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G000110 | 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.
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 clinical record review, G000110 | Administrator has inserviced 05/30/2014
observation, and document review, the Of,ﬂce §taff on current Advanced
. . Directives. Case Managers have
agen'cy failed to ensure patients were replaced outdated Advanced
provided the current Advanced Directives for existing clients
Directives, including a description of during supervisory visits.
applicable State law, in 3 of 5 records Admission folders for new clients
. d 4 h th il have been corrected with current
reviewed (#3, 4, 5) with the POtentlfl to Advanced Directive policy and all
affect all the agency's 46 active patients. old policies have been destroyed.
Case Managers will have
Findings include ongoing responsibility to ensure
admissions folders contain
) ) ) ) updated policies. Administrator
1. The information given to the patients will bi-annually review admission
failed to include the updated state of policies for possible updates from
Indiana advanced directives document, the state antd/ or federal
. . . overnment.
revised July 1, 2013, in the admission g
folder that was distributed to the patients
at the start of care (SOC).
2. Clinical record #3, SOC 11/9/2013,
failed to evidence an updated July 1,
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2013, version of the Indiana Advanced
Directives document. The patient signed
that the document was received on the
SOC date.

On 5/14/14 at 9:30 AM, the home
admission folder was observed during a
home visit for patient #3. The folder
failed to evidence the Indiana Advanced

Directives document revised July 1,
2013.

3. Clinical record #4, SOC 3/24/2014,
failed to evidence an updated version of
the Indiana Advanced Directives
document, revised July 1, 2013 . The
patient signed that the document was
received on the SOC date.

On 5/14/14 at 12:15 PM, the home
admission folder was observed during a
home visit for patient #4. The folder
failed to evidence the Indiana Advanced
Directives document revised July 1,
2013.

4. Clinical record #5, SOC 4/14/2014,
failed to evidence an updated Indiana
Advanced Directives document, revised
July 2013. The patient signed that the
document was received on the SOC date.

On 5/14/14 at 2:45 PM, the home
admission folder was observed in the
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home for patient #5. The folder failed to
evidence the Indiana Advanced
Directives document revised July 1,
2013.
G000121 | 484.12(c)
COMPLIANCE W/ ACCEPTED
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 DON held a nursing inservice to 06/30/2014
interview, the agency failed to ensure all review agency's |nfect|qn conj[rol
. ] . policy and procedures, including
staff followed infection control policies proper hand washing technique.
and procedures for 3 of 5 home visit cleaning equipment before
observations with the potential to affect returning to nursing bag, washing
all the agency's 46 patients. (#1, 2, and hangs before removing
equipment from bag, and
4) ensuring bags are placed on
clean, dry surface when in client's
Findings include home. All nursing bags have
been cleaned and paper towels
.. . ) (should the home not have clean
1. During 1nterv1e.:w .on 5/14/14 at 1:35 hand towels) have been added to
PM, employee A indicated they clean the bags. In addition, nurses will
their equipment once a week unless it is carry protective barriers for their
visibly soiled, then they clean it with bags while in the client's home.
cl bleach wi DON is responsible for ensuring
Orox bleach wipes. proper infection control is being
followed. Nursing bags will be
2. During interview on 5/14/14 at 4:25 inspected on a quarterly basis by
PM, employee A indicated there are no the DON.
paper towels in the home of patient #2.
3. The agency's policy titled "Nursing
Bag," dated August 2002, # N-120,
states "The inside of the bag and its
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 4 of 17
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contents are considered clean. Therefore:
Hand washing must occur before entering
the bag for any reason. All items
removed from the bag should be cleaned
before returning to the bag. ... When in a
client's home, place the bag on a clean
and dry surface. If there is no suitable
place in the home, take only those items
into the home that are needed for the
visit."
G000159 | 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 clinical record review, G000159 The DON held a nursing inservice 06/30/2014
observation, policy review, and to review POC procedures to
X . . ensure that all POC's are
interview, the agency failed to ensure the completed in full. The inservice
plan of care (POC) included all durable included review of the policy to
medical equipment (DME) used by the include all durable medical
patient for 1 of 5 (#3) observations, equipment on POC, start of care
eluded ¢ date for 1 of 10 dates on POC, and ALL updates
included a start of care date for 1 o ordered by the physician are
records reviewed (#3), and contained included on the POC. In addition,
updates to treatments that were ordered current charts have been
by the physician for 1 of 10 clinical reviewed for compliance. Review
d . 4 (42) with th il of the agency's new software
records reviewed (#2) with the Potentla system was included in the
to affect all the agency's 46 patients. inservice to alleviate the omission
of start of care dates on the POC.
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Findings include

1. Clinical record #3, start of care
(SOC) 2/18/14, contained a POC dated
4/14-6/12/14 with orders for home health
aide (HHA) 2 hours a day Sunday
through Saturday. The SOC date section
failed to contain a date.

