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G000000

This was a federal home health
recertification survey. This survey was
partial extended on 5-20-14 and fully
extended on 5-21-14

Survey dates: 5-20-14 to 5-23-14
Facility #: 004583
Medicaid #: 200512710B

Surveyors: Vickie, Harmon RN, PHNS
Nina Koch, RN, PHNS

Census: 353 Skilled unduplicated skilled
nursing admissions in the past year

Omni Home Care is precluded from
providing its own home health training
and competency evaluation program for a
period of two years beginning 5/23/2014
- 5/23/16 due to being found out of
compliance with the Conditions of
Participation Conditions of Participation
42 CFR 484.18 Acceptance of Patients,
Plan of Care, and Medical Supervision;
484.30 Skilled Nursing Services; and
484.55 Comprehensive Assessment of
Patients.

The administrator and clinical manager

G000000

See Plan of Correction.

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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we notified of this preclusion at an exit
conference on 5-23-2014 at 3:30 PM.
Quality Review: Joyce Elder, MSN,
BSN, RN
June 2, 2014
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.
G000110 Re-education with all clinicians — 06/15/2014
Based on clinical record review, agency nursing and therapy Staf_fs 9f the
. . . . requirement to inform; distribute
policy review, and interview, the agency written information to the patient,
failed to ensure documentation identified in advance, concerning the HHA’s
if the patient had an Advanced Directive policies on advance directives,
in 2 of 12 records reviewed (# 5, 6) with InCIu.dlng a description of
h ol f 1 th , applicable State law; and to
t e'potent.la to attect all the agency's document evidence if the patient
active patients. has executed an advance
directive. Education was
completed on 6/3/14 by the
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Findings include: Director of Professional Services
(DPS).  The two patients #5 and
L #6 were contacted via phone by
1. Clinical record number 6, start of care the DPS to determine if the
3-21-14, included an "Admission patient had executed an advance
Consent & Service Agreement", signed directive. This communication
by the patient on 3-21-14 and a start of was docu.merlted on the
hensi ¢ dated Communication Note on 6/6/14.
care comprehensive assessm§n ate Documentation of an executed
2-28-14. Both documents failed to advance directive will be located
evidence if the patient had executed an on the Admission Consent and
advance directive. Service Agreement and/or the
SOC Comprehensive
. . " Assessment beginning 6/3/14.
2. An agency policy titled "2.9 Advanced Documentation of an executed
Directives" dated 12-91, revised 4-03 and advance directive will be located
5-03 states, "The existence or on the Conditions of Admission
. . . form and within the EMR (HCHB)
non-existence of an advance directive . .
] on the Client Information Report
will be documented on the Start of Care beginning with all admissions
OASIS and on the conditions of beginning with the
admission form." implementation of HCHB on
6/15/14. To ensure ongoing
L compliance, 5 chart audits will be
3. Employee A, the administrator, on conducted weekly for a maximum
5-20-2014 at 445 PM, indicated the of 20 charts per month x 3
receipt of information about advanced months to ensure that the
directives is to be documented on the admitting cI|n.|C|an ha;
Admission C 4 Servi documented if the patient has
mission Consent and Service executed an advance directive.
Agreement at the start of care. Successful compliance will be
100%. All results are included in
4. Clinical record number 5, start of care thedQuarterIy Pcli IE)/Ie(ta':in%minutt.es
. " . and is approved by the Executive
2-28-14, included an "Admission Director. Any concerns will be
Consent & Service Agreement", signed immediately reported to the
by the patient on 2-28-14 and a start of Agency Director. Results will be
care comprehensive assessment dated ?me't,ted to ghe cc)lrpgrate office
. or review and analysis.
2’?8_14' BOth doc.uments failed to Reinstruction will bz provided as
evidence if the patient had executed an needed. The DPS is ultimately
advance directive. responsible for ongoing
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compliance. Additionally every
agency receives at least one
corporate audit annually. The
purpose of this internal audit is to
ensure compliance with all
internal policy and procedures
and external standards and
regulations. It is unannounced
and encompasses medical record
review, HR file review, home
visits and a facility review. The
overall goal is 90% compliance
for the audit. The agency must
submit a corrective action plan for
any item which scores less than
the established benchmarks. This
corrective action plan is submitted
to the Internal Audit Department
for review and approval. Follow
up audits are completed, if
indicated. The DPS is ultimately
responsible for ongoing
compliance.
G000156 | 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
G000156 06/10/2014
Based on clinical record and agency Re-education with all agency staff
policy review, observation, and regarding professional
. . . . expectations as they relate to
interview, it was determined the agency .
acceptance of patients, plan of
failed to ensure treatments and services care (G159), medical supervision
had been provided in accordance with and notification of patient
physician's orders in 4 of 12 records changes (G164), provision of
reviewed creating the potential to affect care in accordance with physician
] i orders (G158) was done at the
all of the agency's 353 active patients (see 6/10/14 mandatory staff meeting.
G 158), failed to ensure the plan of care This re-education was completed
included all equipment required for 1 of by the Executive Director on
12 records reviewed creating the potential 6/10/14.
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to affect all 353 of the agency's patients See CAP for G158, G159 and
(See G 159), and failed to ensure the G164 for complete plan.
agency staff promptly alerted the
physician to any changes that suggest a
need to alter the plan of care for 2 of 12 Continued re-education of all
records reviewed with the potential to agency staff on policies &
, . . requirements as they relate to:
affect all of the agency's active patients plan of care (G159), medical
(See G 164), supervision and notification of
patient changes (G164), provision
The cumulative effect of these systemic of carein accordance with
bl lted in th bei physician orders (G158).
problems resulte H_l the ag'ency cing Education to be completed by
found out of compliance with the DPS by 6/20/14. Al staff will be
condition 484.18 Acceptance of Patients, re-educated in the principles of
Plan of Care, and Medical Supervision. the following policies:
2.3 Physician
Responsibility
2.6
Assessment/Reassessment
2.17 Plan of Care
2.18 Verbal Orders
On 6/15/14 the agency will begin
transitioning to an electronic
medical record — HomeCare
HomeBase (HCHB). HCHB:
Allows clinicians to
complete all documentation
onsite using mobile point-of-care
devices (tablets).
Empowers field clinicians
from the moment of login,
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accessing the Electronic Medical
Record for each patient, as well
as any critical alerts pertaining to
the day’s visits.
Allows the clinician to
synchronize visit data in about
two minutes.
Ensures data is encrypted
and meets all HIPAA security
standards.
G000158 | 484.18
ACCEPTANCE OF PATIENTS, POC, MED
SUPER
Care follows a written plan of care
established and periodically reviewed by a
doctor of medicine, osteopathy, or podiatric
medicine.
Based on clinical record and agency G000158 _ _ 06/10/2014
policy review, home visit observation, Re-edgcatlon W'th, all agency staff
. . h fail regarding professional
and interview, the agency failed to ensure expectations as they relate to
care and services had been provided in provision of care in accordance
accordance with physician orders in 4 (#s with physician orders (G158) was
4,5, 6,and 7) of 12 records reviewed done at thg 6/10/1_4 mandatow
. . staff meeting. This re-education
creating the potential to affect all of the was completed by the Executive
agency's 353 current patients. Director on 6/10/14.
Findings include:
) Continued re-education of all
1. The record for patient number 4 agency staff the policies & the
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included a plan of care established by the requirements as they relate to
patient's physician for the certification provision ,Of care in accordance
. h with physician orders (G158).
period 3-25-2014 to 5-23-2014 that Education to be completed by
included orders for skilled nurse to DPS by 6/20/14. All staff will be
monitor for adherence to diabetic re-educated in the principles of
regimen, signs and symptoms of the following policy:
exacer‘r.)a%tlon, lesmn.s of lovs{er . 217 Plan of Care
extremities, worsening of diabetic
condition, notify physician if condition 2.18 Verbal Orders
not improving and for physical therapy
(PT) two times weekly for five weeks,
and occupational therapy (OT) two times
weekly for two weeks and one time
weekly for two weeks beginning 5225122:8 implementation on
3-31-2014. ©
DPS and/or CLM will complete
A. An initial comprehensive 100% review of all Initial
assessment completed at the start of care Comprehensive Assessments
failed to include assessment of and POC to ensure proper
establishment of the POC.
recommended blood glucose ranges or
frequency to check the blood glucose.
Skilled nursing notes for the certification
. . . . To ensure ongoing compliance, 5
period failed to evidence teachn.lg or. chart audits will be conducted
assessment for adherence to a diabetic weekly for a maximum of 20
regimen or safe blood glucose charts per month x 3 months to
parameters. ensure the provision of care in
accordance with physician
o . orders. Successful compliance
B. The clinical record evidenced a will be 100%. All results are
physician order to apply antibiotic included in the Quarterly Pl
ointment topically to any open area at Meeting minutes and is approved
each dressing change weekly and as by the Exec.utlve.Dlrectgr. Any
) ] . concerns will be immediately
needed to prevent infection. Skilled reported to the Agency Director.
nursing notes dated 4-17-2014 to 5-8- Results will be submitted to the
2014 identified open areas but failed to corporate office for review and
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evidence that antibiotic ointment was analysis. Reinstruction will be
applied. prqwded as needgd. The DPS' is
ultimately responsible for ongoing
compliance.
C. The clinical record failed to
evidence that the patient was seen by the
occupational therapist for the week of 4-6 gl?i?!?l:;/:tr{)r?gecr;%orate
[\
-2014 to 4-12-2014. audit annually. The purpose of
this internal audit is to ensure
D. The clinical record evidenced compliancewith all internal policy
only one visit from the physical therapist atnd grogedurgs anc: ??(ternelltl )
standards and regulations. It is
for the weeks of 4-6-2014 to 4-12-2014 unannounced and encompasses
and 4-13-2014 to 4-19-2014 medical record review, HR file
review, home visits and a facility
E. The administrator indicated on 5- rewevlvl. The fvi:"” gojf't 'STS;O%
. . compliance for the audit. The
22'2014 at 3 3.0 PM th‘?’ skilled Tlursmg agency must submit a corrective
notes did not indicate interventions for action plan for any item which
diabetes care and antibiotic ointment as scores less than the established
ordered and the record did not contain PT be?chmla\rk§. Th's C'ct)trrzcttlvt?]
. action plan is submitted to the
and OT notes for the dates specified. Internal Audit Department for
review and approval. Follow up
2. The record for patient number 6 audits are completed, if indicated.
included a plan of care (POC) for the ;I'he DPSis uItlmall.ter responsible
. . . or ongoing compliance.
certification period 3-21-2014 to going P
5-19-2014 with orders for regular diet,
complete metabolic panel (CMP),
complete blood count (CBC), and
trileptal level to be collected by
4-14-2014.
A. The clinical record failed to
evidence that the trileptal level was
collected as ordered. A lab report for
blood specimens collected 4-11-2014
included only results for a CBC and
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CMP.

B. A skilled nursing visit note dated 4
-11-2-14 evidenced low sodium diet
teaching to decrease edema in the
patient's bilateral lower extremities. The
POC includes a regular diet and failed to
evidence physician orders for low sodium
diet teaching.

C. A skilled nursing visit note dated 4-
indicated that a urine specimen was collected p
order in the patient's home. The clinical record
evidence a physician order to collect a urine sp:

D. The comprehensive nursing
assessment completed by the registered
nurse, evidenced +2 edema in bilateral
extremities. Skilled nursing visit notes
dated 4-11-2014 and 4-14-2014 evidence
teaching to wear elastic stockings and to
keep feet elevated to reduce edema. The
clinical record failed to evidence a
physican order for elastic stockings or
managment of edema to the lower
extremties.

3. The record for patient number 7
included a plan of care for the
certification period 4-9-2-14 to 6-7-2014
with orders for skilled nursing one time
weekly for three weeks and every other
week for six weeks to assess right neck
incision, monitor adherence to diabetic
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regimen, instruct diabetic management to
include 1800 calorie diabetic diet, foot
care education and signs and symptoms
of hypo/hyperglycemia, assess and
instruct use of glucometer and sliding
scale (SS) insulin, notify physician with
blood glucose results less than 60 and
greater than 300, notify physician of
blood pressure (BP) greater than 180/100
... pulse less than 60 and assess effects of
pain medication.

A. Skilled nursing visit notes dated 4
-18-2014, 4-24-2014, and 5-14-2014
failed to evidence the nurse assessed the
right neck incision, evaluated the
patient"s use of a glucometer, or
performed diabetic teaching. Visit notes
dated 4-24-2014 and 5-14-2014 failed to
evidence the skilled nurse evaluated the
patient blood sugar and use of SS insulin.

B. A nursing note dated 4-18-2014
states, "The patient had an elevated blood
pressure yesterday AM 154/106. The
clinical record failed to evidence the
physician was notified of the elevated
BP.

