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An annual ficensure survey was conducted af e PG fato Cara Faciities Divislon
your agency from October 11, 2011 through 2f Notth Capitol 8t., N.E.
October 12, 2011, to determine compitance with 280 DC.
Title 22 DCMR, Chapter 39 (Home Care Washington,
Agencies Regulations). The findings of the ;
survey were based on a random sample of ten .
(10) active clinical records based on 8‘ cei?:g;i of | H- 354 3914.3@ Patient Plan of Care
one hundred-ﬂﬂy-mne (150) pat'emsf' tv?rg : a.)The Plan of Care for patient #6 did not
personnel files based on a census o ! Include the goals of the services to be
hundred-twelve {212} employees and three (3) | Provided including the expected cutcome,
isits. The deficiencies cited during this based upon the immediate and long-term

home visits. . : conducted with needs of the patient. The Plan of Care for
survey were based on interviews patient #6 was updated by the Clinlca}
agency staff and review of clinical a‘nd Nursing Supervisor to Include the goals of

bty rvations. the services to be provided, Th ted
administrative records and obse POC will be faxed o the ::d:nt’:;ﬁ:l:lan

H 354 for signature by November 31, 2011 and

H 354 3914.3(c) PATIENT PLAN OF CARE

The plan of care shall include the following:

ided

c) The goals of the services to be prov )
'f(m):rudingg?he expected outcome, based upon t.he
immediate and long-term needs of the patient,

his Statute is not met as evld‘enoeq by:.
gased on a record review and_ interview, it wahse
determined that the agency failed to ensure t
Plan of Care (POC) included the goals of the
services to be provided, including the expected
outcome, based upon the immediate and
long-term needs of the patient for one (1) of ten
(10} patients in the sample. (Patient #6)
The finding includes: ~
) 1] tad .
view of Patient #6's Plan of Care (POC) da a
gs;:tember 7, 20114, through March 9, 2012, at |

placed in chart within 30 days.

b.)The systemic changes to be putin place to
insure that the deficient practice does not
recur will be as follows, A revision of the
current Plan of Care will be conducted to
Include the goals and expected outcome of
the services to be provided, Also, an In-
service will be held on November 2, 201 1,
and 2l clinical staff will be made aware that
they are to includa the goals of the services
ta be provided, including the expected
outcome based upon the immediate and
long term needs of the patient on each plan
of cure. This information wifl be refterated
to the cliniclans at the next ctinfcal meeting
to be held on December 7, 2011

€.JThis corrective action will be monltered by
conducting quarterly chart sudits In order
to ensure compliance, Each chart will ba
reviewed every 3 months by the quality
assurance narse to ensure that all Plans of
Care Include the goals and expected
outcomes of the servires to be provided.

i ! t include L
approximately 3:00 p.m., _did no ud :
of the services 10 be provided, uding the ;

- = (X8} DATE
R icensing Administration— - Z - TILE /
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H 354 Continued From page 1 H 354
expected oulcome, based upon the immediate
and long-term needs of the patient.

During a face to face interview with the Director of
Nursing (DON) on October 11, 2011, at
approximately 3:29 p.m., it was acknowledged

the goals of the services to be provided, including | :
the expected outcome, based upon the : ;
immediate and long-term needs of the patient [
was not on the revised Plan of Care Form for
Medicaid Personal Care Aide and Home Health
Skilled Services. Further interview revealed the
agency would start ‘
including the goais of the services to be praovided, . 355 3914.2 (d) Plan of Care

including the expected outcomes on the revised
POC. 4.)The Plan of Care for patient #7 did not
:ndllc::e P:rsoml Care Alde Services
_ neluding description, frequency and
H 355 3914.3(d) PATIENT PLAN OF CARE ' H3s55 expected duration of services. The Plan of
:arelhassbeen updated by the Clinical
. o ursing Supervisor to incl
The plan of care shail include the following: ] Care Alde S‘:‘ﬂces de':::l:nu:t;:h:e:::is:;:;,
: Irequency and duration. The POC will be

(d) A description of the services to be provided, | ::";;‘V':mngfﬁ ";;:';MDdfn; signature prior
including: the frequency, amount, and expected patients chart upan n::’pf ed In the

duration; dietary requirements; medication _
administration, inciuding dosage; equipment; and ¢
supplies,
a.) 2. The Plan of Care for patient #6
did not indicate Personal Care Aide
Services including description,
frequency and expected duration of
services. The Plan of Care has been
updated by the Clinical Nursing
Supervisor to include the Perscnal
Care Aide Services denoting the
description, frequency and duration.
The POC will be faxed to patient #6's

This Statute is nol mel as evidenced by:

