Thig Statute is not met as evidanced by:

. Based on a record review and interview, it was

- determined that agency failed to ensure that one

. (1) of ten (10) employees received an annual

i screening for communicable dissase . (Employee
| #1-RN)

" The findings include:

| On Dacember 29, 2011, a review of employee

#1's record at approximately 11:00 a.m. reveaied
a negative PPD report dated November 6, 2010.
There was no documented evidence that a PPD

- had been done during 2011.

During a face to face interview with the Director of

Operations on Dacember 28, 2011 at

health screenings and required
documentation.

Compliance will be monitored by the Director
of Operations and/or Designee by auditing
100% of personnel records to ensure annual
screening is completed according to
guidelines and the required documentation is
in the records.

The Pl program will include quarterly 1-3
randomly selected active personnel records
to audit compliance with annual health
screenings and required documentation.
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H 000] INITIAL COMMENTS H 000
An annual licensure survey was conducted from
December 28, 2011, through December 30,
2011, to determine compliance with Title 22 J / 3!’ /}‘
DCMR, Chapter 39. The findings of the survey
were based on a random sample of eight( 8) § .
 active clinical records based on a census of mw&ww
ninety (S0) patients, two (2) discharge records, e ormediate Care Divislon
ten (10) personnel files based on a census of 599 North Cepitol 8¢, N.E.
asight-teen(18) employees and three (3) home Washington, D.C.
visit. The findings of the survey were based on
staff interviews , review of clinical records and
observations.
H 163 3907.7 PERSONNEL H 183
Each employee shall be screened for The Director of Operations will ensure each  {2/3/2412
{ communicable diseasa annually, according to the employee shall be screened for
guidelines issued by the federal Centers for communicable disease annually and
Disease Control, and shall be certified free of personnel records shall contain required
communicable diseasa. documentation of compliance.
The Director of Operations will in-service
office staff regarding agency policy for annual

q
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RESPONSIBILITIES

Each home care agency shall develop policies to
ensure that each patient who receives home care
services has the following rights:

{d) To receive treatment, care and services
consistent with the agency/patient agreement and
with the patient's plan of care;

This Statute is not met as evidenced by

Based on record review and interview, it was
determined the Home Care Agency (HCA) falled
to have an effective policy to ensure treatment,

| care and services was consist with the patient's

plan of care (POC) for one (1) of ten (10) patient's
in the sample. (Patient # 10)

i The finding include:

. On December 28, 2011, a review of patient #10's
: recond at approximately 9:50 a.m. revealed a

document entitiad "supplemental orders” dated
November 10, 2011 in which the physician
ordered HHA services three (3) times a week for
three (3) weeks; two (2)times a week for two
(2)weeks effective November 14, 2011 .

Further review of the record revealed there was
no decumentad evidence HHA services had been
provided the week of November 14, 2011 through
November 20, 2011. Additionally, it was reveaied
that during the week of November 21, 2011

with all clinical staff to review Missed Visit
note process and policy, which is to
communicate when patient visits are not
made. Director of Operations will in-service
clinical staff on policy TX-001 — Physician

Care, which would include staff rescheduling
missed visits to enable them to maintain the
visit frequency.

Business Office Specialist will notify the
Director of Operations/Clinical
Manager/Designee when staff do not call in
their schedules twice daily to inform the
office of missed visits.

Business Office Specialist will review Visit
Frequency Report weekly — will bring any
missed visits by Home Heaith Aide staff to the
attention of Director of Operations/Clinical
Manager/Designee for follow-up/review to
assure a Missed Visits note was completed.

Continued monitoring will be incorporated
into the quarterly Performance Improvement
auditing process by the Director of Operations
and/or Designee.

Orders and Medical Supervision of the Plan of

TENDER LOVING CARE WASHINGTON, DC 20008
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H 163 | Continued From page 1 H 163
approximately 12:00 p.m., she indicated there
was no documented evidence an annual
screening for communicable disease had been
done for this employee during 2011.
H 300, 3912.2(d) PATIENT RIGHTS & H300  pirector of Operations will hold in-service IiZ/S/ 2012
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' through November 27, 2011 HHA services had

been provide only once. There was no
documented evidence HHA services had been

| provided three (3)times per week as ordered .

During a face to face interview with the Director of
Operation on December 29, 2011 at
approximately 12:00 p.m., she indicated
"supplemental orders" are orders to update the
POC. She also indicated there was no
documented evidence HHA services had been
provided on the aforementioned dates at the time
of this survey.

