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H 000! iNITIAL COMMENTS H 000
An annual survey was conducted at your agency
from February 19, 2010, through February 23,
2010, to determine compliance with Title 22
DCMR, Chapter 39 (Home Care Agencies
Regulations). The findings of the survey were
based on a random sample of fifteen (15) clinicai
records based on a census of one
hundred-eighty-four (184) patients, fifteen (15)
personnel files based on a census of two
hundred-ninety (290) employees and five (5) ' (,U,UQ*Q, ?7\ \ \D
| home visits. The findings of the survey were ‘
based on observations in the home, interviews GOVERNMENT OF THE DISTRICT OF COLUMBIA
with agency staff and patient interviews as well as DEPARTMENT OF HEALTH -
a review of patient and administrative records. HEALTH REGULATION ADM.INISTRA HON
825 NORTH CAPTOL ST., N.E., 2ND FLQQR
WASHINGTON, D.C. 20002
H 053 3903.2(c)(1) GOVERNING BODY H 053

The governing body shall do the foillowing:

(¢) Review and evaluate, on an annuai basis, all
policies governing the operation of the agency to
determine the extent to which services promote
patient care that is appropriate, adequate,
effective and efficient. This review and evaluation
must include the following:

(1) The evaluation shall include feedback from a
representative sample consisting of either ten
percent (10%) of total District of Columbia
patients or forty (40) District of Coiumbia patients,
whichever is less, regarding services provided to
those patients.

This Statute is not met as evidenced by:

Based on a record review and interview, it was
determined that the agency failed to include
feedback from a representative sample
consisting of either ten percent (10%) of the total
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H 053 Continued From page 1 H 053

District of Columbia patients or forty (40) District
of Columbia patients, whichever is less, regarding
services provided to those patient's in it's annual
evaluation report.
The findings include:
Arecord review on February 19, 2010, at
approximately 12:40 p.m,, revealed a undated A patient satisfaction survey was sent out on
document entitled “2008 Program Evaluation” 3/2/10 to 68 discharged patients from 1/2/09 to
which failed to include feedback from a 12/31/09. To date 15 responses were received.
representative sample consisting of either ten The findings will be discussed at the 3/26/10
percent (10%) of the total District of Columbia governing body meeting, Going forward the
patients or forty (40) District of Columbia patients, administrative assistant will beresponsible for
whichever is less, regarding services provided to sending out the surveys every quarter to all
those patient's in it's annual evaluation. discharged patients during the previous quarter

and keeping a record. The administrator will
During a face to face interview with the Assistant follow-up and QC will monitor quarterly. 3/31/10
Administrator on February 19, 2010, at Attachment A
approximately 1:00 p.m., she admitted that the
above named document was the agency's recent
annual report and that it failed to provide patient
feedback as required.

H054 3903.2(c)(2) GOVERNING BODY H 054

The governing body shall do the following:

(c) Review and evaluate, on an annual basis, all
policies governing the operation of the agency to
determine the extent to which services promote
patient care that is appropriate, adequate,
effective and efficient. This review and evaluation
must include the following:

(2) The evaluation shall include a review of all
complaints made or referred to the agency,
including the nature of each complaint and the
agency's response thereto.
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This Statute is not met as evidenced by:
Based on a record review and interview, it was
determined the agency failed to include the
evaluations of reviews of complaints made or
referred to the agency, including the nature and
the response in it's annual evaluation report.

The findings include:

A record review on February 19, 2010, at
approximately 12:40 p.m., revealed an undated
document entitled "2008 Program Evaluation "
which failed to include the evaluation of reviews
of complaints made or referred to the agency,
including the nature and the response.

During a face to face interview with the Assistant
Administrator on February 19, 2010, at
approximately 1:00 p.m., she admitted the above
named document was the agency's most recent
annual evaluation report. She acknowledged the
that the document failed to include the review of
compliant.

3904.1 DIRECTOR

The governing body shall appoint a Director who
shali be responsibie for managing and directing
the agency's operations, serving as liaison
between the governing [*2880] body and staff,
employing qualified personnel, and ensuring that
staff members are adequately and appropriately
trained.

