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G000000
G000000 This plan of correction is a
This was a federal home health complaint representation of Servants Heart
. N Home Health Services, Inc.’s
Investigation survey. . A .
commitment to provide quality
care to our patients and of our
Complaint IN00147206 - Substantiated: efforts to comply with federal
Federal deficiencies related to the regulations. Submission of this
allegation are cited. Unrelated plan (?f correction d 0es not
] . ] constitute an admission by
deficiencies are cited. Servants Heart Home Health
Services, Inc that the allegations
Survey Dates: May 16 and 19, 2014 contained in this survey report are
a true and accurate portrayal of
. the provision of our services, nor
Facility #: 011301 does it represent an admission of
the allegations of the deficiencies
Medicaid #: 200852690 in this survey.
Surveyor: Tonya Tucker, RN, PHNS
Quality Review: Joyce Elder, MSN,
BSN, RN
May 21, 2014
G000143 | 484.14(g)
COORDINATION OF PATIENT SERVICES
All personnel furnishing services maintain
liaison to ensure that their efforts are
coordinated effectively and support the
objectives outlined in the plan of care.
G000143 CORRECTIVE ACTION TAKEN: 06/05/2014
Based on clinical record review, policy A staff meeting will be held on
June 5, 2014 to re-educate all
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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review, and interview, the agency failed nurses regarding the
to ensure the agency maintained liaison importance of Coordination of
. . . Care. Written instructions will
with the laboratory and physician to . .
. . be given regarding the new
ensure their efforts were coordinated protocols for patients who
effectively and supported the objectives have lab draws ordered which
outlined in the plan of care in 1 of 3 are: 1. The Lab Draw
clinical records reviewed with the Notification Form must be
. , completed and submitted to
poténtlal to affect all 78 of the agency's the D.O.N. or Administrator
patients. (#2) within 24 hour of any lab draw.
2. This notification form will be
Findings include: logged into the Patient’s Lab
Log by the D.O.N. or
1. Clinical record #2 included plans of Adm_lmstrator _and then .
blished by the phvsician for th monitored until follow up is
care. esta. ishe . y the physician for the completed on every lab logged.
certification periods 12/07/13 to 2/4/14 3. The nurse who obtained the
and 2/5 to 4/5/14 with orders for skilled lab specimen is responsible to
nursing and home health aide services. follow up with results and
The record failed to evidence all the mal.«_a sure the patle.nt '_s
. intained liai notified of any medication
serches maintaine 1a1§on to ensure and/or treatment changes.
their efforts were coordinated and Written instructions will be
supported the plan of care. given at this staff meeting on
appropriate management of
A. The record evidenced a document a;:/ ::atlent h$:p|tallztatlon
. sthat occur. ese steps are:
s.lgned by emplo.yee.A and dated .3/17/14 1. Complete the Coordination
titled "Communication Note" which of Care form to notify all staff
states, "Other Comments: [patient] of the hospitalization. This
called the [parent] office on February 10, form is to be filed in the very
2014 and told [administrator] '[Employee front of every patient’s chart.
C] dt me and draw m 2. Find out what hospital the
was supposed 1o come a awmy patient has been admitted to
blood today, and [he/she] called me and and for what diagnosis. 3.
said [he's/she's] not coming today Ensure that the Transfer
because [his/her] mother is dying. I need Information for Hospitalization
a nurse to draw my blood before my form has be‘:‘ fa’_‘e‘: to t:e
doctor's appointment today.' appropriate hospital so they
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[administrator] called [employee B] and have information regarding the
sent [him/her] to draw a PT/INR per z.atlent’s. melclhcaflonst, A
- iagnosis, allergies,etc.. 4.
[patient's] request. Wh.en [employee B] Ensure that the hospital is
took the blood to [hospital laboratory], notified that we will need
[he/she] was told by the lab tech that discharge information and
there was no doctor's order for the lab. instructions when the patient is
[Administrator] then called [patient's] sent home. Written instructions
. will be given at this staff
doctor, [physician's name], and spoke to . . .
. o meeting regarding the writing
[his/her] nurse. [Physician's nurse] and development of the Plan of
reported to [administrator] that [patient] Care to ensure that it includes:
had no appointment with the doctor, but 1. What lab to take specimens
[he/she] would send an order to the lab to for pr?cessing if t_h‘f SN is
for the PT/INR since we had drawn it respc_msnble for obtaining
o specimens 2. Where to fax lab
already. [Administrator] then called results to : ; what
[employee B] and gave her that physician(s) and the fax
information ... Results of investigation number(s) ; ensure that labs
[employee B] reports that, when [he/she] are faxed to our agency with
took [patient's] blood to [hospital every re.sult 3. Whenever labs
lab h 1 the lab told are obtained, the Plan of Care
aboratory], the person in the lab to ] should state specifically that
[employee B] to put the blood tubes in a the RN is responsible to follow
tube basket inside the lab door. That's up with any medication
where [employee B] put the blood. The changes ordered by the
lab tech told [employee B] that they ph‘fs'c"j‘" and ensure that the
1d th the blood f thev did patient is aware of those
would throw the blood away 11 they di changes. PREVENTION OF
not receive a doctor's order within 4 hrs FUTURE DEFICIENCY IN THIS
[hours]. [Employee C] reports that in the AREA: Starting5-20-14: Anew
past when [he/she] has drawn [patient's] form was developed (see
blood, [he/she] has taken the blood to attached) entitled
. “Coordination of Care”. This
[name of lab] where there was a standing -
form will be completed by the
order to run PT/INR. The lab would then R.N. for: ; All Admissions ;,
send the results to [physician] who would All transfers/resumption of
adjust [patient's] coumadin as needed. care ¢, Allfirst time Lab orders
The lab never sent [patient's] lab results ¢ An_);change mfheal;h care
to our office - only to [physician's] office. Provicers of preisrre
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... [Employee C] reports that we have laboratory facility All current
never received any lab results from patient records will be updated
[laboratory]." with this new form by June 5,
yl- 2014. This form will be kept in
the front of the patient’s chart
B. On 5/19/14 at 11:02 AM, and will be utilized to
employee A indicated there was no communicate more efficiently
follow-up to see if the lab had received with all _health care )
the order or if the test had been pro.f essionals mvcflve(.i with the
. patient’s care. This will also
completed. The employee indicated verify what lab to take
results for this patient were not specimens to for the patient
communicated between personnel and ensure that orders are sent
furnishing services. to the right lab.