C. On 5-21-2014 at 3 PM, employee
D, a registered nurse (RN), was observed
to provide care to the patient. The RN
failed to assess the patient's use of a
glucometer, did not provide instruction
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about diabetes care or 1800 calorie diet
and did not evaluate the incision site to
the right neck. The patient complained
of pain in her throat and the skilled nurse
stated, "This was due to her
fibromyalgia" but did not assess the
patient's pain for character, onset,
duration, or intensity. The patient stated,
"When she had a heart attack in 2004, the
pain was mostly in her neck."

D. The clinical record failed to
evidence a nursing visit was made during
the week of 5-4/2014 to 5-10-2014.

E. A nursing note dated 4-12-2014
indicated the patient called to report a
pulse of 47 and she was unsure whether
to take her pain medication. The clinical
record failed to evidence that the
physician was notified.

4. An agency policy titled "Plan of
care-CMS # 485 and Physician Orders,"
undated, states, "Care and services
provided will be provided according to
the physician orders."

5. Clinical record number 5 failed to
evidence therapy evaluations were
completed as ordered and that laboratory
specimens were obtained as ordered. The
record included a plan of care for the
certification period 2-28-14 to 4-28-14
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that states, "Obtain therapy evaluation:
PT [physical therapy] & OT
[occupational therapy]." The record also
included a "Physician's
Verbal/Communication Note" dated
3-27-14 that states, "Repeat PT/INR
[blood test] 4/2/14."

A. The record failed to evidence
the physical and occupational therapy
evaluations had been completed.

B. The administrator stated, on
5-21-14 at 10:15 AM, "The evaluations
were not done."

C. The record failed to evidence
the skilled nurse had obtained the ordered
laboratory test on 4-2-14.

D. The record included a skilled
nurse visit note dated 4-11-14 that states,
"PT/INR per microcoag [type of
machine] 39.7/4.0." The record failed to
evidence an order for the skilled nurse to
obtain the blood specimen on 4-11-14.

E. The administrator indicated, on
5-21-14 at 10:15 AM, the record did not
evidence the skilled nurse had obtained
the ordered blood specimen on 4-2-14
and that the record did not include an
order for the skilled nurse to obtain a
blood specimen on 4-11-14.
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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.
G000159 Re-education with all agency 06/10/2014
Based on clinical record review and observatio: staff reggrdlng professional
) . expectations as they relate to the
agency failed to ensure the plan of care include development of the POC
equipment required for 1 (# 9) of 12 records re’ including the type of services and
creating the potential to affect all 353 of the ag equipment required (G159) was
patients. done at th_e 6/10/1.4 mandator.y
staff meeting. This re-education
o was completed by the Executive
Findings Include: Director on 6/10/14.  Continued
re-education of all agency staff on
A home visit was made to patient number 9 on :Ee (rjeqmlrement? aftaheééeéate to
. . e development of the ,
at 1230 PM with employee F, a physical theraj including the type of services and
(PTA). The PTA was observed to ambulate the equipment required (G159).
using a gait belt. The plan of care for the certif Re-education to be completed by
period 4-1-2014 to 5-30-2014 failed to evidenc DPS by 6/20/14. Al staff will be
belt re-educated in the principles of
’ the following policies: - 2.6
Assessment/Reassessment -
2.17 Plan of Care - 2.18 Verbal
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Orders  After HCHB
implementation on 6/15/14 the
DPS and/or CLM will complete
100% review of all Initial
Comprehensive Assessments
and POC to ensure proper
establishment of the POC,
including the type of services and
equipment required.  To
ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure that the POC developed,
includes the type of services and
equipment required. Successful
compliance will be 100%. All
results are included in the
Quarterly PI Meeting minutes and
is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided

as needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
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review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
G000164 | 484.18(b)
PERIODIC REVIEW OF PLAN OF CARE
Agency professional staff promptly alert the
physician to any changes that suggest a
need to alter the plan of care.
Based on clinical record review and G000164 Re-education with all agency 06/10/2014
agency policy review, the agency failed staff reggrdmg professional
expectations as they relate to
to ensure the agency staff promptly physician notification of any
alerted the physician to any changes that changes that suggest the need to
suggest a need to alter the plan of care for alter the plan of care (G164) was
2 of 12 records reviewed (6, 7) with the done at thg 6/10/ 1_4 mandatow
. , staff meeting. This re-education
potential to affect all of the agency's was completed by the Executive
active patients. Director on 6/10/14.  Continued
re-education of all agency staff on
Findings Include: the rc.aq.uiremgr.wts gs they relate to
physician notification of any
changes that suggest the need to
1. Clinical record number 6 included a alter the plan of care (G164).
resumption of care assessment on Re-education to be completed by
4-24-2014 where the skilled nurse DPS by 6120{ 14. All §taff will be
documented the patient's pain level was a :E-educatgd n thg pr.|n0|ples of
e e following policies: - 2.3
9" on a scale of 1-10. The record Physician Responsibility - 2.6
failed to evidence that the physician had Assessment/Reassessment -
been notified of the patient's pain level. 2.17 Plan of Care - 2.18 Verbal
Orders  After HCHB
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2. Clinical record number 7 included a implementation on 6/15/14: -
plan of care for the certification period E)CI):’OSO/and/ or Cl‘fM I\INII”'t(':OImplete
. 6 review of all Initia
4-9.-2-14 to 6-7.-2.014 with an order to Comprehensive Assessments
notify the physician for pulse less than 60 and POC to ensure proper
and greater than 100. The record establishment of the POC. -
evidenced a skilled nursing note dated i\r/l]lsts.ed \_/'S'tsd - glr;y order?d visit
. . at is missed will generate a
4-12-2014 stating that the patient .called Missed Visit Note to be reviewed
to report a pulse of 47 and the patient was by the CLM and sent to the
unsure whether to take pain medication. physician by the CLM. -
The clinical record failed to evidence the Reporting of Clinical Changes
hvsici tified that may require the alteration of
physician was notiied. the POC -Vitals Signs outside of
MD ordered parameters alert the
3. An agency policy dated 4-98 titled clinician at the time of
"2.17 Plan of Care" states, "The RN( occurrgnce. After thg visit is
stered ) 11 tact th transmitted the CLM is alerted to
reg.ls ere nur‘se. - W ) contactthe any vital signs outside of MD
patient's physician or his/her agent to ordered parameters, including
report assessment findings. ... pain. - Reporting of Clinical
Documentation of the clinician's Changes that may require the
. . . . alteration of the POC Physician
communication with the physician must e . .
R i i notification will be documented in
be maintained in the medical record." a Physician Notification
Coordination Note.  To ensure
ongoing compliance, 5 chart
audits will be conducted weekly
for a maximum of 20 charts per
month x 3 months to ensure the
occurrence of physician
notification of any changes that
suggest the need to alter the plan
of care. Successful compliance
will be 100%. All results are
included in the Quarterly PI
Meeting minutes and is approved
by the Executive Director. Any
concerns will be immediately
reported to the Agency Director.
Results will be submitted to the
corporate office for review and
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G000168

484.30
SKILLED NURSING SERVICES

Based on clinical record and agency
policy review, observation, and
interview, it was determined the agency
failed to ensure nursing services had been
provided in accordance with physician
orders in 4 of 12 records reviewed
creating the potential to affect all of the
agency's 353 current patients (See G
170), failed to ensure the registered nurse
completely and accurately evaluated the

G000168

analysis. Reinstruction will be
provided as needed. The DPS is
ultimately responsible for ongoing
compliance. Additionally every
agency receives at least one
corporate audit annually. The
purpose of this internal audit is to
ensure compliance with all
internal policy and procedures
and external standards and
regulations. It is unannounced
and encompasses medical record
review, HR file review, home
visits and a facility review. The
overall goal is 90% compliance
for the audit. The agency must
submit a corrective action plan for
any item which scores less than
the established benchmarks. This
corrective action plan is submitted
to the Internal Audit Department
for review and approval. Follow
up audits are completed, if
indicated. The DPS is ultimately
responsible for ongoing
compliance.

Re-education with all registered
nurse staff regarding professional
expectations as they relate to the
provision of nursing services in
accordance with physician orders
(G170), the registered nurse must
completely and accurately
evaluate the patient’s needs at
the time of recertification or
resumption of care after
hospitalization (G172), the
registered nurse must update and

06/10/2014
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patient's needs at the time of revise the plan of care (G173)
recertification or resumption of care after gnd the reg|ster.efj nurse must
TN inform the physician of changes
hospitalization in 4 of 12 records in the patient's condition and
reviewed of patients who had a needs (G176) was done at the
recertification or resumption of care 6/10/14 mandatory staff meeting.
assessment creating the potential to affect This re-educa.tlon was completed
, . . . by the Executive Director on
all of the agency's patients receiving 6/10/14
services longer than 60 days (See G 172),
failed to ensure the registered nurse (RN) See CAP for G170, G172, G173,
had updated and revised the plan of care and G176 for complete plan.
(POC) in 3 of 12 records reviewed
creating the potential to affect all of the
agency's 353 current patients that receive Continued re-education of all
skilled nursing services (see G 173), and registered nurse staff on policies
failed t th stered & requirements as they relate to:
atled fo ensure the regis t?r? nurse the provision of nursing services
promptly alerted the physician to changes in accordance with physician
in the patient's condition for 2 of 12 orders (G170), the registered
records reviewed with the potential to nurse must completely and
affect all of the agency's active patients accurately evaluate the patient's
geney vep needs at the time of recertification
(see G 176). or resumption of care after
hospitalization (G172), the
The cumulative effect of these systemic registered nurse must update and
roblems resulted in the agency bein, revise the plan of care (G173)
p ) g' y g and the registered nurse must
found out of compliance with the inform the physician of changes
Condition of Participation 484.30 Skilled in the patient’s condition and
Nursing Services. needs (G176). Education to be
completed by DPS by 6/20/14.
All staff will be re-educated in the
principles of the following policies:
2.3 Physician
Responsibility
2.6
Assessment/Reassessment
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2.17 Plan of Care
2.18 Verbal Orders
On 6/15/14 the agency will begin
transitioning to an electronic
medical record — HomeCare
HomeBase (HCHB). HCHB:
Allows clinicians to
complete all documentation
onsite using mobile point-of-care
devices (tablets).
Empowers field clinicians
from the moment of login,
accessing the Electronic Medical
Record for each patient, as well
as any critical alerts pertaining to
the day’s visits.
Allows the clinician to
synchronize visit data in about
two minutes.
Ensures data is encrypted and
meets all HIPAA security
standards.
G000170 | 484.30
SKILLED NURSING SERVICES
The HHA furnishes skilled nursing services
in accordance with the plan of care.
G000170 06/10/2014
Re-education with all registered
. . nurse staff regarding professional
Based on clinical record and agency expectations as they relate to
policy review, home visit observation, provision of care in accordance
and interview, the agency failed to ensure with physician orders (G170) was
nursing services had been provided in done at th,e 6/10/ 1,4 mandatow
. .. . staff meeting. This re-education
accordance with physician orders in 4 (#s was completed by the Executive
4,5,6,and 7) of 12 records reviewed Director on 6/10/14.
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creating the potential to affect all of the
agency's 353 current patients.
o ) Continued re-education of all
Findings include: registered nurse staff on the
policies & the requirements as
1. The record for patient number 4 they relate to provision of care in
. . accordance with physician orders
included a plan of care established by the (G170). Education to be
patient's physician for the certification completed by DPS by 6/20/14.
period 3-25-2014 to 5-23-2014 that All staff will be re-educated in the
included orders for skilled nurse to principles of the following policy:
moTntor fo.r adherence to diabetic 217 Plan of Care
regimen, signs and symptoms of
exacerbation, lesions of lower 2.18 Verbal Orders
extremities, worsening of diabetic
condition, notify physician if condition
not improving.
A. An initial comprehensive After HCHB implementation on
assessment completed at the start of care 6/15/14 the
failed to include assessment of DPS and/or CLM will complete
recommended blood glucose ranges or 100% review of all Initial
frequency to check the blood glucose. Comprehensive Assessments
. . . . and POC to ensure proper
Skl}led m.lrsmg nottes for the ce.rtlﬁcatlon establishment of the POG.
period failed to evidence teaching or
assessment for adherence to a diabetic
regimen or safe blood glucose
arameters To ensure ongoing compliance, 5
p ) chart audits will be conducted
weekly for a maximum of 20
B. The clinical record evidenced a charts per month x 3 months to
physician order to apply antibiotic ensure that the provision of care
ointment topically to any open area at oeeurs In accordance with
. physician orders. Successful
each dressing change weekly and as compliance will be 100%. Al
needed to prevent infection. Skilled results are included in the
nursing notes dated 4-17-2014 to 5-8- Quarterly Pl Meeting minutes and
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2014 identified open areas but failed to is approved by the Executive
evidence that antibiotic ointment was plrectgr. Any concerns will be
. immediately reported to the
applied. Agency Director. Results will be
submitted to the corporate office
C. The administrator indicated on 5- for review and analysis.
22-2014 at 330 PM the skilled nursing Reinstruction will be provided as
did indi . . f needed. The DPS is ultimately
notes did not indicate interventions for responsible for ongoing
diabetes care and antibiotic ointment as compliance.
ordered.
2. The record for patient number 6 Additionally every agency
included a plan of care (POC) for the receives at least one corporate
certification period 3-21-2014 to audit annually. The purpose of
5-19-2014 with orders for regular diet, this internal audit is to ensure
complete metabolic panel (CMP), cor;pllanch/th all(;nte:nal plollcy
and procedures and externa
cc?mplete blood count (CBC), and standards and regulations. It is
trlleptal leVel to be COlleCted by unannounced and encompasses
4-14-2014. medical record review, HR file
review, home visits and a facility
.. . iew. Th I I is 909
A. The clinical record failed to review. the overall goa'is &
. . compliance for the audit. The
collected as ordered. A lab report for action plan for any item which
blood specimens collected 4-11-2014 Ecorehs 'esi th_le_lrr:.the established
included only results for a CBC and enchmarks. This corrective
action plan is submitted to the
CMP. Internal Audit Department for
review and approval. Follow up
B. A skilled nursing visit note dated 4 ?ﬁdit; F?ée' coTpIete?, if indicat.(;cli.
-11-2-14 evidenced low sodium diet evreisu tlma.te y responsivle
. ) for ongoing compliance.
teaching to decrease edema in the
patient's bilateral lower extremities. The
POC includes a regular diet and failed to
evidence physician orders for low sodium
diet teaching.
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C. A skilled nursing visit note dated 4-
indicated that a urine specimen was collected p
order in the patient's home. The clinical record
evidence a physician order to collect a urine sp