_Based on interview and record review, the facility
tailed to ensure the plan of care (POC) included
the expected duration for one (1) of nine (9)
patient's that required services of a personal

care aide (PCA ) in the sample. (Patient #7 } and )
a descriplion of the services to be provided, :'1"“; ;‘;’12‘3‘;‘:‘: prior toaf:l:;:::ber
including : equipment; and supplies for one (1) of chart upon receipt. P

ten (10) patients in the sample. (patient #6)
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H 355 Continued From page 2 i H355
The findings include:
1. Review of Patisn{ #7's pian of care (POC)
dated March 31, 2011, thru November 30, 2011,
on October 11, 2011 at approximately 1:45 p.m., H 355 3914.3(d) Patient Plan of Care Contd.
reveated "Personal Cara Aide (PCA) eight (8)
hours a day, five (5) times a week”. The POC did ; b.} The systemic changes to be put In place
not include the duration of the PCA services io be 1o insure that the deficient practice does not
rovided ; recur will be as follows. A revision of the
P ' ; curvent Plan of Care will be conducted to
N tndude the durstion of the PCA services te
During a face to face interview with the Director of be ,;mw? .;Is;;’:l; i_l::':fl‘l'*;: ﬂlb’:_';:m
- f ovem| 4 il
Nurs'"g {DON) on Oclober 11, 2011, at ' ?J:II be mad:rlware that they are to include
approximately 5:20 p.m., it was acknowledged ihe duration of the PCA services to be
the POC did not include the expected duration of provided. This information will be
reiterated to the cliniclans at the next

!
: clinical meeting to be held on December 7.

the PCA services to be provided eight hours a

[

day, five times a week for Patient #7. . 2011.

2. Review of Patient # 6's Skilled Nursing Visit |

Notes dated September 7, 12, 16, 19, 21, 26 and

28, 2011, on October 11, 2011, at approximately !

3:15 p.m., revealed the SN was providing wound |

care in the home. Further review revealed the ! ;322‘:.,‘:;;‘;“;::3‘;":m“;l“l'“"fn':z':‘;::fv .

POC did not include the equipment and supplies and quarterly charta:dluin order to

the patient was wlilizing in their home. ‘ ensure compliance, Each Plan of Care will be
. reviewed by the iu house nursing swif upon

During a face to face interview with the Director of ﬁiﬂﬂiﬂéﬁ:ﬂéfﬁﬁ%ﬁé‘?ﬂ:‘iﬂn

Nursing (DON) on October 11, 2011, at . wﬂllllm reviewed every 3 months by the

approximately 3:20 p.m., it was acknowiedged Ry B e L e S PeA.

the equipment and supplies the palient was services to be provided

utilizing in their home was not on the revised Plan
of Care Form for Medicaid Personal Care Aide
and Home Heallh Skilled Services. Further
interview revealed the agency would include the
equipment and supplies the patient may be
utilizing in their home, on the revised POC.

H 357 3914.3(f) PATIENT PLAN OF CARE . Has?

The plan of care shall include the following:

Healih Regulation: & Licensing Administration
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' H 357 3914.3 !
H 357 Continued From page 3 . H357 3914.3(f) Patient Plan of Care
tf) Provisions relating to the reevaluation of 2.3 The Plan of Case for patient 46, did not
. R H ncude provisions rela O the
services, discharge planning, r efo"_at D‘: services reevaluation of services,‘:l‘;scharge planning,
and continuation or renewal of services; referral of services and continuation or
renewal of services. The Plan of Care for
patient #6 was updated to Jaclude
. . , provisions related to the reevaluation of
This Statute is not met as ewd_encac'l by._ : services, discharge planning and
Based on a record raview and interview, itwas cantinuation or renewal of services by the
h s ' Clinical Nursing Supervisor. The POC’s will
determined that the agency failed -tC:‘ ensure '.he i be faxed to the patient's p';lyaicllns fo:
Plan of Care (POC) included provisions relating signature prior to November 11, 2011 and
to the re-evaiuation of services, discharge placed In the patfent’s chart upon receipt.
planning, referral of services and continuation or
renewal of services for one (1) of ten (10) .
o . b.) The systemic changes to be pat In place
patients in the sample . (Pahent #ﬁ) . to ensure that the deficlent practice does not
: recur will be as follows. An In-service will
The finding Includes: : be heidl;'»: November 2, 2011 and all clinical
: stalf will be made aware that they are to
. v : Include the provisions related ta the
Review of Patient #6's Plan of Care (POC) dated reevaluation of services and discharge
September 7, 2011, through March 8, 2012, at : pla;:fmns Oll; each plan of care, The clinical
: . isi ' de aware that they are to
approximately 3:00 p.m., revealed ths provisions | e-cvaluate the patient every 60 duvet
refating to the re-evatuation of services, discharge ; determine If there i a continued need for
planning, referral of services and continuation or | assistance with personal care. A 60 day
renewal of services was nol included on the POC. ! summary ﬁ:ﬂnl will be nt::lze; asan
evaluation ool for all patien
. . : information will be ralterated to the
During a face to face int:;wa;v ;g;thei Director of ;u:,;dm; at m; ne;t ;i;:;llcal meeting to be
Nursing (DON) on October 11, - : €16 on December 7,
approximately 3:28 p.m., “. was acknowledged i £.) This corrective action will be monitored
the aforementioned provisions was not on the i by;onducﬁlltg manthiy clinical note reviews
. ot rsonal ; and quarterly chart audits in order to
Te‘"seq Plan of Care Form for rﬂedd‘cgied F:e al ensute complience. Each Plan of Care will be
Care Aide and Home Health Skille rvices. i reviewed by the in house nursing staff upon
Further interview revealed the agency wouid stant 1 s:bmtssitlm t«: ensl:re that the m;o\&l.slonz for
N . . 3 H i the reevaluation of services are indicated.
including prO\rlsionS relatlng to the re-e‘lfa';l ation | Alyo, each chart will be reviewed every 3
of services, discharge planning, referral o . { months by the quality assurahce nurse to
services and continuation or renewal of services ensure that all cinlcal notes contain a Plan
he ised POC : of Care which includes a reevaluation of
on the revis . i services and a discharge plan.
H 359 3914.3(h) PATIENT PLAN OF CARE . H359
, | i
The plan of care shall include the following: i !
(h) Prognosis, including rehabilitation potential, | :
Heallh Reguiation & Licensing Administration o0 EMV211 ¥ continuation sheet 4 of 13
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H 359 Continued From page 4 H 359
H 359 3914.3 (h) Patient Plan of C
This Statute is nat met as evidenced by: (h) Patient Plan of Care
Based on record review and interview, the :-)‘;';het"';:‘ of Cmofs‘; ’W:lh:: #6 d;:' :;:uu
agency's Plan of Care (POC) failed to include :.,,::u:l, ;f:'.’:sl:n n{c:reuha:sb:n‘update; "o
prognosis, including rehabilitation potential for ‘ by the Clinical Nursing Supervisor to Indude i
one (1) of ten (10) patients in the sample. (Patient the pregnosis Including rehabilitation L
#5} potential, The POC will be faxed to patient #6°s .
PMD for signature prior to November 11, 2011 )
. and filed In the patient’s chart wpon recelpt.
The finding includes: ! b.) The systemic changes to be put in place to
. insure that the defictent practice & t
Review of Patienl #6's P!an of Care (POC) dated rl::urewlllba:s [olln:'s. grevulon‘:)e:t::
September 7, 2011, through March 8, 2012, at f:crlr:;: ;"ﬂ:’::g::::“ ?:;’-mdu?:: ﬂt;aﬂ
- . . e ne ngrel on
approximately 3:00 p.m., revealed the POC did potential. Also, an in-service will be held on
not inciude the prognosis, including rehabllitation | November 2, 2011 and all chinical staff will be
potential for the patient. | made aware that they are to include the
pragnosis including rehabilitation potential.
This information will be reiterated to the
| clinicians st the next :um;l mae:tln: to be held
During a face to face interview with the Director of: on Decerber 7, 2011
Nursing (DON) on October 11, 2011, at This corrective action will be monitored |
approximately 3:28 p.m._, it was acknowledged fh]e I‘olTawing mn::r.oga:h n-nl::?:-:e wllinbe
the prognosis, including rehabliitation potential re;*ﬂ;:e"i brtﬂw In hﬂl:;::'&ﬂinsd st-:f upen
H submission o ensure L] ent's
;;aefﬂ iz:::g;‘::;;’%e::zg:fafgﬁgg mee‘);lth rebabllitation patentlsi has been addressed.
) Also, each chart will be reviewed every 3
Skilled Services. Further interview revealed the ._ 21.1"'3‘1?.’:.‘*.‘.‘. gtl-allty;gunlncdeur::rxto
. . ] ure ANRSE O e I [