This Statute is not met as evidenced by:

Based on observations, interviews and record
reviews, it was determined that the Director failed
to manage and direct the agency's operation and

H 054

HO054

HO70

The 2008 pregram evaluation was amended 1o
reflect a review of the 2008 incident and
complaints. The revised 2008 program
evaluation will presented during the governing
body meeting scheduled for 3/26/10. The
program evaluation has a new template which
includes a review of any complaints and incidents.
The Quality Consultant will complete the 2009
program evaluation. The administrator will
follow-up. Attachment B

3/3110
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H 070 Continued From page 3 H 070 |
- failed to ensure that two (2) of fifteen (15) staff |
| members were adequately and appropriately
! trained. (Home Health Aide (HHA) #6 and #5), i
! The findings include: f
1(a). Observations conducted at Patignt #3's HO0 The involved employees were counseled. A '
, home on February 22, 2010, at approximately staff meeting was held with all aides to discuss |
+ 10:15 a.m., revealed that HHA #6 performed a their assigned dutics. On March 15, 2010 all
ﬁnger stick on the patient. During a face to face HHAs were given a copy of the duties and 1‘
- interview with HHA#6 on February 22, 2010, at signed an acknowledgement of receipt. A copy
1 approximately 10 :20 a.m. she stated that she will be placed in the personnel file. Information
a had been trained how to perform a fingerstick by related to Diabetes was disseminated on March |
| the agency. Further interview revealed that HHA 15 thru 17, 2010 and more extensive information
} | #6 would give patient a large meal if fingerstick will be provided during an in-service planned fot
- results where over 270 and she would give June 2010 by the Clinical Director. New hires
. patient orange juice if fingerstick results was will receive the same information during !
| between 60 -70. orientation. Attachment C, D v 4/30/10

. During a face to face interview with the Director,
! Director of Nursing and the Assistant
Admlmstrator on February 23, 2010, at

! approximately 11:00 a.m., revealed that HHA #5

i was not trained to perform a fingerstick.

-1 Record review on February 23, 2010, at

| approximately 12 noon, revealed that HHA #6

. was a certified Home Health Aide. There was no
. documented evidence that HHA #6 had been

\ adequately and appropriately trained to perform
fmgersttcks

‘ 1(b). During a face to face interview with Patient J

- #3's son he admitted that |
. HHA#8 gives his mother her medications when HO70 Cross reference 1(a) :

| | the family is not in the home. He indicated the he
would fill the weekly pill box and HHA#6 gives
the medication to his mother.

g Observation on February 22, 2010, at

Health Regutation Administration
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approximately 10 :15 a.m., revealed that Patient
#3 is a bed-bound patient who required total
assistant with Activities of Daily Living.

During a face to face interview with the Director,
Director of Nursing and the Assistant
Administrator on February 23, 2010, at
approximately 11:00 a.m., revealed that HHA#5
was not trained to administer medications.

Record review on February 23, 2010, at
approximately 12 noon revealed that HHA #6 was
a certified Home Health Aide. There was no
documented evidence that HHA #6 had been
trained to administer medications.

2. During a face to face interview with HHA#5
she indicated that she removes patient #4
medication from the pill boxes prepared by
patient's #4 bother and places the medications in
the patient's hand for her to take. HHA#5 also
indicated during this interview that patient #4's
brother lives down the hall and he sometimes
give the patient's her medications.

A record review of patient #4's record on
February 19, 2010 at approximately 10:25 a.m.,
revealed that patient has a diagnosis of Senile
Dementia.

During a face to face interview with the Director,
Director of Nursing and the Assistant
Administrator on February 23, 2010, at
approximately 11:00 a.m., revealed that HHA#5
was not trained to administer medications.

Record review on February 23, 2010, at
approximately 11:30 a.m., revealed that HHA #5
was a certified Home Health Aide. There was no
documented evidence that HHA #5 had been

HO070

H070

Cross reference 1(a)
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H 156

H 159

Continued From page 5

adequately and appropriately trained fo
administer medications,

3907.2(l) PERSONNEL

Each home care agency shall maintain accurate
personnel records, which shall include the
following information:

(I} Results of any competency testing;

This Statute is not met as evidenced by:

Based on a record reviews and interview, it was
determined that the agency failed to include the
results of competency test for three (3) of fifteen
(15) employee’s in the personnel record. (HHA's
#5, 11 and 14)

The findings include:
A record review on February 23, 2010, from

11:00 a.m. until 12:45 p.m., revealed that the
aforementioned employees failed to have the

results of competency test in their personnel file.

During a face to face interview with the on
February 23, 2010, at approximately 1:00 p.m.,
she acknowledged the findings.