D. The comprehensive nursing
assessment completed by the registered
nurse, evidenced +2 edema in bilateral
extremities. Skilled nursing visit notes
dated 4-11-2014 and 4-14-2014 evidence
teaching to wear elastic stockings and to
keep feet elevated to reduce edema. The
clinical record failed to evidence a
physician order for elastic stockings or
management of edema to the lower
extremities.

3. The record for patient number 7
included a plan of care for the
certification period 4-9-2-14 to 6-7-2014
with orders for skilled nursing one time
weekly for three weeks and every other
week for six weeks to assess right neck
incision, monitor adherence to diabetic
regimen, instruct diabetic management to
include 1800 calorie diabetic diet, foot
care education and signs and symptoms
of hypo/hyperglycemia, assess and
instruct use of glucometer and sliding
scale (SS) insulin, notify physician with
blood glucose results less than 60 and
greater than 300, notify physician of
blood pressure (BP) greater than 180/100
... pulse less than 60 and assess effects of
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pain medication.

A. Skilled nursing visit notes dated 4
-18-2014, 4-24-2014, and 5-14-2014
failed to evidence the nurse assessed the
right neck incision, evaluated the
patient"s use of a glucometer, or
performed diabetic teaching. Visit notes
dated 4-24-2014 and 5-14-2014 failed to
evidence the skilled nurse evaluated the
patient blood sugar and use of SS insulin.

B. A nursing note dated 4-18-2014
states, "The patient had an elevated blood
pressure yesterday AM 154/106. The
clinical record failed to evidence the
physician was notified of the elevated
BP.

C. On 5-21-2014 at 3 PM, employee
D, a registered nurse (RN), was observed
to provide care to the patient. The RN
failed to assess the patient's use of a
glucometer, did not provide instruction
about diabetes care or 1800 calorie diet
and did not evaluate the incision site to
the right neck. The patient complained
of pain in her throat and the skilled nurse
stated, "This was due to her
fibromyalgia" but did not assess the
patient's pain for character, onset,
duration, or intensity. The patient stated,
"When she had a heart attack in 2004, the
pain was mostly in her neck."
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D. A nursing note dated 4-12-2014
indicated the patient called to report a
pulse of 47 and she was unsure whether
to take her pain medication. The clinical
record failed to evidence that the
physician was notified.

4. An agency policy titled "Plan of
care-CMS # 485 and Physician Orders,"
undated, states, "Care and services
provided will be provided according to
the physician orders."

5. Clinical record number 5 failed to
evidence laboratory specimens were
obtained as ordered. The record included
a "Physician's Verbal/Communication
Note" dated 3-27-14 that states, "Repeat
PT/INR [blood test] 4/2/14."

A. The record failed to evidence
the skilled nurse had obtained the ordered
laboratory test on 4-2-14.

B. The record included a skilled
nurse visit note dated 4-11-14 that states,
"PT/INR per microcoag [type of
machine] 39.7/4.0." The record failed to
evidence an order for the skilled nurse to
obtain the blood specimen on 4-11-14.

C. The administrator indicated, on
5-21-14 at 10:15 AM, the record did not
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evidence the skilled nurse had obtained
the ordered blood specimen on 4-2-14
and that the record did not include an
order for the skilled nurse to obtain a
blood specimen on 4-11-14.
G000172 | 484.30(a)
DUTIES OF THE REGISTERED NURSE
The registered nurse regularly re-evaluates
the patients nursing needs.
G000172 06/10/2014
Based on clinical record review, the Re-education W'th, all reglster.ed
. . nurse staff regarding professional
agency failed to ensure the registered expectations as they relate to the
nurse completely and accurately development of the POC,
evaluated the patient's needs at the time including recertification or
of recertification or resumption of care resumptllon.of care after
frer hosnitalization in 4 (%s 1. 5. 6. and hospitalization (G172) was done
after hospitalization in 4 (#s 1, 5, 6, an at the 6/10/14 mandatory staff
10 ) of 12 records reviewed of patients meeting. This re-education was
who had a recertification or resumption completed by the Executive
of care assessment creating the potential Director on 6/10/14.
to affect all of the agency's patients
receiving services longer than 60 days.
Continued re-education of all
Findings Include : registered nurse staff on the
requirements as they relate to the
L ) development of the POC,
1. Chnlcal reCOI‘d numbel‘ 6 lncluded a inc|uding recertification or
resumption of care comprehensive resumption of care after
assessment completed on 4-24-2014. hospitalization (G172).
Re-education to be completed by
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The assessment failed to be complete and DPS by 6/20/14. All staff will be
accurately reflect the patient's status. re-educated in the principles of
the following policies:
A) The assessment identified the
patient's current pain level was a "9". The
sections labeled, "interferes with" and 2.6
— . o Assessment/Reassessment
patient experiencing pain" of the
assessment had been left blank. 2.17 Plan of Care
B) The assessment section labeled
n : "
home environment/safety” had been left After HCHB implementation on
blank. 6/15/14 the
C) The assessment section labeled ?g’osc)/andlpr CLfM I\INIi”'(?OImplete
"advanced directives" had been left o review of all Initia
Comprehensive Assessments
blank. and POC to ensure proper
establishment of the POC,
D) The mobility assessment section including the type of services and
titled "Timed Up and Go" was left blank. equipment required.
2. Clinical record number 10 included a
recertificationtion comprehensive To ensure ongoing compliance, 5
assessment completed on 4-8-2014. The chart audits will be conducted
. weekly for a maximum of 20
assessment failed to be complete and charts per month x 3 months to
accurately reflect the patient's status. ensure the development of the
POC, including recertification or
A. The portion of the assessment that resumpt.lon.of care after
. . . o hospitalization. Successful
identified the condition of the patient's compliance will be 100%. Al
pupils and if there were any vision results are included in the
problems had been left blank. Quarterly PI Meeting minutes and
is approved by the Executive
. . Director. Any concerns will be
B. The urine color, clarity, odor immediately reported to the
present, and catheter present portions of Agency Director. Results will be
the urinary assessment had been left submitted to the corporate office
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blank for review and analysis.
Reinstruction will be provided as
o . needed. The DPS is ultimately
3. Clinical record number 1 included a responsible for ongoing
resumption of care comprehensive compliance.
assessment dated 3-22-14. The
assessment failed to be complete and
accurately reflect the patient's status. Additionally every agency
receives at least one corporate
A. The pain assessment indicated the audit annually. The purpose of
patient had pain in the right hip and knee this internal audit is to ensure
and the left knee. The assessment failed compliancewith all internal policy
to indicate how th i1 interfered with and procedures and external
0 1.n teate how e'pam tntertered wi standards and regulations. It is
or impacted the patient's unannounced and encompasses
functional/activity level. This portion of medical record review, HR file
the assessment had been left blank. review, home visits and a facility
review. The overall goal is 90%
) ) compliance for the audit. The
B. The assessment identified the agency must submit a corrective
patient used nebulizer treatments. The action plan for any item which
assessment failed to include how many scores less than the established
. . benchmarks. This corrective
times per day, under what circumstances, . . :
. . action plan is submitted to the
if the treatments were effective, and the Internal Audit Department for
type of machine used. review and approval. Follow up
audits are completed, if indicated.
.. . The DPS is ulti I ibl
4. Clinical record number 5 included a © S IS u tlma.te y responsible
) . ; for ongoing compliance.
recertification comprehensive
assessment. The assessment failed to be
complete and accurately reflect the
patient's status.
A. The portion of the assessment that
identified the condition of the patient's
pupils and if there were any vision
problems had been left blank.
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G000173

B. The assessment indicated the
patient had intermittent pain but failed to
identify the location of the pain, if the
pain interfered with the patient's
functional/activity level, if there was a
pattern to the pain, and if breakthrough
medication was needed.

C. The skin turgor portion of the
assessment had been left blank.

D. The assessment identified the
patient used nebulizer treatments. The
assessment failed to include how many
times per day, under what circumstances,
if the treatments were effective, and the
type of machine used.

E. The "rhythm" and "character"
portion of the cardiovascular assessment
had been left blank. The "other
symptoms" and "other abnormalities"

portion of the cardiovascular assessment
had been left blank.

484.30(a)

DUTIES OF THE REGISTERED NURSE
The registered nurse initiates the plan of
care and necessary revisions.

Based on clinical record review and
observation, the agency failed to ensure
the registered nurse (RN) had updated
and revised the plan of care (POC) in 3

G000173

Re-education with all registered
nurse staff regarding professional
expectations as they relate to the
responsibility to update and revise

06/10/2014
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(#s 4, 6, 7) of 12 records reviewed the plan of care (G173) was done
creating the potential to affect all of the at thg 6/10/ 1,4 mandatory staff
, . R meeting. This re-education was
agency's 353 current patients that receive completed by the Executive
skilled nursing services. Director on 6/10/14.
Findings Include:
o ] Continued re-education of all
1. Clinical record number 6 includes a plan of ¢ registered nurse staff on the
established by the patient's physician for the ce requirements as they relate to the
period 3-21-2014 to 5-19-2014. A skilled nurs :ﬁspjns'b'f"ty to Fg?‘;f) and revise
) e plan of care .
nqte dated.4—16—2014 by employee C., a RN, stz Re-education to be completed by
urine specimen was collected per written order DPS by 6/20/14. All staff will be
patient's home. The clinical record failed to ev re-educated in the principles of
RN obtained a physician order to collect a urin the following policies:
2. Clinical record number 4 failed to
evidence the RN had updated the plan of 2.6
care to reflect the patient's current needs Assessment/Reassessment
and status: The clinical record cor.ltamed 217 Plan of Care
a resumption of care comprehensive
nursing assessment completed 4-11-2014.
The section titled "endocrine assessment"
. . After HCHB implementation on
evidenced that the patient used a
P ca 6/15/14 the
glucometer (blood sugar monitoring
device). The record failed to evidence DPS and/or CLM will complete
the RN updated the POC to include 100% review of all Initial
frequency of testing or parameters for Comprehensive Assessments
and POC to ensure proper
results of blood sugar. establishment of the POC,
including the type of services and
3. The clinical record for patient number 7 incl equipment required.
of care established by the patient's physician fo
certification period 4-9-2014 to 5-7-2014. A m
comprehensive assessment completed 4-9-201¢4 To ensure ongoing compliance, 5
the patient has fibromyalgia. During a home vi chart audits will be conducted
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5-21-2014 at 3 PM, employee D, a RN, was ob
instructing the patient about fibromyalgia. The
record failed to evidence the RN updated the pl
to include nursing care and teaching for fibrom