agenc! w‘?UId include the prano_SIS' Includlng H prognosts including rehabilitation potential. H
rehabilitation potential for the patient on the ‘
revised POC, i i
H 361 3914.3(j) PATIENT PLAN OF CARE | H 361
|
The plan of care shall include the foltowing: | H 361 3914.3 (1) Patlent Plan of Gare
H a.)The Plan of Care for patient #6 did not
i i . ' indicate the prognosls including the
0 Psychosocial needs of the paﬁem' : :sy:I:osociilpneﬂs of the patent. The Plan of
! Care has been updated by the Ciinical Nursing
' e et eed of the patient. The POC
This Statute is not met as evidenced by: psychosoclalneeds of the pasiant. e
f s . will be fexed to patient #6°s PMD for signature
Based on record review and interview, the ? prior to November 11,2011 and flled in the
agency’s Plan of Care (POC) failed 10 include the | patient’s chart upon receipt.
psychosocial needs of the patient for one (1) of !
Heallh Regulation & Licensing Administration
il FMVZ11 K continuaton sheet 5of 13
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H 361 Continued From page 5 | H361 H 361 3914.3 (j) Patient Planof
ten (10) patients in the sample. (Patient #6) Care ‘
Review of Patient #6's Plan of Care (POC) dated |
September 7, 2011, through March 9, 2012, at . ::n)s Iﬁ‘:.t’!.‘.‘&'."‘::ﬁ.".‘,:’ t:‘ I:; ;u; ‘i’: ::::: to
. B . ! ]
_approximately 3:00 p.m., revealed the provisions rorir il be ss followa. R reviston of the
relating to the psychosocial needs of the patient | current Plan of Care will be conducted to
was not an the POC. : inelade the pychasectal needs o he patent,
. | 2011 and all clinical Stafl will be made aware
During a face to face interview with the Director of ! that they are to Include the psychosocial needs
Nursing {DON) on October 11, 2011, at i of the patlent. This information will be
approximately 3:29 p.m., it was acknowiedged i ::2;:‘;‘&‘&‘:&3’:-:?3::&: ;',az";fimml
the psychosocial needs of the patient was noton
-the revlsad Plan of Care Form for Medicaid ¢.) This corrective action will be monitored In
. ¢ i the following manner. Each Plan of Care will be
PersPnal Care A'd_e a"q Home Health Skilled [ reviewed by the in house nursing staff upon
Services. Further interview reveaied the agencfy ] submission to ensure that the psychosocial
would start including the psychosocial needs of | needs of the patient have been addressed ,
o N Also, each chart will be reviewed every 3
the pailem on the revised POC. i months by the quality assurance :u:u to
ensure that all Plans of Care include the
H 362 3914.3(k) PATIENT PLAN OF CARE | H362 psychosoclal needs of the patient.
. . of Cai N
The plan of care shali include tha following: ! H 362 3914.3 (k) Patient Plan re ;
: #.)JThe Plan of Care for patient #6 did not ,
. i indicate the prognosis including the safi
(k} _Safew m?a‘sur_es requnred to protect the ‘ measures required to protect tlfe pltie:lt!['rom
patient from injury, ) injury. The Plan of Care has been updated by ;
; tl;e I:ilnllr:: Ntllr;ilng zl‘mcr\frisor to include the )
t prognosis including the safety measures .
. H tred t tect th 3 :
This Statute is not met as evidenced by: i T el b e e e o ,
Based on interview and record review the Home signature prior to November 11, 2011 and Aled
- Care Agency (HCA) failed to ensure the plan of in the patient’s chart upon receipt. _
care (POC) included the safety measures : b.) The systemic changes to be put in place to ;
required to protecl the patient from injury for one ! insure t:;?;:e n}eﬁdent practice does not
. . H recur wi as follows. A revisjon af th
{1) of ten (10) patients in the sample. (Patient #6) | Tarat Pion of Care wil b o v
intiude the safety measures required to protect p
The finding includes: i the patient from lujury. Also, an in-service will
be held an November 2, 2011 and all clinical
, . . staff wiil be made aware that th t
Review of Patient #6's Plan of Care (POC) dated Include the safety meas:res req::,l’:::t: protect
September 7, 2011, through March 8, 2012, at ;he p:tﬂentt er::m:l:tsu:iy. Enau ml'o‘l;'matton will
. . . e rejtera o the cliniclans at the t
appfoxtmate!y 3:00 p.m., revealed the POC did clinical meeting to be held on DII!QII’:L:XI' 7
not include the safety measures required to 2011
protect the patient from injury.
Health Regutabion & Licansing Adminisiration P
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H 362 Continued From page 6 H 362 H 362 3914.3 (k) Patient Plan of
Care '
During a face 1o face interview with the Director of -
Nursing (DON) on October 11, 2011, at X c.) This corrective action will be monitored in
approximately 3:30 p.m., i was acknowiedged :';:lfe"“::ﬂmt?-;m;r- Each Plan of Care will be
the safety measures required 1o protect the i submisston to ensure that s ;?:l;’.:?g:;:n
patient from injury was not on the revised Pian of : required 1o protect the patient from injury
Care Form for Medicaid Personal Care Aide and - have heen addressed . Alzo, each chart will be
Home Health Skilled Services. Further interview assurance::rr:eai:l ::stlr::cbtyhg::ﬁ?:ﬂ of Care
revealed the agency would include the safely i include the safety measures required to protect
measures required {o protect the patient from ! the patient fram injury.
injury on the revised POC. :
i
H 3683 3914.3{!) PATIENT PLAN OF CARE : H363
The plan of care shall include the following:
!
(1) ldentification of employees in charge of H 36§3914.3 (1) Patient Flan of Care
managing emergency situations; ! a,)The Plan of Care for patlent #6 did not
! indicate the prognosls including the
: tdentifications of employees in chnigspc;r .

