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{G 000} | INITIAL COMMENTS {G 000}

This was a federal and state home health post
condition revisit (PCR) survey and an Immediate
Jeopardy removal survey for Conditions of
Participation 42 CFR 484.50 Patient Rights
identified on 1/9/20.

Survey dates: July 26, 27, 28, 29; 2021

Facility number: 012408

Provider number: 15K060

Total census: 292

Skilled patients: 21

Total records reviewed: 7

After observation, record review, and interview
during the onsite revisit, it was determined that
the Immediate Jeopardy was found to be

removed at 42 CFR 484.50 Patient Rights.

Citations written in shell event ID # 6L1M 11

G 438| Have a confidential clinical record G 438
CFR(s): 484.50(c)(6)

Have a confidential clinical record. Access to or
release of patient information and clinical records
is permitted in accordance with 45 CFR parts 160
and 164.

This Element is not met as evidenced by:

{G 530}| Strengths, goals, and care preferences {G 530}
CFR(s): 484.55(c)(2)

The patient's strengths, goals, and care
preferences, including information that may be

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards 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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{G 530}| Continued From page 1 {G 530}
used to demonstrate the patient's progress
toward achievement of the goals identified by the
patient and the measurable outcomes identified
by the HHA;
This Element is not met as evidenced by:
{G 538}| Primary caregiver(s), if any {G 538}
CFR(s): 484.55(c)(6)(i,ii)
The patient's primary caregiver(s), if any, and
other available supports, including their:
(i) Willingness and ability to provide care, and
(i) Availability and schedules;
This Element is not met as evidenced by:
{G 574}| Plan of care must include the following {G 574}

CFR(s): 484.60(a)(2)(i-xvi)

The individualized plan of care must include the
following:

(i) All pertinent diagnoses;

(i) The patient's mental, psychosocial, and
cognitive status;

(iii) The types of services, supplies, and
equipment required;

(iv) The frequency and duration of visits to be
made;

(v) Prognosis;

(vi) Rehabilitation potential;

(vii) Functional limitations;

(viii) Activities permitted;

(ix) Nutritional requirements;

(x) All medications and treatments;

(xi) Safety measures to protect against injury;
(xii) A description of the patient's risk for
emergency department visits and hospital
re-admission, and all necessary interventions to
address the underlying risk factors.

(xiii) Patient and caregiver education and training
to facilitate timely discharge;
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{G 574}| Continued From page 2

HHA and the patient;

(xv) Information related to any advanced
directives; and

(xvi) Any additional items the HHA or physician
may choose to include.

This Element is not met as evidenced by:

{G 682}| Infection Prevention

CFR(s): 484.70(a)

Standard: Infection Prevention.

The HHA must follow accepted standards of
practice, including the use of standard
precautions, to prevent the transmission of
infections and communicable diseases.
This Standard is not met as evidenced by:

G 684 | Infection control

CFR(s): 484.70(b)(1)(2)

Standard: Control.

The HHA must maintain a coordinated
agency-wide program for the surveillance,
identification, prevention, control, and
investigation of infectious and communicable
diseases that is an integral part of the HHA's
quality assessment and performance
improvement (QAPI) program. The infection
control program must include:

(1) A method for identifying infectious and
communicable disease problems; and

(2) A plan for the appropriate actions that are
expected to result in improvement and disease
prevention.

This Standard is not met as evidenced by:

(xiv) Patient-specific interventions and education;
measurable outcomes and goals identified by the

{G 574}

(G 682}

G 684
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