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Provision of Care, Treatment, & Service


PURPOSE
To ensure that care is provided according to the plan of care established by the physician in conjunction with the patient and family.

POLICY 
Every measure will be taken to eliminate missed visits but when these do occur, the physician, family and clinical coordinator will be notified in a timely manner.
PROCEDURE
1. The admitting clinician establishes the plan of care with the patient, family/caregiver, and State Director informing them of the physician’s orders for the services to be provided. 

2. Staff calls the patient the day before the visit to confirm the visit and schedule the approximate visit time.

3. Whenever a patient requests the visit be scheduled for a different day, the staff member notifies the community office for the visit to be placed on the schedule per the patient’s request. 

4. If the clinician finds no answer at the door, the clinician immediately notifies the family member listed as the caregiver in the Electronic Health Record (EHR) or in the Referral Packet at Start of Care. If the family does not know where the patient may be, the clinician asks the family to come to the home to check if the patient is in the home and unable to answer the door. The community office is also alerted immediately. The patient's State Director follows up with the family to determine the patient’s status. The visit is rescheduled.
5. If the patient refuses to allow the visit to be rescheduled, the clinician or care coordinator explains to the patient and family that the physician’s orders must be followed. 
6. In the event that efforts to reschedule a missed visit for the week in question are unsuccessful, the clinician notifies the patient’s Clinical Leader and enters a missed visit note. If the missed visit results in any potential for clinical impact upon the patient, the clinician also notifies the physician. Missed visit documentation will include the name of the physician who was notified, when applicable. All efforts to reschedule the visit are documented in the medical record. Should a Home Health Aide experience a missed visit, she/he notifies the Clinical Leader (Island Health Care) or RN Care Coordinator (Island Hospice) who, in turn, notifies the physician when applicable. The missed visit is entered into the electronic health record. Missed visits are reviewed at weekly team conferences (Island Health Care) or IDT meetings (Island Hospice) to determine if changes are needed to the plan of care. 
7. Visits that are missed due to scheduling errors are documented in a missed visit note. 
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