





























































































































APPENDIX F -3

Section N:

Plan of Care

Tailored to meet the individual needs of client identified by the assessment are being met
with appropriate utilization of services

Must include all services, formal and informal, including frequency, cost and payment
source

Must include provision to indicate that the client was reviewed for the need of a back-up
plan should the client’s scheduled help vary and client safety is an issue.

If a back-up plan is necessary, the name of the person and their phone number is to be
noted on the plan of care. Calling 911 is not an acceptable back-up plan.

It is the access agency’s responsibility to assure that the necessary safeguards are in place
to protect the health and welfare of program participants.

Section O:

Monitoring Activities:

Documentation of checking patient status at least every 30 days by one or more of the

following:

e Telephone call by Access Agency to client or client representative

e Telephone call to Access Agency by client or client representative

e Telephone contact to or from the primary provider agency.

e Face to face contact with client, representative, or staff of the primary provider
agency

e  Written report of patient status from the primary provider agency

The review team should also be aware of clients who may be appropriate for referral to
self directed care. At the time of the annual reassessment, or any time prior, the care
manager may identify and refer to SDC a client who meets the following criteria:

The client’s functional and cognitive status have been stable

The client and/or their family is able and willing to assume

responsibility for coordinating and monitoring services.

As QA staff review charts, they take note of clients who appear appropriate for home
visits. These clients should be oriented, live in an area staff feel comfortable in visiting,
and currently receiving a social service from an unlicensed social service provider.

One to two clients and social service providers should be selected for home visits; staff
should request a copy of the current plan of care for each of these clients.

e All findings, positive and negative, are provided to access agency staff in an exit
interview or by a written report of findings along with discovery recommendations to
the Access Agency Director. A written response of a plan of correction with remedial
actions is requested from the Access Agency within 30 days.

If the Access Agency’s response for remedial actions and improvements address all
identified issues appropriately, the review team will follow up on the next scheduled
visit/audit of the Access Agency.
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If review team discovery recommendations are repeated infractions or deficiencies,
compliance with improvement will be monitored quarterly by verbal and written
communications with the director of the Access Agency until compliance is obtained. An
interim onsite visit is made if necessary to assure valid attempts are being made by the
Access Agency to initiate remedial efforts that result in improvement of identified
deficiencies.
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Client Record Review
Southwestern Connecticut Agency on Aging
August 2007

As aresult of the desk audit and subsequent client and agency interviews, four areas for
potential improvement were discovered.

SWCAA will strive to impress upon care managers the importance of accurate coding of
assessments. Staff involved in internal chart reviews will monitor for accuracy.

SWCAA will strive to work with care managers to encompass all aspects of client needs
when formulating a total plan of care. SWCAA will be providing care managers with
ongoing education and training via their Mental Health Consultant. The education will
focus on accurate identification of mental health issues, spiritual needs and holistic
approach to assessment of client needs. The training will cover interventions and specific
goals for psychosocial issues via in-services and ongoing case conferences.

Additionally, a task force comprised of Access Agency representatives and Department
of Social Services staff will meet with Department of Mental Health and Addiction
Services Director of Older Adult Services, to identify mental health and addiction
challenges among the aging population in Connecticut with the intention of providing
services and locating resources to meet the identified needs.

DSS review results indicated that the goal sheets were not complete, and the goals stated
were often not specific, measurable or time sensitive, therefore not attainable. SWCAA
will continue efforts to ensure that goals are client centered, measurable and address all
identified needs. These efforts include detailed orientation for all new employees,
ongoing training for existing staff and ongoing internal chart audits.

SWCAA will identify methods by which time sensitive information can be shared with
agencies and tracked (charted). SWCAA understands the importance of sharing
information that impacts client safety with all the relevant participants in a case. All
cases involving PSE are required to be discussed with a supervisor to ensure that all
safety issues are addressed. As a corrective action the protocol for safety concerns in
general were discussed in detail at a care management staff meeting.
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Client Record Review
North Central Connecticut Community Care Incorporated
November 2007

As a result of the desk audit and subsequent client and agency interviews, three areas for
potential improvement were discovered.

Documentation inconsistencies or errors including classification of medications were
found in twenty-five reviewed client charts.

NC CCCI response acknowledges medications are in the electronic record without
categorizations and that this is due to software limitations and is presently being resolved
by CCCI through a database upgrade specific to the medication domain.

