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OPENING COMMENTS

|Rules and Regulations utilized for this survey are:

|Ru|es and Requlations for Program Administration of
Home Health Agencies, Chapter 9, elfective
10/15/2001.

|Rules and Regulations for Licensure of Home Health
Agencies, Chapter 19, effective 11/01/2001.

A licensure survey was conducted by Healthcare
Licensing and Surveys from 5/4/26 to 5/7/26. Also
reviewed in the course of the survey was complaint
|intake 2965761.

Homemaker
CFR(s): Ch 9 Sec 7 (b)iii)

(b) The homemaker assists with instrumental
activities of daily living, such as housekeeping and
homemaking services, in order to preserve a safe,
{sanitary home and to enhance family life. The
homemaker does not provide any personal care.

(i) written service plan instructions to the
homemaker shali be provided by the supervising
|professional

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on medical record review, staff interview, and
review of palicies, the facility failed to ensure
housekeeping services were provided in accordance
with the written plan for 2 of 6 sample patients
reviewed (#34 and #35). The findings were:

Review of the plan of care for the certification period
for 1/2/26 through 12/31/26 showed patient #35 was
supposed to receive homemaking services twice per
week. Review of the medical record showed only
one visit for the week of 1/11/26. Review of
communication notes showed no nate regarding
missed visits for that week. During an interview on
|5/7126 at 1:46 P the administrator confirmed a
missing visit for the that week and stated there was
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Clinical Lead or Designee to hold all staff in-
service on 06/02/2026 to educate on comect
missed visit documentation, reassign visit process,
and decline visit process. Clinical Lead or
Designee to meet one on one with scheduler who
manages all missed visit documentation
communication to Doctor. Educate on proper
missed visit documentation by 06/01/2026.
Scheduler or Designee will share missed visit
report results during weekly office meeting. Any
out of campliance clinicians will be addressed by
Scheduler or Designee to comect applicable notes.
Scheduler or Designee will report to Clinical Lead
or Designee regarding all non-compliant clinicians
in reference to the performance improvement plan
per the Quality Assurance team. Performance
improvement plan goal to indude 100% clinician
compliance with missed report documentation.
Scheduler or Designee to perform this missed visit
compliance monitoring per the performance
improvement plan on all current patients as of
06/01/2026 training. Quality assurance
performance improvement plan completion goal of
09/30/2026 with 100% compliant clinicians.

Clinical lead or Designee to hold in-service on
06/02/2026 to educate on proper use of
coordination note and admission namrative to
communicate authorized homemaking services as
followad by plan of care, authorization request,
and/or patient request of homemaker hours.
Updated plan of care with doctor ordered verbiage
to reflect accurate and correct plan of care
delivery. Clinical Lead or Designee to audit all plan
of cares for compliance of verbiage for
homemaker services. Completion goal of
09/30/2026 with 100% compliant plan of cares.

06/30/2026

Office of Primary Care and Health Systems Management
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no narrative nole to explain why the visit was This plan of at?tlon applies Fo patl.ent 34,. 35 and all other current
missed. and future patients. all audits findings will be reparted and re-
viewed by QA
Review of the Medicaid waiver service review for the
period B/1/24 thiough 7/31/25 showed patient #34
was supposed to receive 3 hours of homemaking
services per week. Review of visit notes from
2/25/25 through 4/8/25 showed the patient received
services twice por week, with each visit being one
hour. During an interview on 5/7/26 at 1:46 PM the
administrator confirmed the patient did nat receive 3
hours of services each week,
Review of the facility's palicy "Patient Bill of
Rignts,"” policy Mo 2-002.1, revised July 2025,
showed "...F. The organization shall ensure that the
patient receives all services outlined in the plan of
care,"
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