3907.3 PERSONNEL

Each home care agency shall comply with the
Health-Care Facility Unlicensed Personnel
Criminal Background Check Act of 1998,
effective April 20, 1999, D.C. Law 12-238, and
subsequent amendments thereto, D.C. Official
Code § 44-551 et seq.

H 070

H 156

Hl156 All perscnnel files were reviewed to insure
that all competency tests were graded. The HR
director will review each test as part of the
quarterly HR file review. The quality
consultant will follow-up. Attachment E 03/16/10

H 159
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H 159 Continued From page 6 H 159
This Statute is not met as evidenced by:
Based on record review and interview, it was
determined that the agency failed to comply with
the Health-Care Facility Unlicensed Personnel
Criminal Background Check Act of 1998,
effective April 20, 1999, D.C. Law 12-238, and
subsequently amendments thereto, D.C. Official
Code 44-551 et seq. for two (2) of eleven (11)
unlicensed personnel. (HHA's #10 and 15)
The findings include:
. , H 159 All employees were advised of this requirement
1. A record review of HHA #19 s record .on during a staff meeting and in a memo dated
February 23, 2010, at approximately 12:10 p.m., March 15, 2010. The HR director will check that
revealed a criminal background check from all the required states have been investigated
District of Columbia only. during the quarterly review of the personnel files
) The initial application for employment was revised
During a face to face interview with the Assistant to capture 7 years of employment and residency.
Administrator on February at approximately 12:20 The employees will be given a letter to take to the
p.m., she acknowledged the finding. agency that do criminal background check, which
will specify what states should be included in the
2. Arecord review of HHA's #15's record on background check. Attachment F, G, 3 04/30/10
February 23, 2010, at approximately 12:50 p.m.,
revealed a criminal background check from the H159 Cross reference 1
District of Columbia only.
During a face to face interview with the Assistant
Administrator on February at approximately 1:15
p.m., she acknowledged the finding.
H 170 3907.11 PERSONNEL H 170
Each home care agency shall ensure that each
employee or contract worker shall present a valid
agency identification prior to entering the home of
a patient.
Health Regulation Administration
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Continued From page 7

This Statute is not met as evidenced by:

Based on an observation and interview it was
determined that the Home Care Agency (HCA)
failed to ensure that three (3) of the eight (8)
employees presented valid agency identification
prior to entering the home of a patient. (HHA's #
7,6,5and 9)

The findings include:

1. Observation conducted at Patient #1’s home
on February 22, 2010, at approximately 9:10
a.m., revealed that the HHA #7 did not present a
valid agency ID prior to entering the home.
During a face to face interview with HHA #7, on
February 22, 2010, at approximately 9:15a.m.,
HHA #7 indicated that she was not given an |1D
from the agency.

2. Observation conducted at Patient #3's home
on February 22, 2010, at approximately 10:15
a.m,, revealed that HHA #6 did not present a
valid agency ID prior to entering the home.
During a face to face interview with HHA #8, on
February 22, 2010, at approximately 10:20 a.m.,
HHA #6 admitted to having a valid agency iD,
however, she did not have in her possession at
the time of the interview.

3. Observation conducted at Patient #4's home
on February 22, 2010, at approximately 10:30
a.m., revealed that the HHA #5 did not present a
valid agency ID prior to entering the home.
During a face to face interview with HHA #5, on
February, 2010, at approximately 10:50 a.m.,
HHA #5 indicated that she was not given an 1D
from the agency.

4.0bservation conducted at Patient #5's home on

H170

H170

o170

H170

1. The agency has a policy regarding IDs which
was not being enforced. On 3/15/10 the agency
began issuing ID badges to all staff that needs
badges. The nurses will check with the client
that ID badges are being worn during their
monthly visits. Additionally ID badges will be
required to pick up checks insuring that staff
keeps track of their badges. In the future ID
badges will be given out during orientation by
the administrative assistant. ##hwcinut A
The HR Director will foltow up.

2. Cross reference |

3. Crossreference 1

03/31110

03/31/10

03/31/10
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February 22, 2010, at approximately 12 noon
revealed that the HHA #9 did not present a valid
agency ID prior to entering the home. During a
face to face interview with HHA #9, on
February22, 2010, at approximately 12:45 p.m.,
HHA #9 indicated that she was not given an ID
from the agency.

3911.2(s) CLINICAL RECORDS

Each clinical record shall include the following
information related to the patient:

(s) Documentation of training and education
given to the patient and the patient's caregivers.