weekly for a maximum of 20
charts per month x 3 months to
ensure the registered nurse
updates and/or revises the plan of
care as needed. Successful
compliance will be 100%. All
results are included in the
Quarterly Pl Meeting minutes and
is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
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for ongoing compliance.
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.
G000176 06/10/2014
Re-education with all registered
. . nurse staff regarding professional
Bas.ed on ?llnlcal reco.rd and agency expectations as they relate to
policy review, the registered nurse ( RN) physician notification of any
failed to inform the physician of changes changes that suggest the need to
in the patient's condition and needs for 2 alter the plan of care (G176) was
f1o J . J . done at the 6/10/14 mandatory
0 (#s 6,7) records reviewed creating staff meeting. This re-education
the potential to affect all of the agency's was completed by the Executive
patients receiving skilled nursing Director on 6/10/14.
services.
Findings include: Continued re-education of all
registered nurse staff on the
1. Clinical record number 6 included a requirements as they relate to
i £ t physician notification of any
resumption of care asseésmen on changes that suggest the need to
4'24—2014 Where the Skllled nurse alter the p|an of care (G176)
documented the patient's pain level was a Re-education to be completed by
"9" on a scale of 1-10. The record DPS by 6/20114. Al staff will bfe
failed to evidence that the physician had re-educatgd n the. pr.|n0|ples °
) ] ) the following policies:
been notified of the patient's pain level.
2.3 Physician
2. Clinical record number 7 included a Responsibility
plan of care for the certification period 26
4-9-2-14 to 6-7-2014 with an order to Assessment/Reassessment
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notify the physician for pulse less than 60
and greater than 100. The record 2.17 Plan of Care
evidenced a skilled nursing note dated 2.18 Verbal Orders
4-12-2014 stating that the patient called
to report a pulse of 47 and the patient was
unsure whether to take pain medication. After HCHB implementation on
. . . i i
The clinical record failed to evidence the 6/15/14- P
physician was notified.
DPS and/or CLM will
3. An agency policy dated 4-98 titled gomplet(; 100% rAewew of alltlnmal
" " " omprehensive Assessments
2.?7 Plan of Care st'ates, The RN( and POC to ensure proper
registered nurse) ... will contact the establishment of the POC.
patient's physician or his/her agent to
report assessment findings. ... ~ Missed Visits - any ordered
D tati £ the clinician' visit that is missed will generate a
ocumer.l a 1.0n 0 ) ec 1n1c1a.n.s Missed Visit Note to be reviewed
communication with the physician must by the CLM and sent to the
be maintained in the medical record." physician by the CLM.
Reporting of Clinical
Changes that may require the
alteration of the POC -Vitals
Signs outside of MD ordered
parameters alert the clinician at
the time of occurrence. After the
visit is transmitted the CLM is
alerted to any vital signs outside
of MD ordered parameters,
including pain.
Reporting of Clinical
Changes that may require the
alteration of the POC Physician
notification will be documented in
a Physician Notification
Coordination Note.
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To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure provision of care in

accordance with physician orders.

Successful compliance will be
100%. All results are included in
the Quarterly Pl Meeting minutes
and is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up

audits are completed, if indicated.
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The DPS is ultimately responsible
for ongoing compliance.
G000185 | 484.32
THERAPY SERVICES
Any therapy services offered by the HHA
directly or under arrangement are given by a
qualified therapist or by a qualified therapy
assistant under the supervision of a qualified
therapist and in accordance with the plan of
care.
Based on clinical record review and G000185 06/10/2014
interview, the agency failed to ensure Re-education with all agency staff
. . . regarding professional
therapy services had been provided in expectations as they relate to
accordance with the plan of care in 1 (# provision of therapy services in
5) of 8 records reviewed of patients that accordance with the POC (G185)
received therapy services from the will be done at the mandatory
staff meeting. This education
agency. was completed by the Executive
Director on 6/10/14.
The findings include:
1. Clinical record numk')er 5 '1nclude?d a Continued re-education of staff
plan of care for the certification period on policies & requirements as
2-28-14 to 4-28-14 that states, "Obtain they relate to: provision of therapy
therapy evaluation: PT [physical services in accordange with the
th 1& OT [ tional th K POC (G185). Education to be
crapy ! loccupational therapy J. completed by DPS by 6/20/14.
The record failed to evidence the physical All staff will be re-educated in and
and occupational therapy evaluations had principles of the following policies:
been completed.
2. The administrator stated, on 5-21-14 26 Assessment/Reassessment
at 10:15 AM, "The evaluations were not
done." 2.17 Plan of Care
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.After HCHB implementation on
6/15/14 the:

DPS and/or CLM will
complete 100% review of all Initial
Comprehensive Assessments
and POC to ensure proper
establishment of the POC.

Missed Visits - any ordered
visit that is missed will generate a
Missed Visit Note to be reviewed
by the CLM and sent to the
physician by the CLM.

To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure the provision of therapy
services in accordance with the
POC. Successful compliance will
be 100%. All results are included
in the Quarterly Pl Meeting
minutes and is approved by the
Executive Director. Any concerns
will be immediately reported to
the Agency Director. Results will
be submitted to the corporate
office for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
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this internal audit is to ensure
compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
G000321 | 484.20(a)
ENCODING OASIS DATA
The HHA must encode and be capable of
transmitting OASIS data for each agency
patient within 30 days of completing an
OASIS data set.
Based on Indiana State Department of G000321 _ _ 06/10/2014
Health (ISDH) document review and Re-edgcahon W'th, all agency staff
. . . regarding professional
interview, the agency failed to ensure expectations as they relate to
OASIS data had been transmitted within OASIS data must be transmitted
30 days of completion in 4 (#s 2, 3, 5 and within 30 days of completion
9) of 12 records reviewed of patients ir?asnzdgtc\;vrlyl/l :;f?cr)::e?itntgeThis
whose OASIS should have been education was completed by the
transmitted within 30 days creating the Executive Director on 6/10/14.
potential to affect all of the agency's
patients who require OASIS to be
transmitted. Continued re-education of staff
on policies & requirements as
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The findings include: they relate to: OASIS data must
be transmitted within 30 days of
completion (G321). Education to
1. An ISDH document dated 5-15-2014 be completed by DPS by
evidenced a discharge assessment had 6/20/14. All staff will be
been completed on 1-16-2014 for patient re-educated in and principles of
number 2. The document evidenced the the following policies:
OASIS data had not been transmitted
until 4-9-2014.
2.6 Assessment/Reassessment
2. An ISDH document dated 5-15-2014
. . . 2.17 Plan of Care
evidenced a recertification assessment
had beel’l Completed on 12-2-2013 fOl‘ 5.2 Information Management
patient number 3. The document
evidenced the OASIS data had not been
transmitted until 1-3-2-14. .After HCHB implementation on
6/15/14 the:
3. An ISDH document dated 5-15-2014
evidenced a discharge assessment had DPS and/or CLM will
0 ) i
been completed on 2-19-2014 for patient complete 109 % review of all Initial
. Comprehensive Assessments
number 5. The document evidenced the and POC to ensure proper
OASIS data had not been transmitted establishment of the POC.
until 4-9-2014.
The Initial OASIS
Comprehensive Assessment will
4. An ISDH document dated 5-14-2014 be transmitted within no greater
evidenced a start of care assessment had than 14 days following
been completed on 11-29-2013 for completion.
tient . Th t . .
pailen number 9 ¢ documen Missed Visits - any ordered
evidenced the OASIS data had not been visit that is missed will generate a
transmitted until 1-3-2014. Missed Visit Note to be reviewed
by the CLM and sent to the
5. The Administrator was unable to physician by the CLM.
provide any additional documentation
and/or information when asked on
5-21-14 at 8:30 AM. She stated that she To ensure ongoing compliance, 5
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was aware that there were instances of
late OASIS data submission by the
agency.

chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure the provision of therapy
services in accordance with the
POC. Successful compliance will
be 100%. All results are included
in the Quarterly Pl Meeting
minutes and is approved by the
Executive Director. Any concerns
will be immediately reported to
the Agency Director. Results will
be submitted to the corporate
office for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
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G000330

484.55

COMPREHENSIVE ASSESSMENT OF
PATIENTS

Each patient must receive, and an HHA
must provide, a patient-specific,
comprehensive assessment that accurately
reflects the patient's current health status
and includes information that may be used
to demonstrate the patient's progress toward
achievement of desired outcomes. The
comprehensive assessment must identify
the patient's continuing need for home care
and meet the patient's medical, nursing,
rehabilitative, social, and discharge planning
needs. For Medicare beneficiaries, the HHA
must verify the patient's eligibility for the
Medicare home health benefit including
homebound status, both at the time of the
initial assessment visit and at the time of the
comprehensive assessment. The
comprehensive assessment must also
incorporate the use of the current version of
the Outcome and Assessment Information
Set (OASIS) items, using the language and
groupings of the OASIS items, as specified
by the Secretary

Based on clinical record and agency
policy review and interview, it was
determined the agency failed to maintain
compliance with this condition by failing
to ensure start of care comprehensive
assessments were complete and and
accurately reflected the patients' status in

G000330

for ongoing compliance.

Re-education with all registered
nurse staff regarding professional
expectations as they relate to the
completion and accuracy of the
start of care (G335),
recertification, including drug
regimen review (G337 & G339),
resumption of care (G340) and

06/10/2014
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3 of 12 records reviewed with start of discharge (G341) comprehensive
care comprehensive assessments assessments was done at thg
. 6/10/14 mandatory staff meeting.
completed by the registered nurse This re-education was completed
creating the potential to affect all of the by the Executive Director on
agency's future patients (See G 335); by 6/10/14.
failing to ensure the medication profile
leted fih See CAP for G170, G172, G173,
was comp et.e as part of the and G176 for complete plan.
comprehensive assessment for 3 of 7
patients that received services for more
than 60 days and with the recertification ) )
t (See G 337): by failine t Continued re-education of all
assessment (See ' ' ); by failing to registered nurse staff on policies
ensure the recertification assessment was & requirements as they relate to:
complete and accurately reflected the the completion and accuracy of
patients' status in 2 of 7 records reviewed the Srtti:t OI_ care (Cla?(’fs)'d
. . . recertification, including drug
of patients who had a recertlﬁéatlon regimen review (G337 & G339),
assessment creating the potential to affect resumption of care (G340) and
all of the agency's patients receiving discharge (G341) comprehensive
services longer than 60 days (See G 339); assessments Education to be
by failing to ensure the resumption of completed by DPS by 6/20/14.
y & P All staff will be re-educated in the
care assessment was complete and principles of the following policies:
accurately reflected the patients' status in
2 of 12 records reviewed creating the
potential to affect all of the agency's 26
patients who are hospitalized (See G Assessment/Reassessment
340), and by failing to ensure the
comprehensive assessment had been 2.17 Plan of Care
up.dated at t.he t1@e of dlscharge from 2.7 Patient
skilled services in 1 of 2 discharged Transfer/Discharge
records reviewed (See G 341).
2.26 Medication
The cumulative effect of these systemic Administration and Management
problems resulted in the agency being
found out of compliance with this
Condition, 42 CFR 484.55 On 6/15/14 the agency will begin
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y1ZX11 Facility ID: 004583 If continuation sheet Page 40 of 85




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

PRINTED: 06/20/2014
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
157568 L WING 05/23/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
600 N WEINBACK AVE STE 610
OMNI HOME CARE EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Comprehensive Assessment of Patients. transitioning to an electronic
medical record — HomeCare
HomeBase (HCHB). HCHB:
Allows clinicians to
complete all documentation
onsite using mobile point-of-care
devices (tablets).
Empowers field clinicians
from the moment of login,
accessing the Electronic Medical
Record for each patient, as well
as any critical alerts pertaining to
the day’s visits.
Allows the clinician to
synchronize visit data in about
two minutes.
Ensures data is encrypted and meets
all HIPAA security standards
G000335 | 484.55(b)(2)
COMPLETION OF THE COMPREHENSIVE
ASSESSMENT
Except as provided in paragraph (b)(3) of
this section, a registered nurse must
complete the comprehensive assessment
and for Medicare patients, determine
eligibility for the Medicare home health
benefit, including homebound status.
Based on clinical record and agency G000335 06/10/2014
policy review and interview, the agency Re-education W'th. all reglster.ed
. nurse staff regarding professional
failed to ensure start of care expectations as they relate to the
comprehensive assessments were completion and accuracy of the
complete and accurately reflected the start of care comprehensive
patients' status in 3 (#s 2,5, 11) of 12 assessments (G335) was done at
. . . the 6/10/14 mandatory staff
records reviewed creating the potential to meeting. This re-education was
affect all of the agency's patients. completed by the Executive
Director on 6/10/14.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Y1ZX11 Facility ID: 004583 If continuation sheet Page 41 of 85




