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H 000° INITIAL COMMENTS H 000
‘ E
- An anhual survey was conducted at your agency ‘ -
from March 22, 2010, through March 23, 2010, to 1 gcew ,_15 / t4fre
determine compliance with Title 22 DCMR, ' i
- Chapter 39 (Home Care Agencies Regulations). GOVERNMENT OF THE DISTRICT 0F COLUMEIA
* The findings of the survey were based on a DEPARTMENT (UF HEALTH
. random sample of ten (10) dinical records based HEALTH REGULATION ADMINIG ¥R 2 TION
: on a census of one hundred-seventeen (117) 825 NQRTH CART . 8T. 8% 0 r00R
! patients, ten (10) personnel files based on a WASHINGTON, D.C. 20002
: census of twenty-four (24) employees and three _
' (3) home visits. The findings of the survey were ;
based on observations in the home, interviews :
. with agency staff and patient interviews as well as ;
a review of patient and administrative records.
f
H 149, 3907.2(e) PERSONNEL H 149 Tag 3907 Personnel ;
j 1. The corrective actions for 5
i Each home care agency shall maintain accurate patientsiclients affected by the deficient '

- personnel records, which shall include the
 following information:

|
() Heaith certification as required by section |
3907.6;

. This Statute is not met as evidenced by:

~ Based on a review of the Home Care Agency's
(HCA) personnel records and interview, the HCA
failed to ensure two (2) of ten (10) staff had

practice are:

1a. Staff #8, #9, the agency will ensure that
each of the cited employee’s health |
certificates, staff #3, staff #5 and staff #10
each of the cited employees position
descriptlons, and staff #%'s documentation |
of acceptance or declination of the !
Hepatitis Vaccine are made part of their i
empioyment files. ‘
1b. The Director of Operations wili

. current heatth certification. (Staff #8, Medical perform in-service with office H-2o-10
i Social Worker (MSW), and #9, RN) staffiBusiness Office Manager regarding '
: . . required documentation needed upon hire i
The findings include: for all new employees !
Review of the HCA's personnel records on March 2 ma:ag;m:mlram will 'de:":yt:;h:' 5
- 22, 2010, beginning at 11:00 a.m., revealed Staff pa clients having the potentia
#8, and #9's personnel records failed to evidence affected by the deficient practice and take
. & Health Certificate. £ the following corrective actions:
; 2a. 100% of personnel files will be audited : L{- 23
- During the face-to-face interview on March 23, 1 by the Business Office Manager to ensure ¢ | o
fa1 /] i
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! 2010, at approximately 4:30 p.m., with the
: Adminisirator/ Director of Operations, it was

; falled io evidance a Health Certificate.

H 155§ 3907.2(k) PERSONNEL

personnsl records, which shalt includs the
following information:

‘ (k) A position description;

i .
| This Statute is not met as evidenced by:
! Based on a record review and Interview, the
! Home Care Agency (HCA) faited to maintain a
" position description in the personnel necords of
. three {3) of ten (10) em ployees included in the
sample. (Staff #3, OT, #6, RN, and #10, PT}

o

- The findings Include:

i Review of the personnel reoords on March 22,

' i 2010, beginning at approximately 11:00am,,

i ; revealed no evidence of position dascnphons in
#3 #5 and ¥#10's parsannel file.

Durmg a face to face interview with the

. Administrator Direcior of Operations, on March
© 23, 2010, at approximately 4:30 p.m., it wes
acknuwiedged #he aforementioned staff gid not
: have position descriptions on file. :

H 157; 3907.2(m) PERSONNEL

1 Each home care agency shall maintain accurate
: personnef records, which shall inciude the

: verified that Staff #8, and #9's personnel records

: Each home care agency shall maintein accurate

H
»
4

- ko et =t

compliance with Tag 3307

practice
doed not recur are;

H1s5 | 3a. The agency will scan ali new hire

' documentation eiectronically using the
Hiring . Manager Check Off Tool to
erisure ho employee ctarts work without |
submisslan of all documantation, to i
Include all documentation cited in 'thls

deflciency

Amedisys Corporate office -

H 157

3. Measuree or systemic changes the
agency will make o ensure the deficient

3b. Thé Business Manager will monitor
the personnel files monthly using an audit
ool and notifies the Director of Operations
_{in advance of missing, expiring.
documeéntation. Personnel file expirations
are fracked through a central database in

4. The monitoring plans to make sure the 5__ 24
doficient practice will not recur are: t o
4a. The'Director of Operations and or

deslgnea will audit 7 personnel files overy .

month X 3 months, then quarterly to ensure |

ongnlng comphiance with this regulatlon
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H 157. Continued From page 2 H 157 )
following information: g
!