This Statute is not met as evidenced by:

Based on interview and record review, the Home
Care Agency (HCA) failed to ensure
documentation of training and education given to
patient's caregivers for two (2) of fifteen (15)
patients in the sample,

(Patient#8and #12)

The findings include:

1. Review of Patient # 8's Plan of Care (POC)
dated August 24, 2009, through February 24,
2010, on February 23, 2010, at approximately
9:30 a.m., revealed Patient #8 was ordered
medications that included Seroquel 25mg. by
mouth every evening, Famotimide 20mg. and
Amlodipine Besylate 5 mg. by mouth every day
and Miralax one (1) scoop in eight (8) ounces of
water. Further review revealed the skilled nurse
was to visit monthly for ten (10) weeks and
instruct on medications.

H 170

H 279

H279 1. A meeting was held with licensed staff to
discuss documentation on March 16, 2010.
25 % of the non skilled programs PCA and
waiver client files will be reviewed quarterly
by the quality consultant to insure that the
POC is being followed. Clinical Director
Will monitor monthly and Quality Consultank
will monitor quarterly for compliance.
Attachment H, I

4/30/10
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Review of Patient# 8's monthly assessment
notes dated February 4, 2010, January 5, 2010,
December 8, 2009 and November 19, 2009, on
February 23, 2010, at approximately 9:40 a.m.,
revealed no evidence of medication instruction.

2. Review of Patient # 12's POC dated October
6, 2009, through April 06, 2010, on February 23,
2010, at approximately 10:35 a.m., revealed
Patient #11 was ordered medications that
included Amlodipine 5 mg., Advil 200 mg. two (2)
tablets and Women's Vitamins one (1) tablet by
mouth, every day. Further review revealed the
skilled nurse was to visit monthly and instruct on
medications.

Review of Patient # 12's monthly assessment
notes dated February 22, 2010, February 4, 2010
and November 20, 2009, on February 23, 2010,
at approximately 10:40 a.m., reveailed no
evidence of medication instruction.

During a face to face interview with the Director
of Nursing (DON} on February 23, 2010, at
approximately 2:35 p.m., it was acknowledged
the skilled nursing staff did not instruct Patient # 8
and # 12 on medication management.

There was no documented evidence of training
and education given to the patients on medication
management.

