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An annual survey was conducted at your agency —7/13/, 5
from May 13, 2010, through May 14, 2010, to Th r .
determine compliance with Title 22 DCMR € policy governing
Chapter 39 (Home Care Agencies Regulations). contractor serv lces was
The findings of the survey were based on a Implemented and is included
random sample of twenty (20) clinical records as hment #1
based on a census of three hundred-twenty-six
(326) patients, twenty (20) personnel files based All contract staff will be
on a census of three hundred-ninety-one (391) inserviced by the Clinical
employees and five (5) home visits. Manager/Director of Nursing
H 122 H122 on the policies and

3906.1(c) CONTRACTOR AGREEMENTS

If a home care agency offers a service that is
provided by a third party or contractor,
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, at a
minimum, the following:

(c} The manner in which services will be
controlled, coordinated and evaluated by the
primary home care agency;

This Statute is not met as evidenced by:
Based on record review and interview, it was
determined that the Home Health Care Agency
(HHCA,) failed to include the manner in which
services will be controlled, coordinated and
evaluated by the primary home care agency for
one (1) of one (1} contract agreement with the
Speech Pathologist (Staff #6).

The finding includes:

A record review on May 13, 2010, at
approximately 4:11 p.m., revealed the HHCA
had a contract agreement with a Speech

procedures governing
contractor services. The
Clinical Manager/Director of
Nursing will track the
inservice roster to ensure that
all contract staff are
inserviced on this policy to
include the manner in which
services will be controlled,
coordinated and evaluated by
Berhan Home Health Care
Agency and will follow-up to
ensure that all contracts are
in place.

No residents were affected by
the deficient practice.

The Administrator or Director of
Nursing will review the contract
agreement for all staff prior to
orientation to ensure that a
contract agreement has been

executed in writing.
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3906.1(d) CONTRACTOR AGREEMENTS
Review of the contract revealed that there was no (d) . % ?J
documented evidence of the manner in which The policy governing 7 }d}o /]
services would be controlled, coordinated and contractor services was
evaluated by the primary home care agency. . L
Y the primary gency implemented and is included
At the time of the survey, the HHCA failed to as A ment #1
indude the manner in which services would be
controlled, coordinated and evaluated by the All contract staff will be
primary home are agency in their Speech inserviced by the Clinical
H123 H123 jon the policies and pro-
3906.1(d) CONTRACTOR AGREEMENTS cedures governing contractor
If a home care agency offers a service that is services. The Clinical
provided by a third party or contractor, M'anager/ Dlre_ctor Of Nursing
agreements between the home care agency and will track the inservice roster
the contractor for the provision of home care to ensure that all contract
services shall be in writing and shall indude, at a staff are inserviced on this
minimum, the following: policy to include the pro-
(d) The procedure for submitting clinical and cedures for submitting c.llnl-cal
progress notes, periodic patient evaluation, anc! progress nptes, PerlOd[C
scheduling of visits, and other designated reports; patient evaluation, scheduling
of visits and other designated
ThisS denced b reports by Berhan Home
is Statute is not met as evidence Y. Health Care Agency and will
Based on mterv_lew apd record review of1;hree (3) follow-up to ensure that all
contracts and interview, it was determined that ) |
the Home Care Agency (HCA) failed to include contracts are in place.
the procedure for submitting dinical and progress .
notes, periodic patient evaluation, scheduling of No residents were affected by
visits, and other designated reports for one (1) of the deficient practice.
one (1) contract agreements reviewed (Speech
Pathologist, Staff #6). The Administrator or Director of
The finding includes: Nursing will review the cqntract
. _ _ _ agreement for all staff prior to
Interview with the Director of g (DON) on orientation to ensure that a
May 13, 2010, at approximate y 3:30 p.m.,
revealed HCA had a contract agreement with a g?{:g?ft Ia.g rew?—mil:t has been
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Speech Pathologist. Review of the contract 3906.1(e) CONTRACTOR AGREEMENTS 10
agreement on the aforementioned date at . . 18/ /0
approximately 4:11 p.m., revealed that there was The policy governing
no decumented evidence of the procedure for contractor services was
submitting clinical and progress notes, periodic implemented and is included
patient evaluation, scheduling of visits, and other as A ment #1
designated reports in the agency's contractor
agreement. All contract staff will be
At the time of the survey, there was no :\r;serVIcele-)y tlge le!.:'\llcal .
documented evidence of the procedure for anager/ ~ lrec or of Nursing
submitting dlinical and progress notes, periodic on the policies ?nd pro-
patient evaluation, scheduling of visits, and other cedures governing contractor
designated reports in the Speech Pathologist services. The Clinical
contract agreement. Manager/Director of Nursing
H 124 H124 will track the inservice roster
If a home care agency offers a service that is staff are I_nserwcelgl on this
provided by a third party or contractor, policy to include the pro-
agreements between the home care agency and cedures for payment for
the contractor for the provision of home care services and payment terms
services shall be in writing and shall indude, at a for services rendered by
minimum, the following: Berhan Home Health Care
(e) The procedure for payment for services and Agency and will follow-up to
payment terms for services fumished; ensure that all contracts are
in place.
This Statute is not met as evidenced by: No residents were affected by
Based on a record review and Interview, it was the deficient practice.
determined that the Home Care Agency (HCA)
failed to indude the procedure f?r payment for The Administrator or Director
services and payment terms for services . . .
fumnished for one (1) of one (1) contract of Nursing will review the
agreements reviewed (Speech Pathologist, Staff contract agreement for all
#6). staff prior to orientation to
The finding includes: ensure that a contract
9 ‘ agreement has been executed
in writing.
Health Regulation Administration
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Interview with the Director of Nursing (DON) on
May 13, 2010, at approximately 3:30 p.m.,
revealed HCA had a contract agreement with a
Speech Pathologist. Review of the contract
agreement on the aforementioned date at
approximately 4:11 p.m. revealed, that there was
no evidence of the procedure for payment for
services and payment terms for services
fummished in the agency's Speech Pathologist's
contract agreement.