: (m) Documentation of acceptance or declination i
of the Hepatitis Vaccine; and... !

This Statute is not met as evidenced by: :
Based on record review and interview, it was i

" determined that the agency failed to maintain :

- personnel records, which included documentation !
of a acceptance or declination of the Hepatitis ' {

' Vaccine for one (1) of fen (10) employees :

: included in the sample. (Staff #9, RN)

[ The finding includes:

' Review of Staff #9's personnel record on March !

. 22, 2010, at approximately 2:14 p.m., revealed no ;

: documentation of acceptance or declination of !

- the Hepalitis Vaccine. ;

During a face-to-face interview with the ;

. Administrator/Director of Operations on March Tag 3911.2(s) Clinical Records ‘

' 23, 2010, at approximately 4:30 p.m., it was 1. The corrective act!ons for p.atienticlients
acknowledged there was no documentation ofan | - affected by the deficient practice are: '
acceptance or declination of the Hepatitis 1a. Patient #5, the agency is unable to

- Vaccine on file for Staff #9. retrospectively correct the cited deficiency.

1b. Director of Operations and or : Yo

H 279 3911 .2(s) CLINICAL RECORDS H 279 designee will reviewfin-service ciinical staff Fo

: on policy & procedure regarding

| Each clinical record shall include the following documentation of training and education to

! information related to the patient: patient and caregiver. '

: » . ) 2. The management team will identify other

- (s) Documentation of training and education patientsiclients having the potential to be

' given to the patient and the patient's caregivers. affected by the deficient practice and take t -

E

:E This Statute is not met as evidenced by:

| Based on interview and record review, the Home

Health Regulation Administration
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H 278, Continued From page 3 ! HaTo :
: Care Agency (HCA) failed o ensure the fol!o}utng corrective actions:
| documentation of training and edycation given to 2a. 10%ofactive patientcharts willbe g\
; the patient and the palient's caregivers for  one | audited fo determine compliance with
: (1) of ten (10) patients in the sample. (Patient# 5 documentation of training & educationto .
) . patlent and caregiver
The findings include: 3 Meagures or systemic changes the
. iagemant team will make to ¢ the |
Review of Patient #5's POC daled February 20, oficiont ot make o ensure the |
- practice does not recur are:
2010, through April 20, 2010, on March 22, 2010, L . YT
. - - 13a. Review In-service clinical staff on P Yoy i-iCy
- at appraximately 1:50 p.m., revealed the patient H276-3811.2(s) protocol for providin :
had diaghoses that Included a Stage IV pressure £I99971.248) P orp 9 C o
. ulcer on the lower back, Diabetes Mebitus, patient/caregiveér education and the use of E
hypertension and peripheral vasculer disease _{ Clinical Tracks for dacwmentation of ;
wasg ordered a low sodium no added swaets diet tralning/education.
, ‘ ‘ 3b. Weekly care team meetings to discuss
] Review of Skitled Nurse Visit Note dated March patient& progress towards goals, !
22, 2010, revealed no training and education education/ teaching being provided and to |
given {0 the patient and the palleni's caregivers. ansure patienticaregiver education & '
Do ponse ls documentad In the clinical '
: During face to face imWwaiﬂ\ the DON o ::ard per Dcoliugulatlons and company
i March 22, 2010, at approximately 420 pm., it | olley |
| was acknowlsdged the medical records did not polley ;
. include any fraining and education given 1o »
| Patient #5 and the patient's caregivirs. - [4. The :Enonltoring p‘lans to make sure the | |
; X golutiohs are sustained are: I
i A face to face Interview with Patient #5's ' 4a. 10% of all patient charts will be 5&23,. 0
- caregiver during a home visit on March 23, 2010, audited by the DOO and or designee every
' at approximately 11,20 a.m., revealed the skilled month x 3, then quarterly for compliance
. nurae had not provided the caregiver with training | documentation of training & education to
_and education on wound care. P pationt/caregiver. Compliance with DG
; regulations and company policy will be
H 333, 3913.3 COMPLAINT PROCESS ; H333 ensured via Quarterly P! Review
i 1 I i
. The felephone number of the Home Health Tag 3313 3 Complaint Process !
' Huﬂlne mall'ltﬂlnéd by the Dapﬂl'tm‘em le Hea“h 1. The corractive actions for patiants]cllgnt q “‘,_ Ia
. ghall ':19 posted i '!n the Ihomfmwm ;‘geng:b to all affeeted by the deficient practice are:
:&eﬁraa m?::ﬁ?;s" A place where it s v 1a. ThEa agency will post the telephone
number of the Home Health Hotline B
Heaith Regulatbon Administration ) .
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H 333, Continued From page 4 H 333
!  This Statute is not met as evidenced by: maintained by the Depfrlment of Healthin |
| Based on an observation, it was determined that the Home Care Agency’s Operating Office
| the agency failed to post the Department of in a place where it is visible to all staff and
| Health Hotline telephone number in it's operating visitors.
. office in a place where it is visible to ali staff.
o 2. The management team will identify
The finding includes: other patients/clients having the potential
to be affected by the deficient practice and
During an observation on March 22, 2009 at take the followl:g corrective a::’tions: ;
, approxim_ately 9:30 a.m,, it was revealed that the 2a. The Department of Health Hotline
: agency did not have the Department of Health's h
" Mofline number posted in the office. teiephone number wiii be posted In the
! Operating Office of the Home Health
: During a face 1o face interview with the Agency in a place where It is vislbie to ail
i Administrator/Director of Operations on March staffivisitors.
i 23, 2009 at approximatety 4:30 p.m., it was : 3. Measures or systemic changes the
. acknowledged that the telephone number ofthe | management team will make fo ensure the
- Home Heaith Hotline maintained by the DOH was g deficlent practice does not recur are:
, not posted in the agency's operating office in a 3a. The Department of Heaith Hotiine
' Place visibie to staff and visitors. telephone number wili be posted, remain
: posted in the Operating Office of the Home |
H 363 3914.3(1) PATIENT PLAN OF CARE H 363 Health Agency in a piace where It is visible !
: . L to all staffivisitors. .
The pian of care shalli include the following: 4. The monitoring plans to make sure the |
- (1) Identification of employees in charge of ::'u?)ions am:fumlnec: are: :
_ managing emergency situations; . Uirector of Operations and or i
| designee will perform periodic reviews to 1o )
ensure Department of Health Hotline € >
" This Statute is not met as evidenced by: telephone number remains posted in the 5 %
Based on a record review and interview it was Operating Office of the Home Health
determined the agency failed to include Agency in a place where It is visibie to all
identification of employees in charge of managing staffivisitors
emergery situations for ten (10) of ten (10)
patients in the sample. (Patient#1,# 2, #3, #4, #
5, #6,#7, # 8, #9 and # 10) Tag 3914.3(i) Patient Pian of Care ;
. . i 1. The corrective actions for :
: The findings include: patients/clients affected by the deficient
| Review of Patient# 1, #2, #3, # 4, #5, #6, #7, # practice are:
Heaith Regulation Administration
STATE FORM 00 MMLOT4 If continuation sheet 5 of 10
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H363: Continued From page 5 i H363
1a. All clients/patients Plan of Care’s
i 10's P
gﬂtg mﬁx?mmm 18&)) :anatr:: %g (Patient's #1 through #10) did include :
' p.m., revealed the POC did not include emergency plans; they did not Include i
" identification of employees in charge of managing Identification of TLC staff in charge of :
emergency situations. managing emergency situations. The Pian :
: . ) ) of Care’s of the cited patients/clients will |
. During a face to face interview with the Director be updated to include “All staff of TLC will
- of Nursing (DON) on March 22, 2010, at call 911 in an emergency that occurs whiie |
| ;"eprpogg'm ; :n?:l':ld"; &:}s&?w they are in the patient's home. Patient and i
employees in charge of managing emergency fa:::?c:; ve been taught emergency i
situations for Patient# 1, #2, #3, # 4, # 5, #6, P ' i
#7#8, #9and #10. . :
2. The management team wili identify :
H 364 3914.3(m) PATIENT PLAN OF CARE Hag4 | Other patientsiciients having the potential
to be :
 The plan of care shall inchude the following: affected by the deficient practice and take
. the following corrective actions: !
| (m) Emergency protocols; and... .
' 2a. Ali Pian of Care’s of active patients ¢
1 P -
will be adjusted to include updated : Jo-o
! This Statute is not met as evidenced by: emergency protocols pians per the DC
. Based on interview and record review the Home | regulations.
. Care Agency (HCA) failed fo ensure the planof |
; care (POC) included emergency protocols for fen . i
(10) o ton (10) patients in te sample. (Patient# 3. Measures or systemic changes the
"1, #2,#3, 84, %5, %, #7#8,#9 and # 10) agency wiil make to ensure the deficient
practice wiil not recur are:
: The findings include: ;
; : Ja. Clinical staff wili be inservicedonH Y-2, -
' Review of Patient# 1, %2, #3, #4,#5 #5 #7,# 363-3914.3(1) The Plan of Care shall ; ©
i 8, #9 and # 10's plan of care (POC) on March inciude the foilowing: identlfication of !
i 22, 2010, approximately betwe_en 10:.00 am, fo ‘employees in charge of managing i
4:00 p.m., revealed the POC did not include situations: “All staff of TLC will cali 911 |
_emergency protocols. in an emergency that occurs while they are
. . . , . in the patient’s home. Patient and family
' During a face to face interview with the Director "
* of Nursing (DON) on February 23, 2010, at have been taught smergency protocols”.
approximalety 4:10 p.m., it was acknowled
the POC dmot nd%de emergency probcgle: for 4. The monitoring plans to make sure the s
Heaith Regulation Administration
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’ NDE SERVICE