. . . . ! Huatfons. The Plan ol
This Statute is not met as e\(ldenc_ed by' H 3:'&2%:3‘?&:3: by the Clinical Nursing
Based on record review and interview, it was sSupervisor to Include the prognosis including

pe:
determined that the agency failed to ensure the th:;d;l::lﬂ:::m:nz; e:tzi.‘g::; o ::;'ut;:fn
. - ‘ B N
Plan of Care (POC) included identification of i B A 4o pationt #6's PMD for signature
employees in charge of managing emergency | prior to November 11, 2011 and filed in the
situations for one (1) of ten (10) patients inthe patient's chart upon recelpt.
sample. {Patient #8) b) The systemic changes to be put in place to
H insure that the deficient practice does not
The finding includes: : recur v:l:l ]:w as 32::31‘:::0"::1? ;‘f dtl::
H curren n o
: : include the identifications of employees in
Review of Patient #6's Plan of Care (POC) dated charge of managing emergency sitwatjons. Also,
September 7, 2011, through March 8, 2012, at ! sn in-service wil| be held on' November 2,2013
app! rOXimately :?:01 ;_:.m...reveaied the POC. did :ll:ey are to Include the identifications of
not include the identification of employees in employees in charge of managing emergency
charge of managing emergency sltuations. Sleuatons, d‘;‘:l’j’c‘_’;-‘;ee':;r:;:
Duri f tof interview with the Direct f‘ be held on December 7, 2011,
Jring a face to face interview with the Direclor of:
Nursing (DON) on Cctober 11, 2011, at f
approximately 3:30 p.m., it was acknowledged
. the identification of employees in charge of i
Heallh Reguiation & Licensing Administration
b FMvz1 if continuation sheet 7of 13 -,
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H 363 Continued From page 7 ' Ha63 H 363 3914.3(1) Patient Plan of Care contd,
managing emergency situalions was not on the © This corrective action will be monitored
revised Plan of Care Form for Medicaid Personal . in u.; following manner. e:cn Plan of Care
i H g wiil be reviewed by the in house norsing
Care Aide anq Home Health Skilled Services. ; viaff opon subraiseion to ensure that
Further interview revealed the agency would i identifications of employees In charge of
include the identification of employees in charge n:::;aﬂngﬂ emer:enc:rh sltl:l:lioni.rll;'ave been
A H H H a essed . Alsa, each chart w. e
of managing emergency situations on the revised : Feviowed cvery 3 months by the qualley
POC. ; assurance nurse to ensure that ail Plans of
i Care include the identifications of
, employees in charge of managing emergency
H 364 3914.3(m) PATIENT PLAN OF CARE H 364 situations.
The plan of care shall include the following: ! K 364 3934.3 (m) Patient Plan of Care
m) Emergen rotocols; and... a) Patlent #6 POC was signed PMD after 30
( ) rgencyp . days of the SOC. The new updated POC will
' be sent to the PMD and signed by December
> 30,2011,
This Statute is not met as evidenced by: ! 0 The systemic ch et will be
. 4 " e emic changes thal
Based on record review and nqtarvlew. itwas : stituted to emsure the practice does not
determined that the agency failed to ensure the occur In the future are s follows: 60 days
Plan of Care (POC) included the emergency prii';; to *ﬁ; :‘ozs :xhplraﬂo‘;l‘. a |l|lls‘t b:f all g
B ) eX P ng s for the monin w crea .
protocol for one (1) of ten (10) patient’s in the The POCs will be updated and printed out
sample. {Patient # 6) for the RN's to review and/or make
correctionis to and sign. The RN's will have
N ; . 14 days (2 weeks) to return the POC's to the 4
The ﬁnd'ng includes: . RN supervisor. Once the POC's have been
returned, they will be faxed to the PMD
Review of Patient #6's Plan of Care (POC) dated - within 24 hrs. If the POC has not been
September 7, 2011, through March 9, 2012, at - ‘ :3:;;::;‘3‘;;,‘&;’_- D
approximately 3:02 p.m., revealed the POC did  : requesting the POC be returned with their
i . : H signature. After the Inttial telephone call to
not include the emergency prOtOGOI : the PMD's office, the PMD will have 7 days to
. ., i fax the signed POC. } the PMD has not
buring a face to face interview with the Director of | returned the POC at that time, an agency
. ' representative will travel to the PMD's office
Nursing (DON) on October 11 ! 2011 ! at : to obtain thelr signature. Onre the POC has
approxlrnately 332 p-m-- il was acknowiedged been signed and returned to the office, It will
the emergency protocol was not on the revised - be immediately placed in the patient’s chart.
Plan of Care Form for Medicaid Personal Care
Ca ; ) Th fve act) Ut b tored
Aide and Home Health Skilled Services. Further ! f,,’; m:.;.f:ﬁ;?: 2:.&?;‘2';:.;.1‘&‘3:”
interview revealed the agency would include the en;ure::mpu-nce. m&n ::(a; witi ble
' reviewed every 3 months e Quality
emergency proiocol on the POC. ] Assurance Nurse to ensure that all POC's
; have been signed by the PMD within 30 days
asrequired. ‘
i