PERSON(S)RESPONSIBLE
h i i 1 FOR THIS PLAN: The
2. T ¢ agency policy with an annua ) Administrator and the Director
review date as 12/18/13 states, "Medical of Nurses will follow up to
Supervision ... Purpose To assure the ensure that these new
participation of physicians in the procedures are being followed
development and maintaining of the ar.1d are effective. A.ch_art audit
. | £ Special will be conducted within 30
Patlentp an ot care. ... specia days (no later than 6/20/14) of
instructions ... 13. Agency all patients who have been
responsibilities include: ... b. hospitalized or who have had
Confidential and accurate communication labs ordered during the last 30
about patients ... g. Facilitation of patient days to ensure that th_ese new
. " procedures are effective. If no
communication/follow-up. .
negative results are
discovered,another chart audit
will be conducted in 60 more
days (no later than 8/20/14)of
all patients who have had labs
ordered and all hospitalized
patients during this 60 day
period. If no negative findings
occur, chart audits of 10 % of
all charts will continue to be
conducted at least quarterly to
ensure no further problems
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occur with this issue. If there
are any negative
findings,appropriate staff will
be re-educated and chart
audits will continue every
30days until there are no
negative findings. This plan
will be implemented and
completed by June 5, 2014.
G000176 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse prepares clinical and
progress notes, coordinates services,
informs the physician and other personnel of
changes in the patient's condition and
needs.
Based on clinical record review, policy G000176 CORRECTIVE ACTION TAKEN: 06/05/2014
review, and interview, the agency failed A staff meeting will be held on
to ensure the registered nurse followed up June 5, 2014 to re-educate all
. . . nurses regarding the
Wlth t[he labora‘Fory and physician to . importance of Coordination of
identify the patient's PT/INR results in 1 Care. Written instructions will
of 3 clinical records reviewed with the be given regarding the new
potential to affect all 78 of the agency's protocols for patients who
patients. (#2) have lab draws ordered which
are: 1. The Lab Draw
o . Notification Form must be
Findings include: completed and submitted to
the D.O.N. or Administrator
Based on clinical record review, policy within 24 hour of any lab draw.
review, and interview, the agency failed 2. This_"°“ﬁ°ati°"_ form will be
to ensure the agency maintained liaison logged into the Patient’s Lab
. . Log by the D.O.N. or
with the laboratory to ensure their efforts Administrator and then
were coordinated effectively and monitored until follow up is
supported the objectives outlined in the completed on every lab logged.
plan of care in 1 of 3 clinical records 3. The nurse who obtained the
reviewed with the potential to affect all lab specimen 1S responsible to
, . follow up with results and
78 of the agency's patients. (#2) make sure the patient is
notified of any medication
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Findings include: and/or treatment changes.
Written instructions will be
.. . i hi ff i
1. Clinical record #2 included plans of given at_t Is staff meeting on
. . appropriate management of
care established by the physician for the any patient hospitalization
certification periods 12/07/13 to 2/4/14 sthat occur. These steps are:
and 2/5 to 4/5/14 with orders for skilled 1. Complete the Coordination
nursing and home health aide services. of Care form to notify all staff
of the hospitalization. This
. form is to be filed in the very
A. The record evidenced a document front of every patient’s chart.
signed by employee A and dated 3/17/14 2. Find out what hospital the
titled "Communication Note" which patient has been admitted to
states, "Other Comments: [Patient] and for what diagnosis. 3.
called the [parent] office on February 10, Ensure t_hat the Tran§fe|: .
d told Tadmini , X Information for Hospitalization
2014 and told [administrator] '[ Employee form has been faxed to the
C] was Supposed to come and draw my appropriate hospita' soO they
blood today, and [he/she] called me and have information regarding the
said [he's/she's] not coming today patient’s medications,
because [his/her] mother is dying. I need diagnosis, aIIergles,e.tc...4.
g blood bef. Ensure that the hospital is
a nurse to ra.w my blood betore my notified that we will need
doctor's appointment today.' discharge information and
[Administrator] called [employee B] and instructions when the patient is
sent [him/her] to draw a PT/INR per sent home. Written instructions
[patient's] request. When [employee B] will b_e given at _th's staff .
