the agency failed to
ensure patients were provided the
telephone number of the home health
hotline established by the Indiana State
Department of Health and the hours of its
operation for 8 of 12 patients (#1, #2, #4,
#5, #6, #9, #10, #11) prior to start of care.

The findings include:

1. A review of the agency admission
booklet titled "Back Home Again Patient
Orientation for Home Health Care" dated
3/17 stated, "Section III. Patient Rights
and Responsibilities" stated, "You also
have the right to ... be advised of the
availability of the toll free home health
agency [HHA] hotline in the state. When
the agency accepts the patient for
treatment or care, the HHA must advise
the patient in writing of the telephone
number of the home health hotline
established by the state, the hours of
operation and that the purpose of the
hotline is to receive complaints or
questions about local HHAs and
complaints regarding the implementation
of advance directives. The Indiana State
Department of Health's Toll free hotline
number is 1 - 800 - 227 - 6334."

2. A review of the undated agency
admission folder titled "Back Home

patient has ready access to the
State toll-free HHA Hotline to file
a complaint with the department.
The agency will have the phone
numbers (and hours of operation)
to register a complaint included
on the label for the Start of Care/
Admission Folder to BHA as well
as on a magnet that will be
placed on the patients’
refrigerator at admission.

A. Staff will be educated on the
admission process and the
importance of explaining the
patient rights and where to locate
numbers to call if a patient has a
complaint.

B. New labels will be made for
the Start of Care/Admission
Folders and distributed to current
patients along with the magnets.
Extra magnets to always be
available to replace if one is
discovered missing with follow up
visits. The magnet will contain
information for how to contact the
agency administrator, Clinical
Manager, as well as the hotline
number and hours for the ISDH.
2) Clinical Manager will
review/audit all SOC
documentation and processes to
ensure patient rights are
explained. Calls will be made to
patients to ensure item B is
understood by the patients. A
telephone call will be made to the
patients’ home within one week of
admission to ensure they
understand where to locate the
number to call for a complaint.
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Based on home visit observation, record G 0116 1) The Agency will ensure each 08/18/2017
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Again ... Patient Orientation and Call to be documented in patient

chart under patient
communication. Audits to be
completed on 100% of new
admissions 08/04/17 for 3 months
3. A review of the admission consent and then 10 % quarterly.
evidenced the following statement: "This 3) Administrator and Clinical

. . Manager (DON) are responsible.
form is used to acknowledge receipt of 4) Date of Compliance is
our orientation booklet and confirm your 08/18/17.
understanding and agreement with its

contents. Your signature below indicates

Information" evidenced the admission
booklet in fining #1 above.

your approval. Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state home health
hotline number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

4. A review of clinical records # 1, 2, 4,
5,6,9, 10, and 11 evidenced signed
consents on the start of care date.
Interviews and observations below
evidence the lack of knowledge that the
patients had concerning the Indiana
Department of Health Hotline number:

5. Regarding patient #1 who was not
aware of being a patient of the home
health agency or aware of the patient
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rights:

A. A review of Clinical Record #1
evidenced the patient started care with
the agency on 5/22/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/14/17 at 2:40 PM, patient #1 indicated
not being a home health agency patient
with any home health agency but being a
patient of an rehabilitation company
where he / she received physical therapy
and occupational therapy in a wellness
room. Patient #1 indicated very recently
the therapists started coming to her / his
apartment instead of his / her attending
therapy in the wellness room. The
patient was not aware of being with a
home health agency or being informed of
his / her rights as a patient of a home
health agency or receiving a copy of
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anything including rights from a home
health agency.

C. During an interview on 6/15/17 at
3:40 PM, the director of nursing and
Employee H, Registered Nurse, did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

6. Regarding patient #4 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #4
evidenced the patient started care with
the agency on 4/7/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
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6/11/17 at 7:10 PM, patient #4 indicated
being a patient of a physical therapy
company and attending therapy in a rehab
room. The patient indicated being
completely independent with all personal
care and not having a need for home
health services. The patient was not
aware of being a patient with a home
health agency and did not receive rights
from a home health agency. The patient
indicated being discharged recently
because the rehab company needed to
send in a report that needed to be
approved. The patient did not know who
this report would be sent to or who would
approve the report.

C. During an interview on 6/19/17 at
11:35 AM, the director of nursing did not
indicate agreement or concern that the
patient was not aware of being a home
health agency patient or that the patient
did not receive his / her patient rights.

7. Regarding patient #5 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #5
evidenced the patient started care with
the agency on 5/31/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
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Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

C. During an interview on 6/16/17 at
3:30 PM, the director of nursing
indicated that the admission folder was
given to the patient.

8. Regarding patient #6 who was not
aware of being a patient of the home

health agency or aware of the patient
rights:

A. A review of Clinical Record #6
evidenced the patient started care with
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the agency on 3/1/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

C. During an interview on 6/19/17 at
3:10 PM, the director of nursing
indicated that the patient not receiving
the admission folder or rights was a
concern.

9. Regarding patient # 9 who was not
aware of being a patient of the home
health agency or aware of the patient
rights:
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A. A review of Clinical Record #9
evidenced the patient started care with
the agency on 4/6/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/14/17 at
1:30 PM, patient #9's physician indicated
patient is alert and oriented times 3 (to
time, person, place).

C. During an interview on 6/14/17 at
8:15 AM, patient #9 indicated always
attending therapy in the therapy room and
has never seen a nurse. The patient
indicated not having an admission folder
and not being part of any home health
agency. The patient indicated that he /
she would not have therapy today.

10. Regarding patient # 10 who did not
receive an admission folder until the day
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before the home visit observation:

A. A review of Clinical Record #10
evidenced the patient started care with
the agency on 4/21/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/13/17 at
2:50 PM, patient #10 indicated receiving
admission folder booklet yesterday.

C. During a home visit observation
on 6/13/17 at 2:50 PM, patient #10 was
observed to have an admission folder for
the agency in her / his possession.

11. Regarding patient # 11 who did not
receive an admission folder until day of
home visit observation:

A. A review of Clinical Record #11
evidenced the patient started care with
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the agency on 5/24/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that |
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in
selecting a home health agency."

B. During an interview on 6/13/17 at
11:20 AM, patient #11 indicated
receiving admission folder booklet today
and not having the booklet including the
patient rights before today.

C. During a home visit observation
on 6/13/17 at 11:20 AM, patient #11 was
observed to have an admission folder for
the agency in her / his possession.

12. The undated agency policy titled
"Client Admission Process" stated,
"Admission criteria are standards by
which a client can be deemed appropriate
for admission. These standards include:
a. The client / caregiver has an
acceptance of home care ... 7. Each client
referred to the agency shall be evaluated
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by a Registered Nurse / Therapist to
determine the immediate care and
support needs of the client; and for
Medicare clients, to determine eligibility
for the Medicare home health benefit ...
9. The evaluating may be made upon the
initial admission visit if the physician's
order is assessment. A physician's order
for skilled nursing and / or therapeutic
services must be obtained from the
client's physician before the initial
assessment visit is made. 10. The
admission professional will ... provide
the client / caregiver with a copy and an
explanation of the Home Care Bill of
Rights and Responsibilities, and the
procedures for filing a complaint. This
includes the statement of Privacy Rights
related to the collection and transmission
of personal health care information. d.
Complete the assessment form, including
OASIS data elements, Plan of Care / 485,
Care plan if indicated, medication regime
review, and additional documents, as
required ... f. Review the plan for
services, treatment, and care with the
client / caregiver and obtain input when
possible. Inform the client / caregiver of
any reasonable risk and / or alternative
associated with any procedure provided
in the home. g. advise the client /
caregiver of the charges and billing
procedures and, to the extent possible,
the anticipated insurance coverage, the
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client / caregiver financial liability, and
other methods of payment. h. Explain
the concept of assignment of benefits and
the liability for payments received from
the insurance company for the agency's
services. Clients will be informed of any
possible financial obligations related to
the care. i. Obtain the client's signature
on the service agreement, Home Care Bill
of Rights, and other forms required by
the agency. j. Provide the client /
caregiver Advance Beneficiary Notice
identifying when orders for services will
not be covered by the Medicare benefit.
K. Inform adult clients of their right to
formulate advance directives and explain
the agency policy regarding advance
directives."

13. The undated agency policy titled
"Home Care Bill of Rights" stated,
"Clients will be informed of their rights
as a consumer of home care services.
This includes the right to voice
grievances and request changes without
discrimination, reprisal, or unreasonable
interruption of service. Purpose: To
consistently inform clients verbally and
in writing, or by other means understood
by the clients, of their right to make
informed decisions regarding care. To
protect and promote the exercise of
client's rights. To establish, operate, and
maintain a grievance /complaint
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mechanism for use by the client /
representative, which assures response
and disposition and is in operation at a
minimum during business hours. Special
Instructions: A designated Registered
Nurse / Therapist shall provide the client
with a written notice of the Home Care
Bill of rights in advance of furnishing
care to the client or during the initial
evaluation visit before treatment is
initiated. In the event the client is unable
to make decisions, the Home Care Bill of
Rights shall be given to the client's legal
guardian. The reason the client is unable
to acknowledge receipt of the Home Care
Bill of Rights shall be documented. a.
Clients / families will be informed of
their to privacy and confidentiality
related to personal health care
information data collection and
transmission [OASIS]. The client /
caregiver shall be advised orally and in
writing of their right to voice grievances
and the method of contacting the agency
if dissatisfied. This shall include
information about the Home Health
agency hotline [established by the state]
including its hours of operation and that
the purpose of the hotline is to receive
questions or complaints about local home
health agencies. Clients should be
informed of their right to voice a
grievance without fear of retaliation from
the provider."
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14. The undated agency policy titled
"Advance Directive Policy" stated,
"Agency recognizes the importance of
clients participate in planning care and of
their right to accept or refuse treatment.
Agency will provide all clients with the
agency's advance directives policy before
the start of care."