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

PRINTED: 06/20/2014
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
157568 L WING 05/23/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
600 N WEINBACK AVE STE 610
OMNI HOME CARE EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID _ . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Findings include:
1. Clinical record number 2 included a Continued re-education of all
comprehensive nursing assessment for registered nurse staff on the
start of care completed by employee G, a policies & the requirements as
Registered Nurse (RN), dated 10/15/13. they relate to the completion and
accuracy of the start of care
comprehensive assessments
A) The pain assessment section of the (G335). Education to be
document failed to identify how the completed by DPS by 6/20/14.
patient's pain interfered with functional All St?f;‘ Wlllfbtfw ri-e”duc.ated '? the
.. . rinciples of the following policy:
activity level and safety and failed to princp g policy
identify if there was a pattern to the pain. 26
These assessment items were left blank. Assessment/Reassessment
. 2.17 Plan of Care
B) The neuro / psychosocial
assessment section of the document were
left blank for assessment of the patient's
bilateral hand grip strength and leg
strength and pupillary response. After HCHB implementation on
6/15/14 the
C) The cardiovascular assessment
section of the document were left blank DPS and/or CLM will complete
for capillary refill and peripheral pulses 100% review of all Initial
P M petip p ’ Comprehensive Assessments
and POC to ensure proper
D) The respiratory assessment section establishment of the POC.
of the document were left blank for short
of breath at rest or with exertion.
To ensure ongoing compliance, 5
2. Clinical record number 11 included a chart audits will be conducted
comprehensive nursing assessment for weekly for a maximum of 20
start of care completed by employee G, a charts per month x 3 months to
ensure the completion and
RN, dated 4-18-2014. accuracy of the start of care
comprehensive assessments
A) The immunization history section (G335).
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of the assessment, including flu and _ .
pneumonia vaccines, was left blank. Successful comphancg will be )
100%. All results are included in
the Quarterly Pl Meeting minutes
B) The referral date was left blank and is approved by the Executive
Director. Any concerns will be
C) The capillary refill and peripheral immediately reported to the
| . fih di | Agency Director. Results will be
pulses section of the cardiovascular submitted to the corporate office
assessment were left blank. for review and analysis.
Reinstruction will be provided as
3. Clinical record number 5 included a needed.. The DPS s ultimately
¢ hensi responsible for ongoing
start of care comprehensive assess.ment compliance.
dated 2-28-14. The assessment failed to
be complete and accurately reflect the
patient's status. N
Additionally every agency
) receives at least one corporate
A. The "Eyes" portion of the audit annually. The purpose of
assessment to include pupils, eyes, and this internal audit is to ensure
vision portion of the assessment had been compliancewith all internal policy
left blank. and procedures and external
standards and regulations. It is
) ) unannounced and encompasses
B. A portion of the pain assessment medical record review, HR file
had been left blank. The assessment review, home visits and a facility
evidenced the patient has occasional pain rewevl\{. The fvetLa” goilt 'S_I%O%
. . mplian r .
in the back. The assessment failed to compliance for ine audi °
o ] o agency must submit a corrective
indicate how or if the pain interfered or action plan for any item which
impacted the patient's function and scores less than the established
activity level. benchmarks. This corrective
action plan is submitted to the
. ) Internal Audit Department for
C. The assessment identified the review and approval. Follow up
patient was "disoriented" and the patient audits are completed, if indicated.
was "oriented to: person, place." The DPS is ultimately responsible
for ongoing compliance.
D. The "leg strength" portion of the
assessment had been left blank.
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E. The "religious preference" portion
of the assessment had been left blank.
F. The "advance directive" portion of
the assessment indicated the patient had a
"Power of Attorney" but failed to specify
if the patient had executed an advance
directive.
G000337 | 484.55(c)
DRUG REGIMEN REVIEW
The comprehensive assessment must
include a review of all medications the
patient is currently using in order to identify
any potential adverse effects and drug
reactions, including ineffective drug therapy,
significant side effects, significant drug
interactions, duplicate drug therapy, and
noncompliance with drug therapy.
G000337 _ _ . 06/10/2014
Based on clinical record and policy Re-education W'th, all reg|ster.ed
. X . h fail nurse staff regarding professional
review and interview, the agency failed to expectations as they relate to the
ensure the recertification comprehensive completion and accuracy of the
assessment included a review of all recertification comprehensive
medications the patient is currently using assessment, including the drug
. q - dentif 2l ad regimen review (G337) was done
1n order to 1dentify any potential adverse at the 6/10/14 mandatory staff
effects and drug reactions, ineffective meeting. This re-education was
drug therapy, significant side effects, completed by the Executive
significant drug interactions, duplicate Director on 6/10/14.
drug therapy, and noncompliance with
drug therapy for #3 of 7 patients with a
recertification assessment. (# 9, 10, 12) Continued re-education of all
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registered nurse staff on the
Findings include: policies & the requwemen'ts as
they relate to the completion and
accuracy of the recertification
1. Clinical record number 9 failed to comprehensive assessment,
evidence a review of all medications was including the drug regimen review
completed at the time of recertification (G337) Education to be
hensi completed by DPS by 6/20/14.
comprehensive assessments on All staff will be re-educated in the
3-28-2014. principles of the following policy:
2. Clinical record number 10 failed to
evidence a review of all medications was 26
completed at the time of recertification Assessment/Reassessment
comprehensive assessments on 4-8-2014.
2.17 Plan of Care
3. .Chmcal rec.ord number 12. fal.led to 2 26 Medication
evidence a review of all medications was Administration and Management
completed at the time of recertification
comprehensive assessments on 1-7-2014,
3-6-2014, and 5-5-2014. After HCHB implementation on
6/15/14 the
4. An undated agency policy titled
Medication Reconciliation states, DPS and/or CLM will complete
N . i~
"Medications ordered while the patient is 100% rewew.of all Initial
o ] Comprehensive Assessments
receiving care will be compared to the and POC to ensure proper
medication list/profile. The medication establishment of the POC.
list/profile will be updated with each new
or changed medication.
To ensure ongoing compliance, 5
5. Employee A, the administrator and a chart audits will be conducted
registered nurse (RN), on 5-22-2014 at weekly for a maximum of 20
1005 AM, indicated the agency's process charts per month x 3 months to
. . ensure the completion and
for medication review was for the RN to accuracy of the recertification
review the medication profile at the time comprehensive assessment,
of the visit for start of care, resumption of including the drug regimen review
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care, and recertification and place the
date the review was completed at the
bottom of the medication profile form.

(G337). Successful compliance
will be 100%. All results are
included in the Quarterly PI
Meeting minutes and is approved
by the Executive Director. Any
concerns will be immediately
reported to the Agency Director.
Results will be submitted to the
corporate office for review and
analysis. Reinstruction will be
provided as needed. The DPS is
ultimately responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
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G000339 | 484.55(d)(1)
UPDATE OF THE COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) the last 5 days
of every 60 days beginning with the start of
care date, unless there is a beneficiary
elected transfer; or significant change in
condition resulting in a new case mix
assessment; or discharge and return to the
same HHA during the 60 day episode.
G000339 _ _ . 06/10/2014
Based on clinical record review, the Re-education W'th, all reg|sterled
. . . nurse staff regarding professional
agency failed to ensure the recertification expectations as they relate to the
assessment was complete and accurately completion and accuracy of the
reflected the patients' status in 2 (#s 5 and recertification assessment (G339)
10) of 7 records reviewed of patients was done at the 6/ 10/, 14 ]
ho had Ficats mandatory staff meeting. This
who had a recertification assessment re-education was completed by
creating the potential to affect all of the the Executive Director on 6/10/14.
agency's patients receiving services
longer than 60 days.
o Continued re-education of all
Findings Include : registered nurse staff on the
requirements as they relate to the
1. Clinical record number 10 included a completion and accuracy of the
rtificationti hensi recertification assessment
recertificationtion comprehensive (G339). Re-education to be
assessment completed on 4-8-2014. The completed by DPS by 6/20/14.
assessment failed to be complete and All staff will be re-educated in the
accurately reflect the patient's status. principles of the following policies:
A. The portion of the assessment that
identified the condition of the patient's 2.6
pupils and if there were any vision Assessment/Reassessment
problems had been left blank. 217 Plan of Care
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B. The urine color, clarity, odor
present, and catheter present portions of , ,
. After HCHB implementation on
the urinary assessment had been left 6/15/14 the
blank
DPS and/or CLM will complete
2. Clinical record number 5 included a 100% review of all Initial
ctificati hensi Comprehensive Assessments
recertification comprehensive - and POC to ensure proper
assessment. The assessment failed to be establishment of the POC,
complete and accurately reflect the including the type of services and
patient's status. equipment required.
A. The portion of the assessment that
identified the condition of the patient's To ensure ongoing compliance, 5
pupils and if there were any vision chart audits will be conducted
weekly for a maximum of 20
problems had been left blank. charts per month x 3 months to
ensure the registered nurse
B. The assessment indicated the accurately completes the
patient had intermittent pain but failed to rsecemflc?t:on ass;.essmen.tl.l .
. . . .. uccessful compliance will be
identify the location of the pain, if the 100%. Al results are included in
pain interfered with the patient's the Quarterly PI Meeting minutes
functional/activity level, if there was a and is approved by the Executive
pattern to the pain, and if breakthrough Director. Any concerns will be
medication was needed immediately reported to the
’ Agency Director. Results will be
submitted to the corporate office
C. The skin turgor portion of the for review and analysis.
assessment had been left blank. Reinstruction will be provided as
needed. The DPS is ultimately
. . responsible for ongoing
D. The assessment identified the compliance.
patient used nebulizer treatments. The
assessment failed to include how many
Flmes per day, under what 01.rcumstances, Additionally every agency
if the treatments were effective, and the receives at least one corporate
type of machine used. audit annually. The purpose of
this internal audit is to ensure
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E. The "rhythm" and "character" compliancewith all internal policy
portion of the cardiovascular assessment and procedures and external
had been left blank. The "other standards and regulations. It is
" " c unannounced and encompasses
symptoms" and "other abnormalities medical record review, HR file
portion of the cardiovascular assessment review, home visits and a facility
had been left blank. review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
G000340 | 484.55(d)(2)
UPDATE OF THE COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) within 48 hours
of the patient's return to the home from a
hospital admission of 24 hours or more for
any reason other than diagnostic tests.
G000340 _ _ . 06/10/2014
Based on clinical record review, the Re-education W'th, all reglster‘ed
. . nurse staff regarding professional
agency failed to ensure the resumption of expectations as they relate to the
care assessment was complete and completion and accuracy of the
accurately reflected the patients' status in resumption assessment (G340)
2 (#s 1 and 6) of 12 records reviewed was done at the 6/10/14 =
. h ol f 1 of th mandatory staff meeting. This
creating the potential to affect all ot the re-education was completed by
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agency's patients who are hospitalized. the Executive Director on 6/10/14.
Findings include:
Continued re-education of all
1. Clinical record number 6 included a registered nurse staff on the
resumption of care comprehensive requirements as they relate to the
¢ leted 4242014 completion and accuracy of the
assessment comp ? ed on a-s4- : resumption assessment (G340).
The assessment failed to be complete and Re-education to be completed by
accurately reflect the patient's status. DPS by 6/20/14. All staff will be
re-educated in the principles of
. . the following policies:
A) The assessment identified the gp
patient's current pain level was a "9". The
sections labeled, "interferes with" and
"patient experiencing pain" of the A 2.6 R
assessment had been left blank. ssessment/Reassessment
2.17 Plan of Care
B) The assessment section labeled
"home environment/safety" had been left
blank. After HCHB implementation on
6/15/14:
C) The assessment section labeled
"advanced directives" had been left DPS and/or CLM will
complete 100% review of all Initial
blank. .
Comprehensive Assessments
and POC to ensure proper
D) The mobility assessment section establishment of the POC.
titled "Timed Up and Go" was left blank.
To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
the completion and accuracy of
the resumption assessment.
Successful compliance will be
100%. All results are included in
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the Quarterly Pl Meeting minutes
and is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up

audits are completed, if indicated.

The DPS is ultimately
responsible for ongoing
compliance.
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G000341 | 484.55(d)(3)
UPDATE OF THE COMPREHENSIVE
ASSESSMENT
The comprehensive assessment must be
updated and revised (including the
administration of the OASIS) at discharge.
Based on clinical record and agency G000341 _ _ . 06/10/2014
policy review and interview, the agency Re-education W'th, all reg|ster.ed
. . nurse staff regarding professional
failed to ensure the comprehensive expectations as they relate to the
assessment had been updated at the time completion and accuracy of the
of discharge from the agency in 1 (# 1) of discharge assessment (G341)
2 discharged records reviewed. was done at the 6/ 10/, 14 ]
mandatory staff meeting. This
o . ] re-education was completed by
Findings include: the Executive Director on 6/10/14.
1. An agency policy dated 2-91 and
revised 4-3, 5-3 and 8-4 titled 2.7 Patient _ _
Transfer/Discharge states, " A Cor.ltlnued re-education of all
. . registered nurse staff on the
Transfer/Discharge OASIS is completed requirements as they relate to the
within 48 hours of transfer to an inpatient completion and accuracy of the
facility, discharge or notification of discharge assessment (G341).
such." Re-education to be completed by
' DPS by 6/20/14. All staff will be
o ) re-educated in the principles of
2. Clinical record number 1 evidenced the following policies:
the patient had been transferred to the
hospital on 3-22-14. The record
evidenced the transfer comprehensive 26
assessment had not beel’l Completed untll Assessment/Reassessment
4-29-14.
2.17 Plan of Care
The administrator stated, on 5-20-14 .
2.7 Patient
at 11:05 AM, "The nurse learned of the Transfer/Discharge
patient's transfer to the hospital on
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4-5-14. The patient resides in an assisted
living facility. They are usually pretty
good about notifying us when a patient
goes to the hospital but didn't this time."

