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This was a federal home health agency
recertification survey. This was a partial
extended survey.

Survey dates were January 5-9, 2015
Facility number 004966
Medicaid number 200465840

Surveyor: Michelle Weiss RN MSN
Public Health Nurse Surveyor

Census Unduplicated last 12 months: 705

Quality Review: Joyce Elder, MSN,
BSN, RN
January 15, 2015

484.36(c)(1)

ASSIGNMENT & DUTIES OF HOME
HEALTH AIDE

Written patient care instructions for the
home health aide must be prepared by the
registered nurse or other appropriate
professional who is responsible for the
supervision of the home health aide under
paragraph (d) of this section.

Based on clinical record review,
interview, and policy review, the agency

G000000

G000224 1. The NursingSupervisor will
in-service all nursing Case Managers on
completing the HomeHealth Aide Care
plan to ensure all tasks are completed to

02/02/2015
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failed to ensure the registered nurse
provided accurate written patient care
instructions for the home health aide in 1
(clinical record number 2) of 12 records
reviewed.

Findings include:

1. A review of the clinical record #2
revealed the Home Health Aide Care
Plan dated 9/10/14 prepared by the
registered nurse, employee 0,
inaccurately provided directions by
marking that the aide needed to perform
catheter care. The nurse tried to correct
the error by crossing through through the
word "catheter" and writing the
abbreviation "peri" beside the word,
"care" within the procedure section,
rather than marking the proper section for
perineal care. The patient did not have a
catheter and this area should not have
been checked.

2. In an interview with the administrator,
Employee A, on January 8, 2015, at
12:00 PM, the error was discussed.

"This task was not applicable to the
patient and created errors to occur in
subsequent home health aide
documentation. The patient does not have
a catheter based on his assessments and
this is the incorrect location for
documenting this."

meet the patientneeds.

2. The deficiency shallbe prevented in
the future by reviewing 25% of the patient
charts in the recordreview quarterly to
ensure the Home Health Aide time sheet
match the Home HealthAide care plan. .
3. The NursingSupervisors will be
responsible for auditing the patient files.
4. The in-servicewill be conducted by
the Nursing Supervisor by 2/2/15
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3. Help at Home Agency's Policy "Home
Health Aide Documentation" C-800
states, "The designated Registered nurse
or designated person is responsible for
reviewing the home health aide's charting
before it is placed in the chart." and
"Care/services provided should be in
accordance with direction provided in the
Home Health Aide Care Plan."

4. Help at Home Agency's policy "Home
Health Aide Care Plan" C- 751 states, "A
complete, personalized and appropriate
Personal Care Plan, based on patient
needs, identifying duties to be performed
by the Home Health Aide, shall be
developed by a Registered Nurse. All
home health aide staff will follow the
identified plan."

This was a state home health agency
relicensure survey.

Survey dates were January 5-9, 2015

Facility number 004966

N000000
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Medicaid number 200465840
Surveyor: Michelle Weiss RN MSN
Public Health Nurse Surveyor
Census Unduplicated last 12 months: 705
Quality Review: Joyce Elder, MSN,
BSN, RN
Januaryl5, 2015
NO000550 | 410 IAC 17-14-1(a)(1)(K)
Scope of Services
Rule 14 Sec. 1(a) (1)(K) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(K) Delegate duties and tasks to licensed
practical nurses and other individuals as
appropriate.
Based on clinical record review, N000550 1. The NursingSupervisor will 02/02/2015
. . . . in-service all nursing Case Managers on
interview, and policy review, the agency completing the HomeHealth Aide Care
failed to ensure the registered nurse plan to ensure all tasks are completed to
. . . meet the patientneeds.
pr0V1ded accurate written pat1ent care 2. The deficiency shallbe prevented in
instructions for the home health aide in 1 the future by reviewing 25% of the patient
.. charts in the recordreview quarterly to
(clinical record number 2) of 12 records ensure the Home Health Aide time sheet
reviewed. match the Home HealthAide care plan.
3. The NursingSupervisors will be
responsible for auditing the patient files.
Findines include: 4. The in-servicewill be conducted by
g the Nursing Supervisor by 2/2/15
1. A review of the clinical record #2
revealed the Home Health Aide Care
Plan dated 9/10/14 prepared by the
registered nurse, employee 0,
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inaccurately provided directions by
marking that the aide needed to perform
catheter care. The nurse tried to correct
the error by crossing through through the
word "catheter" and writing the
abbreviation "peri" beside the word,
"care" within the procedure section,
rather than marking the proper section for
perineal care. The patient did not have a
catheter and this area should not have
been checked.

2. In an interview with the administrator,
Employee A, on January 8, 2015, at
12:00 PM, the error was discussed.

"This task was not applicable to the
patient and created errors to occur in
subsequent home health aide
documentation. The patient does not have
a catheter based on his assessments and
this is the incorrect location for
documenting this."

3. Help at Home Agency's Policy "Home
Health Aide Documentation" C-800
states, "The designated Registered nurse
or designated person is responsible for
reviewing the home health aide's charting
before it is placed in the chart." and
"Care/services provided should be in
accordance with direction provided in the
Home Health Aide Care Plan."

4. Help at Home Agency's policy "Home
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Health Aide Care Plan" C- 751 states, "A
complete, personalized and appropriate
Personal Care Plan, based on patient
needs, identifying duties to be performed
by the Home Health Aide, shall be
developed by a Registered Nurse. All
home health aide staff will follow the
identified plan."
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