took the blood to Thospital laborat meeting regarding the writing
00 e blood to [hospital laboratory], and development of the Plan of
[he/she] was told by the lab tech that Care to ensure that it includes:
there was no doctor's order for the lab. 1. What lab to take specimens
[Administrator] then called [patient's] to for processing if the SN is
doctor, [physician's name], and spoke to responsible for obtaining
. C specimens 2. Where to fax lab
[his/her] nurse. [Physician's nurse] o
- . resultsto: ,; what
reported to [administrator] that [patient] physician(s) and the fax
had no appointment with the doctor, but number(s) ¢ ensure that labs
[he/she] would send an order to the lab are faxed to our agency with
for the PT/INR since we had drawn it everybre_suI:j 3.h W:Ienevfeglabs
already. [Administrator] then called are obtained, the Flan of Care
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[employee B] and gave her that should state specifically that
information ... Results of investigation the R_:“h's respo;snbtl.e to follow
up with any meadication
[employe.e B'] reports that, whfzn [he/she] changes ordered by the
took [patient's] blood to [hospital physician and ensure that the
laboratory], the person in the lab told patient is aware of those
[employee B] to put the blood tubes in a changes. PREVENTION OF
tube basket inside the lab door. That's FUTURE DE!:|C|ENCY IN THIS
where [employee B] put the blood. The AREA: Starting5-20-14: Anew
form was developed (see
lab tech told [employee B] that they attached) entitled
would throw the blood away if they did “Coordination of Care”. This
not receive a doctor's order within 4 hrs form will be completed by the
[hours]. [Employee C] reports that in the R.N.for: ¢ All Admiss_i°"s
past when [he/she] has drawn [patient's] ¢ Al transfer_slres_umptlon of
blood. Ihe/shel h ken the blood care ¢ Allfirst time Lab
ood, [he/she] has taken the bloo to. orders ; Any change in
[name of lab] where there was a standing health care providers or
order to run PT/INR. The lab would then preferred laboratory
send the results to [physician] who would facility All current patient
adjust [patient's] coumadin as needed. re.cords will be updated with
The lab ent's] lab | this new form by June 5, 2014.
e lab never sent [patient s.] .a results This form will be kept in the
to our office - only to [physician's] office. front of the patient’s chart and
... [Employee C] reports that we have will be utilized to communicate
never received any lab results from more efficiently with all health
[laboratory]." care professionals involved
' with the patient’s care. This
] ) will also verify what lab to take
B. The record failed to evidence any specimens to for the patient
results of the PT/INR test that was drawn. and ensure that orders are sent
to the right lab.
2. On 5/19/14 at 11:02 AM, employee A :g';ST%TS(Sg'Eiz"‘T’:S'B'—E
. . : The
indicated there \yas no follow-up .to see if Administrator and the Director
the lab had received the order or if the of Nurses will follow up to
test had been completed. The employee ensure that these new
indicated results for this patient were not procedures are being followed
communicated between personnel and are effective. A chart audit
furnishing services will be conducted within 30
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days (no later than 6/20/14) of
3. The agency policy with an annual all patients who have been
review date as 12/18/13 states, "Job hospitalized or who have had
o ) ’ labs ordered during the last 30
Description Registered Nurse Case days to ensure that these new
Manager ... II. Except where services procedures are effective. If no
are limited to therapy only, for purposed negative results are
of practice in the home health setting, the discovered,another chart audit
registered nurse shall do the following: will be conducted in 60 more
. . " days (no later than 8/20/14)of
... . Coordinate services ... . all patients who have had labs
ordered and all hospitalized
patients during this 60 day
period. If no negative findings
occur, chart audits of 10 % of
all charts will continue to be
conducted at least quarterly to
ensure no further problems
occur with this issue. If there
are any negative
findings,appropriate staff will
be re-educated and chart
audits will continue every
30days until there are no
negative findings. This plan
will be implemented and
completed by June 5, 2014.
G000236 | 484.48
CLINICAL RECORDS
A clinical record containing pertinent past
and current findings in accordance with
accepted professional standards is
maintained for every patient receiving home
health services. In addition to the plan of
care, the record contains appropriate
identifying information; name of physician;
drug, dietary, treatment, and activity orders;
signed and dated clinical and progress
notes; copies of summary reports sent to the
attending physician; and a discharge
summary.
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Based on clinical record review, G000236 CORRECTIVE ACTION TAKEN: 06/05/2014
interview, and policy review, the agency A staff meeting will be held on
failed to ensure 1 of 1 closed records June 5, 2014 to re-educate all
. . N nurses regarding the
reviewed contained coordination of care . L
. importance of Coordination of
notes and laboratory results creating the Care. Written instructions will
potential to affect all 78 current patient's be given regarding the new
of the agency. (#2) protocols for patients who
have lab draws ordered which
.- . are: 1. The Lab Draw
Findings include: Notification Form must be
completed and submitted to
1. Clinical record #2, start of care the D.O.N. or Administrator
2/21/11 and discharge date of 4/1/14, within 24 hour of any lab draw.
included plans of care established by the 2. This notification form will be
hysician for the certification periods logged into the Patient’s Lab
phy P , Log by the D.O.N. or
12/07/13 to 2/4/14 and 2/5 to 4/5/14 with Administrator and then
orders for skilled nursing services 1 time monitored until follow up is
per month for blood draw for PT/INR completed on every lab logged.
[Prothrombin Time and International 3. The nurse ‘f"h° °btai"_9d the
Normalized Ratio]. The record failed to lab speclme:n is responsible to
] X . . follow up with results and
ev1der}ce skilled .nursm.g services make sure the patient is
COOI‘dlnated services Wlth the laboratory notified of any medication
and the physician on test results. and/or treatment changes.
Written instructions will be
A. The record evidenced a document given at.th staff meetmtg c;n
. appropriate management o
s.1gned by emplolyee. A and dated .3/17/14 any patient hospitalization
states, "Other Comments: [patient] 1. Complete the Coordination
called the [parent] office on February 10, of Care form to notify all staff
2014 and told [administrator] '[Employee of the_ hOSP'taI_'zat'_on' This
form is to be filed in the very
C] was supposed to come and draw my f -
ront of every patient’s chart.
blood today, and [he/she] called me and 2. Find out what hospital the
said [he's/she's] not coming today patient has been admitted to
because [his/her] mother is dying. I need and for what diagnosis. 3.
a nurse to draw my blood before my Ensure that the Transfer
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doctor's appointment today.' Information for Hospitalization
[administrator] called [employee B] and form has 't’e‘;" fa).(te(: to tt:e
. appropriate hospital so they
sent. [hlr'n/her] to draw a PT/INR per have information regarding the
[patient's] request. When [employee B] patient’s medications,
took the blood to [hospital laboratory], diagnosis, allergies,etc.. 4.
