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Functional limitations of tre
on record review and etaff i

support agency (HSA)
data in the "functional

client service plan for four of
(Clients #2,#3, #4, and

included:

On 06/08/202'1 at '10:30 aM,
Assessment & Care Plar

had diagnoses that incllded
a pacemaker. Continued

that the client ambule.tes
risk for falls. Further revi--w of

titled "functional lim
the following options

l/bladder (l ncontinence)
endurance, ambuldion,

and dyspnea with minirnal
section was left blank. Ad

agency failed to dired the
client safety by faling

functional limitations.

0610812021 at 1 2:1 0 PttJ,
& Care Plan showed

that included high
tract infection. Conti nued
that the client ambuletes

a recent fall with a cracked
of the form showed a

limitations." This
options: amputation,

ambulation, speech,
with minimal exertior,

was left blank. Additiorally,
agency

to include
section of

client records

cholesterol
of the form

a walker and
,form showed

" This section

however,
ly, the home

health aide
identify the

of Client #3's
the client had

and
of the form

a walker and

paralysis,
blind, and

1) Our Registered Nurse was informed that
information was not being captured in her
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written ,

the RN and she signed it acknowledging the
that she understood.

3) As part of our monthly quality assurance,
to spot check at least 5 Client records to
lnitial Assessments capture all the necessary

reviewed

that new
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From page 12

to direct the home hea th
safety by failing to idertify

0610912021 at 8:30 AMq
& Care Plan shc,wed

documented in hs
a wheelchair for ambule tion.

form showed a section tited
" This section inclL ded

:amputation, bowel/b
ture hearing, paralysis, en
tion, speech, legally Hind,

al exertion, however, tl-is
. Additionally, the home

the home health aide (H
t safety by failing to iden ify

On 0610912021 at 10:35 l{r4,
Assessment & Care Plan

had diagnoses that incl tded
Diabetes mellitrs.

form showed that the client
. Further review of the brm

"functional limitations." -his
following options: amputa:ion,

, ambulation, spee:h,
with minimal exertioa,

was left blank. Additicnally
t agency failed to dired the
in ensuring client safetT by

client's functional limitatio rs.

0611012021 at 3:00 PM drring
Clinical Director, she

practice and stated trat
and update the care phn to

in ensuring
client' s

of Client #4's
the client had

The client
urther review of

following
(lncontinence),

dyspnea with

agency failed
in ensuring

that the
cholesterol,

review of
with a
a section

paralysis,
blind, and

health aide
to identify

interview with

agency will

1) Our Registered Nurse was informed that
information was not being captured in her initial
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and
the RN and she signed it acknowledging the traini
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessary

agreed
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nued From page 13

limitations of all cli;nts.

13.3d Client Service Plan

Activities permitted; and
on record review and ;taff i

support agency (HSA)
data on the "activitis

client service plan for one of

0610912021 at 8:30 AM,

diagnoses documented ir her
tinued review of the form

a wheelchair for ambulation.
a section titled "activties

identifies the activities
as transfers, ambulatior, wei

up as tolerated, or n:
was left blank. Review of

that the registered rurse
centered activities, to d rect

(HHA) in assisting the clent
t practicable quality of ife.

0611012021 at 3;00 PM dr-ring
Clinical Director, she ackr

practice and stated frat
and update the care pan

permitted for the clie nt.

3.4 Client Service Plan

3.4 A registered nurse strall
the service plan at least

section of
client records

Client #4's
the client

that the client
urther review

during care

plan also
to identify

home health

interview with

agency will

1) Our Registered Nurse was informed that
information was not being captured in her initial
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and
the RN and she signed it acknowledging the
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
Initial Assessments capture all the necessary

:wed with
and

J agreed
new
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1.

2.

3.

on record review and
agency (HSA) failed 1o

istered nurse (RN) revierired
plan at least every ninety

six clients in the sampb

0610812021 at 1 0:30 Al/,

a start of care date d
of the record showed .hat
, the nurse had not

service plan as required by
every ninety (90) days.

0610912021at 8:30 AM

a start of care date s
'iew of the record showed tat

, the nurse had not reu
service plan as required by

every ninety (90) days.