After HCHB implementation on
6/15/14:

DPS and/or CLM will
complete 100% review of all Initial
Comprehensive Assessments
and POC to ensure proper
establishment of the POC.

To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
the completion and accuracy of
the discharge assessment.
Successful compliance will be
100%. All results are included in
the Quarterly Pl Meeting minutes
and is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy

and procedures and external
standards and regulations. It is
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unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately
responsible for ongoing
compliance.
NO00000
N000000 See Plan of Correction.
This was a state home health relicensure
survey.
Survey dates: 5-20-14 to 5-23-14
Facility #: 004583
Medicaid #: 200512710B
Surveyors: Vickie, Harmon RN, PHNS
Nina Koch, RN, PHNS
Census: 353 Skilled unduplicated skilled
nursing admissions in the past year
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Quality Review: Joyce Elder, MSN,
BSN, RN
June 2, 2014
N000458 | 410 IAC 17-12-1(f)
Home health agency
administration/management
Rule 12 Sec. 1(f) Personnel practices for
employees shall be supported by written
policies. All employees caring for patients in
Indiana shall be subject to Indiana licensure,
certification, or registration required to
perform the respective service. Personnel
records of employees who deliver home
health services shall be kept current and
shall include documentation of orientation to
the job, including the following:
(1) Receipt of job description.
(2) Qualifications.
(3) A copy of limited criminal history
pursuant to IC 16-27-2.
(4) A copy of current license, certification,
or registration.
(5) Annual performance evaluations.
N000458 06/10/2014
Based on interview and review of Employe.e file - Employee A has
. been reviewed and an annual
personnel files, the agency failed to performance evaluation was
ensure that agency personnel files completed and given to the
included an annual performance employee on 6/10/14.
evaluation for 1 of 11 employee files
reviewed.
To ensure ongoing compliance,
10 personnel files will be audited
Findings Include: quarterly to ensure tr_wat annual
performance evaluations are
completed according Indiana
1. The personnel file for employee A, the licensure certification
agency's administrator, date of hire requirements. Successful
11/23/12, failed to include an annual compliance will be 100%. All
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performance evaluation of the employee.

2. The employee stated that she had a
copy of her ninety day performance
evaluation but that documentation of a
annual evaluation was not available.

results are included in the
Quarterly Pl Meeting minutes and
is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.

Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure

compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
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N000518 | 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, agency N000518 . . o 06/15/2014
policy review, and interview, the agency Re-gducatlon with all clinicians —
. . . nursing and therapy staffs of the
failed to ensure documentation identified requirement to inform; distribute
if the patient had an Advanced Directive written information to the patient,
in 2 of 12 records reviewed (# 5, 6) with in advance, concerning the HHA's
the potential to affect all the agency's Pohmgs on advan.ce. directives,
. . including a description of
active patients. applicable State law; and to
document evidence if the patient
Findings include: has executed an advance
directive. Education was
.. completed on 6/3/14 by the
1. Chmcgl record number §, s.tart of care Director of Professional Services
3-21-14, included an "Admission (DPS).
Consent & Service Agreement", signed
by the patient on 3-21-14 and a start of
care comprehensive assessm.ent dated The two patients #5 and #6 were
2'28'14 BOth dOCumentS falled to contacted via phone by the DPS
evidence if the patient had executed an to determine if the patient had
advance directive. executed an advance directive.
This communication was
o documented on the
2. An agency policy titled "2.9 Advanced Communication Note on 6/6/14.
Directives" dated 12-91, revised 4-03 and
5-03 states, "The existence or
non-existence of an advance directive
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will be documented on the Start of Care _
OASIS and on the conditions of Document.atlonI of an exacuted
Lo " advance directive will be located
admission form. on the Admission Consent and
Service Agreement and/or the
3. Employee A, the administrator, on SOC Comprehensive
5-20-2014 at 445 PM, indicated the Assessment beginning 6/3/14.
receipt of information about advanced
directives is to be documented on the
Admission Consent and Service Documentation of an executed
Agreement at the start of care. advance directive will be located
.. on the Conditions of Admission
4. Clinical record number 5, start of care form and within the EMR (HCHB)
2-28-14, included an "Admission on the Client Information Report
Consent & Service Agreement", signed beginning with all admissions
by the patient on 2-28-14 and a start of beginning with the
. implementation of HCHB on
care comprehensive assessment dated 6/15114.
2-28-14. Both documents failed to
evidence if the patient had executed an
advance directive.
To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure that the admitting clinician
has documented if the patient has
executed an advance directive.
Successful compliance will be
100%. All results are included in
the Quarterly Pl Meeting minutes
and is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.
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Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure
compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
N000522 | 410 IAC 17-13-1(a)
Patient Care
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 N000522 Re-education with all agency 06/10/2014
policy review, home visit observation, staff reggrdlng professional
. . . expectations as they relate to
and interview, the agency failed to ensure provision of care in accordance
care and services had been provided in with physician orders (N522) was
accordance with physician orders in 4 (#s done at the 6/10/14 mandatory
4,5, 6,and 7) of 12 records reviewed staff meeting. This re-educatl.on
. . was completed by the Executive
creating the potential to affect all of the Director on 6/10/14.  Continued
agency's 353 current patients. re-education of all agency staff
the policies & the requirements as
State Form Event ID: Y1ZX11 Facility ID: 004583 If continuation sheet Page 59 of 85




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

PRINTED: 06/20/2014
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
. BUILDING
157568 L WING 05/23/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
600 N WEINBACK AVE STE 610
OMNI HOME CARE EVANSVILLE, IN 47711
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D N . (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Findings include: they relate to provision of care in
accordance with physician orders
| Th df . ber 4 (N522). Education to be
1. the record for patient number completed by DPS by 6/20/14.
included a plan of care established by the All staff will be re-educated in the
patient's physician for the certification principles of the following policy:
period 3-25-2014 to 5-23-2014 that © 2.17 Plan of Care - 2.18
included orders for skilled ¢ Verbal Orders After HCHB
included ordets for skiled nurse to implementation on 6/15/14 the
monitor for adherence to diabetic DPS and/or CLM will complete
regimen, signs and symptoms of 100% review of all Initial
exacerbation, lesions of lower Comprehensive Assessments
extremities, worsening of diabetic and POC to ensure proper
o > g o o establishment of the POC.  To
condition, notify physician if condition ensure ongoing compliance, 5
not improving and for physical therapy chart audits will be conducted
(PT) two times weekly for five weeks, weekly for a maximum of 20
. . charts per month x 3 months to
and occupational therapy (OT) two times s .
] ensure the provision of care in
weekly for two weeks and one time accordance with physician
weekly for two weeks beginning orders. Successful compliance
3-31-2014. will be 100%. All results are
included in the Quarterly PI
o . Meeting minutes and is approved
A. An initial comprehensive by the Executive Director. Any
assessment completed at the start of care concerns will be immediately
failed to include assessment of reported to the Agency Director.
Results will be submitted to the
recommended blood glucose ranges or : .
corporate office for review and
frequency to check the blood glucose. analysis. Reinstruction will be
Skilled nursing notes for the certification provided as needed. The DPS is
period failed to evidence teaching or ultimately responsible for ongoing
assessment for adherence to a diabetic compliance. Additionally every
. agency receives at least one
regimen or safe blood glucose corporate audit annually. The
parameters. purpose of this internal audit is to
ensure compliance with all
B. The clinical record evidenced a internal policy and procedures
. . and external standards and
physician order to apply antibiotic regulations. It is unannounced
ointment topically to any open area at and encompasses medical record
each dressing change weekly and as review, HR file review, home
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needed to prevent infection. Skilled visits and a facility review. The
ooy .
nursing notes dated 4-17-2014 to 5-8- overall goall is 90% compliance
K . . for the audit. The agency must
2014 identified open areas but failed to submit a corrective action plan for
evidence that antibiotic ointment was any item which scores less than
applied. the established benchmarks. This
corrective action plan is submitted
. . . to the Internal Audit Department
C. The clinical record failed to for review and approval. Follow
evidence that the patient was seen by the up audits are completed, if
occupational therapist for the week of 4-6 indicated. The DPS is ultimately
22014 to 4-12-2014 responsible for ongoing
’ compliance.
D. The clinical record evidenced
only one visit from the physical therapist
for the weeks of 4-6-2014 to 4-12-2014
and 4-13-2014 to 4-19-2014
E. The administrator indicated on 5-
22-2014 at 330 PM the skilled nursing
notes did not indicate interventions for
diabetes care and antibiotic ointment as
ordered and the record did not contain PT
and OT notes for the dates specified.
2. The record for patient number 6
included a plan of care (POC) for the
certification period 3-21-2014 to
5-19-2014 with orders for regular diet,
complete metabolic panel (CMP),
complete blood count (CBC), and
trileptal level to be collected by
4-14-2014.
A. The clinical record failed to
evidence that the trileptal level was
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collected as ordered. A lab report for
blood specimens collected 4-11-2014
included only results for a CBC and
CMP.

B. A skilled nursing visit note dated 4
-11-2-14 evidenced low sodium diet
teaching to decrease edema in the
patient's bilateral lower extremities. The
POC includes a regular diet and failed to
evidence physician orders for low sodium
diet teaching.

C. A skilled nursing visit note dated 4-1
indicated that a urine specimen was collected p
order in the patient's home. The clinical record
evidence a physician order to collect a urine sp:

D. The comprehensive nursing
assessment completed by the registered
nurse, evidenced +2 edema in bilateral
extremities. Skilled nursing visit notes
dated 4-11-2014 and 4-14-2014 evidence
teaching to wear elastic stockings and to
keep feet elevated to reduce edema. The
clinical record failed to evidence a
physican order for elastic stockings or
managment of edema to the lower
extremties.

3. The record for patient number 7
included a plan of care for the
certification period 4-9-2-14 to 6-7-2014
with orders for skilled nursing one time
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weekly for three weeks and every other
week for six weeks to assess right neck
incision, monitor adherence to diabetic
regimen, instruct diabetic management to
include 1800 calorie diabetic diet, foot
care education and signs and symptoms
of hypo/hyperglycemia, assess and
instruct use of glucometer and sliding
scale (SS) insulin, notify physician with
blood glucose results less than 60 and
greater than 300, notify physician of
blood pressure (BP) greater than 180/100
... pulse less than 60 and assess effects of
pain medication.

A. Skilled nursing visit notes dated 4
-18-2014, 4-24-2014, and 5-14-2014
failed to evidence the nurse assessed the
right neck incision, evaluated the
patient"s use of a glucometer, or
performed diabetic teaching. Visit notes
dated 4-24-2014 and 5-14-2014 failed to
evidence the skilled nurse evaluated the
patient blood sugar and use of SS insulin.

B. A nursing note dated 4-18-2014
states, "The patient had an elevated blood
pressure yesterday AM 154/106. The
clinical record failed to evidence the
physician was notified of the elevated
BP.

C. On 5-21-2014 at 3 PM, employee
D, a registered nurse (RN), was observed

State Form

Event ID:

Y1ZX11  Facility ID:

004583 If continuation sheet

Page 63 of 85




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

PRINTED: 06/20/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

157568

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

OMNI HOME CARE

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
600 N WEINBACK AVE STE 610
EVANSVILLE, IN 47711

00

X3) DATE SURVEY

COMPLETED
05/23/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

to provide care to the patient. The RN
failed to assess the patient's use of a
glucometer, did not provide instruction
about diabetes care or 1800 calorie diet
and did not evaluate the incision site to
the right neck. The patient complained
of pain in her throat and the skilled nurse
stated, "This was due to her
fibromyalgia" but did not assess the
patient's pain for character, onset,
duration, or intensity. The patient stated,
"When she had a heart attack in 2004, the
pain was mostly in her neck."

D. The clinical record failed to
evidence a nursing visit was made during
the week of 5-4/2014 to 5-10-2014.

E. A nursing note dated 4-12-2014
indicated the patient called to report a
pulse of 47 and she was unsure whether
to take her pain medication. The clinical
record failed to evidence that the
physician was notified.

4. An agency policy titled "Plan of
care-CMS # 485 and Physician Orders,"
undated, states, "Care and services
provided will be provided according to
the physician orders."

5. Clinical record number 5 failed to
evidence therapy evaluations were
completed as ordered and that laboratory
specimens were obtained as ordered. The
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record included a plan of care for the
certification period 2-28-14 to 4-28-14
that states, "Obtain therapy evaluation:
PT [physical therapy] & OT
[occupational therapy]." The record also
included a "Physician's
Verbal/Communication Note" dated
3-27-14 that states, "Repeat PT/INR
[blood test] 4/2/14."