[he/she] was told by the lab tech that Ensure that the hospital is
there was no doctor's order for the lab. "_"t'f'ed tha_t we W'"_ need
[Administrator] then called [patient's] fdlschar.ge information an<.j .
L instructions when the patient is
doctor, [physician's name], and spoke to sent home. Written instructions
[his/her] nurse. [Physician's nurse] will be given at this staff
reported to [administrator] that [patient] meeting regarding the writing
had no appointment with the doctor, but and development °f_“_‘e Plan of
[he/she] would send an order to the lab Care to ensure that it mc_ludes.
for th y K had d R 1. What lab to take specimens
or the PT INR.S{nce we had drawn it to for processing if the SN is
already. [Administrator] then called responsible for obtaining
[employee B] and gave her that specimens 2. Where to fax lab
information ... Results of investigation resultsto: ¢ what
[employee B] reports that, when [he/she] physician(s) and the fax
K ent's] blood hospital number(s) ; ensure that labs
took [patient's] bloo to. [hospita are faxed to our agency with
laboratory], the person in the lab told every result 3. Whenever labs
[employee B] to put the blood tubes in a are obtained, the Plan of Care
tube basket inside the lab door. That's should state specifically that
where [employee B] put the blood. The the R_N 1s respon_snbl_e to follow
lab tech told [ | B] that th up with any medication
ab tech fold [employee ? ey ] changes ordered by the
would throw the blood away if they did physician and ensure that the
not receive a doctor's order within 4 hrs patient is aware of those
[hours]. [Employee C] reports that in the changes. PREVENTION OF
past when [he/she] has drawn [patient's] ::-IrELARitDrEt!:ICISEZ"IOCLH‘LTHIS
. artingo-<20-14: Anew
blood, [he/she] has taken the blood to g
) form was developed (see
[name of lab] where there was a standing attached) entitled
order to run PT/INR. The lab would then “Coordination of Care”. This
send the results to [physician] who would form will be completed by the
adjust [patient's] coumadin as needed. R.'tllfor: :: A;' Adm'ss_'°“sf
The lab never sent [patient's] lab results ¢ transfers/resumption o
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to our office - only to [physician's] office. care ¢ Allfirsttime Lab
... [Employee C] reports that we have :rd‘:t": ¢ Any c.::ange n
never received any lab results from ea’th care provicers or
. . preferred laboratory
[laboratory]." The record failed to facility All current patient
evidence laboratory testing results. records will be updated with
this new form by June 5, 2014.
B. On5/19/14 at 11:15 AM This form will be kept in the
.. front of the patient’s chart and
employee A indicated there was no . o .
. o . will be utilized to communicate
documentation of communication with more efficiently with all health
the laboratory or physician regarding care professionals involved
laboratory results and there were no with the patient’s care. This
laboratory results in the chart. The will a_|5° verify what lab t_° take
employee also indicated that the chart did specimens to for the patient
L . . and ensure that orders are sent
not cgntgm .mformatlon regarding the to the right lab.
hospitalization from 3/9 to 3/11/14. PERSON(S)RESPONSIBLE
Employee A indicated this was a concern FOR THIS PLAN: The
that was addressed and a new procedure Administrator and the Director
was put in place for patients requiring of Nurses will follow up to
lab . ensure that these new
aboratory testing. procedures are being followed
and are effective. A chart audit
2. The agency policy with an annual will be conducted within 30
review date as 12/18/13 states, "Clinical days (no later than 6/20/14) of
Records/Medical Record Retention :“ pa_ttlelrltsdwho h:": bee: g
.. ospitalized or who have ha
POLICY ... C11r1'10jc11 records are legal labs ordered during the last 30
documents containing comprehensive, days to ensure that these new
accurate, and organized information procedures are effective. If no
concerning the client's health and negative results are
emotional status, treatments, and services dl.T::sveredéanct)tl;e.r c:oart audit
. . will be conducted in 60 more
rendered by the Registered professional days (no later than 8/20/14)of
nurses and other health care team all patients who have had labs
members. PURPOSE To maintain an ordered and all hospitalized
accurate record of the services provided patients during this 60 day
by the agency for each client. To provide period. : no "edgat“": :'(;‘od/'"as
. . . rt it
a mechanism by which client care oceur, chart audits o °°
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information is documented, maintained, all charts will continue to be
protected, utilized, and transferred as conductedfatrtl:ast quslrterly to
. ensure no further problems
appropriate. ... SPECI.A.L occur with this issue. If there
INSTRUCTIONS Clinical Record: 1. A are any negative
confidential clinical record containing findings,appropriate staff will
pertinent past and current findings in be re-educated and chart
accordance with accepted professional audits will continue every
. . . 30days until there are no
standards is maintained for every client N .
. . negative findings. This plan
receiving home health services. 2. In will be implemented and
addition to the plan of care, the clinical completed by June 5, 2014.
record shall contain appropriate
identifying information, including, but
not limited to: ... O. signed and dated
clinical and progress notes of nurses,
therapists, and social workers ... 5.
Documentation shall establish that
effective interchange, reporting, and
coordination of client care does occur. ...
NO00000
N000000 This plan of correction is a
representation of Servants Heart
This was a state home health complaint Home Health Services, Inc.’s
. . commitment to provide quality
investigation survey. .
care to our patients and of our
efforts to comply with federal
Complaint IN00147206 - Substantiated: regulations. Submission of this
plan of correction does not
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State deficiencies related to the allegation constitute an admission by
are cited. Unrelated deficiencies are Servgnts Heart Home Health
. Services, Inc that the allegations
cited. contained in this survey report are
a true and accurate portrayal of
Survey Dates: May 16 and 19’ 2014 the provision of our services, nor
does it represent an admission of
. the allegations of the deficiencies
Facility #: 011301 in this survey.