3912.2(c}(1) PATIENT RIGHTS &
RESPONSIBILITIES

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

H 279

H279

H293

2. Cross reference 1

04/30/10
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H 203| Continued From page 10 H 283
(c) To be informed orally and in writing of the
following:
(1) Services to be provided by the agency,
including any limits on service availability;
This Statute is not met as evidenced by:
Based on record review and interview, it was H293 The Patient’s Bill of Rights was revised io
determined that the agency failed to include the state that the above information is available
patient has the right to be informed orally and in in writing. The current policy staies that
writing the services to be provided by the agency, the information was given orally. All
including any limits on services available in if's current clients will be given the revised
Patient Rights and Responsibilities Policy. addendum to the Bill of Rights. A copy will
be given to the client on the nurse’s next
. i ) home visit and/or by April 30, 2030,
The findings include: However, the agency has currently in use
. . . a form titled “PT agreement™ which states
Review of the Agency's pollcy and proc_edure on what services will be provided.
February 19, 2010 at approximately 12:00 p.m., The - .
; : ! admitting nurse/therapist
failed to disclose a policy or procedure to address reviews this form with the paticnt during the
thal patient's have the right lo be informed orally Amissi A pahie tain eé;
and in writing of the services to be provided by ah ssion prgc.ess' ‘;‘_’py 15 m:;i' P n
the agency, including any limits on services the home and in the client’s medical file.
availability. This form is checked as part of the
Quarterly. Record Review by the quality
The Assistant Administrator acknowledged the consultant. Attachment K and L 4/30/10
finding during a face to face interview on
February 19, 2010, at approximately 12:50 p.m.
H 294, 3912.2(c)(2) PATIENT RIGHTS & H 294
RESPONSIBILITIES
Each home care agency shall develop policies to
ensure that each patient who receives home care
services has the following rights:
(¢) To be informed orally and in writing of lhe
following:
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(2) Whether services are covered by health
insurance, Medicaid, Medicare, or any other
sources, and the extent of uncovered expenses
for which the patient may be liable;
This Statute is not met as evidenced by: H279 The Patient’s Bill of Rights was revised to
Based on record review and interview, it was state that the above information is available
determined that the agency failed to include the in writing. The current policy states that the
patient has the right to be info!'med orally and in information was given orally. All current
writing the services to be provided by the_ag‘e,ncy, patients will be given the revised addendum
including any limits on services available in it's to the Bill of Rights. A copy will be given
Patient Rights and Responsibilities Policy. to all patients on the next visit and/or by
April 30, 2010. However, the agency has,
. . . in use currently, a form titled “Patient
The findings include: Agreement” which details what each
Review of the Agency's policy and procedure on m tflov ers and t;lhe Ch.em re?pons&?ilht’r‘
February 19, 2010 at approximately 12:00 p.m., & © acmitiing nurse/therapist reviews this
failed to disclose a policy or procedure to address orm with the patient during the admission
that patient's have the right to be informed orally process. A copy is maintained in the home
and in writing of the services to be provided by and in the client’s medical file. This form is
the agency, including any limits on services checked as part of the Quarterly Record
availability. Review by the Quality Consultant.
Attachment K and L 4/30/10
The Assistant Director acknowledged the finding
during a face to face interview on February
19,2010 at approximately 12:50 p.m.
H 296, 3912.2(c)(4) PATIENT RIGHTS & H 266
RESPONSIBILITIES
Each home care agency shall develop policies to
ensure that each patient who receives home care
services has the following rights:
{¢) To be informed orally and in writing of the
following:
{4) Prompt notification of acceptance, denial or
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reduction of services;
This Statute is not met as evidenced by:
Based on record review and interview, it was L . i
determined that the agency failed to include the H2% The patient’s Bill of Rights was revised to
patient has the right to be informed orally and in reﬂf:ct ﬂu§ information. All current
writing the prompt notification of acceptance, paticnts will be given the revised addendum
denial or reduction of services in it's Patient to the Bill of Rights. A copy will be given
Rights and Responsibilities. to the clients on the nurse next home visit
and/or by April 30, 2010. All clients
The findings include: accepted into service after the initial
evaluation is given a schedule of the
Review of the Agency's policy and procedure on expected visit dates. All clients
February 19, 2010, at approximately 12:00 p.m., requesting an increase in services i.c.
failed to disciose a policy or procedure to address PCA services are cvaluated, using a
that patient's have the right to be informed orally worksheet . which assesses the
and in writing of prompt notiﬁcatlon of functional needs of the patients. Clients
acceptance, denial or reduction of services. requesting an increase in services which
The Assistant Administrator acknowledged the are denied will receive a written response
. . X . from the Clinical Director which will
finding during a face to face interview on .
February 19, 2010, at approximately 12:50 p.m. become part of the medical record. The
quality consultant will review all records
here services were denied to insure this
H 304| 3912.2(h) PATIENT RIGHTS & H 304 where sefvices were ure
RESPONSIBILITIES documentation is in the record,
Attachment K 4/30/10
Each home care agency shall develop policies to
ensure that each patient who receives home care |
services has the following rights:
(h) To refuse all or part of any treatment, care, or
service, and to be informed of the consequences
of refusal;
This Statute is not met as evidenced by:
Based on a record review and interview, it was
determined that the agency failed to include that
the patient has the right to refuse all or part of any
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H 304, Continued From page 13 H 304
treatment, care or service, and to be informed of
the consequences of refusal in it's Patient Rights
and Responsibilities Policy.
The findings include:
Review of the Agency's policy and procedure on
February 19, 2010, at approximately 12:00 p.m., H304 The patient’s Bill of Rights was revised to
failed to disclose a policy or procedure to address reflect this information. All current clicnts will
that patient's have the right to refuse all or part of be given the revised addendum to the Bill of
any treatment, care, or services, and to be Rights. A copy will be given to the clicnt’s on
informed of consequences of refusal. the nurse next home visit and/or by April 30, 20]0. 3010
The Assistant Administrator acknowledged the
finding during a face to face interview on
February 19, 2010, at approximately 12:50 p.m.
H316| 3912.6 PATIENT RIGHTS & RESPONSIBILITIES| H 316

The home care agency shall take appropriate
steps to ensure that all information is conveyed,
pursuant to these rules, to any patient who
cannot read or who otherwise needs
accommodations in an alternative language or
communication method. The home care agency
shall document in the patient's records the steps
taken to ensure that the patient has been
provided with all required information.

