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This was a federal home health
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PROFESSIONAL STD
The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
Based on observation, policy review, and G000121 G121 10/24/2014
. . . 1.Help At Home, Inc.will conduct an
interview, the agency failed to ensure in-service training on the company
staff followed infection control policies Policies and Procedures forlnfection
. Control and Universal Precautions —
and procedures for 2 of 5 observations Policy B 403.
with the potential to affect all the 2.The deficiencywill be prevented by
, . implementing an infection control
agency's 402 patlents. (# 1 and 2) compliance program whichwill be
reviewed quarterly and the findings will be
I . reviewed and evaluated inthe QA
Findings include program meefing,
3.TheNursing Supervisor will
1. During home visit observation with ensure all staff has been
patient #1 on 9/23/14 at 9:00 AM, in-serviced on Agencypollmes and
. procedures B403. The internal
employee E, a Home Health Aide monitoring will be conducted by
(HHA), was observed providing a shower theNursing Supervisor quarterly
for the patient. Employee E failed to to ensure infection control
wash hands or use hand sanitizer before processes have beenfolloyved
. . according to company policy.
donning clean gloves and after removing 4.The deficiencywill be corrected by
dirty gloves. 10-24-14
2. During interview on 9/23/14 at 12:00
PM, employee C indicated staff should
wash hands or use hand sanitizer before
and after glove use.
3. During home visit observation with
patient #2 on 9/23/14 at 2:30 PM,
employee Q, a HHA, failed to change
gloves after providing shower to patient,
and used the same gloves through
assisting the patient with clothing.
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4. The agency's policy titled "Infection
Control-Standard Precautions &
Handling of Infectious Waste &
Biohazardous Materials," # B-403,
reviewed 7/8/14, states "Standard
Precautions-Tier One, 1. Standard
precautions apply to blood, all body
fluids, secretions, excretions, non-intact
skin, and mucous membranes. All are to
be treated as a potential source of
infection regardless of whether the client
has a communicable disease. 2. Hands
are washed ... immediately after gloves
are removed, between client contacts, and
when indicated to prevent transfer of
microorganisms between other clients or
the environment. 3. Gloves are worn
when touching blood, body fluids,
secretions, excretions, non-intact skin,
mucous membranes, or contaminated
items."

This was a home health state licensure
survey.

Survey dates: September 22-26, 2014
Facility number: 004456

Medicaid number: 200811660E
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Surveyor: Miriam Bennett, RN, BSN,
PHNS
Census Service Type:
Skilled: 108
Home Health Aide Only: 294
Personal Care Only: 0
Total: 402
Sample:
RR w/HV: 5
RR w/o HV: 9
Total: 14
Quality Review: Joyce Elder, MSN,
BSN, RN
September 29, 2014
NO00470 | 410 IAC 17-12-1(m)
Home health agency
administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
Based on observation, policy review, and N000470 N470 10/24/2014
int . th failed t 1.Help At Home, Inc.will conduct an
mterview, the agency lailed to ensure in-service training on the company
staff followed infection control policies Policies and Procedures forinfection
d d for 2 of 5 ob . Control and Universal Precautions —
and procedures for 2 ot 5 observations Policy B 403.
with the potentia] to affect all the 2.The deficiencywill be prevented by
. implementing an infection control
agency’s 402 patlents. (# 1 and 2) compliance program whichwill be
reviewed quarterly and the findings will be
T . reviewed and evaluated inthe QA
Findings include program meeting,
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1. During home visit observation with
patient #1 on 9/23/14 at 9:00 AM,
employee E, a Home Health Aide
(HHA), was observed providing a shower
for the patient. Employee E failed to
wash hands or use hand sanitizer before
donning clean gloves and after removing
dirty gloves.

2. During interview on 9/23/14 at 12:00
PM, employee C indicated staff should
wash hands or use hand sanitizer before
and after glove use.

3. During home visit observation with
patient #2 on 9/23/14 at 2:30 PM,
employee Q, a HHA, failed to change
gloves after providing shower to patient,
and used the same gloves through
assisting the patient with clothing.

4. The agency's policy titled "Infection
Control-Standard Precautions &
Handling of Infectious Waste &
Biohazardous Materials," # B-403,
reviewed 7/8/14, states "Standard
Precautions-Tier One, 1. Standard
precautions apply to blood, all body
fluids, secretions, excretions, non-intact
skin, and mucous membranes. All are to
be treated as a potential source of
infection regardless of whether the client
has a communicable disease. 2. Hands

3.TheNursing Supervisor will
ensure all staff has been
in-serviced on Agencypolicies and
procedures B403. The internal
monitoring will be conducted by
theNursing Supervisor quarterly
to ensure infection control
processes have beenfollowed

according to company policy.
4.The deficiencywill be corrected by
10-24-14
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the environment.

items."

are washed ... immediately after gloves
are removed, between client contacts, and
when indicated to prevent transfer of
microorganisms between other clients or

3. Gloves are worn

when touching blood, body fluids,
secretions, excretions, non-intact skin,
mucous membranes, or contaminated

State Form

Event ID:

GO3711  Faciliy ID: 004456

If continuation sheet Page 6 of 6