At the time of the survey, there was no
documented evidence of the procedure for
payment for services and payment terms for
services fumished in the Speech Pathologist
contract agreement.

3906.1(f) CONTRACTOR AGREEMENTS _aa;ggﬁoqy

The policy governing 7// &/re
contractor services was
implemented and is included

as m # .

All contract staff will be inserviced
by the Clinical Manager/Director of
Nursing on the policies and pro-
cedures governing contractor
services. The Clinical
Manager/Director of Nursing will
track the inservice roster to ensure

H 125) 3906.1(f) CONTRACTOR AGREEMENTS H125  hat all contract staff are

inserviced on this policy to include

If a home care agency offers a service that is procedures used for managing and

provided by a third party or contractor, monitoring the work of personne|

agreements between the home care agency and employed on a contractual basis

the contractor for the provision of home care by Berhan H Health C

services shall be in writing and shall indude, at a y berhan ome €a are

minimum, the foliowing: Agency and will follow-up to
ensure that all contracts are in

() The procedures used for managing and place.

monitoring the work of personnel employed on a

contractual basis; No clients were affected by the
deficient practice.

This Statute is not met as evidenced by:

Based on a record review and interview, it was [ ;

Samin o ane oAy (1 et o Diectr of

failed to indude the procedure for managing and g :