Health Regulation & Licensing Administration
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H 366 Continued From page 8 H366 | |
H 366 3914.4 PATIENT PLAN OF CARE H 366 ‘
i 1
Each plan of care shaii be approved and signed ' |
by a physician within thirty (30) days of the start
of care; provided, however, that a plan of care for H366 3914.4 Patient plan of Care
personal care aide services only may be There was o POC si
; gned by the PMD within 30 days
app_roved and SIgT;red b[y : %fag;;ngeﬁ“g;mc; ] located in patient #7's chart. The newly updated
registered nurse. If 3 pia POC will be sent to the PMD and signed by December
revised by a telephone order, the telephone order 30.

shall be Immediately reduced to writing, and it
shall be signed by the physician within thirty (30) : b.)The systemic changes that will be instituted to
days. I ensure the practice does not occur in the future are

! as follows: 60 days prior to the POC's expiration, a

! list of all expiring POC’'s for the month will be
created by the RN Supervisor. The POC's will be
updated and printed out for the RN's to review
and/or make corrections to and sign. The RN's will
have 14 days (2 weeks) to return the PGC's to the RN

This Statute is not met as evidenced by:
Based on record review and interview, it was
determined that the agency failed to ensure the
patient's Plan of Care (POC) was approved by supervisor, Once the POCs have been retormed,
and signed by a physician with-in thirty (30) days ! they will be faxed to the PMD within 24 hrs. If the
of the starl of care (SOC) for one (1) of ten (10)  : POC has not been returned within 14 days, a follow-

. {Patient #7 up tetephone call will be made to the PMD by the
patierts in the sample. (P ) Quality Assurance Manager requesting the POC be

. . returned with their signature. After the initfal

The finding includes; telephone call to the PMD's office, the PMD will have
7 days to fax the signed POC. if the PMD has not
returned the POC at that time, an agency
representative will travel to the PMD's office to

A review of Patient # 7's Plan of Care daied May

31, 2011 thru November 30, 2011, at
approximately 1:50 p.m., on October 11, 2011, obtain their signature. Once the POC has been
revealed the POC was not signed and daled by | :;E;i% iaa'::l;e;:raiiidi;n “t::ept;f::s:.tf: glalri:e

- the physician with-in thirty days of the SOC. : 3

¢.} The corrective actions will be monitored by

During a face to face interview with the Director of! conducting a guarterly chart audit to ensure
Nursing on October 11, 2011, at approximately - campliance. Each chart wil be reviewed every 3
2:30 vealed Patient #7°s physician did not months by the Quality Assurance Manager to ensure
30 pm, revearto mate f the SOC ) that all POC's have been signed by the PMD within
sign the POC with-in thirty days of the ' ‘ 30 days as required.
I
H 450 3917.1 SKILLED NURSING SERVICES i H450

Skilled nursing services shall be providedbya .
 registered nurse, or by a licansed praclical nurse |

under the supervision of a registered nurse, and |
Healin Regulation & Licensing Administration
STATE FORM
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H 450 Continued From page 9 . H450
in accordance with the patient’s plan of care. l H 450 3917.1 Skilled Nursing Services
This Statute is not mel as evidenced by:
Based on interview and record review, the Home ;r];r::::m:::::::; 1::;1;.: .:::;2:3 t:e .
Care Agency {(HCA) failed to ensure skilled ovide sidlled service ehas
nursing services were provided in accordance N PP g e
with the patient's plan of care (POC) for one (1) 0 visits and they will be filed In the patients
ien (10) patients in the sample. (Patient #6 } chart prior to November 11, 2011,
The finding Includes: eavare et i pracis does ot sceur
N the future will be to utflize an electronic
Review of Patient # 8's Plan of Ce;a (P?g) medical record software program to ensure
dated September 7, 2011, through March 9, compliance. Allscripts, the intended EMR
2012, on Oclober 11, 2011 at approximately 3:00 ::m;: ::',';,“;2 .b;nr:;.dﬁ togo J:\:l ;:-::l; -
p.m., revealed the patient had diagnoses that program has been Gnplemented, the in-
included recessive dystrophic epidermolysis house nursing staff will be responsible for
bullosa. Further review revealed an order for the filing clinical patient documentation in the
. patient charts. These Individuals will be
skilled nurse (SN) to provide wound care three (3) responsible for fling biweekly or more
times a week for two {2} months. fl::u!;:nt:{ta;::f::ll:’dé ;ar:: ll:::lvldunl will
e are
. 1y flled in th tient charts, If
Review of Patient # B's Skilled Nursing Visit ' o it :vfs,";_f". e
Notes dated September 7, 12, 16, 19, 21, 26 and ;!hocumt:nt ;vl::lhb::t;?\plet:d :r;d ‘!:la:;d' ‘111”1
28, 2011, on October 11, 2011, at approximately "o hold form will be placed In the patient
! 3:15 p.m., revealed the SN did not provide wound chart to expiain why e placed In the patien
care three times a week in accordance with the missing.
POC.
¢ ¢.)The corrective acdons will be monitored
. During a face to face interview with the Director o via quarterly chart audits to ensure
! Nursing on Oclober 11, 2011 at approximately ::T;‘;‘;ﬁ:n;:?ymm:;e.:m::
520 p.m., It wasacknowiedge_d the SN had not manager to ensure tcl;at el;:h patient chart
provided wound care for Patient #6 in contains a :u:mr;:y l:nl:lhlsse:nne:t :hat
- accordance with the POC, ! :‘:rc:felf“ s to the physician ordered Plan
H 456 3917.2(f) SKILLED NURSING SERVICES ! H 456
1
. Duties of the nurse shall include, at a minimum, |
. the following: ‘
. (fy Supervision of services delivered by home !
. - e
Heatth Regulalion & Licensing Administration - -  contmanton shoet 1060 13
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H 456 Continued From page 10 : H456 :
? |