0610912021 at 1:30 PM

a start of care date o'
of the record showed trat
, the nurse had not rev

service plan as required ty the
every ninety (90) days.

interview on 06/10/2011 at
director stated that th+
(HSA) will follow-up vr.ith

service plans are reviewed
as required by the re

the home
that the

evaluated the
days for three
#2,ll4, and

of Client #2's
& Care Plan

1. Further
the time of
and evaluated

of Client #4's
& Care Plan

1. Further

and evaluated

of Client #6's
& Care Plan

time of
evaluated

I support
RN to ensure
evaluated every

1) Our Registered Nurse was informed that
information was not being captured in her initial
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and
the RN and she signed it acknowledging the
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessary in
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of

2.

of

3.

the time of survey, the hone
to ensure that the RN

ofthe home healh
: clients in the sample (#2,4

14.2a Client Records

Admission data, including
rice inquiry, date of birh, s
and contact informatior of

(if applicable), date
support agency to receive
of payment;

on record review and
agency (HSA) failed :o
contained date of service

by the home supprt
for six of six clients h the

#2,#3,tA,#5 and#6).

0610812021at 8:35 AM
including the Assessment

showed the client was admi
0510712021. The form failed to

date of service inquiry, and
home support agency 'HSA

0610812021at 10:30 AM,
s including the Assessment

showed the client was
1112021. The form faild to
date of service inquiry, and

r home support agency o

0610812021at 12:10 PL1

t agency
an on-site

for three of the

, address, date
next of kin,
client

, the home
that client

uiry, date
to receive

of Client #1's
Care Plan"

to the agency
vide evidence
date accepted

to receive

of Client #2's
Care Plan

to the agency
ide evidence

date accepted
servrces.

1) Our Registered Nurse was informed that
information was not being captured in her
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written
the RN and she signed it acknowledging the
that she understood.

3) As part of our monthly quality assurance,
to spot check at least 5 Client records to
lnitial Assessments capture all the necessary

reviewed

that new
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of

At

From page 16

records including the
form, showed the client was

on0313012021. The brm
of the date of serviee
by the home suppot

0610912021at 8:30 AIr4

showed the client was
0211112021. The form faited to

date of service inquiry, and
the home support agency to

0610912021 at 1 0:35 AIJ,
including the Assess

showed the client was
0510612021. The form faited to

date of service inquiry, and
the home support agency .o

0610912021 at 1:30 PM

, showed the client was a

1012012020. The form faited to
date of service inquiry, and
home support agency o

an interview on 061'1012021
Director said that the

the date they began

time of survey, the hor e
to ensure that the client

of service inquiry, and date
support agency to receile

to provide
, and the date
to receive

of Client #4's
& Care Plan"

to the agency
evidence

date accepted

of Client #5's
Care Plan
to the agency
ide evidence

date accepted
services.

of Client #6's
Care Plan
to the agency

evidence
date accepted

services.

3:00 PM, the
the forms

contained

1) Our Registered Nurse was informed that
information was not being captured in her initial
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and
the RN and she signed it acknowledging the trai
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessary

agreed
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al

to

the six clients in the sampe,

4.2b Client Records

Source of referral;
on record review and i

pport Agency (HSA) faitec to
contained the source of

Support Agency for one of

0610912021 at 10:35 A il,

failed to provide evidence of
. Further review of -he cl

that the AssessmenE &
completed on 510712021
that the client's services

ted evidence of the

ng an interview on 06110-2021
Director stated that tl e

and ensure tat
required client informa:ion

ts to include the s
agency.

time of survey, the hone
to ensure that the clienfs

source of referral to the
nts in the sample, (Client 15).

4.2i Client Records

2,3, 4,5, and

', the Home
re that client

clients in the

of Client #5's
& Care Plan

client's source

Plan form
was also the
There was no

source of

3:00 PM, the
will review their
nurses capture

client referral

agency
contained

one of six

1) Our Registered Nurse was informed that
information was not being captured in her initial a
of Clients. She added the information that was
re-visiting the Clients as necessary.