2. The agency's undated policy titled
"Plan of Care," # C-580, states, "2. The
Plan of Care shall be completed in full to
... 1. Medications, treatments,
and procedures, m. Medical supplies and
equipment required. ... t. Other
appropriate items, ... 9.

include:

Verbal/telephone orders shall be obtained
from the patient's physician for changes
in the Plan of Care."

3. The agency's undated policy titled
"Physician Orders," # C-635 states, "All
medications and treatments, that are part
of the patient's plan of care, must be
ordered by the physician. ... 8. ... Inthe
event the change are medication changes,
the nurse can review the prescription
medication bottles and document those
changes on the patient's medication
record in the home and in the clinical
chart in the office. At the time of
recertification, those changes should be
incorporated to the Plan of Care sent to
the physician for signature."

The DON is responsible for
ensuring compliance with the
agency's policies, #C-580 (Plan of
Care) and #C-635 (Physician's
Orders). Charts will be reviewed
quarterly for quality assurance
audits. These specific items are
listed on the audit form.
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G000173 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse initiates the plan of
care and necessary revisions.
Based on clinical record and agency G000173 | The Administrator/Director of 06/30/2014
: : . : Nursing has inserviced nursing
olicy review and interview, the agenc
p . y . gency staff on POC documentation. All
failed to ensure the registered nurse (RN) patient records have been
updated and revised the plan of care in 1 reviewed and cross-checked by
of 5 records reviewed (#2) creating the case managers to ensure POC's
potential to affect all the agency's 46 .conta|.n necessary updates
. .. Kill . including physician orders for
patlejnts receiving skilled nursing (SN) over the counter medications, and
Services. patient anatomical location for
dressing changes. This practice
Findings include has been highlighted on the
patient chart audit forms. The
o Administrator is responsible for
1. Clinical record #2, start of care (SOC) ensuring that proper updates to
2/20/12, contained a Plan of Care (POC) the POC are completed and will
for the certification period 2/10/14 to be rﬁ[wewed ongoing, c:.uarterly at
. . uality assurance meetings.
4/10/14 with orders for SN to include quatly 9
dressing changes for decubitus care in
AM daily, and Saturday / Sunday 1 hour
visits for decubitus care. The record
failed to evidence specific orders for
drugs or treatments to be used for the
decubitus care and failed to identify the
anatomic location of any existing
decubitus ulcers requiring treatment.
A. A SN visit note dated 3/9/2014
evidenced the nurse applied
hydrocortisone cream to the patient's
rectal area when the patient complained
of discomfort. The record failed to
evidence the SN contacted the patient's
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 7 of 17
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physician to obtain an order for the cream
and had updated the plan of care to
include the hydrocortisone cream.
B. During interview on 5/12/2014 at
3:15 PM, employee A indicated the
hydrocortisone was 1% topical cream and
that, since this is available over the
counter, they did not believe that an order
was needed for the medication.
NO00000
This was a Home Health state license N000000
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Sample:
RR w/HV: 5
RR w/o HV: 5
Total: 10
Quality Review: Joyce Elder, MSN,
BSN, RN
May 16, 2014
N000470 | 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 DON held a nursing inservice to 06/30/2014
interview, the agency failed to ensure all review agency's |nfect|qn conf[rol
£ foll fecti L polici policy and procedures, including
staff followed infection control policies proper hand washing technique,
and procedures for 3 of 5 home visit cleaning equipment before
observations with the potential to affect returning to nursing bag, washing
all the agency's 46 patients. (#1, 2, and hanqs before removing
4 equipment from bag, and
) ensuring bags are placed on
clean, dry surface when in client's
Findings include home. All nursing bags have
been cleaned and paper towels
. . ) (should the home not have clean
1. During 1nterv1e;w F)n 5/14/14 at 1:35 hand towels) have been added to
PM, employee A indicated they clean the bags. In addition, nurses will
their equipment once a week unless it is carry protective barriers for their
visibly soiled, then they clean it with bags while in the client's home.
cl bleach wi DON is responsible for ensuring
Orox bicach wipes. proper infection control is being
followed. Nursing bags will be
2. During interview on 5/14/14 at 4:25 inspected on a quarterly basis by
PM, employee A indicated there are no the DON.
paper towels in the home of patient #2.
State Form Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 9 of 17
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3. The agency's policy titled "Nursing
Bag," dated August 2002, # N-120,
states "The inside of the bag and its
contents are considered clean. Therefore:
Hand washing must occur before entering
the bag for any reason. All items
removed from the bag should be cleaned
before returning to the bag. ... Whenina
client's home, place the bag on a clean
and dry surface. If there is no suitable
place in the home, take only those items
into the home that are needed for the
visit."
NO00518 | 410 IAC 17-12-3(e)
Patient Rights
Rule 12 Sec. 3(e)
(e) 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 advanced
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 clinical record review, N000518 Administrator has inserviced 05/30/2014
observation, and document review, the ofﬁce §taff on current Advanced
. . Directives. Case Managers have
agency failed to ensure patients were replaced outdated Advanced
provided the current Advanced Directives for existing clients
Directives, including a description of during supervisory visits.
applicable State law, in 3 of 5 records Admission folders for new clients
. . . have been corrected with current
reviewed (#3, 4, 5) with the potential to Advanced Directive policy and all
affect all the agency's 46 active patients. old policies have been destroyed.
Case Managers will have
State Form Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 10 of 17
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Findings include