. 1. Review of Patient #1's Home Health

. October 11, 2011, al approximately 4:06 p.m.,

. 2. Review of Patient #9's POC dated May 30,

health and personal care aides and household
support siaff, as appropriate;

This Statute is not met as evidenced by.
Based on record review and interview, it was
determined that the agency falled to have
supervision of services delivered by personal I
care aides (PCA) as appropriate for two (2) of len |
(10) patients in the sampie. {(Patient #1 and #9)

Thefinding includes:

Certification and Plan of Care {POC) dated May
4, 2011 thru November 3, 2011, at approximatety
4:05 p.m., on October 11, 2011, revealed the
skilled nurse {SN) was to visit ance a month for
six (6) months lo instruct and supervise the
personal care aide {(PCA). Review of Monthly
Non-Skifled Supervisory Nursing Notes on

revealad the last documented monthly note was
dated July, 2011. Further review revealed there
was no documented evidence the SN supervised
the services provided by the PCA during the
month of August 2011,

2011 thru 29, 2011, at approximately 4:20 p.m., |
on Oclober 11, 2011, revealed the SN was to visit |
once a month for six (6) months to instructand |
supervise the personal PCA. Review of Monthly
Non-Skilled Supervisory Nursing Notes on
Octaber 11, 2011, at approximately 4:30 p.m.,

and July 2011,

¢
!
]
" revealed no documented monthiy notes for June :
!
i

During a face to face interview with the Director
of Nursing on October 11, 2011, at approximately g

H 456 3917.2 (f) Skilled Nurses Services

a.) 1. The cliniclan for Patient #1 located the
missing supervisory visit documents for the
months of August 2011 and September 2011
and they were filed in the patient’s charts,

a.} 2. The clinician for Patient #9 Jocated the
missing supervisory visit documents for the

months of june 2011 and July 2011 and they
were [iled in the patlent’s charts,

b.JThe systemic changes that wlll be made to
ensure that this practice duoes not occur in
the fomre will be to utilfze an electronic
medicai record software program to ensure
compliance. Allscripts, the intended EMR
software should be ready to go live on or
before March 31, Z012, Unti) the Allscripts
program has been implemented, the in-
house nursing staff will be responsible for
Ming clinical patient docimentation in the
patient charts. These individuals wiill be
responsible for filing biweekly or more
frequently as indicated. Thisindividual will
ensure that clinical assessments are
properly flied in the patent charts. Ifa
clinician misses a visit. a misyed visit
document will be completed and placed In
the patient’s chart. If a patient is “on hoid",
an on hold form will be placed in the patient
chart to explain why the documentation is
missing.

€.)The rorrective actions will he monitored
via quarterty chart audits to ensure
compliance, Each chart will be reviewed
every 3 months by the gquality assurance
nurse to ensure that each patient’s chart
contains a monthly clinical assessment and
supervisory vislt form that corresponds to
the physician ordered Plan of Care,