2) A new RN Admissions policy was wriften and
the RN and she signed it acknowledglng the
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessary i
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History of sensitivities a rd
on record review and
agency failed to ensiJre
contained history of
for one of six clienta in

On 0610912021 at 10:35 AVl,
ical record, showed an

dated 05107 12021 . Und+r
nothing was check=d or

that the Client had c- did
. On 06/10/2021 at i:00
, the Clinical Services

the nurses captured all fre
including sensitirities

the initial assessment

the time of survey, the hone
to ensure that the clierr

of sensitivities and
in the sample #4.

4.2jClient Records

Medication list;
on record review and h
agency (HSA) faited o

records included a list cf the
tions, for six of the six
#1,#2,#3,#4, #5, ard #6

03131 12021, starting at 9:27
for Clients #1, #2, #3, #4,

, the home
the client's

sample (Client

of Client #4's
t & Care Plan

have any
during an

stated the
and ensure

contained
for one of seven

the home
that each

in the sample

review of the
and #6 was

1) Our Registered Nurse was informed that
information was not being captured in her
of Clients. She added the information that
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written
the RN and she signed it acknowledging the
that she understood.

3) As part of our monthly quality assurance, ,

to spot check at least 5 Client records to
lnitial Assessments capture all the necessary

reviewed
ing and

that new
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From page 19

. The records lacked
for each of the cients

0611012021 at2:47 pM, review
was conducted. The

rmentation in an electronb
the health record would cD

It should be noted
and care plans contai

to list medicationi. Each
to document their current

0/2021at 4:00 pM during
Services Director ackrowl

time of survey, the home
to ensure that each clierl,s
the client's current medicati
(Clients #1, #2, #3, ffi, +5,

Personal Care Services

2 Each home heatth aide

care services shall tahe
every ninety (90) days.

on record review and int
agency (HSA) faited to

an on-site supervisior of
aides (HHAs) for three ot the
(Clients #2,' tA and #6).

s included:

0610812021at 't0:30 AM
Agreement and Assessment

of a list of

the agency's

record stated
all the client,s
the agency's

a designated
assessment

interview, the

rd contained a
for six of six

supervised

the home
that the RN
home
clients in the

of Client #2's
Care

'1) Our Registered Nurse was informed that add
:r:lT:l'-"ly"r lgt ggins captured in her initiatof Ctients. sne aooea tnJinf6;.6; th;i;;;
re-visiting the Clients as necessary.

f) n_19w RN Admissions policy was written and
lf.T rig she.sisned it acknowtedsiil'il"j;;i

3) As part of our monthly quality assurance, ourto.spot check at least S blent rbcords to ";;;;;tnitiat Assessments captuie aji ffi 'nTcHJ))

1) The RN initiated the 90 day review for the Clir
that were found to be missing theirr. frljOiti"'n,
checked that al New Ctients"anJcu;r#tt;;;i:
I:1":n,!:r Schedute in CtearCare 

"u".y 
so JLl

for a review.

2) As part of her initial assessment, she is
creating a re-occuring shift every 90 days on
for the RN visit.

3) As part of the Clinical euality Assurance
the DON will review and spot check Client,s
to_ensure they have a supervisory visit
90 days.

7t06t2021
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showed a start of care ,iate
& Care Plan dic not

diagnosis. Further re/iew
that the client was
days a week. Further
that at the time of survey,
ad an onsite supervisory r

0610912021at 8:30 AM"

a start of care date d
& Care Plan form

had diagnoses of high
. Further review o- the

client was receiving services
Further review of the record

time of survey, the nurse rad
supervisory visit since :he

0211112021. The

service for
of the record
nurse had not

rsince the date

of Client #4's
& Care Plan

showed that
Shrs/ 7 days a

conducted an
of admission.

1) The RN initiated the 90 day review for the
that were found to be missing theirs. ln addit
checked that all New Clients and current
were on her Schedule in ClearCare every g0
for a review.

2) As part of her initial assessment, she is
creatinqa. re-occuring shift every 90 days on
for the RN visit.

3) As part of the Clinical euality Assurance
the DON will review and spot check Client,s
to^ensure they have a supervisory visit
90 days.
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