1 Home health alde dutles may Indude the

i following:

| (f) Observing, recording, and reporting the

-1 patient's physical condftion, behavior, or - - -
| appearance; '

l This Statuie is not met as evidenced by

| Based on a record review and interview, i was

. determined that the agency falled o ensure home
! heaith aides (HHA's) recorded, and reportad on

, | the patient's physical condition, behaviar or

. appearance two (2) of two (2) pati&nts in the

] sample with a HHA, (Pstient#2 and #11)

. Tha finding Includes:

S

Revzew of Patient #2 and #11's medical records

. on March 22, 2010, approximalely betwean 246
' a.m. and 4:00 p.m. revealed the home heslth

i aides had not recorded and reported the patient's

. physicat condition, behavior, or appearance to the

agency

] Dunng a face lo face interview with the Director

- of Nursing (DON) on March 22, 2010, at
approximately 4:10 p.m., it was acknewiedged
the home health aides had not recordad and
reported Patient #2 and #11°s physical condition,
behavior, or appearance {o the agency.

There was no documented evidence the home

TENDER LOVING GARE WASHINGTON, DC 20005
41D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : (X8)
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION $HQULD BE GOMPLETE
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H 364" Continuad From page 6 H384 .
 Patient # 1, %2, #3, #4, # 6, #6, #7, #8, #0 and # solutions are sustained are:
. 10. :
j 4a. Clinical manager will audit each Plan - j 43
H 411! 3815.11()) HOME HEALTH & PERSONAL CARE | H 411 [of Gare for the emergency protocol plan @

statement prior to slgting the 485

4b. 10% of actlve charis will be audited x
2months, then quarterly for compliance 5..;; ~(0
with dogumentation of emergency profocol
ptan statements on the Pian of Care.
Compliance with DG regulstioris will bé B
ensured via Quarierly Pi Review.

Tag 3915 11(1) Home Haalth & Personal :
Care A:de Service

1. The :corm_:tive actions for
patientsiclients affected by the deficient
practicl:as are;

1a. DG regulations Indlcate that the Home
haalth zide duties may include the 1
following: observing, recording and |
raportlng the patient's physical condition,
behavior or appearance, therefore the i
agency did not requirs the HHA to R
document the cited deficiency and the
agency is. unable to retrospeciivaly carrect
the ahgence of do_cumar_ltation on charts
#2 and: #11.