15. The undated agency policy titled
"Advance Directive Procedure" stated,
"The organization recognizes that all
persons have a fundamental right to make
decisions relating to their own care,
treatment, and services including the
right to accept or refuse medical care.
Valid advance directives will be followed
to the extent permitted and required by
law ... During the admission process, the
Registered Nurse / Therapist shall
provide the client with the following
written information. This information
must be given to the client before care is
provided: The agency policies on
advance directives."

16. The agency booklet titled "Patient
Orientation for Home Health Care" dated
3/17 included "Section III. Patient Rights
and Responsibilities Sec. 3. [a] The
patient or the patient's legal
representative has the right to be
informed of the patient's rights through
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effective communication. The home
health agency must protect and promote
the exercise of these rights and shall do
the following: 1. Provide the patient with
a written notice of the patient right's A. In
advance of furnishing care to the patient;
or B. during the initial evaluation visit
before the initiation of treatment. 2.
Maintain Documentation showing that it
has complied with the requirements of
this section. b. The patient has the right
to exercise his or her rights as a patient of
the home health agency as follows: The
patient's family or legal representative
may exercise the patient's rights as
permitted by law. 2. The patient has the
right to ... D. Be informed about the care
to be furnished as follows: i. The home
health agency shall advise the patient in
advance of the [AA] disciplines that will
furnish care and [BB] changes in the care
or treatment [iii] the home health agency
shall advise the patient of any change in
the plan of care, including reasonable
discharge notice ... the home health
agency must inform and distribute written
information to the patient in advance,
concerning its policies on advance
directives, including a description of
applicable state law. The home health
agency may furnish advance directives
information to a patient at the time of the
first home visit, as long as the
information is furnished before care is
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provided. You also have the right to ...
have a relationship with our staff that is
based on honesty and ethical standards of
conduct ... be advised of the availability
of the toll - free Home Health Agency
[HHA] hotline in the state. When the
agency accepts the patient for treatment
or care, the HHA must advise the patient
in writing of the telephone number of the
home health hotline established by the
state, the hours of operation and that the
purpose of the hotline is to receive
complaints or questions about local
HHASs and complaints regarding the
implementation of advance directives.
The Indiana State Department of Health's
toll free hotline number is 1 - 800-
227-6334. The hotline number is
available 24 hours a day, seven days a
week ... accept or refuse care, treatment,
and / or services without fear of reprisal
or discrimination ... receive care of the
highest quality ... be admitted only if we
can provide the care you need ... be told
what to do in case of emergency."

17. Regarding patient #2:

A. A review of Clinical Record #2
evidenced the patient started care with
the agency on 2/16/17. An admission
consent was signed on this date. This
document stated, "Patient Rights and
Responsibilities I acknowledge receipt of
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my rights and responsibilities as a patient
[including OASIS rights] and I
understand them. The state hotline
number, its purpose and hours of
operation have been provided and
explained to me. I acknowledge that I
have chosen this agency to provide home
health care. No employee of this agency
has solicited or coerced my decision in

selecting a home health agency." B.

During home visit observation of a home
health aide of patient #2, on 6-9-17 at
9:00 AM, with permission, patient #2's
admission folder was reviewed. The
folder had a taped on printed drawing of
a bird on the front, and underneath
observed was "Back Home Again."
Patient #2 identified the folder as the
Back Home Again admission folder.
Review of the folder failed to evidence
the state home health hotline had been
provided in writing to patient #2. Patient
#2 stated not having discarded any
documents from the admission folder and
could not recall the name of the clinician
who visited the home on 2-16-17, when
admission processes were accomplished.
Patient #2 stated if a concern or
complaint developed, would contact
someone in "the gym." [an outside
agency's therapy room located on the
2nd floor of the building]
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patient's right to understand the care to be The administrator will
provided by the agency for 8 of 12 inform the PAC, Governing
records reviewed, failed to evidence an Body & staff on the
accurate home visit schedule for 1 of 1 Cond't'ons_ and _s.tandards
agency, failed to evidence accurate that were |dent|f|.efj On_the
documentation for initial / statement of deficiencies
comprehensive assessments to determine G-100, 101, 102, 108, 199’
eligibility for the Medicare Home Health 1 10,1 16’ 3?’1 & 335. This
benefit including homebound status for 6 Inlformfatlon mclt:ldes tfhe
of 12 records reviewed, and failed to P a.ns_, or_correc lon o .
evidence patients received therapy deficiencies. The Governing
L S Body, PAC, & staff will be
services inside the patients' place of . .
. . informed concerning results
residence for 7 of 12 records reviewed . .
. from the audits being done
(see G 133); and failed to ensure the
nted lified resistered x3 months & quarterly.
agenc}; ap[;lomle a quatitied registere Documentation of report will
nur§§ orft ea tfernate supervising nursed be included in the
position for 1 of 1 agency (see G 139 an Governing Body and PAC
G 141). minutes & staff inservice.
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A. The agency will initiate
The cumulative effect of these systemic an outside source for
problems resulted in the home health verification of employment
agency's inability to ensure the provision of all future applicants
of quality health care in a safe considered for open
environment for the condition of positions.
participation 42 CFR 484.14 B. Applicants will not be
Organization, Services, and scheduled for orientation
Administration. until the administrator has
reviewed and approved an
applicant for hire.
2) HR audits of new hires to
be completed by the HR
manager on 100% of all
new hires. This is ongoing.
The audits for G-100, 101,
102, 108, 109, 110, 116,
331 & 335 will be done to
bring 484.14(c) into
compliance. Audits to be
completed with 100% of
new admissions 08/04/17
for 3 months and then 10%
quarterly.
3) Administrator is
responsible.
4) Date of Compliance is
08/18/17.
G 0133 484.14(c)
ADMINISTRATOR
Bldg. 00 The administrator, who may also be the
supervising physician or registered nurse
required under paragraph (d) of this section,
organizes and directs the agency's ongoing
functions; maintains ongoing liaison among
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the governing body, the group of
professional personnel, and the staff.
G 0133 1) A.PATIENT RIGHTS: As 08/18/2017
Based on home visit observation, record stated for G-101, 102, ,108’ 109,
. . . .. 110, 116 the agency will revamp
review and interview, the administrator patient Start of Care/ Admission
failed to protect the patient's right to Folder to stress Home Health
understand the care to be provided by the Admission with BHA (Back Home
agency for 8 of 12 records reviewed (# 1, f‘g:t'g)t rfeaflsghR;goTﬁhgisﬁber
. . 1 , | u
2,4,5,6,9,10, 11), failed to evidence an and Advance Directives. A copy
accurate home visit schedule for 1 of 1 of all forms returned to the
agency, failed to evidence accurate agency will be left with the
documentation for initial / patient.
hensi d . i. All staff to be
co.rn'pr.e. ensive assessr'nents to determine re-educated on the Client
eligibility for the Medicare Home Health Admission Process and informing
benefit including homebound status for 6 patient of a Home Health
of 12 records reviewed, and failed to Admission with BHAand
d . ived th explanation of the content within
evi .ence.pa.tlents rece.lve therapy the admission folder.
services inside the patients' place of ii. The new SOC
residence for 8 of 12 records reviewed packet will clearly identify BHA on
#1,#2,3,4,5,6,9, 11). the documentation being left with
T e e the patient in their home.
. . iii. Whenever possible
The findings include: all Start of Care/Admission
Folders are to be placed on top of
1. Regarding the patient's right to have patients’ refrigerator for
K led £ bei tient of the h consistent location/access.
nowledge ot being a patient ot the home iv. Every visit staff will
health agency and remind the patient that their visit
receiving/understanding the patient rights is for their Home Health
documents prior to the start of care: admission with BHA and
document in the patient note.
. o V. Each visit with a
A. A review of the agency admission patient is to be signed on a paper
booklet titled "Back Home Again Patient tracking log that clearly states
Orientation for Home Health Care" dated patlenlt s :ware ttt;ey:ave Health
. . . t isi
3/17 stated, "Section III. Patient Rights comprered a Vit for Home Hea
N ) Care with agency BHA.
and Responsibilities" stated, "The patient Vi Rights will be given
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or the patient's legal representative has before care is initiated.
the right to be informed of the patient's vil. H.ome Hea!th )