This Statute is not met as evidenced by:

Based on a record review and interviews | it was
determined that the agency failed to include in it
patient Right's an Responsibilities Policy that the
agency will take appropriate steps to ensure that
all information is conveyed, pursuant to these
rules, to any patient who cannot read or who
otherwise needs accommodations in altemative
language or communication method. The agency
will document in the patient's records the steps
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H316| Continued From page 14 H 3186
taken to ensure that the patient has been
provided with all required information.
The findings include:
A record review on February 19, 2010, at H316 The agency had an interpreter policy which
approximately 12:00 p.m., revealed the agency's states that a list will be kept of all staff who
Patients Rights and Responsibilities which failed speak a second langnage and who agree to be
to include the agency will take appropriate steps an interpreter. It was revised to reflect that the
to ensure that all information is conveyed, agency will also use family members of the
pursuant to these rules, to any patient who client, with written permission from the client,
cannot read or who otherwise needs for patient assessment questions and teaching.
accommodations in alternative language or Every effort will be made to provide teaching
communication method. The agency will information in the language of the patient.
document in the patient’s records the steps taken The nurse/ therapist will be required to indicate
to ensure that the patient has been provided with in the medical record when an interpreter was
all required information. used. The Quality Consultant for will review
the record for appropriate documentation when
The Assistant Director acknowledged the finding it is know that there is a non-English speaking
duri i to face intervi Febn 19 client receiving services. Staff meeting to
uring a face to face in erview on February 19, discuss this Tequirement will be held on
2010, at approximately 12:50 p.m. 3/17/10. Attachment M 4/30/10
H 355 3914.3(d) PATIENT PLAN OF CARE H 355
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 evidenced by:
Based on interview and record review, the facility
failed to ensure the plan of care (POC) described
the specific Home Health Aide (HHA) services to
be provided for twelve (12) of fifteen (15) patients
(Patient# 1, #3,#4,# 5, #6, #8, #10, #11, # 12,
Health Reguiation Administration
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# 13, # 14 and #15) in the sample.
The findings include:
Review of Patient # 1, #3, #4, #5, #6, # 8, # 10,
#11, #12, # 13, # 14 and #15's Home Health H355 The POC will include a list of the activities
Certification and Plan of Care (POC) on February (bath, hygiene/grooming, procedures,
19 and February 23, 2010, approximately activities, nutrition, housekeeping) to be
between 9:50 a.m. to 1:45 p.m., revealed only the performed by aides, effective immediately,
frequency of the Home Health Aide (HHA) for all new admissions and upon recertification
services to be provided and not a description of of any existing plans of care. The Clinical
the specific HHA services to be provided. Director will review each POC before it is
sent for physician signature. The mw
During a face to face interview with the Director Consultant will review all POCs during the
of Nursing (DON) on February 19 and February quarterly record review for this new element. 4/30/10
23, 2010, at approximately 2:00 p.m., it was Abac e &
acknowledged the POC did not describe the
specific HHA services to be provided for # 1, #3,
#A4,#5 #06, #8,#10,#11,#12, #13, # 14 and
#15's .
There was no documented evidence the POC
included a specific description of the HHA
services to be provided.
H 359 3914.3(h) PATIENT PLAN OF CARE H 359
The plan of care shall include the following:
(h) Prognosis, including rehabilitation potential;
This Statute is not met as evidenced by:
Based on record review and interview, the
agency's Plan of Care (POC) failed to include
prognosis, including rehabilitation potential for
two (2) of fifteen (15) patients in the sample.
(Patient #5 and #8)
The findings include:
Health Regulation Administration
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Review of Patient #5 and #8's Home Health
Certification and Plan of Care (PO_C) on February | 1359 A staff meeting was held with the nursing
19 and Fet?ruary 23, 2010, approximately 9:35 staf to discuss the need to include this
a.m., t0 11:00 am,, revealed the POC did not information on the POCs. The Clinical
include the prog nosis, including rehabilitation Director will review each POC before it is
potential for the patient. sent for physician’s signature. The Quality
During a face to face interview with the Director C::If;:am mildmgaul OCs during the 4/30/10
of Nursing (DON) on February 23, 2010, at q ¥ TCCOTC review.
approximately 1:15 p.m., it was acknowledged
Patient # #5 and #8's POC did not include the
prognosis.
There was no documented evidence the POC
included the prognosis, including rehabilitation
potential for the patients.
H 363 3914.3(l) PATIENT PLAN OF CARE H 363
The plan of care shall include the following:
(1) Identification of employees in charge of
managing emergency situations;
This Statute is not met as evidenced by:
Based on a record review and interview it was
determined the agency failed to include H363 This information will be included on the
identification of employees in charge of managing POC. A staff meeting was held with the
emergency situations for fifteen (15) of fifteen nursing staff to discuss the need to include
(15) patients in the sample. (Patient# 1, #2, #3, this information on the POCs. The Clinical
#4, %5 #6, #7, #8,#9, #10, #11, # 12, # 13, # Director will review each POC before It1s
14 and #15) sent for physician’s signature. The Quality
Consultant will review all POCs for this
T i include: information during the quarterly record
he findings include review, Attachment N 4/30/10
Review of Patient # 1, #2, #3, # 4, #5, #6, #7, #
8, #9,# 10, #11, #12, # 13, # 14 and #15's plan
of care (POC) on February 19 and February 23,
Health Regulation Administration
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2010, approximately between 10:00 a.m., to 2:00
p.m., revealed the POC did not include
identification of employees in charge of managing
emergency situations.

