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This visit was a home health federal 

recertification survey.  This was a partial 

extended survey.

Survey dates:  9/17/14 to 9/19/14

Facility #:  003074

Medicaid Vendor #:  200399420

Surveyor:  Tonya Tucker, RN, PHNS and 

Ingrid Miller, RN, PHNS

Census: 91

Quality Review: Joyce Elder, MSN, 

BSN, RN

September 25, 2014

G000000  

484.48 

CLINICAL RECORDS 

The HHA must inform the attending 

physician of the availability of a discharge 

summary.  The discharge  

summary must be sent to the attending 

physician upon request and must include the 

patient's medical and health status at 

discharge.

G000303

 

Based on clinical record review, agency 

G000303 The Nursing Supervisor has 

inserviced nursing and office staff 

that the discharge summary to 

include the patient's medical and 
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policy review, and interview, the agency 

failed to ensure the physician was 

notified of a patient discharge and the 

record contained a discharge summary in 

1 of 2 discharged records reviewed.  (#8)

Findings include:

1.  Clinical record #8, discharge date 

5/11/14, failed to evidence the physician 

was notified of patient discharge from 

services and a discharge summary.

A.  The record evidenced a document 

signed by employee F (registered nurse), 

dated 5/11/14, titled "Transfer To An 

Inpatient Facility Assessment (06): 

OASIS C" that stated, "' (M0906 

Discharge/Transfer/Death Date:  ... 

'05/11/2014'  'Late entry 5/16/14 3:00 PM 

[family member] reports that patient will 

go to hospice following discharge from 

hospital. - [employee F].'"  

B.  On 9/19/14 at 11:06 AM, 

employee A (administrator) indicated 

being unable to locate documentation to 

support the physician was notified of the 

patient discharge from agency service or 

a discharge summary.

3.  The undated agency policy titled 

"CATEGORY:  Provision of care and 

record management  SUBJECT:  

health status and must be sent to 

the attending physician upon 

discharged. Discharge summary 

sent to attending physician will 

have a documentation to support 

that the physician was notified. 

100% of all discharged clinical 

records will be audited 

concurrently for evidence that a 

discharge summary for each 

patient was sent to the attending 

physician.  The Nursing 

Supervisor will be responsible for 

monitoring these corrective 

actions to ensure that discharged 

summary is sent and will not 

recur.
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Additional clinical record components  

STANDARD:  HH5-1A.01" states, 

"Policy: Additional clinical record 

components: ... E.  Utilizing the 

appropriate Oasis assessment discharge 

form (06,08,09), the discharge summary 

will be completed by appropriate staff 

members ... at the time of discharge.  

When a patient is discharged and the 

discharge summary is completed, the d/c 

[discharge] summary is reviewed and 

co-signed by the nursing supervisor or 

her designee for accuracy, completeness 

... A copy of the discharge summary will 

be sent to the physician ... The discharge 

summary includes, but is not limited to, 

the following information: ... 6. timely 

notification of discharge to patient, 

family, and physician documented. ...  ."

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

 

Based on clinical record review and 

interview, the agency failed to ensure the 

drug regimen was reviewed for every 

patient with recertification assessments 

G000337 The Nursing Supervisor has inserviced 

nursing staff that the drug regimen must 

be reviewed for every patient with 

recertification assessments and as 

needed in order to identify any potential 
adverse effects and drug reactions, 

significant side effects, ineffective drug 

09/29/2014  12:00:00AM
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for 1 of 10 active patient records 

reviewed creating the potential to affect 

all patients of the agency.  (#5)

Findings include:

1.  Clinical record #5, start of care date 

6/18/14, contained a plan of care for 

certification period 8/17 to 10/15/14.  

The record contained a document titled 

"Medication Listing" with an initial 

reviewed date as 6/18/14 by the 

registered nurse.  The record failed to 

evidence the medication profile was 

reviewed and updated for the new 

recertification period.

