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H 070 3904.1 Director 
 
In investigating the first allegation of physical 
abuse in our company’s 21 year history, we 
have completed our work without a true 
conclusion about exactly what happened.  
We are grateful that no serious or 
permanent injuries were experienced by the 
patient.  We utilized our typical approach to 
performance improvement –talk to people 
involved, collect information from many 
sources, ask a lot of questions, investigate, 
analyze and remain open to new findings 
and needs for change;  and identify, 
document, implement and monitor our 
improvement strategies to ensure true 
improvement and lasting change. Timely 
escalation of a potentially important clinical 
finding did not occur in this instance.  The 
PSC did not recognize that injury of unknown 
origin might represent physical abuse and 
that immediate response was indicated.  
 
Actions to correct this deficient practice: 

 1.   Education and performance counseling 
of  PSC regarding the specific deficiencies 
of this incident, to identify knowledge 
deficits and opportunities missed to 
assure safety of client, and expected 
actions in future.  Reviewed incident 
reporting and elder abuse and neglect 
policies. 

 
2.     In-service with case study review of this 

incident with the entire Personal Care 
supervisory team, including all Patient 
Service Coordinators and RN Case 
Managers, with review of initial revisions 
to policy, and education on expected 
awareness and responses to any such 

      
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
11/20/15 
 



 

 

 

 

       future findings of injury of unknown 
origin. Discussion and input obtained 
to final policy revisions. Instructed all 
that new procedures in the policy are 
to be implemented immediately. 

 
3.    Conducted in-depth interviews with 

HHA #2 and #3 to attempt to further 
ascertain what happened in this 
incident, and used the opportunity to 
reinforce observation and reporting 
responsibilities. 

 
Measures or systemic changes to prevent 
future recurrences: 
 
1. Presented case study and sought input 

to improvement strategies from PHR 
Quality Council, 11/2/2015  and  
Professional Advisory Committee 
11/10/2015 and Branch Administrators 
10/29/2015. All PHR staff were 
instructed to implement the new 
procedures in the Abuse and Neglect 
Policy immediately. 

 
2.    Finalize Elder Abuse and Neglect policy 

revisions, present to the President and 
Governing Body for approval. 

 
3.    In-service all PSC and RN Case 

Managers on the updated Elder Abuse 
and Neglect Policy (this is a 2nd in-
service to reinforce key items in the 
final policy)  
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4.    Updated PC PSC orientation checklist 

to include training on updated policy 
for all newly hired PSC staff 

 
5.    Review and update as needed HHA 

Orientation content on Elder Abuse 
and Neglect, per finalized policy 
updates   

 
6.    Reinforce mandatory reporter 

requirements to all HHA staff through  
in-service 

 
Quality monitoring measures we will 
institute: 
 
1.  Add Elder Abuse and Neglect items to 

annual knowledge competency for all 
staff . 

 
2.  Quarterly review of standard quality  

indicators, including incidents and 
complaints 

 
H 305 3912.2 ( i)  Patient Rights and 
Responsibi l it ies 
 
PHR staff has not detected any signs of 
serious or permanent injury in our patient.  
We will continue to carefully monitor her 
condition.  We have identified  
opportunities for improvement in our 
policy and education of management and 
direct care staff to more securely assure 
patient safety and better ensure the 
patient’s right to freedom from physical 
abuse. 
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Actions To Correct This Deficient Practice: 
 
1. Revise Elder Abuse and Neglect policy 

to clarify need for immediate reporting 
and investigation, immediate staffing 
changes. Draft revisions completed;   
approve and implement final revisions  

 
2. Educate/in-service of PHR policy 

requirements for all PSC and RN case 
managers through in-service, 
emphasize duty for patient safety and 
protection from abuse and PHR policies 
and procedures to do so 

 
Measures or Systemic Changes to Prevent 
Future Recurrence: 
 
