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HO00 | fessional staff were co : ding the | Feb
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records ggssed gn a cgnsuslof ninety- | 1. wound care performance/management
o Ll  medcation regimen/ management
hundred sixty-six (366) employees and - d'-eta“{_re-g'"_-'e“/ management
two (2) home visits. The findings of the . safety inthe home

survey were based on observations in
the home, interviews with agency staff
and patient interviews as wellas a
review of patient and administrative
records.
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Dutieé of the nurse shall indude, at a
minimurm, the following:

(i) Patient instruction, and evalutaion of
patient _lnst'ruction; and

This Statute is not met as
evidenced by: Based on interview
and record review, the facility's
skilled nursing staff failed to ensure
documentation of the evaluation of
patient instruction for one (1) of ten
(10) patients in the sample. (Patient
#1)The finding includes:

"H459 -

_ 'réi;iew all documentationon a quarterly basis to
-+ determine compliance with the conditions of

. the deficiency will 'befSuspe:_ided.until_theirequiréd
_'ddc_u'rﬁehts'a're's_ub'mi_fte.d‘- : S o

. oxygen thera py safety

. disease process/management
. coordination of care '
. community resources

The Clinical Manager/Director of Nursing will
participation for home care. Staff will be notified

of the findings and requested to _corfe_c_i;lsub'mit .
the deficient documents, staff who fail to correct |
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459 poview of Patient#1's Plan of Care (POG) on

January 4, 2012 at approximately 1:00 p.m.,
revealed the patient has diagnoses that included
a Stage Il al ulcer. The wound was to be
cleansed with iormet saline, Sanyty. -

by fours secured with tape. instructed on their’
disease nursing clinical notes by the dated '

December 10,11,12, January 4, 2012, between
p.m., revealed the wound to the POC.
However-the instruction stated “Pt [patient] well".
During.a face to fade Director of Nursing
(DOH) at approximately 2:00 p.m. hesdiednuse
dd nctdocumertteaching instructions provided/
understood by Patient #1.

The patient was to be processes. Review of
Skilled Nurse (SN) 13 and 15, 2012, on 1:15
p.m. and 1:35

was treated according response to patient
tolerated treatment interview with the ...~
on January 4, 20012, it was acknowledged
the health evaluated or

ointment/Backiim applied and covered with four |

erhan Home Health Care Agency recognizes that |o3,

ny identified deficient practice may potentially |2012
ffect other clients, The corrective action toall

dentified deficiencies will be applied across the |
~lboard to all clients and/or staff to improve the
quality of services rendered. e
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