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This visit was for a home health agency
partial extended recertification survey.

Dates of survey: 3-30, 3-31, 4-1, and
4-2-2015

Facility #: IN012723
Medicaid Vendor #: 201060380A

Census: 11 Skilled unduplicated
admissions, past twelve months
15 Skilled active patients
50 Home health aide only
active patients

Quality Review: JE 4/7/15

G121 484.12(c)

COMPLIANCE W/ ACCEPTED

Bldg. 00 | PROFESSIONAL STD

The HHA and its staff must comply with
accepted professional standards and
principles that apply to professionals
furnishing services in an HHA.
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aide (HHA), Employee H.

Findings include:

earlier.

Based on observation, policy review, and
interview, the agency failed to ensure the
home health aide had provided services
in accordance with infection control
policies and procedures in 1 of 3 home
visit observations (3) with a home health

1. During home visit observation for
patient 3, on 4-1-15 at 10:30 AM,
Employee H, HHA, was observed
providing services. When Employee H
prepared for toileting and shower/bath of
patient 3, she was observed to don 2 pair
of non-sterile gloves. After assisting
client to remove clothing, including a
soiled (wet) adult diaper, HHA placed the
adult diaper in a plastic bag, removed her
outer gloves, and closed the bag. She
then was not observed to remove inner
gloves and perform hand hygiene.
Employee H assisted client with bathing
using the inner gloves she had donned

2. Agency policy "Handwashing/Hand
Hygiene", last reviewed/revised 2014,
states, "Indications for hand washing and
hand antisepsis: ... between tasks on the
same patient ... after removing gloves ...
after touching objects that are potentially

continue to in-service newclinical
staff on how to properly follow
policy and procedure on the
donning ofgloves and hand washing
procedures to be in compliance with
all infectioncontrol policy and
procedures.

Attentive Home Healthcare as a
result of the state surveyfindings will
in-service all clinical staff on proper
procedure and policy ofdonning
gloves and proper hand washing
techniques to be in compliance of
agencypolicy and procedures of
infection control during our
mandatory staff meetingon April
28th and April 30th. All clinical staff
will becompleted by May 6th 2015.
The agency decided the best
practice to in-service allclinical staff
would be during the mandatory staff
meetings and any staff thatcould not
attend would be in-serviced by May
6th 2015.

The steps that the agency will take
to ensure this does notrecur will be
to in-service clinical staff quarterly at
mandatory monthly staffmeetings
with proper procedure and policy of
donning of gloves and proper
handwashing techniques.