During a face fo face interview with the Director
of Nursing (DON) on February 23, 2010, at
approximately 2:10 p.m., it was acknowledged
the POC did not include identificafion of
employees in charge of managing emergency
sifuations for Patient # 1, # 2, #3, #4,# 5, #6,
#7#8,#9, #10, #11, #12, #13, # 14 and #15.

There was no documented evidence on the POC
of identification of

employees in charge of managing emergency
situafions.

H 364/ 3914.3(m) PATIENT PLAN OF CARE
The plan of care shall include the following:

(m) Emergency profocols: and...

This Statute is not met as evidenced by:

Based on inferview and record review the Home
Care Agency (HCA) failed fo ensure the plan of
care (POC) included emergency protocols for
fifteen(15) of fifteen (15) patients in the sample.
(Patient# 1, #2, #3,# 4, # 5, #6, #7# 8, #9, # 10,
#11,#12, #13, #14 and #15)

The findings include:

Review of Pafient# 1, # 2, #3, #4, #5, #6, #7, #
8, #9,#10, #11, #12,# 13, # 14 and #15's plan
of care (POC) on February 19 and February 23,
2010, approximately between 10:05 a.m., to 2:05
p.m., revealed the POC did not include

H 363

H 364

H364 This information will be included on the
POC. A staff meeting was held with the
nursing staff to discuss the need to include
this information on the POCs. The Clinical
Director will review each POC before it is
sent for physician’s signature. The Quality
Consultant will review all POCs during
the gquarterly record review.

331110
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emergency protocols.
During a face to face interview with the Director
of Nursing (DON) on February 23, 2010, at
approximately 2:15 p.m., it was acknowledged
the POC did not include emergency protocols for
Patient# 1, # 2, #3, # 4, # 5, #6, #7, # 8, #9, # 10,
#11,#12, #13, # 14 and #15.
There was no documented evidence the POC
included emergency
protocols.
H411; 3915.11(f) HOME HEALTH & PERSONAL CARE | H411
AIDE SERVICE
Home health aide duties may include the
following:
(f) Observing, recording, and reporting the
patient's physical condition, behavior, or
appearance;
This Statute is not met as evidenced by: _ . .
Based on a record review and interview, it was Hall &?ﬂh@‘;‘d&fﬂ.‘ “;duficw"ek%“s‘; m}rg{l;as
determined that the agency failed to ensure home Cen revisec 1o Inclide a scolion for a ks
health aides recorded, and reported on th assesament for the client’s physical condition,
o . e ’.a.n repo e on ine behavior or appearance. The office staff will
patient's physical condition, behavior or review the documentation and refer to the
appearance twelve (12) of fifteen (15) patients Clinical Director for follow-up if that has not
(Patient# 1, #3, #4, #5, #6, # 8, #10, #11, #12, already occurred. A staff meeting is scheduled
#13,# 14 and #15) in the sample. for April 10, 2010 to orient the HHA staff to the
) ) required documentation. Documentation of home
The findings include: visits will be part of the orientation for new
cmployees. The Quality Consultant will review
Review of Patient# 1, #3,#4, #5, #6,#8, #10, the HHA visit documentation as part of the
#11,#12, # 13, # 14 and #15'S medical records quarterly record review.
on February 19 and February, 2010, Attachment O 3/31/10
approximately between 10:15 a.m., to 1:48 p.m.,
Health Regulation Administration
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H4t1| Continued From page 19 H411

revealed the home health aides had not recorded
and reported the patient's physical condition,
behavior, or appearance to the agency.