. . Agency Care will be provided in
rights through effective means of the patients’ residence.
communication. The home health agency B. INITIAL ASSESSMENT:
must promote the exercise of these rights The agency will
and shall do the following: Provide the immediately complete an
patient with a written notice of the accurate initial assessment
patient's rights. [A] in advance of of all patients to determine
furnishing care to the patient or [B] admission for a home
during the initial evaluation visit before health episode which may
the initiation of treatment ... You also include a comprehensive
have the right to ... have a relationship assessment. Medicare
with our staff that is based on honesty pat'efnts_ not acce_pte_d _f‘?r
and ethical standards of conduct. To admission fOII(?W'ng Ihltlal
have ethical issues addressed, and inform assessment will receive the
you of standards of conduct ... choose CMS N(_)MNCf'
your health care providers and i All direct Ca'_'e staff
communicate with those providers." (RN’. PT, OT & S_T) will

receive reeducation and
B. A review of the undated agency tralnln\(i 0!1 F;_()qulf_tln? an
. . rate initi ien
admission folder titled "Back Home accurate a pa _e_
. . . . assessment. Admitting
Again ... Patient Orientation and ;
C . professional shall document
Information" evidenced the admission . .
) ) immediate care & support
booklet in finding #1 above.
needs and homebound
C. A revi ¢ clinical 141 status for Medicare. This
. A review of clinica rec'or , #2, includes skilled &
#4, #5,.#6,' #9., #10, and #11 ev1der.1ce.d Paraprofessional needs.
the patient's s¥gnatures O.I,l th.e admls?lon This includes coordination
document which stated, Thls form is of care with team members
us.ed to .acknowledge receipt of our to identify discrepancies in
orientation booklet and confirm your clinical data and patient
understanding and agreement with its criteria for admission.
contents. Your signature below indicates ii. The agency will
your approval. Patient Rights and contract an external QA
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Responsibilities T acknowledge receipt of (associated with the new
my rights and responsibilities [including EMR system) to evaluate all
OASIS rights] and I understand them. components of the Oasis
These signatures were dated at the start elements as well as the
of care (Please refer to G 100 and G 101, initial therapy evaluations to
G102,G 108,G 109, G 110, G 116). monitor for discrepancies
and contraindications. Final
D. The undated agency policy titled review and submission to
"Home Care Bill of Rights" stated, be approved by the Clinical
"Clients will be informed of their rights Manggr qr alternate. A_” _
as a consumer of home care services. modlf!ca.tlons to the original
This includes the right to voice submission to be
grievances and request changes without docu.?wen.ted on _a_ ¢
discrimination, reprisal, or unreasonable rr_IOdI ication rews_lon orm,
. . . signed by all parties, and
interruption of service. Purpose To ) .
. . . incorporated into the
consistently inform clients verbally and . , .
. .. patients’ chart. The Clinical
in writing, or by other means understood . ;
; . Manager will review the
by the clients, of their right to make
. . . . external QA report before
informed decisions regarding their care. locking Oasis
To protect and promote the exercise of i
. . . C. PATIENT RIGHTS:
the client's rights ... Special Instructions .
. . Staff will be reeducated that
1. A designated Registered Nurse / .
. i . . all therapy is to be done
Therapist shall provide the client with a .
. . . and documented in the
written notice of the Home Care Bill of . , .
. . L patients’ place of residence.
Rights in advance of furnishing care to
the client or durine the initial evaluati Staff re-educated on
-e.cble? or during G?lljll .1? e\éa"ua ion Palmetto GBA’s & LCD for
visit before treatment is initiated. PT & OT documentation.
) ] D. ADMINISTRATOR:
2. Regardm.g accur.at'e.skllled nurse The administrator will
documentatl.on for initial / inform the PAC, Governing
comprehensive assessments (see G 331 Body & staff on the
and G 335): conditions and standards
that were identified on the
A. The administrator failed to statement of deficiencies
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evidence accurate documentation for G-100, 101, 102, 108, 109,
initial / comprehensive assessments to 110, 116, 331 & 335. This
determine eligibility for the Medicare information includes the
Home Health benefit including plans for correction of
homebound status for 6 of 12 records deficiencies. The Governing
reviewed (see G 331 and G335). Body, PAC, & staff will be
informed concerning results
3. Regarding an inaccurate home visit from the audits being done
schedule: x3 months & quarterly.
Documentation of report will
A. A review of the agency skilled be |ncIu'ded in the
nurse visit schedule on 6/9/17 at 9 AM vaernlng BOdY and FAC
failed to evidence a skilled nurse visit ;T)]Inﬁ':]es & s.taff IndS.teerICG.
. . . e ongoing audits for
oc?uned with patient #2.. This was G-100, 101, 102, 108, 109, 110,
evidenced by the following: 116, 331 & 335 will be done to
bring 484.14(c) into compliance.
i, A document titled "Column Audits to be completed with 100%
. "o of new admissions 08/04/17 for 3
Appomtments with a date of 6/.9/ 17 months and then 10%
evidenced a 9 AM agency appointment quarterly.Chart Audits for items A,
scheduled with Employee B, RN. This B, C to be completed on new
visit did not occur as listed on the home admissions beginning after
isit calend 08/04/17 with the new SOC
Visit calendar. packets. The audits will be for 3
months & then 10% with quarterly
ii. During a home visit audits.
observation of a home health aide for
patient #2, on 6-9-17 at 9:00 AM, patient 3) The Administrator is
#2 was observed to have a home visit responsible.
with Employee O, Home Health Aide. 4) Date of compliance to be
08/18/17.
iii. During an interview on
6/19/17 at 5:40 PM, the director of
nursing and the pending administrator
indicated the schedule was constantly
changing.
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4. Regarding therapy occurring in a
therapy rehab room outside the patient's
residence in assisted living / independent
living facilities:

A. A review of clinical records and
interviews with patients evidenced the
patient received therapy in the "rehab
room" and not in the patient's place of
residence or home. This was evidenced
by the following:

i.. During a phone interview on
6/11/17 at 6:40 PM, patient #11 indicated
receiving physical therapy services in a
rehab room. Patient #11 indicated no
other services have occurred besides this
therapy which was mostly posture
training.

ii. During a phone interview on
6/11/17 at 7 PM, patient #6 indicated
refusing home health agency care but
does receive out patient therapy services
from a therapy company The patient
indicated this therapy occurs in a therapy
room at the independent living facility
where he / she lives.

iii. During a phone interview on
6/11/17 at 7:10 PM, Patient #4 indicated
being completely independent with all
personal care and attending therapy in a
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therapy room and that now rehabilitation
was finished. Patient #4 indicated
working on strength and endurance.
Patient #4 indicated being told that
therapy care was on an inactive list due to
a report needing to be sent in and
approved for her / him to continue with
care.

a. A review of a COTA visit
dated 5/11/17 stated, "Pt completes 3
minutes of forward propulsion on BUE
Bike, takes short rest break then
completes 3 minutes backward."

iv. During a phone interview on
6/11/17 at 7:15 PM, patient #5 indicated
not having any home health agency care.
This patient indicated attending
outpatient rehabilitation services in a
rehabilitation room in the independent
living facility where he / she lives. He /
she did not recall receiving any written
notice of patient rights from this agency.

v. During an interview on
6/13/17 at 8:50 AM, patient #13,
informal caregiver of patient #3 indicated
that scheduling cards were placed in the
patient's door the evening before therapy.
That was how the patients knew when
therapy would be. Patient #13 indicated
attending physical therapy in the rehab
room.
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a. A review of a treatment
note: Occupational Therapy completed
by Employee E, Certified occupational
therapy assistant visit dated 3/22/17
stated, "Pt completes 10 minutes Nu Step
machine."

b. A review of a COTA
(certified occupational therapy assistant)
visit dated 5/22/17 completed by
Employee E, COTA stated, "Pt completes
X 10 minutes of Nu - Step machine."

c. A review of the clinical
record #3 evidenced a treatment note:
physical therapy completed by Employee
C, PTA (physical therapy assistant). This
note stated, "Pt warmed up on Nu - Step
machine."

d. A review of the clinical
record #3 evidenced a physical therapy
revisit note dated 5/8/17 with a time of
10:15 AM which stated, "Seated
Standing exercises Nu - Step machine
performed." This was completed by
PTA, Employee C.

vi. During an observation of a
physical therapy rehabilitation room on
6/13/17 at 9:38 AM, approximately 15
patients were observed to be seated on
bikes and other equipment. This
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observation was at an independent living
/ assistant living / memory care facility
with Employee A, physical therapist,
accompanying.

vii. During an interview on
6/14/17 at 8:15 AM, patient #9 indicated
having physical therapy and occupational
therapy in therapy room. She did not
recall meeting a nurse from the agency.

viii. During an interview on
6/14/17 at 1:30 PM, patient #9's
physician indicated patient is alert and
oriented times 3 (to time/person/place)
and not aware of home bound status for
this patient.

ix. During a phone interview on
6/14/17 at 2:40 PM, patient #1 indicated
not being a home health agency patient
with any home health agency but being a
patient of an rehabilitation company
where he / she received physical therapy
and occupational therapy in a wellness
room. Patient #1 indicated very recently
the therapists started coming to her / his
apartment instead of his / her attending
therapy in the wellness room. The
patient was not aware of being with a
home health agency or being informed of
his / her rights as a patient of a home
health agency or receiving a copy of
anything including rights from a home
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health agency.

a. A review of the clinical
record #1 evidenced a physical therapy
visit on 13:33 PM and evidenced the
patient completes 10 minutes of Nu-Step
machine.

b. A review of the clinical
record #1 evidenced that on 5/25/17 at
2:10 PM at a physical therapy assistant
visit evidenced the patient warmed up on
a Nu - Step machine.

c. A review of the clinical
record #1 evidenced that on 6/1/17 at
1:36 PM at a physical therapy assistant
visit evidenced the patient did exercises
on a Nu - Step machine.