Mental health or psychosocial needs were brought forth but inadequate intervention or
documentation to reflect care manager’s work was provided. Needs are identified through
tools but then not always woven back into the total plan of care, goals or interventions.

NC CCCI supervisors with the assistance of Department of Social Services staff members
and representatives of all five Access Agencies have met with the objective to develop
common audit tool questions that will be utilized uniformly by all Access Agencies. This
will provide consistent quality indicators throughout the region.

Opportunities to advocate on behalf of meeting client needs, present themselves
regularly. In some instances care managers clearly make concerted efforts on behalf of
the client’s they serve, consistently and tirelessly. Additional opportunities were
identified.

NC CCCl responds to specific concerns as follows: CCCI care managers continue to
advocate on behalf of CHCPE clients for such services as dental care. NC CCCI has
pursued supervisory and director-level discussion with transportation providers to express
concerns related to patterns of inconsistency specific to late pick-ups of clients. Specific
case scenarios provide extensive evidence of the extent of the transportation
infrastructure limitations impacting the State of Connecticut in both the private and
public sector. These limitations have a significant impact on our ability to provide a
seamless service delivery on behalf of our clients.
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Client Record Review
Eastern Connecticut Community Care Incorporated
June 2008

As a result of the desk audit and subsequent client and agency interviews, the following
areas of documentation were addressed by Department of Social Services and E CCCI
responded with the following acknowledgements and intended changes to their
documentation and monitoring process.

CCCI Eastern Regional Office will endeavor to restructure internal auditing of clients’
charts for documentation compliance and contractual obligations.

E CCCI will add specific documentation language to further differentiate between the
CCCI Bill of Rights, the DSS form and the DSS “CHCPE-Your Rights and
Responsibilities” as outlined in the Contract.

E CCCI understands that a Back-up Plan is required for all CHCPE clients when day
and/or time of services are necessary to ensure client health and/or safety. The
requirement will be reviewed with all staff in the Eastern Regional Office and further
education will be provided as necessary.

ECCCI understands that Face Sheets must contain up-to-date emergency contact
information.

ECCCI understands the importance of accurate coding on the Modified Assessment tool
as it pertains to Nursing Facility Level of Care. This requirement will be reviewed with
all staff in the Eastern Regional Office and further education will be provided as
necessary.

ECCCI will endeavor to identify client needs in the Modified Community Care
Assessment tool as stated in the DSS contract. Staff will “document all formal and
informal home care services regardless of the provider, source of reimbursement or
whether the services are compensated or uncompensated”. Unmet needs will be reflected
in the documentation.
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In conclusion, tremendous resources and efforts are put forth by the Access Agencies to
meet the needs of Connecticut’s aging population. The majority of progress notes are
comprehensive and illustrated care managers have a solid knowledge of their client
population. Care managers engage in an extensive amount of work coordinating
supporters, agencies and services, carefully considering need and cost, allowing clients to
remain in the community as long as possible. Access Agencies employ ongoing efforts to
assure the quality of care clients receive.
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Alternate Care Unit
Mission

The mission of the
Alternate Care Unit is to
develop and offer cost-
effective community-
based and other long term
care alternatives to
individuals and families
with continuing care
needs and policies
pertinent to long term care
residents.

The activities of the
Alternate Care Unit take
place under the overall
mission of the
Connecticut Department
of Social Services which
is to serve families and
individuals who need
assistance in maintaining
or achieving their full
potential for selt-
direction, self reliance and
independent living.

Connecticut Home Care Program For Elders

Adhteeg \Bagford

Pomftet

Agiﬁs_:sabfm 2, folnwy

Marsfield “ [ Brookiyn

|
\

Stedingg
Volun

On June 16, 2003, the Alternate Care Unit Field Office Operations were centralized at the Department of Social
Services, 25 Sigourney St., 11" F1., Hartford, Connecticut 86106,

The Connecticut Home Care Program for Elders provides a wide range of home health and non-medical services to
persons age 65 or older who are institutionalized or at risk of institutionalization. Available services include adult day
health, homemaker, companion, chore, home delivered meals, emergency response systems, care management, home
health, assisted living and minor home modification services. Personal care assistant services are also available under a
state appropriation dependent on funding. In order to be eligible for the program, the individual must meet the income,
asset and functional eligibility criteria of the CT Home Care Program for Elders.

To obtain information regarding the Connecticut Home Care Program for Elders or to make a referral, please contact
the Department’s toll free number 1-800-445-5394.
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