A. The record failed to evidence
the physical and occupational therapy
evaluations had been completed.

B. The administrator stated, on
5-21-14 at 10:15 AM, "The evaluations
were not done."

C. The record failed to evidence
the skilled nurse had obtained the ordered
laboratory test on 4-2-14.

D. The record included a skilled
nurse visit note dated 4-11-14 that states,
"PT/INR per microcoag [type of
machine] 39.7/4.0." The record failed to
evidence an order for the skilled nurse to
obtain the blood specimen on 4-11-14.

E. The administrator indicated, on
5-21-14 at 10:15 AM, the record did not
evidence the skilled nurse had obtained
the ordered blood specimen on 4-2-14
and that the record did not include an
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N000524

order for the skilled nurse to obtain a
blood specimen on 4-11-14.

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.

(i) 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

referral.

(xii) Therapy modalities specifying length of
treatment.

(xiii) Any other appropriate items.

Based on clinical record review and observatio:
agency failed to ensure the plan of care include
equipment required for 1 (# 9) of 12 records re"
creating the potential to affect all 353 of the ag;

patients.

Findings Include:

N000524

Re-education with all agency
staff regarding professional
expectations as they relate to the
development of the POC,
including the type of services and
equipment required (N524) was
done at the 6/10/14 mandatory
staff meeting. This re-education
was completed by the Executive
Director on 6/10/14.  Continued

06/10/2014
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A home visit was made to patient number 9 on
at 1230 PM with employee F, a physical theraj
(PTA). The PTA was observed to ambulate the
using a gait belt. The plan of care for the certif
period 4-1-2014 to 5-30-2014 failed to evidenc
belt.

re-education of all agency staff on
the requirements as they relate to
the development of the POC,
including the type of services and
equipment required (N524).
Re-education to be completed by
DPS by 6/20/14. All staff will be
re-educated in the principles of
the following policies: - 2.6
Assessment/Reassessment -
2.17 Plan of Care - 2.18 Verbal
Orders  After HCHB
implementation on 6/15/14 the
DPS and/or CLM will complete
100% review of all Initial
Comprehensive Assessments
and POC to ensure proper
establishment of the POC,
including the type of services and
equipment required.  To
ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure that the POC developed,
includes the type of services and
equipment required. Successful
compliance will be 100%. All
results are included in the
Quarterly Pl Meeting minutes and
is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance. Additionally every
agency receives at least one
corporate audit annually. The
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purpose of this internal audit is to
ensure compliance with all
internal policy and procedures
and external standards and
regulations. It is unannounced
and encompasses medical record
review, HR file review, home
visits and a facility review. The
overall goal is 90% compliance
for the audit. The agency must
submit a corrective action plan for
any item which scores less than
the established benchmarks. This
corrective action plan is submitted
to the Internal Audit Department
for review and approval. Follow
up audits are completed, if
indicated. The DPS is ultimately
responsible for ongoing
compliance.
N000527 | 410 IAC 17-13-1(a)(2)
Patient Care
Rule 13 Sec. 1.(a)(2) The health care
professional staff of the home health agency
shall promptly alert the person responsible
for the medical component of the patient's
care to any changes that suggest a need to
alter the medical plan of care.
Based on clinical record review and N000527 Re-education with all agency 06/10/2014
agency policy review, the agency failed staif reggrdmg professional
expectations as they relate to
to ensure the agency staff promptly physician notification of any
alerted the physician to any changes that changes that suggest the need to
suggest a need to alter the plan of care for alter the plan of care (N527) was
2 of 12 records reviewed (6, 7) with the done at th,e 6/10/ 1,4 mandator.y
. staff meeting. This re-education
potential to affect all of the agency's was completed by the Executive
active patients. Director on 6/10/14.  Continued
re-education of all agency staff on
Findings Include: the rgguiremgqts gs they relate to
physician notification of any
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1. Clinical record number 6 included a changes that suggest the need to
resumption of care assessment on alter the plgn of care (N527).
4.24-2014 wh he skilled Re-education to be completed by
-24-2014 where the skilled nurse DPS by 6/20/14. Al staff will be
documented the patient's pain level was a re-educated in the principles of
"9" on a scale of 1-10. The record the following policies: - 2.3
failed to evidence that the physician had Physician Responsibility - 2.6
b fied of th ent! i level Assessment/Reassessment -
een notified of the patient's pain level. 2 17 Plan of Care - 2.18 Verbal
Orders  After HCHB
2. Clinical record number 7 included a implementation on 6/15/14: -
plan of care for the certification period ?goi/and/ or CLfM I\INII”'t(';OImplete
4-9-2-14 to 6-7-2014 with an order to o review ot afl fniia
) - Comprehensive Assessments
notify the physician for pulse less than 60 and POC to ensure proper
and greater than 100. The record establishment of the POC. -
evidenced a skilled nursing note dated l\:lllssed V'S'tsd - aﬂy ordered visit
. . that is missed will generate a
4-12-2014 stating that the patient .called Missed Visit Note o be reviewed
to report a pulse of 47 and the patient was by the CLM and sent to the
unsure whether to take pain medication. physician by the CLM. -
The clinical record failed to evidence the Reporting of Clinical Changes
hvsician was notified that may require the alteration of
phy ’ the POC -Vitals Signs outside of
MD ordered parameters alert the
3. An agency policy dated 4-98 titled clinician at the time of
"2.17 Plan of Care" states, "The RN( occurrence. After the visit is
. . transmitted the CLM is alerted to
registered nurse) ... will contact the L .
. o ) any vital signs outside of MD
patient's physician or his/her agent to ordered parameters, including
report assessment findings. ... pain. - Reporting of Clinical
Documentation of the clinician's Changes that may require the
A . . . alteration of the POC Physician
communication with the physician must e . .
L . ; R notification will be documented in
be maintained in the medical record. a Physician Notification
Coordination Note.  To ensure
ongoing compliance, 5 chart
audits will be conducted weekly
for a maximum of 20 charts per
month x 3 months to ensure the
occurrence of physician
notification of any changes that
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N000537

410 IAC 17-14-1(a)

Scope of Services

Rule 1 Sec. 1(a) The home health agency
shall provide nursing services by a
registered nurse or a licensed practical

suggest the need to alter the plan
of care. Successful compliance
will be 100%. All results are
included in the Quarterly Pl
Meeting minutes and is approved
by the Executive Director. Any
concerns will be immediately
reported to the Agency Director.
Results will be submitted to the
corporate office for review and
analysis. Reinstruction will be
provided as needed. The DPS is
ultimately responsible for ongoing
compliance. Additionally every
agency receives at least one
corporate audit annually. The
purpose of this internal audit is to
ensure compliance with all
internal policy and procedures
and external standards and
regulations. It is unannounced
and encompasses medical record
review, HR file review, home
visits and a facility review. The
overall goal is 90% compliance
for the audit. The agency must
submit a corrective action plan for
any item which scores less than
the established benchmarks. This
corrective action plan is submitted
to the Internal Audit Department
for review and approval. Follow
up audits are completed, if
indicated. The DPS is ultimately
responsible for ongoing
compliance
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nurse in accordance with the medical plan of
care as follows:
Based on clinical record and agency N000537 Re-education with all agency 06/10/2014
policy review, home visit observation, staff reggrdmg professional
. . h fail expectations as they relate to
and interview, the agency failed to ensure provision of care in accordance
nursing services had been provided in with physician orders (N537) was
accordance with physician orders in 4 (#s done at the 6/10/14 mandatory
4,5, 6,and 7) of 12 records reviewed staff meeting. This re-educatl.on
. h il f 1 of th was completed by the Executive
creating the potential to affect all of the Director on 6/10/14.  Continued
agency's 353 current patients. re-education of all agency staff
the policies & the requirements as
Findings include: they relate to provisiop gf care in
accordance with physician orders
) (N537). Education to be
1. The record for patient number 4 completed by DPS by 6/20/14.
included a plan of care established by the All staff will be re-educated in the
patient's physician for the certification prg?slgf of trfuca:followgg1 gollcy:
. - 2. an of Care - 2.
perlod 3-25-2014 to 5T23-2014 that Verbal Orders After HOHB
included orders for skilled nurse to implementation on 6/15/14 the
monitor for adherence to diabetic DPS and/or CLM will complete
regimen’ Signs and Symptoms Of 100% review of all Initial
. . Comprehensive Assessments
exacerbation, lesions of lower
. . . . and POC to ensure proper
extremities, worsening of diabetic establishment of the POC.  To
condition, notify physician if condition ensure ongoing compliance, 5
not improving. chart audits will be conducted
weekly for a maximum of 20
Lo . charts per month x 3 months to
A. An initial comprehensive ensure the provision of care in
assessment completed at the start of care accordance with physician
failed to include assessment of orders. Successful compliance
1 o,
recommended blood glucose ranges or YV'” be 10,0 o All results are
included in the Quarterly Pl
frequency to check the blood glucose. Meeting minutes and is approved
Skilled nursing notes for the certification by the Executive Director. Any
period failed to evidence teaching or concerns will be immediately
assessment for adherence to a diabetic reported t9 the Agen.cy Director.
. fe blood el Results will be submitted to the
regimen or sale blood glucose corporate office for review and
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parameters. analysis. Reinstruction will be
provided as needed. The DPS is
. . ultimately responsible for ongoing
].3..The clinical record ech.ieI?ced a compliance. Additionally every
physician order to apply antibiotic agency receives at least one
ointment topically to any open area at corporate audit annually. The
each dressing change weekly and as purpose of this internal audit is to
ded fect; Skilled ensure compliance with all
nee .e to prevent infection. tie internal policy and procedures
nursing notes dated 4-17-2014 to 5-8- and external standards and
2014 identified open areas but failed to regulations. It is unannounced
evidence that antibiotic ointment was a”‘? encomp_asses.medlcal record
lied review, HR file review, home
applied. visits and a facility review. The
overall goal is 90% compliance
C. The administrator indicated on 5- for the audit. The agency must
22-2014 at 330 PM the skilled nursing submit a corrective action plan for
tes did not indicate int " f any item which scores less than
nf) ¢s did not indica ej 1? e.rver.l 1ons for the established benchmarks. This
diabetes care and antibiotic ointment as corrective action plan is submitted
ordered. to the Internal Audit Department
for review and approval. Follow
. up audits are completed, if
2. The record for patient number 6 indicated. The DPS is ultimately
included a plan of care (POC) for the responsib|e for Ongoing
certification period 3-21-2014 to compliance.
5-19-2014 with orders for regular diet,
complete metabolic panel (CMP),
complete blood count (CBC), and
trileptal level to be collected by
4-14-2014.
A. The clinical record failed to
evidence that the trileptal level was
collected as ordered. A lab report for
blood specimens collected 4-11-2014
included only results for a CBC and
CMP.
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B. A skilled nursing visit note dated 4
-11-2-14 evidenced low sodium diet
teaching to decrease edema in the
patient's bilateral lower extremities. The
POC includes a regular diet and failed to
evidence physician orders for low sodium
diet teaching.

C. A skilled nursing visit note dated 4-
indicated that a urine specimen was collected p
order in the patient's home. The clinical record
evidence a physician order to collect a urine sp

D. The comprehensive nursing
assessment completed by the registered
nurse, evidenced +2 edema in bilateral
extremities. Skilled nursing visit notes
dated 4-11-2014 and 4-14-2014 evidence
teaching to wear elastic stockings and to
keep feet elevated to reduce edema. The
clinical record failed to evidence a
physician order for elastic stockings or
management of edema to the lower
extremities.

3. The record for patient number 7
included a plan of care for the
certification period 4-9-2-14 to 6-7-2014
with orders for skilled nursing one time
weekly for three weeks and every other
week for six weeks to assess right neck
incision, monitor adherence to diabetic
regimen, instruct diabetic management to
include 1800 calorie diabetic diet, foot
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care education and signs and symptoms
of hypo/hyperglycemia, assess and
instruct use of glucometer and sliding
scale (SS) insulin, notify physician with
blood glucose results less than 60 and
greater than 300, notify physician of
blood pressure (BP) greater than 180/100
... pulse less than 60 and assess effects of
pain medication.

A. Skilled nursing visit notes dated 4
-18-2014, 4-24-2014, and 5-14-2014
failed to evidence the nurse assessed the
right neck incision, evaluated the
patient"s use of a glucometer, or
performed diabetic teaching. Visit notes
dated 4-24-2014 and 5-14-2014 failed to
evidence the skilled nurse evaluated the
patient blood sugar and use of SS insulin.

B. A nursing note dated 4-18-2014
states, "The patient had an elevated blood
pressure yesterday AM 154/106. The
clinical record failed to evidence the
physician was notified of the elevated
BP.

C. On 5-21-2014 at 3 PM, employee
D, a registered nurse (RN), was observed
to provide care to the patient. The RN
failed to assess the patient's use of a
glucometer, did not provide instruction
about diabetes care or 1800 calorie diet
and did not evaluate the incision site to
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the right neck. The patient complained
of pain in her throat and the skilled nurse
stated, "This was due to her
fibromyalgia" but did not assess the
patient's pain for character, onset,
duration, or intensity. The patient stated,
"When she had a heart attack in 2004, the
pain was mostly in her neck."