5. During an interview with the alternate
administrator / director of nursing on
6/15/17 at 11:40 AM, the alternate
administrator / director of nursing
indicated acknowledgement of concern
that the patients had not received the
admission booklets / patient rights
documents and were not involved in
planning their care and were receiving
scheduling notes in their doors the
evening before the therapy rehab room
visits.

6. The undated agency policy titled
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"Therapy Services" stated, "Therapy
Services are an integral part of the
interdisciplinary scope of services offered
by the agency. Therapist shall provided
services as determined by assessments
and as per physician orders. Purpose To
provide optimum quality care to patients,
To provide guidelines for therapy
services and care coordination with other
disciplines, To comply with state /
federal guidelines. Special Instructions 1.
Referrals to the agency for therapy
services [Physical, Speech, Occupational]
my include, but are not limited to: a.
Observation and evaluation b. Teaching
and Training c. Direct therapy procedures
d. Overall development of an
individualized therapy program under the
direction of the physician ... 4. If therapy
services are ordered at the start of care
when nursing is doing the initial
assessment, therapy will do the initial
assessment within 5 days of start of care
or document need for other schedule. The
2011 Home Health PPS rule clarified
policies regarding coverage of therapy
services to assist agencies and curb
misuse of benefit. The rule requires the
following: 5. Measurable treatment goals
be described in the plan of care and the
patient's clinical record would
demonstrate that the method used to
assess a patient's function would include
objective measurement or progress
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towards goals and / or therapy
effectiveness."

7. The undated agency policy titled
"Medicare Qualifying Criteria for
Beneficiary Reimbursement" stated, "To
accept a client for care under Medicare
reimbursement, the client must meet
qualifying criteria as outlined in the HIM
- 11 [CMS Home Health Agency Manual
in the CFR 24 S93 Section 409.2].
Purpose: To provide written guidelines
for determining whether clients qualify
for Medicare reimbursement of home
health services. Special instructions 1.
The client must be confined to the home
or place of residence that is not a hospital
or skilled nursing facility [Homebound].
The client may leave their home for
medical appointments and treatments
without compromising home bound
status. Attendance at adult day care does
not preclude the client from receiving
Medicare home health services, if
indicated. 2. The client must be under
the care of a physician who establishes
and reviews the Plan of Care. 3. The
client must need at least one of the
following skilled services as certified by
the physician a. Intermittent skilled
nursing b. Physical Therapy c. Speech
Language Pathology d. Continuing
Occupational Therapy if he prior need for
skilled nursing, physical therapy, or
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speech therapy had been established in
the current or prior certification period.
4. The services required or anticipated
coverage must meet part time or
intermittent criteria. 5. The services
must be reasonable and necessary as
determined by the client condition,
diagnosis, available caregivers, and
documentation must also reflect that
services meet this criteria."

8. The undated agency policy titled
"Client Admission Process" stated,
"Special instructions 1. Admission
criteria are standards by which a client
can be deemed appropriate for admission.
These standards include a. The client /
caregiver has an acceptance of home care
b. The client / caregiver's ability and
willingness to provide interim care, when
necessary. c¢. The home environment is
suitable or adaptable for proper home
care. d. The client's needs can safely and
adequately be met at the home. This
includes the ongoing availability of
personnel and equipment and a plan to
meet medical emergencies ... 7. Each
client referred to the agency shall be
evaluated by a Registered Nurse /
Therapist to determine the immediate
care and support needs of the client; and
for Medicare clients, to determine the
eligibility for the Medicare home health
benefit ... the admission professional will
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... provide the client / caregiver with a
copy and an explanation of the Home
Care Bill of Rights and Responsibilities,
and the procedure for filing a complaint.
This includes the Statement of Privacy
Rights related to the collection and
transmission of personal health care
information."

9. The undated agency policy titled
"Statement of Responsibility:
Administrator" stated, "In compliance
with established policy, and in the event
that the administrator: [Employee H] is
not available, the designated, qualified
back up: [Employee G] will assume the
duties of administrator ... The
administrator and designated back up
shall comply with accepted professional
standards and principles that apply to
professionals providing home care
services." This was signed by Employee
G and Employee H on 4/5/17.

10. The undated agency policy titled
"Services Provided" stated, "Agency will
also provide Physical, Occupational, and
Speech Therapy on a visiting basis to
clients in their place of residence."

11. The undated agency policy titled
"Admission Process" stated, "Clients are
accepted for treatment in the home on the
basis of reasonable criteria and under the
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expectation that the client's medical,
nursing, and social needs can be met
adequately by agency in the client's place
of residence."

12. A review of a document titled
"Position: Administrator" signed by the
pending administrator and dated 6/16/17
stated, "Position Summary Plans,
develops, and directs the programs,
services, activities and employees of the
agency ... Essential functions ... plans,
organizes and directs the agency ongoing
functions. 3. Directs and coordinates the
overall development and administration
of the agency consistent with agency
mission and available resources ...
assures compliance with federal / state
regulations governing home health care
services." 13. During a home visit
observation of a home health aide for
patient #2, on 6-9-17 at 9:00 AM, patient
#2 stated most of the agency provided
physical therapy and occupational
therapy visits had occurred on the 2nd
floor therapy room, referred to as "the
gym," rather than patient #2's place of
residence on the 3rd floor.
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G 0139 484.14(d)
SUPERVISING PHYSICIAN OR REGIS.
Bldg. 00 | NURSE
Services furnished are under the supervision
and direction of a physician or a registered
nurse (who preferably has at least one year
of nursing experience and is a public health
nurse).
This person, or similarly qualified alternate,
is available at all times during operating
hours.
Based on record review and interview, G 0139 1)The administrator & clinical 08/18/2017
the agency failed to ensure it appointed a ma”a_ge” HR.rr?anager will review
. . the hiring policies and procedures
qualified registered nurse for the alternate for compliance:
supervising nurse position for 1 of 1 A. The agency will initiate an
agency. outside source for verification of
employment of all future
indi helud applicants considered for open
Findings include positions.
B. Applicants will not be
1. A review of the agency documents scheduled for orientation until the
failed to evidence the appointment of a administrator has reviewed and
lified al . . approved an applicant for hire.
qualified alternate nursing supervisor 2) HR audits of new hires to be
after the resignation of Employee AA, completed by the HR manager on
resignation 4/14/17. The agency had 100% of all new hires. This is
documentation for a pending candidate, ongoing.
Empl L. Regi dN The d 3) Administrator and HR Manager
mployee I, eglsjfere urse. The dates are responsible.
of employment evidenced on the resume 4) Date of Compliance is
did not correspond to dates of 08/18/17.
employment evidenced below (see #5 ).
A job description obtained from a
previous employer failed to evidence
supervisory experience needed for the
position found below (see finding #9).
2. During an interview on 6/9/17 at 11
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AM, the owner of the agency, Employee
J, Physical Therapist indicated actively
searching for a replacement for Employee
AA since April 2017.

A. A review of a screen shot from
webmail showed email correspondence
concerning RN Home Health Resumes
from 4/21/17 - 5/31/17 from Employee
J's email. This was presented on 6/9/17.

3. A review of a letter addressed to the
program director of the Indiana State
Department of Health stated, "Re: Staff
change for Priority Rehab Home Health
DBA Back Home Again Facility License
#17 - 003800 - 1 Dear [Program
Director] I am writing on behalf of staff
changes for Back Home Again. Enclosed
are the staff change notification forms,
resumes, and criminal history checks as
well as any other supporting
documentation ... [Employee I, RN] will
be the alternate director of nursing
pending approval." This was signed by
the owner, Employee J, Physical
Therapist.

4. The undated job description "C-126
Position: Alternate Director of Nursing"
stated, Minimum of 2 years experience in
an acute hospital setting or equivalent
experience with one year of supervisory
experience."
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5. A review of the resume for Employee
I failed to evidence accurate dates of
employment with previous employers
listed on Employee [ 's resume. This was
evidenced by the following:

A. A review of the undated resume
of Employee I evidenced employment at
the Indiana State Department of Health
from September 2016 - March 2017 as a
Registered Nurse. Also included on this
resume were the dates of October 2014 -
August 2016 as a Registered Nurse. The
description of this position stated,
"Supervise and educate teams, confirm
and develop competency, supervise 2 - 3
Licensed Practical Nurses and 25 Home
Health Aides ... Monitors on - going staff
development programs for nursing
personnel. Also included on this resume
were the dates of August 2012 - October
2014 RN at a physician office. Also
included on this resume were the dates of
May 2009 - August 2012.