1. The information given to the patients
failed to include the updated state of
Indiana advanced directives document,
revised July 1, 2013, in the admission
folder that was distributed to the patients
at the start of care (SOC).

2. Clinical record #3, SOC 11/9/2013,
failed to evidence an updated July 1,
2013, version of the Indiana Advanced
Directives document. The patient signed
that the document was received on the
SOC date.

On 5/14/14 at 9:30 AM, the home
admission folder was observed during a
home visit for patient #3. The folder
failed to evidence the Indiana Advanced
Directives document revised July 1,
2013.

3. Clinical record #4, SOC 3/24/2014,
failed to evidence an updated version of
the Indiana Advanced Directives
document, revised July 1,2013 . The
patient signed that the document was
received on the SOC date.

On 5/14/14 at 12:15 PM, the home
admission folder was observed during a
home visit for patient #4. The folder
failed to evidence the Indiana Advanced

ongoing responsibility to ensure
admissions folders contain
updated policies. Administrator
will bi-annually review admission
policies for possible updates from
the state and/or federal
government.
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N000524

Directives document revised July 1,
2013.

4. Clinical record #5, SOC 4/14/2014,
failed to evidence an updated Indiana
Advanced Directives document, revised
July 2013. The patient signed that the
document was received on the SOC date.

On 5/14/14 at 2:45 PM, the home
admission folder was observed in the
home for patient #5. The folder failed to
evidence the Indiana Advanced
Directives document revised July 1,
2013.

410 IAC 17-13-1(a)(1)

Patient Care

Rule 13 Sec. 1(a)(1) As follows, the medical
plan of care shall:

(A) Be developed in consultation with the
home health agency staff.

(B) Include all services to be provided if a
skilled service is being provided.

(B) Cover all pertinent diagnoses.

(C) Include the following:

(i) Mental status.

(i)  Types of services and equipment
required.

(iii) Frequency and duration of visits.
(iv) Prognosis.

(v) Rehabilitation potential.

(vi) Functional limitations.

(vii) Activities permitted.

(viii) Nutritional requirements.

(ix) Medications and treatments.

(x)  Any safety measures to protect
against injury.

(xi) Instructions for timely discharge or
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referral.
(xii) Therapy modalities specifying length of
treatment.
(xiii) Any other appropriate items.
Based on clinical record review, policy N000524 [ The DON held a nursing inservice 06/30/2014
review and interview, the agency failed to to review POC procedures to
. ensure that all POC's are
ensure the plan of care (POC) included a completed in full. The inservice
duration of visits for 7 of 10 clinical included review of the policy to
records reviewed (#2, 3, 5, 6, 7, 8, and include all durable medical
10), included a start of care date for 1 of :tqaL:Itpor?igtreOZaﬁgsC(;:Lli’r(e)‘tcltonazgd
10 records re?V1ewed.(#3), included all ALL updates ordered by the
durable medical equipment (DME) used physician are included on the
by the patient for 1 of 5 (#3) POC. In addition, current charts
observations, and contained updates to have t?een rewevyed for
h dered by th compliance. Review of the
treatments that were ordered by the agency's new software system
physician for 1 of 10 clinical records was included in the inservice to
reviewed (#2) with the potential to affect alleviate the omission of start of
all the agency's 46 patients. care Qates on th.e POC. The.
DON is responsible for ensuring
o ) compliance with the agency's
Findings include policies, #C-580 (Plan of Care)
and #C-635 (Physician's Orders).
Related to duration of visits Charts will be reviewed quarterly
for quality assurance audits.
o These specific items are listed
1. Clinical record #2, start of care date on the audit form.
(S0OC) 2/20/12, contained a POC dated
4/11-6/9/14 with orders for Home Health
Aide (HHA) 5 hours AM visit, 2 hours
mid-afternoon visit, 4 hours evening visit
for 60 day certification period and Skilled
Nurse (SN) visits, 2 hour in AM for
bowel program 3 times a week. The SN
visits failed to evidence a duration of
services.
2. Clinical record #3, SOC 2/18/14,
State Form Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 13 of 17
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contained a POC dated 4/14-6/12/14 with
orders for HHA 2 hours a day Sunday

through Saturday. The HHA visits failed
to evidence a duration of services and the
SOC date section failed to contain a date.