Heaith Reguiation & Licensing Administration
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H 456 Continued From page 11 H 456 l
5:20 p.m., it was acknowledged the agency's SN l
did not have documentation to support whether or
not Patient #1 and #9's PCA was supervised in
accordance with the POC.
H 459 3917.2(i) SKILLED NURSING SERVICES H 456
: H 459 3917.2 ({) Skilled Nursing Services
Duties of the nurse shali include, at a minimum, |
. ' T 3 1.The clinician of patient #3 was made
the following. *) ;wa:ecduﬂn;l:n in-service held on
November 2, 2011 that she need':c‘iqtc:t 4
i i i i H 1 duri ch visit an
{i) Patient !nstrucllon. and evaiutaion of patient :::::;z ::;l;n'::: e atuated to
instruction; and determine patient understanding. The
education also needs to be properly
documented. She verbalized understanding
o?tcl‘:e pex:aper way to provide patient
i i : H education. This will be reltersted at the next
This Statute is not mel as evidenced by: ; clinical meeting to be held on December 7,
Based on interview and record review, the l 2011 and all clinicians will receive a written
facility's skilled nursing staff failed to ensure : reminder.
documentation of patient instruction, and ' 2. The clinician of patient #6 was made
evaluation of palien! instruction for four {4) of ten aware t‘::l;g;;lt:;‘sj:?::en l::l:e :"m cducate
{10) patients in the sample. (Patient#3, 6 and 7) - ‘;‘:::’:ﬂ ons dusing cach et ans ot
i education necds to be evaluated to
indi : ' d Ll tient understanding. The
The fmdmgs include: { eed::ec:n:l:: es:e::eds tobe gro;;erly al
& ted. He verbalized understandlng
1. i o?::;n pe::sper way to provide patient
; education, This will be refterated at ;h: 2:)(1
S Review of Pl P ey 11, 2011, g emns il resive 4 whteD
2011 to January 22, 2012, on October 11, 2011, | reminder.
al approximately 2:35 p.m., revealed the patient . 4
has diagnoses that included rhumatold arthrifis, 3 e e o Pvervice hetd on
emphysemia, seizure disorder and head injury November 2, 2011 that she needed to .
NOS. Review of Patient #3's Skilied Nursing Visit - sducate ::;‘;:;‘:::;'::::g:ﬂ::;’:“
Note datad August 22, 2011. on Ociobel' 11, 2011 ; determine patientundersmndlnz- The
. at approximately 2:38 p.m., reveated "diet, fluid j education alsc needs to be prop:rll)_'st din
' intake, medication and safety precautions, ; g;’f;':‘;r'::;:r' - ‘;:‘;f"n’;: patient 8
teaching tolerated well". There was no i education. This will be reiterated at the next
. documented evidence which aspect of the hesith I clinfcal meeting to be h"ﬂ;“iﬁ:’:‘mikn
teaching instructions was evaluated. ! 3::‘“‘;:‘1““ cliniclans will re
2. Review of Patient #6's POC dated September ’
Health Regulation & Licensing Administration
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H 459’ Continued From page 12 H 459 |
7, 2011 to November 9, 2011, on Octaber 11,
2011, at approximately 3:00 p.m, revealed the |
patient has diagnoses that included recessive !
dystrophic epitermolysis builosa. Review of :
Patient #6's Skilled Nursing Vis#t Note dated !
rsing Services
September 7, 2011, on Oclober 11, 2011, at 41 459 3917.2 (1) SKilled Nurzing :
approximately 2:58 p.m., revaaled “client teaching i
about diet and safety precautions and lolerated ;
well", There was no documented evidence which 1 be put i place 10 ;
ing i i that will be pu
aspect of the health teaching instructions was b) The ::’:::‘;:’m  cient practices do
evaluated ensure 1 Th
’ not accur in the future are as follows: The
clinical staff wil) recefve another ln-ser:"ilce !
3. Review of Patient #7's POC dated May 21, on December 7, 2:;;}::‘;:;:;“:;:2“: '
2011 to November 30, 2011, on October 11, 2011, e wach visit and how It Is imperatve to J
al approximately 3:00 p.m., revealed the patient evaluate the patient education. The ;:i‘l;lul |
has diagnoses that included Diabete Mellitus assessment forms wil als0 6 PEERT .
; . monthly by the in-house clinlcal sta
hypertension and bronchitis. Review of Patient T rare that all clinical staff are educating .
#7's Skilled Nursing Visit Notes dated May 31 and thelr patients and properly documenting .
June 16, 2011, on October 11, 2011, at g this education on their clinical aotes, j
approximately 3:28 p.m,, revealed medication, | ,
diet and safety precautions teaching and that the | i
teaching was tolerated well. There was no This ¢ |
' documented evidence which aspect of the health f,,}, ma.féﬁiﬁilﬁ“&ﬂlﬁ’:ﬂ: ::;::i :
teaching instructions was evaluated. and quarterislrtchart aBl;d::.s in orderte I
ensure compliance. Bach clinical
: During a face to face interview with the Director of Sbmission i";'&‘l‘.:‘i?.ﬁi‘lﬁn’?& satfto |
. Nursing (DON) on October 11, 2011, at e:sur: ::at ':tehpsftl;nt is betng property l
approximately 5:25 p.m., it was acknowledged ralated parat :'h"_““‘:'ﬁ"b“ :
the agency's skilled nurse (SN) did not document every 3 mnntl::.be;:h:Qu:uty As:urr?::: = i
spegifically the evaluation of the instructions given Nurse to ensure that ail clinical notes :
to Patient #3, #6 and #7 by the SN. Furthet contaip a monthly clinfcal assessment which
interview revealed the agency was going to fncludes patlent education. "
re-train the SNs on how to document accurately !
the evaluation of patient instructions.
i
i
|
i
|
L
Heaith Reguiation & Licensing Administration ;
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