3914.3(d) PATIENT PLAN OF CARE
The plan of care shall include the following:

(d) A description of the services to be provided,
including: the frequency, amount, and expected
duration; dietary requirements; medication
administration, including dosage; equipment; and
supplies;

- This Statute is not met as evidencad by:

Basad on a record review and interview, It was
revealed that the Home Care Agency (HCA)
failed to include a description or frequency of

: services to be provided for two(2)of two(2)plan of

care's (POC's)in the sample.
(Patient #3 and # 10)

: The finding includes:

' 1. On December 2B, 2011, a review of patient

#3's racord at approximately 11:38 a.m. revealed
a POC with a certification period November 30,

i 2011 through January 28 , 2012. The physician

H 300

H 355

The Director of Operations will provide an 2/3/2912
in-service to all clinical staff regarding Policy
TX 001 - Physician Orders and Medical
Supervision of the Plan of Care. Orders
relating to Home Health Aide services should
be descriptive as it relates to the patient’s
needs.

All Plans of Care and verbal orders will be
reviewed by the CM/DOO/Deslignee within 48
hours of completion and receipt.

Director of Operations or Designee will
complete random chart audits of 5 charts per
quarter with Home Health Aide services to
assure orders are in compliance.
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ordered Home Health Alde (HHA) services to
perform and assist with personal care services for
the patient as directed by the supervising RN or
therapist. Further review of the document
revealed there was no documented evidence of
the description of services the HHA was assigned

' to perform.

During a face to face interview with the the
Director of Operation on December 28, 2011 at

: approximately 12 :00 p.m., she indicated the HHA

services o be provided was not descriptive on
the POC.

2. On December 29, 2011, a review of patient
#10's record at approximately 11:38 a.m.
revealed documents entitied "supplemental
orders" dated November 10, 2011,December 15,
2011 and December 22, 2011 in which the
physician ordered HHA services.

During a face to face interview with the Director of
Operation on December 28, 2011 at
approximately 12:00 p.m., she indicated
“suppiemental orders” ars orders to update the
PCC, She indicated the HHA servicas to be
provided were not descriptive on the
supplemental orders.

3914.4 PATIENT PLAN OF CARE

Each plan of care shall be approved and signed
by a physician within thirty (30) days of the start
of care; provided, however, that a plan of care for

- personal care aide services only may be
| approved and signed by an advanced practice
. registered nurss. If a plan of care is initiated or

revised by a telephcne order, the telephone order
shall be immediately reduced to writing, and it

