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Based on clinical record and agency
policy review and interview, the agency
failed to ensure it had continued to
attempt to provide services to a patient
after the patient had been notified of
pending discharge from the agency in 1 (#
1) of 3 discharged records reviewed.

inservice all staff including

Clients charts must contain

notifications.Further,
documentation by way of

Clerical that all clients must bbe
notified both verbally and in
writing of impending discharge.

written documentation of both
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Q A and performance improvement

Rule 12 Sec. 2(k) A home health agency

must continue, in good faith, to attempt to

provide services during the five (5) day period

described in subsection (i) of this rule. If the

home health agency cannot provide such

services during that period, its continuing

attempts to provide the services must be

documented.

N0490 N490 The administrator will 08/23/2012

The findings include:

date of discharge."

services."

1. The agency's undated "Discharge
Policy" states, "Furthermore, in the event
of a planned discharge, the patient will be
notified verbally and in written form
thirty (30) days prior to the anticipated

2. Clinical record number 1 included
included a copy of a letter to the patient,
dated 05-30-2012, that provided the
patient with a "30 day notice of
termination of services." The record also
included a discharge order dated 06-29-12
that states, "D/C [discharge] home care

communication notes will be
included in clients chart indicating
every possible effort was made to
provide services during those
thirty days and if unable to
provided services the chart will
contain documentation of reason
services were not provided.100%
of all discharge charts will be
audited at time of decision to
discharge using a check off list
that indicates:... verbal notification
provided of impending discharge
date...Written notification of
impending
discharge....Communication
notes documenting efforts made
to provide services during 30 day
notice along with reasons
services were not provided.The
Administrator will be responsible
for monitoring these corrective
actions to ensure this deficiency
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A. The record failed to evidence any
services had been provided on
05-29-2012, 05-30-2012, 06-01-2012,
06-04-2012, 06-05-2012, 06-06-2012,
06-07-2012, 06-08-2012, and 06-10-2012
through 06-29-2012.

B. The agency's owner, employee E,
indicated, on 07-30-2012 at 12:05 PM,
that no services had been provided on the
above-stated dates. The owner indicated
agency staff "refused to go out into the
home." The employee was unable to
provide any documentation of the staff
refusals to provide the services or of the
agency's attempts to find alternate staff to
provide the care.

will not recur.
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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 review and NO0522 N522The Administrator will 08/23/2012
interview, the agency failed to ensure Inservice all Nursing that the
. Physicians Plan Of Care must
home health aide / attendant care (ATTC) indicate the date services will
services had been provided as ordered by begin if it is later than the date
the physician on the plan of care in 3 (#s plan of care was established. If
1, 3, and 4) of 5 records reviewed. that is not kno.w.n for any reason
after the Physicians Plan of Care
has been sent to physician for
The findings include: signature, a supplimental order
must be oftained from physician
1. Clinical record number 1 included a indicating the time services
. . . actually starts. The Administrator
plan of care established by the physician will include in this inservice that
for the care period 05-02-2012 to every effort must be made to
06-30-2012. The plan of care identified provide services as order and
ATTC care services were to be provided written documentation indicating
those efforts and reason services
10 hours per day for 2 days then 4 to 6 were not provided will be in
hours per day for 58 days. cluded in clients chart.100% of
discharge charts will be audited at
A. The record failed to evidence any time of decision to «
ATTC services had been provided on ?(;S:::J?; ;hS;?tch:Tgag aITheet
05-02-2012, 05-03-2012, 05-04-2012, necessary documentation
05-05-2012, or 05-06-2012. assuring chart contains
appropriate actions were
, taken. 100% of discharge charts
The agency's owner, employee E, will be audited and included in the
stated, on 07-30-2012 at 12:05 PM, "The agencies quarterly quality
services did not start until 05-07-2012 assurance review. 10% or a
because it was understood we would not minimum of 5 current records will
start until we could get the staff to go in be revllewed quartgrly for
compliance with this
there." Employee E indicated the plan of correction. The Administrator will
State Form EventID: 2YMD11 Facility ID: 010921 If continuation sheet Page 4 of 6
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care did not reflect that the services would
not start until staffing could be obtained.

B. The record included a copy of a
letter to the patient, dated 05-30-2012,
that provided the patient with a "30 day
notice of termination of services." The
record also included a discharge order
dated 06-29-12 that states, "D/C
[discharge] home care services."

1.) The record failed to evidence
any ATTC services had been provided on
05-29-2012, 05-30-2012, 06-01-2012,
06-04-2012, 06-05-2012, 06-06-2012,
06-07-2012, 06-08-2012, and 06-10-2012
through 06-29-2012.

2.) The agency's owner, employee
E, indicated, on 07-30-2012 at 12:05 PM,
that no services had been provided on the
above-stated dates. The owner indicated
agency staff refused to go out into the
home. The employee was unable to
provide any documentation of the staff
refusals to provide the services.

2. Clinical record number 3 included a
plan of care established by the physician
for the care period 01-23-2012 to
03-22-2012. The plan identified ATTC
services were to be provided 12 hours per
day for 2 days then 3 to 6 hours per day 5
times per week.

responsible for monitoring these
corrective actions to ensure that
this deficiency is corrected and
will not recur.
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A. The record failed to evidence any
ATTC services had been provided on
Monday, 01-30-2012.

B. The agency's owner, employee E,
indicated, on 07-30-2012 at 3:10 PM, that
a visit should have been made on
01-30-2012 and that she was unsure why
the visit had not been made.

3. Clinical record number 4 included a
plan of care established by the physician
for the care period 05-30-2012 to
07-28-2012 that identified ATTC services
were to be provided 6 to 9 hours 4 to 7
times per week and 1.5 to 6 hours 4 to 8
times per week.

A. The record failed to evidence any
ATTC services had been provided on
07-08-2012 and 07-15-2012.

B. The agency's owner, employee E,
indicated, on 07-30-2012 at 3:30 PM,
there were no visits made on 07-08-2012
and 07-15-2012.
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