monitoring the work of personnel employed on a agreement for all staff prior to

contractual basis for (1) of one (1) contract orientation to ensure that a

agreements reviewed (Speech Pathologist, Staff contract agreement has been

#6). executed in writing.
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The findings include:
¢ findings include 3907.1(c) PERSONNEL _ 10
Interview with the Director of Nursing (DON) on T | policy has b ised '_jltf}/“ ‘
May 13, 2010, at approximately 3:30 p.m., € personnel policy has been revise
revealed HCA had a contract agreement with a to incorporate pr ovisions pertaining to
Speech Pathologist. Review of the contract probationary perlods, disciplinary
agreement on the aforementioned date at @actions, termination and grievance
approximately 4:11 p.m., revealed that there was procedures (Attachments #2
no evidence of the procedure for managing and e This poli
i (a)(c)(d)(e)(f). policy shall be
monitoring the work of personnel employed on a :
contractual basis. available to each staff member.,
At the time of the survey, there was no
documented evidence of the procedure for The Clinical Manager/Director of
managing and monitoring the V\{Ol“k of personne! Nursing will review the policy with
employed on a contractual basis in the Speech staff at the time of orientation and
Pathologist's contract agreement. on an ongoing basis
H 142 H 142
3907.1(c) PERSONNEL The Clinical Manager/Director
Each home care agency shall have written .Of Nur§ ing will trackhthe
personnel policies that shall be available to each Inservice roster at the
staff member and shall include the following: orientation review to ensure
that all staff are inserviced on
() Provisions pertaining to probationary periods, this policy.
promotions, disdplinary actions, termination and
gnevance procedures; Berhan Home Health Care Agency
recognizes that any identified
This Statute is not met as evidenced by: deficient practice may potentially
Based on record review and interview, the Home affect other clients. The
Care Agency (HCA) failed to ensure their corrective action to all identified
Personnel Policies included a provision pertaining deficiencies will be ap plied across
to probationary periods. the board to all clients and/or staff
The finding includes: to improve the quality of services
rendered.
Review of the HCA's personnel policies on May
13, 2010, at 11:08 a.m., revealed there was no
documented evidence that the agency's
Health Regulation Administration
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personnel policy included a provision to address
robationary periods,
probationary periods 3907.2(c) PERSONNEL 10
During a face to face interview with the CEQ on ) g) 7/ J’; m éf
May 13, 2010, beginning at approximately 5:29 All staff were contacted regarding
p.m., it was acknowledged that the agency's the identified deficiencies. All staff
personnel policy did not indude a provision to will be oriented by the Clinical
address probationary periods. Manager/Director of Nursing prior
There was no documented evidence the HCA to assignment on any cases.
ensured the personnel policy included a provision Attachment #2 (a)(b)(e)
to address probationary periods.
The Clinical Manager/Director of
H147  13907.2(c) PERSONNEL H147 INursing will review all personnel
files of all staff to ensure that staff
Each home care agency shall maintain accurate has been oriented and the
personnel records, which shall include the completed orientation checklist is
following information: incorporated into the staff's
(€) Resume of edlication, training certificates, personnel file. Staff will be
skills checklist, and prior employment, and notified of the findings and if
evidence of attendance at orientation and deficient, will be requested to
In-service training, workshops or seminars; correct/submit the deficient
documents. Staff who fail to
This Statute is not met as evidenced by: correct the def_iciency W”! be
Based on record review and interview, it was suspended until the required
determined that the agericy failed to maintain documents are submitted.
accurate personnel records, as there was no
evidence of participation in or!entatlon for two (2) Berhan Home Health Care Agency
of the twenty (20) employee's personnel records ni that identified
reviewed in the sample. recog izes at any identifie _
(Staff#1, and Staff #7). deficient practice may potentially
affect other clients. The
The findings include: corrective action to all identified
Review of personriel records for Staff#1, and dhe ﬁCIenC(IjES w'll II ble applle::ij acro:sﬁ:
Staff #7) on May 13, 2010, beginning at the board to ali lents and/or sta
approximately 12:52 p.m. revealed no to improve the quality of services
documented evidence that the aforementioned rendered.
Health Regu ation Administration
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staff participated in the HCA's orientatipn. 3907.2(d) PERSONNEL 07%67 1%
187/ Y]
At the time of the survey, there was no All staff were contacted regarding L
documented evidence that Staff #1 and Staff #7 the identified deficiencies and the
requested. All staff will be
H 148 H148 | . L
3907.2(d) PERSONNEL inserviced by the Clinical
Each home care agency shall maintain accurate Manager/Director of Nursing on
personnel records, which shall include the the need to have all credentials
following information: and other employment documents
_ maintained current at all
{d) Documentation of current CPR certification, if times(Attachment # 2(a)(e)
required,
The Clinical Manager/Director of
This Statute is not met as evidenced by: Nursing will review all personngl
Based on record review and interview, it was files of staff on a quarterly basis
determined that the agency failed to maintain and maintain a roster of the
accurate personnel records, which included expiration dates of credentials and
documentation of current CPR cenification for other documents required of staff.
tWo (2) of twerty (20) employees in the sample. Staff will be notified of the findings
(Staff #6 and Staff #17) '
and requested to correct/submit
The findings include; the deficient documents. Staff
who fail to correct the deficiency
1. Review of the personnel records on May 13, will be suspended until the
2010, beginning at approximately 3:26 p.m., . ,
revealed the Staff #6's CPR certification expired required documents are submitted.
on August 29, 2008.
Berhan Home Health Care Agency
At the time of the survey, there was no recognizes that any identified
documented evidence of a current CPR deficient practice may potentially
certification in Staff #6 personnel record. affect other clients. The
2. Review of the personnel records on May 13, corrective action to all identified
2010, beginning at approximately 3:26 p.m, deficiencies will be applied across
revealed the Staff #17's CPR certification expired the board to all clients and/or staff
on July 31, 2009, to improve the quality of services
rendered.
Health Regulation Administration
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H 148| Continued From page 7