H 355

H 386
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H 388 | Continued From page 4 Hass Al Planesd o; Care a?d velrbal orderj will be f 2/3/20h2
. - .y review y the Clinical Manager/Director ¢
shall be signed by the physician within thirty (30) Operations/Designee within 48 hours of :
days. completion and receipt. Once the plans of
care and verbal orders are reviewed and
. . . marked complete, the orders wili be
;::ihtumm n;tet a:ng\fd;r;mbx‘m‘ forwarded to the Business Office Specialist for
9“ review n ! processing and submitting to the physician.
determined that the Home Care Agency (HCA)
failed to ensure the patient's Pian of Care (POC)
100% of all plans of care and verbal orders
was approved and signed b‘; a physhl)c fan M.?‘.I? will be reviewed for completeness prior to
E::,?(y.l(oa)o) d;g:t: :r:h t:: tsaar:-no ;a (ri.;atiernci):r;eé)) © sending to the physician by the Clinical
pa ple. Manager/Director of Operations/Designee.
. . . The OASIS/Plan of Care tracking process and
i The findings include: verbal order tracking will be monitored
On December 28, 2011, a review of Patient #2's weekly by the Director of Operations and
record at appmxi'mahelg; 10:38 a.m. revealsd a Business Office Manager for timeliness of
POC with a certification period of November 19 processing all orders utilizing the Operaticnal
2011 through January 17, 2012. There was no ' Dashboard and reports. Orders not returned
documented evidence of 2 physician's signature signed within 14 days are resubmitted for
at the time of this survey. signature, per agency policy. This process will
i be reviewed by the Director of Operations
. During a face to face interview with the Director with the Business Office Manager and
of Operation on December 28, 2011 at Business Office Specialist to assure
approximately 11:30 a.m., it was acknowledged compliance.
Patient #2's POC had not been signad by a
physician at the time of this surveg. y The Certification/Event Tracking Report will
be run daily by the Business Office
411 301511() HOME HEALTH & PERSONAL CARE | W11 |Shecls/usnssofce banager 1 e
Plans of Care being sent to the physician and
! Home health aide duties may include the returned timely. The order Tracking Report
following: will be run daily by the Business Office
‘ Specialist/Business Office Manager to assess
(f) Observing, recording, and reporting the tlmellnedss.of slubmlttlng verbal orders and
- patient's physical condition, behavior, or returned timely.
| appearance;
This Statute is not met as evidenced by:
Heaith Regulation & Licensing Administration
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H 411 Continued From page 5 H 411 In-service to be provided by Director of 2/3/2002
) Operations to Home Health Aide staff on
m%‘;: m&”;ﬁﬂ:imm' izr‘fg: ) Policy AA-011, Home Health Aide Care
falled to ensure home heaith aides racf:yrded and Plan/Assignment. Home Health Aides are to
reported on the patient's physical condition ' record and report on patient’s physical
behavior or appearance for two (2) of two ('2) condition, behavior or appearance at each
patients in the sample. ( Patient's #3 and #10) home visit.
The findings include: Director of Operations/Clinical
' Manager/Designee to review each active :
1. On December 28, 2011, a raview of patient patient’s Home Health Aide notes to assure
#3's record reveale& an héme health aide (HHA) compliance with documenting patient’s
progress note date December 9, 2011. There physical condition, behavior or appearance in |
was no documented evidence the HHA reported the appropriate section of patient’s medical |
on the patient's physical condition, behavior or record.
appearance .
Director of Operations/Designee to complete
During a face to face interview with the Director of 10 random chart audits per quarter with
Operation on Decamber 28, 2011 at Home Health Aide services to assure
approximately 12:00 p.m., she indicated the HHA compliance.
" had not reported the patient's physical condition,
_behavior or appearance.
2. On December 29, 2011, & review of patient #
' 10's record revealed HHA progress notes from
November 22, 2011 through December 22, 2011.
There was no documented evidence the HHA
reported on the patient's physical condition,
behavior or appearance.
 During a face to face interview with the Director of
Operation on December 29, 2011 at
approximately 12:30 p.m., she indicated the HHA
had not reported the patient's physical condition,
behavior or appearance.
H 453 3617.2(c) SKILLED NURSING SERVICES H 453
Duties of the nurse shall include, at a minimum,
the following:
Heaith Regulaticn & Licensing Administration
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pag ' An in-service will be completed by the 2/3/2012
{c} Ensuring that patient needs are met in Director of Operations with all RN’s and LPN’s
accordance with the plan of care; jon Policy AA-014, Plan of Care Planning
Process. All clinicians will be instructed that
. . . levery treatment provided must have proof of

Thig Statute is not met as evidenced by: a physician order in the clinical record. If

- Based on record review and interview, it was orders are not obtained, treatment may not
reveale‘t-"h the tHOTeeS:re Agr:nmcz:'a“edootgrd be rendered. All ctinicians will have access to
ensure the patient needs we na ance lorders via point of care prior to delivering

| with the plan of care (POC) for ona(1)of tan(10) care. If care cannot be delivered as ordered,

patients in the sample. (Patient #2 ) there is documentation of physician

o ) ' notification and new orders are obtained as
The finding includes: applicable. All lab orders will be specific to
, . . the test ordered to include the date the lab Is
Cn Decal mber 28, 2011, r%lg\g of Patient #f:d ito be drawn and education on the need for
. 8t appro:umageiy -9 a.m., revea a the complete and accurate documentation to
Plan of Treatment with certification period - i :
support physician orders. This includes but is
November 19, 2011 through January 17, 2012 not limited to all lab procedures
the physician ordered the skilled nurse to obtain P ' |
m:%nhamgfqgmhm:ﬁ”ﬁg%m All patients with lab draws will be identified '
to Physician Y by the Director of Operations/Clinical
i ) Manager/Designee and reviewed weekly at

| Further review of the record revesled there was atents conditons and/or service nesds. Al

| no mented evidence the PT/INR (lab ) had rab orders will be reviewed by the Directolr of |
been drawn on December 1, 2011 (Thursday) o it IV‘ yhe p 5
and December 15, 2011 (Thursday). Operations/Clinica Manalger/De'_stgnee or |

: completeness and compliance with orders !

i being processed timely. i
Adaitionally,a skilled nursing note dated X o ‘
Decamber 11, 2011 (Sunday) revealed a PT/INR Fontmued monitoring will be incorparated |

' (lab) had been drawn. However there was no mto.t'he Quarterly Performance Improvement

- documented evidence of an order to draw the auditing process by the DOO/Designee. |

' PT/INR (lab } on Sunday in the record at the time

; of this survey.

- During a face to face meeting with the Director of

¢ Qperation on December 28, 2011 at

| approximately 11:30 am., she indicated the labs
had not been drawn on 12/01/11 and 12/15/11
and that there was not an order to draw the lab on

Feat Raguiaton & icenying Adrinatration
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