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G1008 Clinical records
CFR(s): 484.110

Condition of participation: Clinical records. The HHA must maintain aclinical record
containing past and current information for every patient accepted by the HHA and
receiving home health services. Information contained in the clinical record must be
accurate, adhere to current clinical record documentation standards of practice, and be
available to the physician(s) or allowed practitioner(s) issuing orders for the home
health plan of care, and appropriate HHA staff. This information may be maintained
electronicaly.

This CONDITION is not met as evidenced by:

Based oninterview, and record review, the Home Health Agency (HHA, an
organization that delivers skilled nursing and other therapeutic services to a patients
personal residence) failed to meet the Condition of Participation (refer to the
requirements that healthcare organizations must meet to participate in federal
healthcare programs) for Clinical records as follows:

The HHA failed to maintain a clinical record containing past and current information
of patient receiving home health services for one of seven sampled patients (Patient 1)
by failing to:



1. Ensure Patient 1 General Acute Care Hospital (GACH) Discharge order to
administer Ertapenem (medication used to treat bacterial infections) Intravenous (1V-
away of giving adrug or other substance through a needle or tube inserted to a vein)
every 24 hours was included in Patient 1s plan of care.

2. Ensure Patient 1 medication and treatment orders were included on Patients 1 plan
of care.

3. Ensure License staff document al interventions, including medication
administration, treatments and services and responses to the interventions for Patient 1.

4. Ensure license staff completed an initial evaluation using the Outcome and
Assessment Information Set (OASISinitial evaluation, a comprehensive evaluation of
a patient's health and needs conducted at the beginning of home health care services)
on 8/3/2025 for Patient 1.

5. Ensure Patient 1 had a plan of care developed to?outline the specific plan for
medical, rehabilitation, and supportive services a patient needs at home



6. Ensure Patient 1 had nursing notes completed for nursing visit conducted on 8/3
12025 and 8/4/2025.

7. Ensure to complete Oasis discharge comprehensive assessment (a required
evaluation of a home health patient's clinical and functional status upon leaving the
agency's care) for Patient 1.

These failures had a potential to result with miscommunication within the
interdisciplinary team (a group of professionals from different fields who collaborate
to address complex issues, such as patient care), medication error, inappropriate
treatment and services that could cause patient suffering severe harm, hospitalization
and death. (Refer to G1012).

The cumulative effect of these systemic practices resulted in the failure of the HHA to
deliver mandated compliance (in away that is decided and controlled by law) with
Federal regulations for Clinical Records to ensure the provision of health care services
in asafe manner is provided to patients.