B. A review of Indiana State
Department of Health record evidenced
the dates of employment for this
employee were September 2016 - January
31, 2017. The resume evidenced
Employee I had worked in this role from
September 2016 - March 2016.
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C. A review of an application for
employment document dated 4/10/17
evidenced Employee I applied for a
position of Nursing Supervisor / Contract
employee.

D. A review of an interview review
document dated 4/7/17 and completed by
the owner, Employee J, a physical
therapist, evidenced Employee | was a
good candidate for employment.

E. A review of an employment
reference request completed by an
unknown company and dated 4/13/17
evidenced Employee I had worked for
this company from 5/2009 - 10/2011.
The resume evidenced employment for a
nurse position from May 2009 - August
2012.

F. A review of an employee
reference request completed by the
current alternate administrator / director
of nursing and dated 4/14/17 evidenced
the employee had worked for this home
health agency from 10/2014 - 8/2016.
Below is a document from that agency:

G. A review of a document from the
other home health agency titled "Fax"
dated 6/19/17 stated, "[Employee I]
10/24/14 - 10/20/15 and 1/26/16 -
8/18/16 RN Case Manager, [alternate
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administrator / director of nursing]
9/30/15 - 11/23/15 DON [director of
nursing]."

6. During an interview on 6/19/17 at
10:05 AM, the alternate administrator /
director of nursing indicated that
Employee I was qualified for the position
and that she had given one of the two
references for Employee I. She indicated
working at the other agency while
Employee I was in a supervisory role at
the agency. She stated, "I didn't call
because I was the boss at [name of the
other agency]." She indicated this
followed this agency's policy on checking
references and verifying employment
dates. She did not indicate concern that
the employment date on the other
reference letter varied from Employee ['S
resume.

7. During a phone interview with the
administrator of the agency where
Employee I had worked, the
administrator of the other agency
indicated that Employee I had worked at
this agency from 10/24/14 - 10/20/15 and
1/26/16 - 8/18/16 and the alternate
administrator / director of nursing had
worked from September 30, 2015 -
November 23, 2015 in the role of director
of nursing.
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8. A review of a document from the
other home health agency titled "Fax"
dated 6/19/17 stated, "[Employee I]
10/24/14 - 10/20/15 and 1/26/16 -
8/18/16 RN Case Manager, [alternate
administrator / director of nursing]
9/30/15 - 11/23/15 DON [director of
nursing]."

9. A review of a document from the
other home health agency titled "Job
Description Title of Position:
Community Health Registered Nurse
Title of Immediate Supervisor: Director
of Nursing ... Duties of Position To
provide nursing care in accordance with
the client's plan of care to include
comprehensive health and psychosocial
evaluation, monitoring the client's
condition, health promotion and
prevention coordination of services,
teaching and training activities and direct
nursing care." This job description did
not show Employee I had an
administrative / supervisory role in the
agency. This job description was signed
and dated by Employee I on 10/23/14.

10. The undated agency policy titled
"Reference Checks" stated, "The agency
verifies the employment history and
performance of applicants who are
finalists for jobs prior to extending an
offer. When a college degree or
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certification is a requirement of the job,
reference checks may include verification
of educational achievement or
certification. Reference check
information is used by the hiring
supervisor, along with other information
gathered in the selection process, to make
a hiring decision. Procedures The
candidates must have completed an
application form that contains a release
allowing the agency to validate
information contained on the application.
A standard reference form should be
used. At least two references should be
obtained - no more than one of them from
a family member. If the candidate
refuses to allow reference checks or
verification of employment, advise the
applicant that she or he will no longer be
considered for the position. If references
are questionable, work with human
resources to determine whether the
candidate should be considered further."

11. The undated agency policy titled
"Standard Hiring Process" stated, "The
agency will establish a standard hiring
process to be used for all applicants.
Purpose To ensure that the process will
identify any problems with employees
background. Process 1. Job application
a. This is the first opportunity to screen
the prospective employee b. Allows the
employer to obtain basic information
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about educational and work experiences
and is the starting point of the selection
process. c. Application must have a
statement that all information is true and
correct. This is important if contradicting
information is discovered at a later date.
2. Interview a. Every qualified job
applicant should be interviewed ... 3.
Background check a. Prior to conducting
any background check, the employer
must have a signed authorization from
the applicant. b. There are five kinds of
background checks that employers can
conduct to verify candidate meets the
expectations. i. Reference check - to
verify the information the employee has
provided - should be done on all
applicants. ii. Criminal Background
check -requirement will vary by state
laws ... iii. Credit check ... iv. Drug Test
... v. Social Media and Internet check -
this check should be used with caution
because the employer may discover
information that should not be used as a
basis in hiring such as disabilities or
health issues ... c. Analyze red flags. i.
Reference checks can validate dates of
employment and titles that were
provided. Inconsistencies that cannot be
explained are a warning sign. ii.
Interviews - applicant must be able to
explain gaps in employment and why
they left the previous jobs listed on the
application or resume."
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G 0141 484.14(e)
PERSONNEL POLICIES
Bldg. 00 Personnel practices and patient care are
supported by appropriate, written personnel
policies.
Personnel records include qualifications and
licensure that are kept current.
G 0141 1)The administrator & clinical 08/18/2017
Based on record review and interview, mana}g.er/ HR.rrllanager will review
. . . the hiring policies and procedures
the agency failed to ensure it appointed a for compliance:
qualified registered nurse for the alternate A. The agency will initiate an
supervising nurse position according to outside source for verification of
agency policy for 1 of 1 agency. employment of all future
ECNCY policy gency applicants considered for open
.. . positions.
Findings include B. Applicants will not be
scheduled for orientation until the
1. A review of the agency documents administrator has.rewewed 'and
failed d h . ¢ approved an applicant for hire.
ai e. to evidence the a.ppomtmen.t ofa 2) HR audits of new hires to be
qualified alternate nursing supervisor completed by the HR manager on
after the resignation of Employee AA, 100% of all new hires. This is
resignation 4/14/17. The agency had ongoing.
d on f di did 3) Administrator & HR manager
ocumentation qr a pending candidate, are responsible.
Employee I, Registered Nurse. The dates 4) Date of Compliance is
of employment evidenced on the resume 08/18/17.
did not correspond to dates of
employment evidenced below (see #5 ).
A job description obtained from a
previous employer failed to evidence
supervisory experience needed for the
position found below (see finding #9).
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This evidenced below and includes
interviews:

2. During an interview on 6/9/17 at 11
AM, the owner of the agency, Employee
J, Physical Therapist indicated actively
searching for a replacement for Employee
AA since April 2017.

A review of a screen shot from
webmail showed email correspondence
concerning RN Home Health Resumes
from 4/21/17 - 5/31/17 from Employee
J's email. This was presented on 6/9/17.

3. Areview of a letter addressed to the
program director of the Indiana State
Department of Health stated, "Re: Staff
change for Priority Rehab Home Health
DBA Back Home Again Facility License
#17 - 003800 - 1 Dear [Program
Director] I am writing on behalf of staff
changes for Back Home Again. Enclosed
are the staff change notification forms,
resumes, and criminal history checks as
well as any other supporting
documentation ... [Employee I, RN] will
be the alternate director of nursing
pending approval." This was signed by
the owner, Employee J, Physical
Therapist.

4. The undated job description "C-126
Position: Alternate Director of Nursing"
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stated, Minimum of 2 years experience in
an acute hospital setting or equivalent
experience with one year of supervisory
experience."

5. A review of the resume for Employee
I failed to evidence accurate dates of
employment with previous employers
listed on Employee I 's resume. This is
evidenced by the following:

A. A review of the undated resume
of Employee I evidenced employment at
the Indiana State Department of Health
from September 2016 - March 2017 as a
Registered Nurse. Also included on this
resume were the dates of October 2014 -
August 2016 as a Registered Nurse. The
description of this position stated,
"Supervise and educate teams, confirm
and develop competency, supervise 2 - 3
Licensed Practical Nurses and 25 Home
Health Aides ... Monitors on - going staff
development programs for nursing
personnel. Also included on this resume
were the dates of August 2012 - October
2014 RN at a physician office. Also
included on this resume were the dates of
May 2009 - August 2012.

B. A review of Indiana State
Department of Health record evidenced
the dates of employment for this
employee were September 2016 - January
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31, 2017. The resume evidenced
Employee I had worked in this role from
September 2016 - March 2016.

C. A review of an application for
employment document dated 4/10/17
evidenced Employee I applied for a
position of Nursing Supervisor / Contract
employee.

D. A review of an interview review
document dated 4/7/17 and completed by
the owner, Employee J, a physical
therapist, evidenced Employee I was a
good candidate for employment.

E. A review of an employment
reference request completed by an
unknown company and dated 4/13/17
evidenced Employee I had worked for
this company from 5/2009 - 10/2011.
The resume evidenced employment for a
nurse position from May 2009 - August
2012.