D. A nursing note dated 4-12-2014
indicated the patient called to report a
pulse of 47 and she was unsure whether
to take her pain medication. The clinical
record failed to evidence that the
physician was notified.

4. An agency policy titled "Plan of
care-CMS # 485 and Physician Orders,"
undated, states, "Care and services
provided will be provided according to
the physician orders."

5. Clinical record number 5 failed to
evidence laboratory specimens were
obtained as ordered. The record included
a "Physician's Verbal/Communication
Note" dated 3-27-14 that states, "Repeat
PT/INR [blood test] 4/2/14."

A. The record failed to evidence
the skilled nurse had obtained the ordered
laboratory test on 4-2-14.
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B. The record included a skilled
nurse visit note dated 4-11-14 that states,
"PT/INR per microcoag [type of
machine] 39.7/4.0." The record failed to
evidence an order for the skilled nurse to
obtain the blood specimen on 4-11-14.
C. The administrator indicated, on
5-21-14 at 10:15 AM, the record did not
evidence the skilled nurse had obtained
the ordered blood specimen on 4-2-14
and that the record did not include an
order for the skilled nurse to obtain a
blood specimen on 4-11-14.
NO000541 | 410 IAC 17-14-1(a)(1)(B)
Scope of Services
Rule 14 Sec. 1(a) (1)(B) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(B) Regularly reevaluate the patient's
nursing needs.
Based on clinical record review, the N000541 _ _ . 06/10/2014
agency failed to ensure the registered Re-education W'th, all reg|ster.ed
nurse staff regarding professional
nurse completely and accurately expectations as they relate to the
evaluated the patient's needs at the time completion and accuracy of the
of recertification or resumption of care start of care comprehensive
after hospitalization in 4 (#s 1, 5, 6, and assessments (N541) was done at
¢ d . d of pati the 6/10/14 mandatory staff
10) of 12 records reviewed of patients meeting. This re-education was
who had a recertification or resumption completed by the Executive
of care assessment creating the potential Director on 6/10/14.
to affect all of the agency's patients
receiving services longer than 60 days.
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Continued re-education of all
Findings Include : registered nurse staff on the
policies & the requirements as
they relate to the completion and
1. Clinical record number 6 included a accuracy of the start of care
resumption of care comprehensive comprehensive assessments
assessment completed on 4-24-2014. (N541). Education to be
Th failed to b | d completed by DPS by 6/20/14.
€ assessment faile to- ¢ complete an All staff will be re-educated in the
accurately reflect the patient's status. principles of the following policy:
A) The assessment identified the 2.6
Y . nan Assessment/Reassessment
patient's current pain level was a "9". The
sections labeled, "interferes with" and 217 Plan of Care
"patient experiencing pain" of the
assessment had been left blank.
B) The assessment section labeled
"home environment/safety" had been left After HCHB implementation on
blank. 6/15/14 the
. DPS and/or CLM will complete
C) The assessment section labeled 100% review of all Initial
"advanced directives" had been left Comprehensive Assessments
blank. and POC to ensure proper
establishment of the POC.
D) The mobility assessment section
titled "Timed Up and Go" was left blank.
To ensure ongoing compliance, 5
2. Clinical record number 10 included a chart audits will be conducted
. L . weekly for a maximum of 20
recertificationtion comprehensive charts per month x 3 months to
assessment completed on 4-8-2014. The ensure the completion and
assessment failed to be complete and accuracy of the start of care
accurately reflect the patient's status. comprehensive assessments
(G335).
A. The portion of the assessment that Successful compliance will be
identified the condition of the patient's 100%. All results are included in
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pupils and if there were any vision the Quarterly P1 Meeting minutes
problems had been left blank. ar.wd is approved by the Ex'ecutwe
Director. Any concerns will be
) ] immediately reported to the
B. The urine color, clarity, odor Agency Director. Results will be
present, and catheter present portions of submitted to the corporate office
the urinary assessment had been left for‘rewew .and gnalyms. )
blank Reinstruction will be provided as
an needed. The DPS is ultimately
responsible for ongoing
3. Clinical record number 1 included a compliance.
resumption of care comprehensive
assessment dated 3-22-14. The
assessment failed to be complete and Additionally every agency
accurately reflect the patient's status. receives at least one corporate
audit annually. The purpose of
. Sy this internal audit is to ensure
A. The pain assessment indicated the i ith all int | boli
. . . . compliancewith all internal policy
patient had pain in the right hip and @ee and procedures and external
and the left knee. The assessment failed standards and regulations. It is
to indicate how the pain interfered with unannounced and encompasses
or impacted the patient's meqlcal record 'relzwew, HR fll'e.
. .. . . review, home visits and a facility
functional/activity level. This portion of . - ano
review. The overall goal is 90%
agency must submit a corrective
B. The assessment identified the action plan for any item which
. . scores less than the established
patient used nebulizer treatments. The . .
) ] benchmarks. This corrective
assessment failed to include how many action plan is submitted to the
times per day, under what circumstances, Internal Audit Department for
if the treatments were effective, and the review and approval. Follow up
tvpe of machine used audits are completed, if indicated.
yp ’ The DPS is ultimately responsible
for ongoing compliance.
4. Clinical record number 5 included a
recertification comprehensive
assessment. The assessment failed to be
complete and accurately reflect the
patient's status.
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A. The portion of the assessment that
identified the condition of the patient's
pupils and if there were any vision
problems had been left blank.

B. The assessment indicated the
patient had intermittent pain but failed to
identify the location of the pain, if the
pain interfered with the patient's
functional/activity level, if there was a
pattern to the pain, and if breakthrough
medication was needed.

C. The skin turgor portion of the
assessment had been left blank.

D. The assessment identified the
patient used nebulizer treatments. The
assessment failed to include how many
times per day, under what circumstances,
if the treatments were effective, and the
type of machine used.

E. The "rhythm" and "character"
portion of the cardiovascular assessment
had been left blank. The "other
symptoms" and "other abnormalities"
portion of the cardiovascular assessment
had been left blank.

N000542 | 410 IAC 17-14-1(a)(1)(C)
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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 review and N000542 _ _ . 06/10/2014
observation, the agency failed to ensure Re-education W'th, all reg|sterled
. nurse staff regarding professional
the regl?tered nurse (RN) had updat.ed expectations as they relate to the
and revised the plan of care (POC) in 3 responsibility to update and revise
(#s 4, 6, 7) of 12 records reviewed the plan of care (N542) was done
creating the potential to affect all of the at thg 6/10/ 1,4 mandatory staff
. . . meeting. This re-education was
agency's 353 current patients that receive completed by the Executive
skilled nursing services. Director on 6/10/14.
Findings Include:
o ) Continued re-education of all
1. Clinical record number 6 includes a plan of ¢ registered nurse staff on the
established by the patient's physician for the ce requirements as they relate to the
period 3-21-2014 to 5-19-2014. A skilled nurs :ESPC;”S'b'f"W to Fﬁgzg and revise
. e plan of care )
nqte dated.4-16-2014 by employee Q, a RN, ste Re-education to be completed by
urine specimen was collected per written order DPS by 6/20/14. All staff will be
patient's home. The clinical record failed to ev re-educated in the principles of
RN obtained a physician order to collect a urine the following policies:
2. Clinical record number 4 failed to
evidence the RN had updated the plan of 2.6
care to reflect the patient's current needs Assessment/Reassessment
and status: The clinical record 001.1talned 217 Plan of Care
a resumption of care comprehensive
nursing assessment completed 4-11-2014.
The section titled "endocrine assessment"
. . After HCHB implementation on
evidenced that the patient used a
v patient t 6/15/14 the
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glucometer (blood sugar monitoring .
device). The record failed to evidence DPS and/ or CLM W|II.c'ompIete
. 100% review of all Initial
the RN updated the POC to include Comprehensive Assessments
frequency of testing or parameters for and POC to ensure proper
results of blood sugar. establishment of the POC,
including the type of services and
3. The clinical record for patient number 7 incl equipment required.
of care established by the patient's physician fo
certification period 4-9-2014 to 5-7-2014. A m
comprehensive assessment completed 4-9-201¢4 To ensure ongoing compliance, 5
. . . . chart audits will be conducted
the patient has fibromyalgia. During a home vi weekly for a maximum of 20
5-21-2014 at 3 PM, employee D, a RN, was ob charts per month x 3 months to
instructing the patient about fibromyalgia. The ensure the registered nurse
record failed to evidence the RN updated the pl updates and/or revises the plan of
. . . care as needed. Successful
to include nursing care and teaching for fibrom compliance will be 100%. All
results are included in the
Quarterly Pl Meeting minutes and
is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.
Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure
compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
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medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance.
N000546 | 410 IAC 17-14-1(a)(1)(G)
Scope of Services
Rule 14 Sec. 1(a) (1)(G) Except where
services are limited to therapy only, for
purposes of practice in the home health
setting, the registered nurse shall do the
following:
(G) Inform the physician and other
appropriate medical personnel of changes in
the patient's condition and needs, counsel
the patient and family in meeting nursing
and related needs, participate in inservice
programs, and supervise and teach other
nursing personnel.
NO000546 06/10/2014
Based on clinical record and agency Re-edgcahon W'th, all agency staff
. . . regarding professional
policy review, the registered nurse ( RN) expectations as they relate to
failed to inform the physician of changes physician notification of any
in the patient's condition and needs for 2 changes that suggest the need to
of 12 (#s 6,7) records reviewed creating alter the plan of care (N546) was
. , done at the 6/10/14 mandatory
the potential to affect all of the agency's staff meeting. This re-education
patients receiving Skllled IlLII‘SiIlg was Comp|eted by the Executive
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services. Director on 6/10/14.
Findings include:
Continued re-education of all
1. Clinical record number 6 included a agency staff on the requirements
resumption of care assessment on as:?eyt.relat? to ph)r/]3|0|an that
) notification of any changes tha
4-24-2014 where th.e skllled- nurse suggest the need to alter the plan
documented the patient's pain level was a of care (N546). Re-education to
"9" on a scale of 1-10. The record be completed by DPS by
failed to evidence that the physician had 6/20/14. Al staff will be
. . . re-educated in the principles of
been notified of the patient's pain level. . o
the following policies:
2. Clinical record number 7 included a 2.3 Physician
plan of care for the certification period Responsibility
4-9-2-14 to 6-7-2014 with an order to 26
notify the physician for pulse less than 60 Assessment/Reassessment
and greater than 100. The record
evidenced a skilled nursing note dated 2.17 Plan of Care
4-12-2014 stating that the patient .called 218 Verbal Orders
to report a pulse of 47 and the patient was
unsure whether to take pain medication.
The clinical record failed to evidence the
physician was notified After HCHB implementation on
' 6/15/14:
3. An agency policy dated 4-98 titled DPS and/or CLM will
"2.17 Plan of Care" states, "The RN( complete 100% review of all Initial
registered nurse) ... will contact the Comprehensive Assessments
. .. . and POC to ensure proper
patient's physician or his/her agent to establishment of the POC.
report assessment findings. ...
Documentation of the clinician's Missed Visits - any ordered
communication with the physician must V'?'t that IS ,m'ssed wil gengrate a
b ntained in th dical T Missed Visit Note to be reviewed
e maintained in the medical record. by the CLM and sent to the
physician by the CLM.
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Reporting of Clinical
Changes that may require the
alteration of the POC -Vitals
Signs outside of MD ordered
parameters alert the clinician at
the time of occurrence. After the
visit is transmitted the CLM is
alerted to any vital signs outside
of MD ordered parameters,
including pain.

Reporting of Clinical
Changes that may require the
alteration of the POC Physician
notification will be documented in
a Physician Notification
Coordination Note.

To ensure ongoing compliance, 5
chart audits will be conducted
weekly for a maximum of 20
charts per month x 3 months to
ensure the occurrence of
physician notification of any
changes that suggest the need to
alter the plan of care.

Successful compliance will be
100%. All results are included in
the Quarterly Pl Meeting minutes
and is approved by the Executive
Director. Any concerns will be
immediately reported to the
Agency Director. Results will be
submitted to the corporate office
for review and analysis.
Reinstruction will be provided as
needed. The DPS is ultimately
responsible for ongoing
compliance.
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Additionally every agency
receives at least one corporate
audit annually. The purpose of
this internal audit is to ensure
compliancewith all internal policy
and procedures and external
standards and regulations. It is
unannounced and encompasses
medical record review, HR file
review, home visits and a facility
review. The overall goal is 90%
compliance for the audit. The
agency must submit a corrective
action plan for any item which
scores less than the established
benchmarks. This corrective
action plan is submitted to the
Internal Audit Department for
review and approval. Follow up
audits are completed, if indicated.
The DPS is ultimately responsible
for ongoing compliance
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