1.  Provide new hire training and 

education on updated Elder Abuse and 
Neglect policy requirements to all staff 

  
2.  Include content about Elder Abuse and 

Neglect in annual education and 
competency training 

 
Quality Monitoring Measures: 
 
1.  Add Elder Abuse and Neglect items to 

annual knowledge competency for all 
staff  

 
2. Quarterly review of standard quality 

indicators, including incidents and 
complaints 
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H453 3917.2 (c) Ski l led Nursing 
Services 

Actions To Correct This Deficient Practice: 

The October 9, 12, and 13 dates of service 
were not provided at the request of the 
patient’s sister  who wanted a regular 
replacement, only, rather than fill in staff.  
PHR assured HHA services were provided 
on October 10 and 11 by her regular 
weekend aide, and established a new 
regular weekday HHA by October 14. We 
confirmed that the patient’s essential 
needs were attended to by her family, and 
that at no time was she not supervised. 
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On October 27, when PHR became aware of 
the non-attendance of the assigned HHA, 
the PSC immediately worked to assign a fill-
in aide. That HHA arrived at the patient’s 
home at 10: 40 AM.    HHA #2 was in the 
home on a regular basis and had a 
relationship with the patient, so ensured 
her basic morning care and breakfast.   
These were incidental support services; the 
aide was not assigned to care for both 
patients, no services were billed to the 
payer. This oversight support was provided 
by the aide on a volunteer basis and was 
not billed to the payer. 
 
PHR has policies and procedures in place 
for HHA sick calls and last minute coverage, 
including a staffing agency contract.   
 
Measures or Systemic Changes to Prevent 
Future Recurrence: 
 
1.    In-service to Personal Care RN’s and 

PSC’s to include reminders about 
emergency plans with patients and 
families in case of aide absence and 
need to communicate with MD when 
Plan of Care cannot be carried out  

 
Quality Monitoring Measures: 
 
Quarterly clinical record review of a 10% 
sampling of records-emergency plans 
complete on Plan of Care, notification to 
MD of missed shifts 
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H 456 3917.2 (f)  Ski l led Nursing 
Services—supervis ion of weekend 
aides not provided 
 
Actions To Correct This Deficient Practice: 

  
1.    Review after hours staffing with RN 

Case Managers and determine after 
hours availability 

 
2.    Complete analysis of SN staffing plan 

and regulations to allow all aides, any 
shift, to receive direct supervision  as 
required 

 
3.   Determine any RN recruitment needs 

to complete these after hours 
supervisions   

 
4.   Continue RN recruitment efforts 

targeting after hours field supervision  
 



 

 

 

 

Measures or Systemic Changes to Prevent 
Future Recurrence: 

1. Update Supervision Policy to more 
clearly specify all HHA staff receive an 
onsite supervisory visit 

 
2. Revise supervisory monitoring reports 

to guide this planning  
 

Quality Monitoring Measures: 

1.  Quarterly clinical record review of a 
10% sampling of records to monitoring 
compliance with supervision protocols 
established as above 

 
2.  Attempt to develop automated 

Supervisory compliance oversight 
reporting tools and process 

 
 
H458 3917.2 (h) Skil led Nursing 
Services 

Actions To Correct This Deficient Practice:  

MD not notified of changes in condition, 
investigation of injury of unknown origin, 
missed dates of service 

1. Counsel and educate specific RN Case 
Manager involved   

 
2. In-service PC RN and PSC team on 

requirements to notify MD of changes 
in patient condition, missed dates, 
injury of unknown origin 
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Measures or Systemic Changes to Prevent 
Future Recurrence: 
 
1.   Develop process to communicate 

written information to MD by fax if no 
response to telephone calls  

 
2.    Instruct RN’s that documentation of 

communication with MD must be 
more specific to include who they 
spoke to, specific time and content of 
messages 

 
Quality Monitoring Measures: 
 
 Quarterly clinical record review of a 10% 
sampling of records to monitor for 
documentation of communication with 
MD  
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