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This visit was for a federal home health
complaint investigation.
Complaint #: IN00160021 -
Substantianted: Federal deficiencies
related to the allegations are cited.
Survey dates: March 31, 2015 - April 2,
2015
Facility #: IN002684
Medicaid #: 200323290
Quality Review: JE 2/7/15
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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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Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
G 158 Agency staff will be in-serviced 04/30/2015
Based on clinical record and agency regarding compliance with plans
. . . . of care and physicians' orders.
po.llcy review and 1n.terv1ew, the agency In-service will include the high
failed to ensure services had been priority standard that every patient
provided in accordance with the plan of will have a written plan of care
care / physician orders in 2 (#1 and #2 ) that V‘_"” be re\.m.awed by the
¢ . ordering physician.
of 4 records reviewed. Staff instruction will include the
necessity to follow the plan of
Findings care, ensure orders and
frequencies are being provided in
.. accordance with physician orders
1. Clinical re?ord #1., start ofFare (SOC) and communication of changes in
2/10/15 and diagnosis of multiple patient status and frequencies to
sclerosis, evidenced a SOC assessment the physician and all
was completed on 2/10/15 from 12:30 poersor][pell elntlt:§§ lnquI\I/Ed
) . . perational policies will be
PM - 2:30 PM. The patient rights were reviewed and reinforced to all
received at the SOC. A plan of care for agency staff to ensure
the certification period of 2/10/15 - compliance
4/10/15 evidenced patient was to receive Policies reviewed and reinforced
h health aide visits 6 i K will include: "Missed Visit Policy™
ome hea a% C VISIIS b times a \ye'e Coordination of Care", "Physician
for 9 weeks with up to 7 hours a visit for Orders and Tracking System" and
personal care and assistance with ADLs "Clinical Record Review"
(activities of daily living). The first 102?? gf f':“'cat' recordesovg” bet
. C audited at least every ays to
home hea.lth aide (HHA) visit did not prevent reocourTence
occur untll 2/19/15 from 745 AM - 3 The Administrator will be
PM. No documentation was present to responsible for ensuring this
identify why the HHA visits had not standard is met
occurred. The attending physician had
not been notified.
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A.On4/1/15 at 10:30 AM, Employee
A, the administrator and director of
nursing, indicated the HHA had not
made visits because of the lack of prior
authorization for payment and that the
physician had not been notified of the
need to change the plan of care for these
missing visits.

B. On 4/1/15 at 1:15 PM, the
informal caregiver of patient #1 indicated
the HHA visits did not occur as planned
and discussed at the SOC with the
admitting nurse, Employee F.

2. Clinical record #2, SOC 2/24/12 and
diagnosis of blindness, included a plan
of care for the certification period of
2/8/15 - 4/8/15. This plan of care
evidenced the patient was to receive one
HHA visit a day for nine weeks with up
to 8 hours a day. The clinical record
evidenced the patient was receiving 3
HHA visits a day with 8 hours total
scheduled each day from 2/8/15 -
3/20/15. These visits occurred from 8
AM - 12 noon, 2 -3 PM, and 5 - 8 PM
for personal care and assistance with
ADLs.

On 4/1/15 at 1:45 PM, Employee A
indicated the visits had not been made as
ordered on the plan of care. The order
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N 000

Bldg. 00

failed to show that the HHA visits were
to be made three times a day.

3. The agency policy titled "Plan of care
- cms #485 and physician orders" with no
date stated, "Skilled nursing and other
home health services will be in
accordance with a plan of care based on
the patient's diagnosis and assessment of
immediate and long range needs and
resources."

This visit was for a state home health
complaint investigation.

Complaint #: IN00160021 -
Substantianted: State deficiencies related
to the allegations are cited.

Survey dates: March 31, 2015 - April 2,
2015

N 000
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Quality Review: JE 2/7/15
N 522 410 IAC 17-13-1(a)
Patient Care
Bldg. 00 Rule 13 Sec. 1(a) Medical care shall follow
a written medical plan of care established
and periodically reviewed by the physician,
dentist, chiropractor, optometrist or
podiatrist, as follows:
Based on clinical record and agency N 522 Agency staff will be in-serviced 04/30/2015
policy review and interview, the agency ;ef%";rgr;%gopmhsgi?:r?s‘fvggzlrzns
falle('i to e.nsure Services h?d been In-service will include the high
provided in accordance with the plan of priority standard that every patient
care / physician orders in 2 (#1 and #2 ) will have a written plan of care
of 4 records reviewed that will be reviewed by the
) ordering physician. Staff
o instruction will include the
Findings necessity to follow the plan of
care, ensure orders and
1. Clinical record #1, start of care (SOC) frequznmes arlttehberllng.p.rowdzd in
. . . accordance with physician orders
2/10/15_ and .dlagnosw of multiple and communication of changes in
sclerosis, evidenced a SOC assessment patient status and frequencies to
was completed on 2/10/15 from 12:30 the physician and all
PM - 2:30 PM. The patient rights were gersor][.nell elntlt:§§ 'nvo_ll‘llid
. perational policies will be
received at the SOC. A plan of care for reviewed and reinforced to all
the certification period of 2/10/15 - agency staff to ensure
4/10/15 evidenced patient was to receive compliance Policies reviewed and
home health aide visits 6 times a week reinforced will include: "Missed
for 9 ks with up to 7 h it f Visit Policy™ Coordination of
or 9 weeks with up ? ours.a visit for Care", "Physician Orders and
personal care and assistance with ADLs Tracking System" and "Clinical
(activities of daily living). The first Record Review" 100% of clinical
home health aide (HHA) visit did not fecofdgowc'j" betaud'ted att least
. eve ays to preven
occur until 2/19/15 from 7:45 AM - 3 rypdaysfop
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PM. No documentation was present to
identify why the HHA visits had not
occurred. The attending physician had
not been notified.

A.On4/1/15 at 10:30 AM, Employee
A, the administrator and director of
nursing, indicated the HHA had not
made visits because of the lack of prior
authorization for payment and that the
physician had not been notified of the
need to change the plan of care for these
missing Vvisits.

B. On 4/1/15 at 1:15 PM, the
informal caregiver of patient #1 indicated
the HHA visits did not occur as planned
and discussed at the SOC with the
admitting nurse, Employee F.

2. Clinical record #2, SOC 2/24/12 and
diagnosis of blindness, included a plan
of care for the certification period of
2/8/15 - 4/8/15. This plan of care
evidenced the patient was to receive one
HHA visit a day for nine weeks with up
to 8 hours a day. The clinical record
evidenced the patient was receiving 3
HHA visits a day with 8 hours total
scheduled each day from 2/8/15 -
3/20/15. These visits occurred from 8
AM - 12 noon, 2 -3 PM, and 5 - 8 PM
for personal care and assistance with
ADLs.

reoccurrence The Administrator
will be responsible for ensuring
this standard is met
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On 4/1/15 at 1:45 PM, Employee A
indicated the visits had not been made as
ordered on the plan of care. The order
failed to show that the HHA visits were
to be made three times a day.

3. The agency policy titled "Plan of care
- cms #485 and physician orders" with no
date stated, "Skilled nursing and other
home health services will be in
accordance with a plan of care based on
the patient's diagnosis and assessment of
immediate and long range needs and
resources."
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