Medicaid #: 200852690
Surveyor: Tonya Tucker, RN, PHNS
Quality Review: Joyce Elder, MSN,
BSN, RN
May 21, 2014
N000486 | 410 IAC 17-12-2(h)
Q A and performance improvement
Rule 12 Sec. 2(h) The home health agency
shall coordinate its services with other health
or social service providers serving the
patient.
Based on clinical record review, policy N000486 CORRECTIVE ACTION TAKEN: 06/05/2014
review, and interview, the agency failed A staff meeting will be held on
to ensure the agency maintained liaison June 5, 2014 to re-educate all
ith the laborat d ohysician t nurses regarding the
w1 N a. oratory andp yswl'an 0 importance of Coordination of
ensure their efforts were coordinated Care. Written instructions will
effectively and supported the objectives be given regarding the new
outlined in the plan of care in 1 of 3 protocols for patients who
clinical records reviewed with the have1lat-3r:ra£~i c;-dered which
. , are: 1. The Lab Draw
pot'entlal to affect all 78 of the agency's Notification Form must be
patients. (#2) completed and submitted to
the D.O.N. or Administrator
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 13 of 24
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Findings include: within 24 hour of any lab draw.
2. This notification form will be
.. . | i he Patient’s L.
1. Clinical record #2 included plans of ogged into the Patient's Lab
. o Log by the D.O.N. or
care established by the physician for the Administrator and then
certification periods 12/07/13 to 2/4/14 monitored until follow up is
and 2/5 to 4/5/14 with orders for skilled completed on every lab logged.
nursing and home health aide services. 3. The nurse ‘f"h° obtam_ed the
The record failed to evidence all the lab specimen Is responsible to
. R o follow up with results and
services maintained liaison to ensure make sure the patient is
their efforts were coordinated and notified of any medication
supported the plan of care. and/or treatment changes.
Written instructions will be
A. The record evidenced a document given at_thls staff meeting on
. db ) A and dated 3/17/14 appropriate management of
s'1gne y emp o.yee. and date ) any patient hospitalization
tltled "COmmunlcatlon NOte" Wthh sthat occur. These steps are:
states, "Other Comments: [patient] 1. Complete the Coordination
called the [parent] office on February 10, of Care form to notify all staff
2014 and told [administrator] '[Employee of the_ hosp|ta|.|zat|.on. This
C q dd form is to be filed in the very
] was supposed to come and draw my front of every patient’s chart.
blood today, and [he/she] called me and 2. Find out what hospital the
said [he's/she's] not coming today patient has been admitted to
because [his/her] mother is dying. I need and for what diagnosis. 3.
a nurse to draw my blood before my Ensure t_hat the Tran§fe|: .
doctor' ntment today." Information for Hospitalization
¢ qr§ appomntment today. form has been faxed to the
[administrator] called [employee B] and appropriate hospital so they
sent [him/her] to draw a PT/INR per have information regarding the
[patient's] request. When [employee B] patient’s medications,
took the blood to [hospital laboratory], glagnostlrs‘, ta:l:rg’:es,e.ttc.l. 4.
nsure that the hospital is
[he/she] was told b}: the lab tech that notified that we will need
there was no doctor's order for the lab. discharge information and
[Administrator] then called [patient's] instructions when the patient is
doctor, [physician's name], and spoke to sent home. Written instructions
[his/her] nurse. [Physician's nurse] will i’_e given a;_th'st:taff "
reported to [administrator] that [patient] meeting regarcing the writing
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 14 of 24
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had no appointment with the doctor, but and development of the Plan of
[he/she] would send an order to the lab ::aC\aII:otelniutretthlft itincludes:
for the PT/INR since we had drawn it ) at"ab fo take specimens
o to for processing if the SN is
already. [Administrator] then called responsible for obtaining
[employee B] and gave her that specimens 2. Where to fax lab
information ... Results of investigation resultsto:  what
[employee B] reports that, when [he/she] physician(s) and the fax
. . number(s) ( ensure that labs
took [patient's] blood to [hospital .
. are faxed to our agency with
laboratory], the person in the lab told every result 3. Whenever labs
[employee B] to put the blood tubes in a are obtained, the Plan of Care
tube basket inside the lab door. That's should state specifically that
where [employee B] put the blood. The the R_N is res|°°"'_5“°|_e to follow
lab tech told [employee B] that they up with any medication
1d th he blood F thev did changes ordered by the
would t .row the blood away 1_ t. ey di physician and ensure that the
not receive a dOCtOI"S Ol‘der Wlthln 4 hrS patient is aware of those
[hours]. [Employee C] reports that in the changes. PREVENTION OF
past when [he/she] has drawn [patient's] FUTURE DEFICIENCY IN THIS
blood, [he/she] has taken the blood to AREA: Starting5-20-14: Anew
flab] wh h & form was developed (see
[name of lab] where there was a standing attached) entitled
send the results to [physician] who would form will be completed by the
adjust [patient's] coumadin as needed. R.N.for: ¢ All Admissions
The lab never sent [patient's] lab results ¢ All transfer_sl res_umptlon of
s care ¢ Allfirsttime Lab
to our office - only to [physician's] office. : -
orders ; Any change in
... [Employee C] reports that we have health care providers or
never received any lab results from preferred laboratory
[laboratory]." facility All current patient
records will be updated with
thi fi by J 5, 2014.