F. A review of an employee
reference request completed by the
current alternate administrator / director
of nursing and dated 4/14/17 evidenced
the employee had worked for this home
health agency from 10/2014 - 8/2016.
Below is a document from that agency:

G. A review of a document from the
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other home health agency titled "Fax"
dated 6/19/17 stated, "[Employee I]
10/24/14 - 10/20/15 and 1/26/16 -
8/18/16 RN Case Manager, [alternate
administrator / director of nursing]
9/30/15 - 11/23/15 DON [director of
nursing]."

6. During an interview on 6/19/17 at
10:05 AM, the alternate administrator /
director of nursing indicated that
Employee I was qualified for the position
and that she had given one of the two
references for Employee I. She indicated
working at the other agency while
Employee | was in a supervisory role at
the agency. She stated, "I didn't call
because I was the boss at [name of the
other agency]." She indicated this
followed this agency's policy on checking
references and verifying employment
dates. She did not indicate concern that
the employment date on the other
reference letter varied from Employee [ 's
resume.

7. During a phone interview with the
administrator of the agency where
Employee I had worked, the
administrator of the other agency
indicated that Employee I had worked at
this agency from 10/24/14 - 10/20/15 and
1/26/16 - 8/18/16 and the alternate
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administrator / director of nursing had
worked from September 30, 2015 -
November 23, 2015 in the role of director
of nursing.

8. A review of a document from the
other home health agency titled "Fax"
dated 6/19/17 stated, "[Employee I]
10/24/14 - 10/20/15 and 1/26/16 -
8/18/16 RN Case Manager, [alternate
administrator / director of nursing]
9/30/15 - 11/23/15 DON."

9. A review of a document from the
other home health agency titled "Job
Description Title of Position:
Community Health Registered Nurse
Title of Immediate Supervisor: Director
of Nursing ... Duties of Position To
provide nursing care in accordance with
the client's plan of care to include
comprehensive health and psychosocial
evaluation, monitoring the client's
condition, health promotion and
prevention coordination of services,
teaching and training activities and direct
nursing care." This job description did
not show Employee I had an
administrative / supervisory role in the
agency. This job description was signed
and dated by Employee I on 10/23/14.

10. The undated agency policy titled
"Reference Checks" stated, "The agency
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verifies the employment history and
performance of applicants who are
finalists for jobs prior to extending an
offer. When a college degree or
certification is a requirement of the job,
reference checks may include verification
of educational achievement or
certification. Reference check
information is used by the hiring
supervisor, along with other information
gathered in the selection process, to make
a hiring decision. Procedures The
candidates must have completed an
application form that contains a release
allowing the agency to validate
information contained on the application.
A standard reference form should be
used. At least two references should be
obtained - no more than one of them from
a family member. If the candidate
refuses to allow reference checks or
verification of employment, advise the
applicant that she or he will no longer be
considered for the position. If references
are questionable, work with human
resources to determine whether the
candidate should be considered further."

11. The undated agency policy titled
"Standard Hiring Process" stated, "The
agency will establish a standard hiring
process to be used for all applicants.
Purpose To ensure that the process will
identify any problems with employees
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background. Process 1. Job application
a. This is the first opportunity to screen
the prospective employee b. Allows the
employer to obtain basic information
about educational and work experiences
and is the starting point of the selection
process. c. Application must have a
statement that all information is true and
correct. This is important if contradicting
information is discovered at a later date.
2. Interview a. Every qualified job
applicant should be interviewed ... 3.
Background check a. Prior to conducting
any background check, the employer
must have a signed authorization from
the applicant. b. There are five kinds of
background checks that employers can
conduct to verify candidate meets the
expectations. i. Reference check - to
verify the information the employee has
provided - should be done on all
applicants. ii. Criminal Background
check -requirement will vary by state
laws ... iii. Credit check ... iv. Drug Test
... v. Social Media and Internet check -
this check should be used with caution
because the employer may discover
information that should not be used as a
basis in hiring such as disabilities or
health issues ... c. Analyze red flags. i.
Reference checks can validate dates of
employment and titles that were
provided. Inconsistencies that cannot be
explained are a warning sign. ii.
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Interviews - applicant must be able to
explain gaps in employment and why
they left the previous jobs listed on the
application or resume."
G 0156 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
G 0156 1. The agency will only 08/04/2017
Based on home visit observation, record accept patients when the patients
. Rk . . health needs can be adequately
review and interview, the agency failed met by the home health agency in
to ensure patient needs were addressed the patients place of residence. If
and being met adequately in the patient's the established plan of care is
place of residence for 1 of 12 records |neﬁegt|ve and not met within the
. d - failed agencies parameters a referral
reviewed (see G 157); failed to ensure will be made to an alternate
plans of care were complete and accurate provider.
and signed by the physician in a timely A. All staff to receive
manner for 2 of 12 records reviewed (see reedycghon of home health
G 159): and failed h admission/CMS standards and
) )j and failed to ensure the coordination of care with
physicians' verbal, telephone, and plan of documentation between team
care orders were put into writing and members, physicians and outside
signed and dated with the date of receipt facilities if a patient is transferred
by th stered lified out of care.
y e'regls cre .nurse or qqu ! %e B. All direct care staff to receive
therapist responsible for furnishing or education and training on patient
supervising the ordered services for 4 of medical plan of care, pain
12 records reviewed (see G 166). management with documentation
and coordination of services as
) ) well as medication management
The cumulative effect of these systemic with documentation and
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problems resulted in the home health coordination of services. .
agency's inability to ensure the provision C. AII.dlrect care gtaff to receive
. K education and training on patient
of quality health care in a safe safety as well as identification to
environment for the Condition of prevent potential adverse events.
Participation 484.18 Acceptance of 2 2) The Clinical Manager
Patients, Plan of Care, and Medical will include A B &,C in new
.. employee orientation as well as
Supervision. annually for all direct care staff.
HR charts audited for compliance
annually with review and
remediated for 100% compliance
within 30 days of annual review.
100% of patient records admitted
after 08/04/17 will be audited
x3months & then 10% quarterly
for coordination of care, pain
management, making changes to
the POC for patient changes in
condition and identifying adverse
events. These will be
documented quarterly. Should
errors continue staff will be
counseled.
3 3) Administrator and
Clinical Manager (DON) are
responsible.
4) Date of compliance to
be 08/04/17.
G 0157 484.18
ACCEPTANCE OF PATIENTS, POC, MED
Bldg. 00 | SUPER
Patients are accepted for treatment on the
basis of a reasonable expectation that the
patient's medical, nursing, and social needs
can be met adequately by the agency in the
patient's place of residence.
Based on home visit observation, record G 0157 1. 1. The agency will only 08/04/2017
review and interview, the agency failed to accept patients when the patients’
] health needs can be adequately
ensure patient needs were addressed and met by the home health agency in
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being met adequately in the patient's the patients place of residence. If
place of residence for 1 of 12 records Fhe estgbllshed plan of care Is
. ineffective and not met within the
reviewed (#3). agencies parameters a referral
will be made to an alternate
The findings include: provider.
A. All staff to receive
. .. reeducation of home health
1. A review of Clinical record #3, start admission/CMS standards and
of care 3/6/17, failed to evidence the coordination of care with
patient's needs were met. The patient had documentation between team
ongoing severe pain issues and me,”,‘?er?' phys!0|aqs and outside
S . fall facilities if a patient is transferred
constipation i1ssues smc.e afa out of care.
documented 5/26/17 with T 12 B. All direct care staff to receive
compression fracture diagnosis after an education and training on patient
emergency room visit. The patient's medical plan of care, pain
d included a "H Health management with documentation
record included a "Home calt and coordination of services as
Certification and Plan of care" dated well as medication management
5/4/17 and signed by the physician on with documentation and
5/22/17. The patient was being seen by coordination of services. .
the Skilled N f . ducati C. All direct care staff to receive
¢ ] tied urse for ongomg.e l%ca ton education and training on patient
on disease processes and medications. safety as well as identification to
Physical and occupational therapy for prevent potential adverse events.
lower extremity strengthening, transfer _ 2. The Clinical Manager will
train d standine bal Th include A, B & C in new employee
ral'nlng and standing 2_1 ance. 1he orientation as well as annually for
patient made plans to discharge from the all direct care staff. HR charts
agency on 6/15/17 and transfer to a audited for compliance annually
rehabilitation skilled facility due to the with review and remediated for
. . Th 100% compliance within 30 days
ongglng pam conf:err?s. ere. was no of annual review. 100% of patient
detailed communication showing records admitted after 08/04/17
discussion between the physician, will be audited x3months for
physical therapist, skilled nurse, and coordination of care, pain
occupational therapy about what management, making changes to
.p ) p_y ) . the POC for patient changes in
medications the patient was taking and if condition and identifying adverse
any relief was occurring with specific events. These will be
pain medications or a plan to manage this documented quarterly. Should
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severe pain. The plan of care and
updates to the plan of care were not
updated to show a pain management plan
on the plan of care. This is evidenced by
the following:

A. Areview ofa 5/26/17 RN -
Skilled Nursing (SN) Visit- completed by
Employee B, Registered Nurse,
evidenced communication between the
occupational therapist and RN that the
patient had fallen in the past week. The
SN documented that reviewing all body
systems of the patient, that the patient's
pain level was a "5" on a 10 point scale
with "10" being severe pain and "0" being
no pain. The skilled nurse documented
that the patient was taking Tylenol which
had fair results.