3. Clinical record #5, SOC 11/9/13,
contained a POC dated 2/18-4/18/14 with
orders for HHA 4 hours, 4 times a week.
The HHA visits failed to evidence a
duration of services.

4. Clinical record #6, SOC 10/29/12,
contained a POC dated 10/29-12/27/12
with orders for HHA visit 9:00 AM to
12:00 PM Tuesday and Thursdays only.
The HHA visits failed to evidence a
duration of services.

5. Clinical record #7, SOC 2/12/13,
contained a POC dated 2/7-4/7/14 with
orders for HHA for 2 hours daily Sunday
- Saturday and SN 2 visits per week. The
HHA and SN visits failed to evidence a
duration of services.

6. Clinical record #8, SOC 8/4/11,
contained a POC dated 3/21-5/19/14 with
orders for HHA for 2 hours 3 times per
week and SN weekly. The HHA and SN
visits failed to evidence a duration of
services.

7. Clinical record #10, SOC 7/5/10,
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contained a POC dated 2/7-4/7/14 with
orders for HHA visits 3 times a week for
2 hours each visit. The HHA visits failed
to evidence a duration of services.

8. During interview on 5/14/14 at 10:35
AM, employee A, administrator,
indicated the durations should say 60
days, but they were missed with entry of
the plan of care on some due to the new
computer system.

9. The agency's undated policy titled
"Plan of Care," # C-580, states, "2. The
Plan of Care shall be completed in full to
include: ... 1. Medications, treatments,
and procedures, m. Medical supplies and
equipment required, 2. The Plan of Care
shall be completed in full to include: ...
c. Type, frequency, and duration of all
visits/services, ...t. Other appropriate
items ... 9. Verbal/telephone orders shall
be obtained from the patient's physician
for changes in the Plan of Care."

10. The agency's undated policy titled
"Physician Orders," # C-635 states, "All
medications and treatments, that are part
of the patient's plan of care, must be
ordered by the physician. ... 8. ... Inthe
event the change are medication changes,
the nurse can review the prescription
medication bottles and document those
changes on the patient's medication
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record in the home and in the clinical
chart in the office. At the time of
recertification, those changes should be
incorporated to the Plan of Care sent to
the physician for signature."
N000542 | 410 IAC 17-14-1(a)(1)(C)
Scope of Services
Rule 14 Sec. 1(a) (1)(C) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(C) Initiate the plan of care and necessary
revisions.
Based on clinical record and agency N000542 [ The Administrator/Director of 06/30/2014
: : . . Nursing has inserviced nursing
olicy review and interview, the agenc
P . Y . geney staff on POC documentation. All
failed to ensure the registered nurse (RN) patient records have been
updated and revised the plan of care in 1 reviewed and cross-checked by
of 5 records reviewed (#2) creating the case managers to ensure POC's
potential to affect all the agency's 46 .conta|.n necessary updates
. .. Killed . including physician orders for
patlf?nts receiving skilled nursing (SN) over the counter medications, and
Services. patient anatomical location for
dressing changes. This practice
Findings include has been highlighted on the
patient chart audit forms. The
o Administrator is responsible for
1. Clinical record #2, start of care (SOC) ensuring that proper updates to
2/20/12, contained a Plan of Care (POC) the POC are completed and will
for the certification period 2/10/14 to be rﬁIV|ewed ongoing, c:.uarterly at
. . uality assurance meetings.
4/10/14 with orders for SN to include qualty 9
dressing changes for decubitus care in
AM daily, and Saturday / Sunday 1 hour
visits for decubitus care. The record
failed to evidence specific orders for
drugs or treatments to be used for the
decubitus care and failed to identify the
State Form Event ID: M3MU11 Facility ID: 011096 If continuation sheet Page 16 of 17
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anatomic location of any existing
decubitus ulcers requiring treatment.

A. A SN visit note dated 3/9/2014
evidenced the nurse applied
hydrocortisone cream to the patient's
rectal area when the patient complained
of discomfort. The record failed to
evidence the SN contacted the patient's
physician to obtain an order for the cream
and had updated the plan of care to
include the hydrocortisone cream.

B. During interview on 5/12/2014 at
3:15 PM, employee A indicated the
hydrocortisone was 1% topical cream and
that, since this is available over the
counter, they did not believe that an order
was needed for the medication.
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