2.  On 9/17/14 at 2:06 PM, employee A 

(administrator) indicated the medication 

list should have been reviewed and 

updated by the registered nurse for the 

new recertification period.

therapy, significant drug interactions, 

duplicate drug therapy and 
non-compliance with drug therapy.

100% of all clinical records will be 

audited for every patient with 

recertification assessments concurrently 

for evidence that the drug regimen was 

reviewed for every patient.

The Nursing Supervisor will be 

responsible for monitoring these 

corrective actions to ensure that drug 

regimen will be reviewed and will not 

recur.

N000000

 

This visit was a home health state 

relicensure survey.

Survey Dates:  9/17/14 to 9/19/14

Facility #:  003074

N000000  
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Medicaid Vendor #:  200399420

Surveyor:  Tonya Tucker, RN, PHNS and 

Ingrid Miller, RN, PHNS

Census:  91

Quality Review: Joyce Elder, MSN, 

BSN, RN

September 25, 2014

410 IAC 17-15-1(a)(1-6) 

Clinical Records 

Rule 15 Sec. 1(a)  Clinical records 

containing pertinent past and current 

findings in accordance with accepted 

professional standards shall be maintained 

for every patient as follows:

(1)    The medical plan of care and 

appropriate identifying  information.

(2)    Name of the physician, dentist, 

chiropractor, podiatrist, or optometrist. 

(3)    Drug, dietary, treatment, and activity 

orders.

(4)    Signed and dated clinical notes 

contributed to by all  assigned personnel. 

Clinical notes shall be written the day service 

is rendered and incorporated within fourteen 

(14) days.

(5)    Copies of summary reports sent to the 

person responsible for the medical 

component of the patient's care.

(6)    A discharge summary.

N000608

 

Based on clinical record review, agency 

policy review, and interview, the agency 

failed to ensure the physician was 

notified of a patient discharge and the 

N000608 The Nursing Supervisor has 

inserviced nursing and office staff 

that the discharge summary to 

include the patient's medical and 

health status and must be sent to 

the attending physician upon 

09/29/2014  12:00:00AM
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record contained a discharge summary in 

1 of 2 discharged records reviewed.  (#8)

Findings include:

1.  Clinical record #8, discharge date 

5/11/14, failed to evidence the physician 

was notified of patient discharge from 

services and a discharge summary.

A.  The record evidenced a document 

signed by employee F (registered nurse), 

dated 5/11/14, titled "Transfer To An 

Inpatient Facility Assessment (06): 

OASIS C" that stated, "' (M0906 

Discharge/Transfer/Death Date:  ... 

'05/11/2014'  'Late entry 5/16/14 3:00 PM 

[family member] reports that patient will 

go to hospice following discharge from 

hospital. - [employee F].'"  

B.  On 9/19/14 at 11:06 AM, 

employee A (administrator) indicated 

being unable to locate documentation to 

support the physician was notified of the 

patient discharge from agency service or 

a discharge summary.

3.  The undated agency policy titled 

"CATEGORY:  Provision of care and 

record management  SUBJECT:  

Additional clinical record components  

STANDARD:  HH5-1A.01" states, 

"Policy: Additional clinical record 

discharged. Discharge summary 

sent to attending physician will 

have a documentation to support 

that the physician was notified. 

100% of all discharged clinical 

records will be audited 

concurrently for evidence that a 

discharge summary for each 

patient was sent to the attending 

physician.  The Nursing 

Supervisor will be responsible for 

monitoring these corrective 

actions to ensure that discharged 

summary is sent and will not 

recur.
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components: ... E.  Utilizing the 

appropriate Oasis assessment discharge 

form (06,08,09), the discharge summary 

will be completed by appropriate staff 

members ... at the time of discharge.  

When a patient is discharged and the 

discharge summary is completed, the d/c 

[discharge] summary is reviewed and 

co-signed by the nursing supervisor or 

her designee for accuracy, completeness 

... A copy of the discharge summary will 

be sent to the physician ... The discharge 

summary includes, but is not limited to, 

the following information: ... 6. timely 

notification of discharge to patient, 

family, and physician documented. ...  ."
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