B. A review of an emergency room
discharge disposition evidenced the
patient was treated in the emergency
room for a compression fracture. This
was dated 5/27/17.

C. A review of a PT re - evaluation
visit completed by Employee B, PT,
dated 5/30/17 evidenced patient reported
a fall and complaint of lower back pain
since that fall.

D. A review of a OT Re- evaluation
visit completed by Employee D, OT, and

errors continue staff will be
counseled.

3. Administrator and
Clinical Manager (DON) are
responsible.

4. Date of compliance to
be 08/04/17.
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dated 5/30/17 evidenced this statement:
"Pt reports falling within past week. Pt
was taken to hospital ¢ /o lower back pain
however no major injury."

E. A review of a 6/1/17 note titled
"OASIS C2 Transfer" evidenced the
patient had transferred to an inpatient
facility due to injury caused by fall. The
transfer had occurred on 5/31/17. This
document was completed by Employee
B.

F. A review of a procedure dictation
document for a procedure 5/31/17
evidenced the patient had a T 12
compression fracture. The patient had
lidocaine patches to apply. The patient
reported increasing pain ata "9 - 10"
level.

G. A review of the record evidenced
a resumption of care assessment dated
6/5/17 after a patient's return from an
inpatient hospital stay. The pain portion
of this assessment evidenced the patient's
pain was a level 8 with constant duration
with throbbing quality and any movement
makes the pain worse. What makes pain
better is medication, relaxation,
decreased movement. The medications
weren't documented and the patient's pain
goal was not documented. There were no
goals documented for decreased pain.

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

MF8311  Facility ID:

003800 If continuation sheet

Page 134 of 410




PRINTED: 09/01/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157562 B. WING 06/19/2017

STREET ADDRESS, CITY, STATE, ZIP CODE
291 N STATERD 2

NAME OF PROVIDER OR SUPPLIER

BACK HOME AGAIN VALPARAISO, IN 46383
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

This document stated, "had fall while out
of town, returned home then went to ED
[emergency department] for worsening
pain. It was determined [patient] had fx
at T 12. Physician has been notified of
initial assessment and tentative POC
[plan of care], frequency, interventions,
and goals to be documented on 485 [plan
of care] and submitted for signature.
Patient is agreeable to proposed POC."

During an interview on 6/19/17 at
2:50 PM, the director of nursing
indicated the resumption was late
because they were not notified of the
patient's return home from the hospital.

H. A review of the medication
profile dated 6/5/17 evidenced colace for
constipation and no other medication to
relieve constipation. Tramadol HCL oral
50 milligrams 1 tablet twice a day was
ordered for pain. There were no other
pain medications ordered including
Tylenol except Aspirin oral 81 mg 1
tablet daily analgesics.

I. A review of a PT (physical
therapy) evaluation visit document dated
6/6/17 signed by Employee A, Physical
Therapist evidenced the patient had
complained of severe pain at a level of
"10" (with "0" being no pain and "10"
being the most severe.) This evaluation
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failed to evidence a complete pain
assessment. There was no description of
the pain with this assessment. This
document evidenced that the factor
contributing functional impairment was
weakness and back pain. The treatment
goal was for the patient to report that
back pain does not limit [his / her] ability
to walk from apartment to facility dining
room.

J. A review of an OT (occupational
therapy) Re-evaluation Visit document
dated 6/6/17 signed by Employee D, OT
evidenced the patient had complained of
severe pain at a level of 10. There was
no description of the pain with this
assessment. The evaluation assessment
summary stated, "Due to increased back
pain, patient reports not leaving room for
last few days for meals / going out. Ptis
requiring significantly increased
assistance with all self care and
functional mobility tasks due to severe
back pain. Pt. recently received orders
from physician to wear back brace while
up. Pt. requires maximum assist to don
supportive back brace. Due to physical /
cognitive deficits, pt's [informal
caregiver] is unable to safely and
accurately assist with back brace. Pt will
benefit from continued OT focusing on
increasing BUE [bilateral upper
extremity] strength, activity tolerance,
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improving self - regulation of pain from
arthritis symptoms and increasing
functional transfers in order to maximum
safety and independence with daily
routine and functional mobility tasks."

K. A review of the record evidenced
a skilled nursing visit dated 6/7/17 signed
by Employee B. The nurse documented
the patient's pain level was a "6". There
was also a note: "Doctor was called
about pt. has been sitting in chair since
Sunday and has ate / drank little, has
moved infrequently, and is taking pain
medication tramadol. Instructed pt on
constipation prevention, hydration,
movement, use of colace as ordered
regularly. SN called [informal caregiver]
to see what prn [as needed] medications
are available to patient, instructed
[informal caregiver] on constipation and
pain medications effects on constipation
... called [informal caregiver] who sets up
meds to see if patient had prn miralax or
milk of magnesia." The physician was
contacted about severe pain but not about
the constipation. There were no
communications with the physician
confirming that the patient had prn
miralax or milk of magnesia to help with
the constipation. There were no
communications in the record about what
the physician communicated about the
severe pain to this nurse. The time in
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was 10:15 AM and time out 10:46 AM.

L. A review of a PTA visit dated
6/7/17 evidenced a therapy assistant visit
signed by Employee C. The time in for
this visit was 10:48 AM. Time out was
11:22 AM.

M. A review of the record evidenced
a skilled nursing visit dated 6/8/17 signed
by Employee B. Patient had a small
bowel movement evening before. Pain
level was a "9" at this visit. The
physician was not notified.

N. A review of the record evidenced
a COTA visit signed by Employee E,
COTA. The pain level was not described
or a severity level given. The pain was
located in the lower back.

O. A review of the record evidenced
an OT visit signed by Employee D, OT.
The pain level was not described or a
severity level given. The pain was
located in the lower back.

P. A review of a PTA visit dated
6/9/17 evidenced a therapy assistant visit
signed by Employee C.

Q. A review of the record evidenced
a PTA visit signed by Employee C, PTA
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dated 6/12/17 with patient complaints of
severe pain at a "9" level. This visit was
communicated with Employee A,
Employee B, and Employee D. The
physician was not contacted.

R. A review of the record evidenced
a OT visit signed by employee D, OT, on
6/12/17. The patient's pain was located
in the lower back but not described
further.

S. A review of the record evidenced
a RN - Skilled Nursing Visit completed
by Employee B, RN on 6/12/17 The
patient had a pain level of a 10. This
document was missing pages 3 and 4.

T. A review of the record evidenced
a physical therapy visit dated 6/13/17
signed by Employee A. The physical
therapist documented that the patient
complained of severe painata "11" on
the "10 point scale with no relief and
constipation. Physician was called with
update and voicemail left. There was no
communication noted with the physician
at this time. Another note with this date
signed by Employee A evidenced the
patient had stated he / she would end his /
her life because the pain was so severe.

At a home visit observation on
6/13/17 at 9:05 AM with patient #3 and
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Employee A, physical therapist, patient
#3 was observed to ambulate from the
bathroom to a chair in the living room.
Patient #3 was observed to complain of
severe pain and lack of appetite and food
intake and constipation with lack of
bowel movement for 4 days. Patient #3
indicated taking pills at 8 AM including
the pain medication, Tramadol. The
patient indicated the pain was at a level
of a"11" on a 10 point scale with no pain
relief from the tramadol. Employee A
asked the patient about the pain level.
Employee A did not ask the patient to
describe the pain. The PT took the
patient's vital signs and continued with
the therapy exercises including marching
in place in a seated position. At 9:32
AM, Employee A was observed to leave
a voice mail on the physician's phone.
Employee A asked about the patient's
pain level three times through the visit
and the patient answered the pain was at
alevel of "11" each time. These
questions were asked at the beginning of
the visit, the middle of the visit, and at
the end of the visit. The patient answered
that the pain was so severe that he / she
wished to end his / her life. The patient
asked at the end of the visit, "What am I
going to do about this pain?" The
physical therapist said to take an ice pack
and use it off and on about 20 minutes at
a time for pain relief. The PT, Employee
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A stated, "Keep a good attitude and stay
positive."

U. A review of the patient
communication note dated 6/13/17
signed by Employee E, Certified
Occupational Therapy Assistant,
evidenced that a canceled visit due to the
patient's pain level.

V. A review of the record evidenced
the physician returned a call to the PT,
Employee A, and acknowledged receipt
of message about the patient's pain and
that the physician is in contact with the
family. This was dated and signed on
6/14/17.

X. A review of the record evidenced
a PTA (physical therapy assistant) visit
dated 6/14/17 with the patient's continued
report of pain of a 9 level. Exercises
included hip flexion and extensions, hip
abductions and adductions, internal
rotation, external rotation, and knee
flexions and extensions.

Y. A review of the record evidenced
a patient communication note signed by
Employee A that the informal caregiver
called to cancel PT / OT visits today
since patient is anticipating moving to a
rehab today. PT and OT were notified.
This was dated 6/15/17.
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2. The undated agency policy titled
"Client Admission Process" stated, "All
services are available without distinction
to all individuals, regardless of their
diagnosis ... The agency determines that
client needs can be met by the agency."