B. On 5/19/14 at 11:02 AM, 1S NS form 2y - ne.
o This form will be kept in the
employee A indicated there was no front of the patient’s chart and
follow-up to see if the lab had received will be utilized to communicate
the order or if the test had been more efficiently with all health
completed. The employee indicated care professionals involved
. . with the patient’s care. This
results for this patient were not
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 15 of 24
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communicated between personnel will also verify what lab to take
furnishing services. specimens to for the patient
and ensure that orders are sent
. . to the right lab.
2. The agency pOllcy Wlth an annual PERSON(S)RESPONS'BLE
review date as 12/18/13 states, "Medical FOR THIS PLAN: The
Supervision ... Purpose To assure the Administrator and the Director
participation of physicians in the of Nurses will follow up to
e ensure that these new
development and maintaining of the .
i i procedures are being followed
patient plan of care. ... Special and are effective. A chart audit
instructions ... 13. Agency will be conducted within 30
responsibilities include: ... b. days (no later than 6/20/14) of
Confidential and accurate communication all patients who have been
about patients ... g. Facilitation of patient hospitalized or w_ho have had
L " labs ordered during the last 30
communication/follow-up. days to ensure that these new
procedures are effective. If no
negative results are
discovered,another chart audit
will be conducted in 60 more
days (no later than 8/20/14)of
all patients who have had labs
ordered and all hospitalized
patients during this 60 day
period. If no negative findings
occur, chart audits of 10 % of
all charts will continue to be
conducted at least quarterly to
ensure no further problems
occur with this issue. If there
are any negative
findings,appropriate staff will
be re-educated and chart
audits will continue every
30days until there are no
negative findings. This plan
will be implemented and
completed by June 5, 2014.
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 16 of 24




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

PRINTED: 06/02/2014
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: 00 COMPLETED
A. BUILDING
157620 L WING 05/19/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1714 DIVIDEND DRIVE
SERVANT'S HEART HOME HEALTH SERVICES LOGANSPORT, IN 46947
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
N000545 | 410 IAC 17-14-1(a)(1)(F)
Scope of Services
Rule 14 Sec. 1(a) (1)(F) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(F) Coordinate services.
Based on clinical record review, policy N000545 CORRECTIVE ACTION TAKEN: 06/05/2014
review, and interview, the agency failed A staff meeting will be held on
to ensure the registered nurse followed up June 5, 2014 to re-educate all
. . . nurses regarding the
W1th t[he labora‘Fory and physician to . importance of Coordination of
identify the patient's PT/INR results in 1 Care. Written instructions will
of 3 clinical records reviewed with the be given regarding the new
potential to affect all 78 of the agency's protocols for patients who
patients. (#2) have lab draws ordered which
are: 1. The Lab Draw
oo . Notification Form must be
Findings include: completed and submitted to
the D.O.N. or Administrator
Based on clinical record review, policy within 24 hour of any lab draw.
review, and interview, the agency failed 2. This notification form will be
to ensure the agency maintained liaison logged into the Patient’s L.ab
. . Log by the D.O.N. or
with the laboratory to ensure their efforts Administrator and then
were coordinated effectively and monitored until follow up is
supported the objectives outlined in the completed on every lab logged.
plan of care in 1 of 3 clinical records 3. The nurse ‘f"h° °btai"_9d the
reviewed with the potential to affect all lab speclme:n is responsible to
, i follow up with results and
78 of the agency's patients. (#2) make sure the patient is
notified of any medication
Findings include: and/or treatment changes.
Written instructions will be
1. Clinical record #2 included plans of given at.th staff meetmtg c;n
care established by the physician for the ::Sr: :t::eanf l:?)as';?tg;::?o:
certification periods 12/07/13 to 2/4/14 sthat occur. These steps are:
and 2/5 to 4/5/14 with orders for skilled 1. Complete the Coordination
of Care form to notify all staff
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 17 of 24
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nursing and home health aide services. of the hospitalization. This
form is to be filed in the very
. front of every patient’s chart.
A. The record evidenced a document . .
. 2. Find out what hospital the
signed by employee A and dated 3/17/14 patient has been admitted to
titled "Communication Note" which and for what diagnosis. 3.
states, "Other Comments: [Patient] Ensure that the Transfer
called the [parent] office on February 10, Information for Hospitalization
.. , form has been faxed to the
2014 and told [administrator] '[Employee ) .
appropriate hospital so they
C] was supposed to come and draw my have information regarding the
blood today, and [he/she] called me and patient’s medications,
said [he's/she's] not coming today diagnosis, allergies,etc.. 4.
