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S0555 418.56(¢)(2)
COORDINATION OF SERVICES
[The hospice must develop and maintain a
system of communication and integration, in
accordance with the hospice's own policies
and procedures, to-]
(2) Ensure that the care and services are
provided in accordance with the plan of care.
Based on clinical record review, S0555 S 0555. The Vice President of 02/05/2013
interview, and policy review, the hospice Clinical Services inserviced the
. . . Home Health Aide Supervisor on
failed to ensure all Home Hospice Aide ) .
o 1/31/2013 regarding the tracking
(HHA) visits were made as ordered on the of Home Health Aide Visit orders
plan of care and the hospice followed with the new Visit Order Tracking
their own policy for documentation of Tool and the guide for tracking
missed visits for 1 of 16 clinical records Home Health Aide Frgquency
. . . Orders to ensure all visits are
reviewed, with the potential to affect all made according to the Plan of
the hospice's patients receiving HHA Care, and if not made,
services. (#8) documentation of changes and
communication to involved
o . individuals will be documented in
Findings include: the patients electronic
record. The Home Health Aide
1. Clinical record #8, SOC date 12/17/12, Supervisor t?egan use of the Visit
contained a Team Care Plan dated Order.Tr-acklng Tool on 2/1/2013
. o and will inservice Home Health
12/17/12 with physician orders for HHA Aides on 2/5/2013 on the guide
2-3 times per week week for 13 weeks. for tracking Home Health Aide
The clinical record failed to evidence the Frequency Orders. The Vice
HHA visits were conducted the week of Pre3|dgnt of Clinical Serwces.wnl
. meet with the Home Health Aide
12/17-12/22/12 and failed to document supervisor monthly to review the
the reason and how the patient's needs Visit Order Tracking Tool and
were met. The first HHA visit was audit these records monthly for
conducted on 12/27/12. three months for e\/llden(_:(-*'T that
the Home Health Aide visits are
made according to the plan of
2. On 1/25/13 at 3:08 PM, employee O care. Thereafter, random audits
indicated the first week of visits by the will be conducted every three
HHA were missed because they were not months as part of t,he qgarterly
agency's peer audit review
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sent a task request to schedule an aide for
the patient.

3.0n 1/28/13 at 9:10 AM, employee J
provided a procedure titled "Visit
Cancellations and Missed Visits," revised
12-2009, and indicated this is the
hospice's current procedure used for
missed or canceled visits. The procedure
states "Document all pertinent details in a
clinical note, including: the date and type
of visit missed, a reason why the visit was
missed, make sure to connect the clinical
note to the staff member who is recording
the missed visit. Type in the missed visit
information including discipline, date of
visit(s) missed, reason missed, and how
patient needs were met."

5. During interview on 1/25/13 at 2:50
PM, employee H indicated they did not
see a reason for the missed visits.

process.
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