3. The undated agency policy titled "Pain
Assessment / Management" stated, "All
clients admitted to the agency will
receive a comprehensive assessment that
includes identification of pain and its
impact on function as well as treatment
of efficacy of treatment. The agency will
work with the client, family and
physician, as well as other members of
the health care team, to establish a goal
for pain relief and develop and
implement a plan to achieve that goal.
The plan will be reviewed and modified
if the client does not have pain relief.
Poorly managed pain delays healing and
recover time, alters the body's immune
system and increases stress, anxiety and
depression. Clients will be informed that
they have the right to have pain evaluated
and effectively treated. Pain will be
treated as a vital sign and agency will
strive to ensure that pain is measured and
treated .... Pain assessment is an integral
part of the initial comprehensive
assessment and the client's right to expect
appropriate assessment and management
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is explained and honored. If the client
has pain that interferes with pain or
movement on a daily basis or is
determined to be intractable, pain
management will be specified
intervention on the plan of care ... Pain is
assessed on every nurse / therapist home
visit and documented on a pain or
symptom flow sheet. Documentation
will include the effectiveness of all pain
interventions or modalities. The
documentation will include what
interventions were used and describe
response / effectiveness of care. 4.
Referrals to pain specialist and utilization
of best practices will be documented if
utilized. 5. The nurse / therapist will use
a standardized agency accepted pain
assessment tool that evaluates the
locations, duration, severity [rating
scale], alleviating factors, exacerbating
factors, current treatment [medication
and non-medication] and response to
treatment. 6. The follow up assessments
will address effectiveness of the pain
management program and identify if
there is a need for referral or alternative
therapy. If the established plan is
ineffective and the pain management
needs can not be met within the agency
pain parameters, a referral will be made
to an alternate provider. 7. Assessment
of presence of pain and treatment /
response will be incorporated into all
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G 0159

Bldg. 00

agency assessment / reassessment tools."

4. During an interview on 6/19/17 at
3:10 PM, the director of nursing stated,
"We can only do what we can do."

5. During an interview on 6/19/17 at
5:30 PM, the pending administrator
indicated that the plan was to be there
with patient's pain. A patient's pain level
is subjective and physical therapy was the
plan for pain management.

484.18(a)

PLAN OF CARE

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 plans of care

G 0159 1) The medical plan of
care shall be developed in

08/04/2017
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were complete and accurate and signed consultation with all home
by the physician in a timely manner for 2 health agency staff & the
of 12 records reviewed (#3, #8). physician to include all
services to be provided,
The findings include: cover all pertinent
diagnosis, and include key
1. A review of clinical record #3 elements specific to the
included a document titled "Home Health patient. The agency will
Certification and Plan of care" for the |mme'd'|ately ensure it has
certification period of 5/5/17 - 7/3/17. physicians’ verbal,
This plan of care had been signed by the telephone ’?lnd plalr? of care
Registered Nurse, Employee B, on 5/4/17 o.rders pu.t into writing a_nd
and the physician on 5/22/17. The plan Slfgned _W'th the date_ & time
of care included orders for the skilled of receipt by lt_?e(;eﬂg]ls"ter?c:
nurse to be seen 1 times a week for 3 nurse O_r q:‘;abl I284 168rap|s
weeks. The plan of care stated, as reqwrg : y 3 (a).
R S A. All clinical staff involved
[Patient's name] is being seen by SN for )
} ) . in the assessment,
ongoing education on disease processes .
o evaluation and
and medications. The statement on the .
: L development of a medical
plan of care did not indicated the .
ifics of what disease processes would plan of care wil be
ls)peccll 18 Od p educated on all required
¢ educated on. elements specific to the
) ) . patient. These will include
During an ¥nterv1ew on 6./15/17 at mental status, types of
3:33 PM, the director of nursing services and equipment
inc.licated that this is a concern and is required, frequency and
being addressed. duration, prognosis,
rehabilitation potential,
2. A review of clinical record #8 with a functional limitations,
start of care date of 6/2/17 included a activities permitted,
"Home health Certification and Plan of nutritional requirements,
Care" for the certification period of safety measures,
6/8/17 - 8/6/17. This plan of care instructions for discharge or
evidenced the nurse was to assess if the referral and therapy
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MF8311 Facility ID: 003800 If continuation sheet Page 145 of 410




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

PRINTED: 09/01/2017
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
157562 B. WING 06/19/2017
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
291 N STATERD 2
BACK HOME AGAIN VALPARAISO, IN 46383
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
patient was filling the medication box to modalities. To ensure an
determine if patient is preparing individualized plan of care
correctly. This was not an accurate task disease processes with
for this plan of care. The patient's patient education,
informal caregiver was filling the medications, goals and
medication box and was not at the skilled interventions are to be
nurse visit observed. The plan of care incorporated.
was not individualized for this patient. B. Staff to be educated on
This is further evidenced by the tlm.el'y and accurate
following; revisions to the plan of care
and subsequent care
A. During a home visit observation coordination with te_a.m
on 6/14/17 at 3:10 PM, Employee B was members a”‘f’ physicians.
not observed to check if the patient was C. Acopy of the currgnt
. . plan of care to be available
preparing the medication box. Employee ) ) : )
. in the patients’ folder in the
B did not have a copy of the plan of care .
at the visit event that a clinician is
’ unable to access their POC
. . : electronically.
B. During an interview on 6/14/17 at . y . .
. . D. Before initiating services
3:30 PM, patient #8 indicated the
G | ) _— c for a home health
forma ca}rlegwe,r was i dc, arge o admission the Clinical
setting up the patient's medications Manager or alternate will
weekly. verify that a qualified order
) . . for admission to services
C. During an 1nterv1ew. on. 6/16/17 at has been obtained and
3:20 PM, Employee I, RN, indicated that documented per CMS
this task was not completed at the visit guidelines.
since this task was incorrectly listed on E. All direct care
the plan of care. staff will receive
re-education on obtaining
3. The undated agency policy titled "Plan and documentation of
of Care" stated, "Home care services are physician orders.
furnished under the direction of teh F. All office staff will
client's physcian. The plan of care is receive re-education on
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based on a comprehensive assessment internal processing within
and information rpovided by the client / the EMR to ensure orders
family and health team members ... an are entered correctly and
individualzied plan of care signed by a tracking appropriately
physician shall be required for each client 2) 100% of all new patient
receiving home heatlh and personal care records will be audited for
servcies. The plan of care shall be A-F at admission and
completed in full to include a. all recertification for accuracy,
pertinent diagnosis [es] ... b. mental tlmely. revisions and
status c. Type, frequency, and duration of coordination of care for 3
o
all visits / services d. Specific procedures months and .th.en 10%
and modalities for therapy services ... L. quarterly. Clinical Manager
Medications. treatments. and or alternate to audit start of
procedures.” cart_a for compliance content
for item D-F on 100% of
new SOC. Should errors
continue, staff will be
counseled.
3) Administrator and
Clinical Manager (DON) are
responsible.
4) Date of Compliance
08/04/17.
G0166 | 484.18(c)
CONFORMANCE WITH PHYSICIAN
Bldg. 00 | ORDERS
Verbal orders are put in writing and signed
and dated with the date of receipt by the
registered nurse or qualified therapist (as
defined in section 484.4 of this chapter)
responsible for furnishing or supervising the
ordered services.
Based on record review and interview, G 0166 1) The agency will 08/04/2017
the agency failed to ensure the physicians' immediately ensure they
verbal, telephone, and plan of care orders have physicians’ verbal,
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were put into writing and signed and telephone and plan of care
dated with the date of receipt by the orders put into writing and
registered nurse or qualified therapist signed with the date & time
responsible for furnishing or supervising of receipt by the registered
the ordered services for 4 of 12 records nurse or qualified therapist.
reviewed (#1, #2, #4, #6). A. Before initiating
services for a home health
The findings include: admission the Clinical
Manager or alternate will
1. A review of clinical record #1 failed verify th.at _a qualified.order
to evidence signed physician start of care for admission to services
orders for skilled nursing to see this has been obtained and
patient for home health services. This do'cun?ented per CMS
was evidenced as follows: guidelines. )
B. All direct care
A. A document identified as a staff il r(.acelve .
prescription dated 5/8/17 and signed by re-education on .O btaining
. . . and documentation of
the physician evidenced the following Iy
statement: Physical Therapy consult and physician orders'. .
: . . C. All office staff will
treat. DX [diagnosis] generalized . .
A i , receive re-education on
deconditioning right shO}llder pain." This internal processing within
f.ax. had jbeen sent to the independent the EMR to ensure orders
living via fax on 5/11/17. There was no are entered correctly and
documentation showing that home health, tracking appropriately.
occupational therapy, or skilled nursing 2) The Clinical Manager will
was ordered. audit all orders of 100% of
new patient admitted after
B. A review of a document titled "A 8/04/17 for compliance x3
physician order for start of care" with months and then 10%
patient #1's name on it and the signature quarterly.
of Employee A, physical therapist. This 3) The Administrator and
order with for Physical Therapy Clinical Manager (DON) are
evaluation and treatment and responsible.
Occupational Therapy evaluation and 4) Date of Compliance is
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