1b. Director of Operations and or
designee wili in-service the Home Heaith
Aide'sion documentation of: observing,
recording and reporting the patient's
condition, behavior, or appearance on HH

Health Regutation Administration
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H 411 Continued From page 7 H 411 .
: health aides recorded and HHA vislt note. !
- raponed the patient's physical condifibn, . .
i behavior, or appearance lo the agency. t¢. Director of Operations and or
. . designeée will In-sarvice clinical staff on
H 450; 3917.1 SKILLED NURSING SERVICES H450 |HHA Plan of Care Parameters, Home
; - | Health Aldes will refer to HHA Plan of Care
i Skilied nursing services shall be provided by a .| Paramaters when providing care to
| registered nurse, or by a licensed practical nurse patients/clisnts.
| undar the supervision of a registered nurse, and
lin accnrdance with the pafient's plan vf care. 2. The management team will identify
! . other patientsiclients having the potential .
' '| to be affected by the deficlent practice and
' TBh's g?ﬂ"{:ha'fvﬁm a5 emdel é‘mb& Home take the following corrective actions:
Care Agency (HCA) failed to ensure Skiled o |
' nursing services were provided in accordance 28. 13% of :;:';;T? wll b:::; din:: for 'S "N~ to
} 1 with the patient's plan of care {POC) for three (3) compliance ocumentation ,
. of ten (10) patients in the sample. (Patient #5, #8 observing, recording and f?POﬂ‘ﬂG the i
and #8) patient’s condition, behavior, or
) appearance on the HHA visit note. ;
The findings include; : : |
3. Moasures or systemic changes the :
. 1. Review of Patieni # 5's POC dated February management team will make to ensure the -
' 381 go;? ﬂ'lrougirl'l‘ ﬁgﬂ %0502010 on Ma{gg “212‘3 | deficient practice does not recur are:
approximately p.m., evisa . :
skilled nuree was to provide wound care that . . icod
) u.mludad Q -rlp tO Llndel'l'nimﬂg applylng WOUnd 3a. G[lnlcal Staffﬂ"!HA ] M!l be iIn-servi !
on HA11-3916.11(f): observing, recording |
. gel to the wound and foosely packing the wound 1= h T8
with 4x4's (four by four's). and reparting the patient's condition, '
t behavior, or appearance on HHA visit note. |
' | Review ot Patient# 5's Wound Addendum ' :
. dated March 18, 2019, on March 22, 2010, at 4. The monitoring plans to make sure the
l approximately batwaen 3:00 p.m. revealad under solutions are sustained are;
. the section enfitied Wound Interventions, "wound
| dresaing applied " hydroge! with 4x4 and tape” 4a. 10% of active charts wifl b audited x | o *
. was documented. Further review revealed the amontha, then quarterly for compliance ,;5-‘{ it
' section eniitied * wound packed with (specify) with HHA documentatiah of chserving, ;
" was left biank. Further review revealed Q Tip 0 recarding and reporting the patient's -
undermining was ot documentsd on the record. condtf.ion. behavior, oF appearance onthe
Healh Regulation Admmistration .
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STATEMENT OF DEFICIENCIES R DATE SURVEY
#3%) PLAN OF CORRECTION ) B AN CL A r:zr;::‘-ﬁ CONSTRUCTION O COuPLETED
- HCA-0017 B e , 03/23/2010
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP. CODE
! 1212 NEW YORK AVENUE, NW, SUITE 310
(X4) 1D i SUMMARY STATEMENT GF DEFICIENCES 3] PROVIDER'S PLAN DF CORRECTIDN ; xSy
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . GCOMPLETE
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
: . DEFICIENCY)
H 450 Continued From page 8 H450 ,
" During a face to face intervigw with the Director HHA visit note, Compliance with DC :
. of Nursing (DON) on March 22, 2010, at regulations will be ensured via Quasterly P I
- approximately 4:15 p.m., it was acknowledged Review. = - :
i skilled nursing services were not provided in _ .
i accordsnce with the Patient #5's FOG . Tag 3917.1 Skllled Nursing Services '
i 1. The corrective actions for
| | 2. Review of Patient # 8's POC dated March 4, pationtslclients affactod by the deficlent