The corrective actions will be
monitored by the director ofnursing
quarterly during the mandatory staff
meetings and will be documented
inthe monthly meeting minutes and
sign-in log of who attended. The
skilled nurseswill also monitor
proper donning of gloves and proper
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contaminated ... after assisting the client hand washing techniquesduring
to use the bathroom ... decontaminate supervisory visits and will be listed
hands after removing gloves ... " on SUper_Visory visit for'.n
underuniversal precautions. The
agency will also add the procedure
3. On 4-2-15 at 11:55 AM, Employee B, of donning ofgloves and proper
the nursing supervisor, indicated hand washing techniques by our
Employee H had not followed infection designated home health aidefield
control principles and agency policy as auditor during random audits that
instructed during orientation, during are performed Wee.kly' The actions
T ofthe procedure will be documented
HHA competency, and agency continuing on the auditor’s form that is
education offerings. completed by theauditor and will be
filed in our home health aide quality
assurance log. Themonitoring of
donning of gloves and proper hand
washing techniques will beon-going
indefinitely, monthly meeting
minutes will reflect
quarterlyin-services on infection
control policies such as donning of
gloves and properhand washing
techniques. Quality assurance log
will reflect weekly random
homehealth aide audit forms that
document the proper procedure of
donning of glovesand hand washing
techniques.
N 000
Bldg. 00
N 000
This visit was for a home health agency
state re-licensure survey.
Dates of survey: 3-30, 3-31, 4-1, and
4-2-2015
State Form Event ID: ZD4X11 Facility ID: 012723 If continuation sheet Page 30f6
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Facility #: IN012723
Medicaid Vendor #: 201060380A
Census: 11 Skilled unduplicated
admissions, past twelve months
15 Skilled active patients
50 Home health aide only
active patients
Quality Review: JE 4/7/15
N 470 410 IAC 17-12-1(m)
Home health agency
Bldg. 00 administration/management
Rule 12 Sec. 1(m) Policies and procedures
shall be written and implemented for the
control of communicable disease in
compliance with applicable federal and state
laws.
N 470 Attentive home healthcare will 05/06/2015
Based on observation, policy review, and continue to in-service newclinical
. . . taff on how t ly foll
interview, the agency failed to ensure the statton how to properly foflow
. . . policy and procedure on the
home health aide had provided services . .
) o . donning ofgloves and hand washing
in accordance with infection control procedures to be in compliance with
policies and procedures in 1 of 3 home all infectioncontrol policy and
visit observations (3) with a home health procedures.
aide (HHA) Employee H Attentive Home Healthcare as a
R .
result of the state surveyfindings will
o . in-service all clinical staff on proper
Findings include: . .
procedure and policy ofdonning
gloves and proper hand washing
State Form Event ID: ZD4X11 Facility ID: 012723 If continuation sheet Page 4 of 6
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1. During home visit observation for techniques to be in compliance of
patient 3, on 4-1-15 at 10:30 AM, agencypolicy and procedures of
Employee H. HHA. was observed infection control during our
i ’ . ’ When E 1 H mandatory staff meetingon April
providing serV1'ces.. en tmployee 28th and April 30th. All clinical staff
prepared for toileting and shower/bath of will becompleted by May 6th 2015.
patient 3, she was observed to don 2 pair The agency decided the best
of non-sterile g]oves, After assisting practice to in-service allclinical staff
client to remove clothing, including a would be during the mandatory staff
. . ti d taff thatcould not
soiled (wet) adult diaper, HHA placed the nltee :gs ar:d ZnY e . adczu Mno
. . . attend wou e In-service Yy Viay
adult diaper in a plastic bag, removed her 6h 2015,
outer gloves, and closed the bag. She The steps that the agency will take
then was not observed to remove inner to ensure this does notrecur will be
to in-service clinical staff quarterly at
gloves and perform hand hygiene. i ice clinical staff I
Employee H assisted client with bathing mandatory monthly staffmeetings
. . with proper procedure and policy of
using the inner gloves she had donned Properp poley
T donning of gloves and proper
carier. handwashing techniques.
The corrective actions will be
2. Agency policy "Handwashing/Hand monitored by the director ofnursing
Hygiene", last reviewed/revised 2014, quarterly during the mandatory staff
states, "Indications for hand washing and meetings and will be documented
. . inthe monthly meeting minutes and
hand antisepsis: ... between tasks on the o Y &
. f . 1 sign-in log of who attended. The
same patient ... after removing gloves ... skilled nurseswill also monitor
after touching objects that are potentially proper donning of gloves and proper
contaminated ... after assisting the client hand washing techniquesduring
to use the bathroom ... decontaminate supervisory visits and will be listed
hands after removing gloves ... " on supervisory visit form
underuniversal precautions. The
1 agency will also add the procedure
3. On 4-2-15 at 11:55 AM, Employee B, of donning ofgloves and proper
the nursing supervisor, indicated hand washing techniques by our
Employee H had not followed infection designated home health aidefield
control principles and agency policy as auditor during random audits that
instructed during orientation, during are performed weekly. The actions
.. ofthe procedure will be documented
HHA competency, and agency continuing proce )
K X on the auditor’s form that is
education offerlngs. completed by theauditor and will be
State Form Event ID: ZD4X11 Facility ID: 012723 If continuation sheet Page 50f6
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filed in our home health aide quality
assurance log. Themonitoring of
donning of gloves and proper hand
washing techniques will beon-going
indefinitely, monthly meeting
minutes will reflect
quarterlyin-services on infection
control policies such as donning of
gloves and properhand washing
techniques. Quality assurance log
will reflect weekly random
homehealth aide audit forms that
document the proper procedure of
donning of glovesand hand washing

techniques.
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