During a face to face interview with the Director
of Nursing (DON) on February 23, 2010, at
approximately 2:30 p.m., it was acknowledged
the home health aides had not recorded and
reported Patient # 1, #3, # 4, #5,#6,#8, # 10,
#11,#12, # 13, # 14 and #15's physical
condition, behavior, or appearance to the agency.

There was no documented evidence the home
health aides recorded and

reported the patient's physical condition,
behavior, or appearance to the agency.

H 459 3917.2(i) SKILLED NURSING SERVICES H 459

Duties of the nurse shall include, at a minimum,
the following:

(i) Patient instruction, and evalutaion of patient
instruction: and

This Statute is not met as evidenced by:
Based oh interview and record review, the H459
facility's skilled nursing staff failed to ensure
documentation of patient instruction, and

1. The survey findings were discussed in a
staff meeting with the licensex! staff on
March 10, 2010. Additionally the Clinical

evaluation of patient instruction for three (3) of Director did one on one sessions with the
fifteen (15) patients in the sample. Nursing staff to discuss documentation
(Patient #4, #5 and #11) concerns. Documentation is also discussed
in orientation of new licensed hirees. Evaluation
The findings include: of treatment regimen, patient teaching and
evaluation and progress towards goals is part of
1. Review of Patient # 4's Plan of Care (POC) the quarterly record reviews and will be ongoing,.
dated December 23, 2008, through February 20, Attachment 4 3/31/10

2010, on February 19, 2010, at approximately
Health Reguiation Administration
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During a face to face interview with the Director
of Nursing (DON) on February 19, 2010, at
approximately 2:00 p.m,, it was acknowledged
the skilled nursing staff did not document the
specific evaluation of the medication instructions
given to Patient #5.
There was na documented evidence the
evaluation of instruction given to the patient.
3. Review of Patient # 11's POC dated H459 1 3. Cross reference 1 04/30/10

November 11, 2009, through May 11, 2010, on
February 23, 2010, at approximately 10:15a.m.,
revealed Patient #11 was ordered medications
that included Nitropatch 0.2mg./Hr. apply 8:00
a.m. and remove at 8:00 p.m.,Vasotec 10mg.
twice a day, Plavix 75mg., synthroid 50 mg. and
Fexmid 7.5 mg by mouth every day, pericolace
one (1) tablet by mouth every night. and
Prednisolone 1%, one (1) drop every day. Further
review revealed the skilled nurse was to visit
monthly and instruct on medications.

Review of Patient # 11's monthly assessment '
notes dated January 26, 2010, at approximately i
10:30 a.m., revealed " review of medications with
instructions on actions and side effects. Client
and aide said they understood the information
given".

During a face to face interview with the DON on
February 23, 2010, at approximately 2:35 p.m., it
was acknowledged the skilled nursing staff did
not document the specific medications Patient
#11 was instructed on and the specific evaluation
of the instructions.

There was no documented evidence of the
specific instruction, and evaluation of instruction
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9:15 a.m., revealed the skilled nurse was to
instruct the client and caregiver on disease
process and diease management.

Review of Patient # 4's monthly assessment
notes dated February 5, 9, 12, and 1, 2010, on
February 19, 2010, at approximately 9:20 a.m.,
revealed instructions given to aide to use safety
for transfers and cane use, body fluids, keep
dressing clean and dry and to balance activity
and rest. "Aide voiced understanding of
information given”.

During a face to face interview with the Director
of Nursing (DON) on February 23, 2010, at
approximately 2:35 p.m., it was acknowledged
the skilled nursing staff did not evaluate the
specific instructions given fo Patient #4.

There was no documented evidence of the
evaluation of the specific instructions given to the
patient.

2. Review of Patient # 5's POC dated September
17, 2009, through March 17, 2010, on February
19, 2010, at approximately 11:25 a.m., revealed H459 2. Cross reference 1 04/30/10
the skilled nurse was to visit monthly and instruct
on medications.

Review of Patient # 5's monthly assessment
notes dated January 4, 2010, on February 19,
2010, at approximately 10:35 a.m., revealed the
patient was prescribed Diovan HCT 160-12.5 mg.
one (1) tablet daily for hypertension. Further
review revealed " instructed client [on] the
importance of new medication for blood pressure
and the importance taking blood pressure before
taking medication for hypertension”.
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given to the patient.
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