because [his/her] mother is dying. I need Ensure that the hospital is
a nurse to draw my blood before my n?t'f'ed tha_t we W'"_ need
d , . dav" discharge information and
octor. s.appomtment today. instructions when the patient is
[Administrator] called [employee B] and sent home. Written instructions
sent [him/her] to draw a PT/INR per will be given at this staff
[patient's] request. When [employee B] meeting regarding the writing
took the blood to [hospital laboratory], and development °f_“_‘e Plan of
he/sh 1d by the lab tech th Care to ensure that it includes:
[he/she] was to y the lab tech that 1. What lab to take specimens
there was no doctor's order for the lab. to for processing if the SN is
[Administrator] then called [patient's] responsible for obtaining
doctor, [physician's name], and spoke to specimens 2. Where to fax lab
[his/her] nurse. [Physician's nurse] resul_ts_ to: ; what
rted to ladministrator] that [patient physician(s) and the fax
reported to [.a minis r% or] that [patient] number(s) ¢ ensure that labs
had no appointment with the doctor, but are faxed to our agency with
[he/she] would send an order to the lab every result 3. Whenever labs
for the PT/INR since we had drawn it are obtained, the Plan of Care
already. [Administrator] then called should state specifically that
the RN is responsible to follow
[employee B] and gave her that . -
: j ] o up with any medication
information ... Results of investigation changes ordered by the
[employee B] reports that, when [he/she] physician and ensure that the
took [patient's] blood to [hospital patient is aware of those
laboratory], the person in the lab told changes. PREVENTION OF
. FUTURE DEFICIENCY IN THIS
[employee B] to put the blood tubes in a
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 18 of 24
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tube basket inside the lab door. That's AREA: Starting5-20-14: Anew
where [employee B] put the blood. The f‘:m l‘:vads; de\tl.c:lloged (see
attached) entitle
lab tech told [employee B] thz'it they . «Coordination of Care”. This
would throw the blood away if they did form will be completed by the
not receive a doctor's order within 4 hrs R.N.for: ; All Admissions
[hours]. [Employee C] reports that in the ¢ All transfers/resumption of
past when [he/she] has drawn [patient's] care ; Allfirst time La_b
blood, [he/she] has taken the blood to orders ¢ Any c.:hange n
. health care providers or
[name of lab] where there was a standing preferred  laboratory facility
order to run PT/INR. The lab would then All current patient records will
send the results to [physician] who would be updated with this new form
adjust [patient's] coumadin as needed. by J“"e_s’ 2014. This form will
The lab never sent [patient's] lab results be I_(ept in the front OT the
- ! hvsician' - patient’s chart and will be
to our office - only to [physician’s] office. utilized to communicate more
... [Employee C] reports that we have efficiently with all health care
never received any lab results from professionals involved with the
[laboratory]." patient’s care. This will also
verify what lab to take
. . specimens to for the patient
B. The record failed to evidence any and ensure that orders are sent
results of the PT/INR test that was drawn. to the right lab.
PERSON(S)RESPONSIBLE
2. On 5/19/14 at 11:02 AM, employee A FOR THIS PLAN: The
indicated there was no follow-up to see if A:';"ms"at‘_’l: :nlfl the Dltrector
. . o} urses will Toliow u (o]
the lab had received the order or if the P
ensure that these new
test had been completed. The employee procedures are being followed
indicated results for this patient were not and are effective. A chart audit
communicated between personnel will be conducted within 30
furnishing services. days (no later than 6/20/14) of
all patients who have been
. . hospitalized or who have had
3. The agency policy with an annual labs ordered during the last 30
review date as 12/18/13 states, "Job days to ensure that these new
Description Registered Nurse Case procedures are effective. If no
Manager ... II. Except where services negative results are
.. discovered,another chart audit
are limited to therapy only, for purposed
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of practice in the home health setting, the will be conducted in 60 more
registered nurse shall do the following: days (f’° later than 8/20/14)of
f Coordinate services " all patients who have had labs
T Tt ordered and all hospitalized
patients during this 60 day
period. If no negative findings
occur, chart audits of 10 % of
all charts will continue to be
conducted at least quarterly to
ensure no further problems
occur with this issue. If there
are any negative
findings,appropriate staff will
be re-educated and chart
audits will continue every
30days until there are no
negative findings. This plan
will be implemented and
completed by June 5, 2014.
N000608 | 410 IAC 17-15-1(a)(1-6)
Clinical Records
Rule 15 Sec. 1(a) Clinical records
containing pertinent past and current
findings in accordance with accepted
professional standards shall be maintained
for every patient as follows:
(1) The medical plan of care and
appropriate identifying information.
(2) Name of the physician, dentist,
chiropractor, podiatrist, or optometrist.
(3) Drug, dietary, treatment, and activity
orders.
(4) Signed and dated clinical notes
contributed to by all assigned personnel.
Clinical notes shall be written the day service
is rendered and incorporated within fourteen
(14) days.
(56) Copies of summary reports sent to the
person responsible for the medical
component of the patient's care.
(6) A discharge summary.
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Based on clinical record review, NO000608 CORRECTIVE ACTION TAKEN: 06/05/2014
interview, and policy review, the agency A staff meeting will be held on
failed to ensure 1 of 1 closed records June 5, 2014 to re-educate all
. . N nurses regarding the
reviewed contained coordination of care . S
. importance of Coordination of
notes and laboratory results creating the Care. Written instructions will
potential to affect all 78 current patient's be given regarding the new
of the agency. (#2) protocols for patients who
have lab draws ordered which
.- . are: 1. The Lab Draw
Findings include: Notification Form must be
completed and submitted to
1. Clinical record #2, start of care the D.O.N. or Administrator
2/21/11 and discharge date of 4/1/14, within 24 hour of any lab draw.
included plans of care established by the 2. This notification form will be
hysician for the certification periods logged into the Patient’s Lab
phy P , Log by the D.O.N. or
12/07/13 to 2/4/14 and 2/5 to 4/5/14 with Administrator and then
orders for skilled nursing services 1 time monitored until follow up is
per month for blood draw for PT/INR completed on every lab logged.
[Prothrombin Time and International 3. The nurse ‘f"h° °btai"_9d the
Normalized Ratio]. The record failed to lab speclme:n is responsible to
] . . . follow up with results and
ev1der}ce skilled .nursm.g services make sure the patient is
COOI‘dlnated services Wlth the laboratory notified of any medication
and the physician on test results. and/or treatment changes.
