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Patient rights
CFR(s): 484.50

Condition of participation: Patient rights. The patient and representative (if any), have
the right to be informed of the patient's rights in a language and manner the individual
understands. The HHA must protect and promote the exercise of these rights.

This CONDITION is not met as evidenced by:

Based on review of agency policy and procedure, Medical Record (MR), and
interviews with staff, it was determined the agency staff failed to follow facility policy
and procedure when discharging for cause including notification of the patient and
caregiver adischarge for cause was being considered by the agency, make and
document efforts to resolve problems presented by the patient's behavior and/or
situation and provide contact information for other agencies and/or services available
to the patient and/or caregiver.

This had to potential to negatively affect all patient's served by the agency.

Findings include:

Refer to G 432, G 462, G 464, G 466, and G 468 for findings.