| 2010, through May 2, 2010, on March 22, 2010, pra -
' at approximately 3:10 p.m., Tevealed the skilled : :
! nurse was to provide wound care that included | 1a. Patients 45, #8, #8, the agency Is
! washing the wound with wound clesnser, pat dry un;ble:to retrospactively correct the &_alted
' then pack with iodosorb then cover with 4x4, deficiencies, however SN services shall be
: wrap with Kerfix secure with tape. | provided by a registered nurse, orbya - -~
. . licensed practical nurse under the '
3 | Review of Patient# 6's Wound Addendum supervision of a registered nurse, and in
l m:“::hdﬁ 2010 %“3“;:“:: 2r2 20{:; usntder accordance with the patlent’s ptan of care.
| the section entitled VWound imerventions, " wound :
i cleaned with soap and water pat dry then rinse :
‘ with normal saline then apply iodosorb®. Further : z;“:g’?‘“;m:mimﬁrm :e:ﬂ:yt: :’:’ ';
! review revealed the section gntitled Other stated patients/clients having the potontia .
"then cover WIth 4x4 gm mmm a tape". affected by the deficient pl"a_ctlce and ta :
The sections entifed ” wound dressing applied the following corractive actions:
(specily) and wound packed wnh {specily)’ were i
left blank, - 2a. 10% of active charts will be audited to B
inte i the DON determine: Adherence to the Plan of Care, | “4-o
During & face to face interview with the on accurdte completion of the wound |
; ?::;0:0%2 noi?;(? 9:; i;%[;{::‘:"rﬁ'y ‘:; ‘5“ lf;'; “are addendum per the POC/Verbal Order, and
THRVIC hursing w ensure ongolng compliance with the DC
gztgrovﬂed in accordance with the Patient #6's reguistionsicompany policy by ;
' ) Incorporating monitorlng info quarterty Pl ¢
Review. :
- 3. Review of Patient # 8's POC dated March 10, 3. Measures or systemic changes the
' 2010, through May 8, 2010, on March 22, 2010, management team will make to ensure the
| at approximately Hﬂﬂ p.m., dreveal;gtﬂ:e ilkgaladd deficient practice does not recur are:
| nd care ne
| :m ri:m \slras to provide wou
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FORM APPROVED
STATEMENT OF DEFIGIENCIES % ' {X3) DATE SURVEY
AND PLAN OF CORRECTION O ENTIFICATION NUMBER: e ormiaTon COMPLETED
HCA0017 B YING 0312312010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7 GOl
. 1212 NEW YORK AVENUE, NW, BUITE 310
X4y 1o - SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOUILD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE ! DATE
DEF(CIENCY) ,
H 450 Continued From page 9 H 450
loosely packing the wound with silver absorbent 3a. Clifclans will be in-sarviced on -8 -
dressing. H450-3917 .1, Skiffed Nursing Services shalf | o
be provided in accordance with the !
Review of Pxztient # 8's Wound Addendum patient’s Plan of Gare ]
daled March 12, 2010, on March 22, 2010, at _ !

* approximately between 3:15 p.m. revealed under 3b. Chinfcians will review the most current | -
the section entitied Wound Interventions, “wound 485/POC and verbal order prior to makinga !
?ore;’;':‘%atapggﬁd " 3'2":::"“ Wﬁg} 4;:&({122':3% home visit in order to provida the care !

u was mented. - or f iclan, '
reveaied the section entited " wound packed with dered by the physi
(smlfy) was loft 3c. DOO/CM Wil notify clinicians when an
During a face $0 face Infarview with the Director order Is rocoived and a copy of the

" of Nursing (DON) on March 22, 2010, at _changes will be made avalfable to the staff. -

| approximately 4:15 p.., it was acknowledged '

: i skilled nursing services ‘were nat provided in » :
] | accordance with the Patient #8's POC . 4. The monitoring plans to make sure the |

’ solutiorie are sustained ara: i

; . . . ]

! 4a. 10% of active wound patients wiltbe £ .

! laudited: to determine: Adherence fo the o R

IPtan of Care, completion of the wound

i addendum In its entirety per the

. i IPOCVerbal Qrder, and ensure ongoing

: compliance with the DC. i

v regulations/company policy by : '.

incorporating monitoring Into quarterly Mo

Review. ;
{
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