Written instructions will be
A. The record evidenced a document given at.th staff meetmtg c;n
. appropriate management o
s.1gned by emplolyee. A and dated .3/17/14 any patient hospitalization
states, "Other Comments: [patient] 1. Complete the Coordination
called the [parent] office on February 10, of Care form to notify all staff
2014 and told [administrator] '[Employee of the_ hOSP'taI_'zat'_on' This
form is to be filed in the very
C] was supposed to come and draw my -
front of every patient’s chart.
blood today, and [he/she] called me and 2. Find out what hospital the
said [he's/she's] not coming today patient has been admitted to
because [his/her] mother is dying. I need and for what diagnosis. 3.
a nurse to draw my blood before my Ensure that the Transfer
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doctor's appointment today.' Information for Hospitalization
[administrator] called [employee B] and form has 't’e‘;" fa).(te(: to tt:e
sent [him/her] to draw a PT/INR per appropriate hosplta’ so fhey
o have information regarding the
[patient's] request. When [employee B] patient’s medications,
took the blood to [hospital laboratory], diagnosis, allergies,etc.. 4.
[he/she] was told by the lab tech that Ensure that the hospital is
there was no doctor's order for the lab. "_"t'f'ed tha_t we W'"_ need
[Administrator] then called [patient's] fdlschar.ge information an<.j .
L instructions when the patient is
doctor, [physician's name], and spoke to sent home. Written instructions
[his/her] nurse. [Physician's nurse] will be given at this staff
reported to [administrator] that [patient] meeting regarding the writing
had no appointment with the doctor, but and development °f_“_‘e Plan of
[he/she] would send an order to the lab Care to ensure that it mc_ludes.
K R 1. What lab to take specimens
for the PT/INR.S{nce we had drawn it to for processing if the SN is
already. [Administrator] then called responsible for obtaining
[employee B] and gave her that specimens 2. Where to fax lab
information ... Results of investigation resultsto: ¢ what
[employee B] reports that, when [he/she] physician(s) and the fax
K ent's] blood hospital number(s) ; ensure that labs
took [patient's] bloo to. [hospita are faxed to our agency with
laboratory], the person in the lab told every result 3. Whenever labs
[employee B] to put the blood tubes in a are obtained, the Plan of Care
tube basket inside the lab door. That's should state specifically that
where [employee B] put the blood. The the R_N 1s respon_snbl_e to follow
lab tech told | Bl that th up with any medication
ab tech told [employee B] ? ey ] changes ordered by the
would throw the blood away if they did physician and ensure that the
not receive a doctor's order within 4 hrs patient is aware of those
[hours]. [Employee C] reports that in the changes. PREVENTION OF
past when [he/she] has drawn [patient's] ::-IrELARitDrEt!:ICISEZ"IOCLH‘LTHIS
. artingo-<20-14: Anew
blood, [he/she] has taken the blood to g
) form was developed (see
[name of lab] where there was a standing attached) entitled
order to run PT/INR. The lab would then “Coordination of Care”. This
send the results to [physician] who would form will be completed by the
adjust [patient's] coumadin as needed. ilth f°“f ¢ IA" Adm:_ssw"fs ¢
The lab never sent [patient's] lab results ranstorsiresumption
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to our office - only to [physician's] office. care ¢ Allfirsttime Lab
... [Employee C] reports that we have :rd‘:t": ¢ Any c.:ange n
never received any lab results from p::ferr::lre T;Z\;Irat:zyo;acility
[laboratory]." The record failed to All current patient records will
evidence laboratory testing results. be updated with this new form
by June 5, 2014. This form will
B. On 5/19/14 at 11:15 AM be kept in the front of the
employee A indicated there was no E:::::I joc::::&?\:z::eb;ore
documentation of communication with efficiently with all health care
the laboratory or physician regarding professionals involved with the
laboratory results and there were no patient’s care. This will also
laboratory results in the chart. The Verif¥ what lab to take _
employee also indicated that the chart did specimens to for the patient
L . . and ensure that orders are sent
not cgntgm .mformatlon regarding the to the right lab.
hospitalization from 3/9 to 3/11/14. PERSON(S)RESPONSIBLE
Employee A indicated this was a concern FOR THIS PLAN: The
that was addressed and a new procedure Administrator and the Director
was put in place for patients requiring of Nurses will follow up to
lab . ensure that these new
aboratory testing. procedures are being followed
and are effective. A chart audit
2. The agency policy with an annual will be conducted within 30
review date as 12/18/13 states, "Clinical days (no later than 6/20/14) of
Records/Medical Record Retention :“ pa_ttlelrltsdwho h:": bee: g
.. ospitalized or who have ha
POLICY ... C11r1'10jc11 records are legal labs ordered during the last 30
documents containing comprehensive, days to ensure that these new
accurate, and organized information procedures are effective. If no
concerning the client's health and negative results are
emotional status, treatments, and services dl.T::sveredéanct)tl;e.r c:oart audit
. . will be conducted in 60 more
rendered by the Registered professional days (no later than 8/20/14)of
nurses and other health care team all patients who have had labs
members. PURPOSE To maintain an ordered and all hospitalized
accurate record of the services provided patients during this 60 day
by the agency for each client. To provide period. : no "edg!at"": :'(;‘od/'"as
a mechanism by which client care oceur, chart audits o °°
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information is documented, maintained, all charts will continue to be
protected, utilized, and transferred as conductedfatrtl:ast quslrterly to
. ensure no further problems
appropriate. ... SPECI.A.L occur with this issue. If there
INSTRUCTIONS Clinical Record: 1. A are any negative
confidential clinical record containing findings,appropriate staff will
pertinent past and current findings in be re-educated and chart
accordance with accepted professional audits will continue every
. . . 30days until there are no
standards is maintained for every client N .
. . negative findings. This plan
receiving home health services. 2. In will be implemented and
addition to the plan of care, the clinical completed by June 5, 2014.
record shall contain appropriate
identifying information, including, but
not limited to: ... O. signed and dated
clinical and progress notes of nurses,
therapists, and social workers ... 5.
Documentation shall establish that
effective interchange, reporting, and
coordination of client care does occur.
State Form Event ID: 8HGN11 Facility ID: 011301 If continuation sheet Page 24 of 24