At the time of the survey, there was no
docimented evidence of current CPR

certifications for Staff #6 and #17 in their personnel
records.

3907.2(f) PERSONNEL

H 150 Each home care agency shall maintain accurate

personnel records, which shall include the
following information:

(f) Verification of previous employment:

This Statute is not met as evidenced by:

Based on record review and interview, it was
determined that the Home Care Agency (HCA)
failed to maintain accurate personnel records,
which included documentation of verification of
previous employment for four (4) of twenty (20)
employees included in the sample. (Staff #3,
Staff #5, Staff #6, and Staff #14)

The findings include:

Record review on May 13, 2010, beginning at
approximately 1:34 p.m., revealed that there was
no documentation of verification of previous
employment for Staff #3 and #5, Staff #65, and

Staff #14 in their personnel records.

At the time of the survey, there was no
documented evidence of verification of previous
employment in the aforementioned personnel
records.

H 151| 3907.2(g) PERSONNEL
Each home care agency shall maintain accurate

H 148

H 150

H 151

3907.2(f) PERSONNEL 3, ?3 tj}
Cross reference 3097.2 (g) ’/ﬂ/ / °7
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H151 H151 3907.2(f) PERSONNEL p8/69710
Continued From page 8 3907 2(g) PERSONNEL Shelrs
personnel records, which shall include the { /
following information: All staff were contacted regarding
() Documentation of reference checks: the identified deficiencies and the

E elerence 5 referenced documents were
requested. All staff will be
This Statute is not met as evidenced by: Inserviced by the Clinical
Based on record review and interview, it was Manager/Director of Nursing on
determined that the Home Care Agency (HCA) the need to have all credentials
failed to maintain accurate personnel records, and other employment documents
;thlch included documentation of reference maintained current at all times
ecks for four (4) of twenty (20) employees Attach t #2 f
included in the sample. (Staff #3, Staff #5, Staff (Attachment #2(a)(e)(f)
#6, and, Staff #14)
. The Clinical Manager/Director of
The finding includes: Nursing will review all personnel
files of staff on a quarterly basis
Record review on May 13, 2010, beginning at and maintain a r‘ogter of t‘I/\e
approximately 1:34 p.m., revealed that there was o )
no documentation of reference checks for Staff expiration dates of credentials and
#3 and #5, Staff #6 and Staff #14 in their other documents required of staff.
personnel records. Staff will be notified of the findings
, and requested to correct/submit
At the time of the survey, there was no the deficient documents. Staff
documented evidence of reference checks in the . P
aforementloned personnel records. W!w fail to correct the_ deficiency
H 152 will be suspended until the

H 152 3907.2(h) PERSONNEL required documents are submitted.
Each home care agency shall maintain accurate Berhan Home Health Care Agency
personnel records, which shall include the recognizes that any identified
following information: deficient practice may potentially
(h)  Copies of completed annual affect cher cI_|ents. TI.’; ified
evaluations: corrective action to all identifie

deficiencies will be applied across
This Statute is not met denced b the board to all clients and/or staff
is ute is not met as evidenced by: : ; i
Based on record review and interview, the agency ko |2’|pr‘c:jve the quality of services
failed to maintain accurate personnel records, rendered.
Health Regulation Administration
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R 152 Continued From page 9 H 152
3907.2{h} PERSONNEL 10
annual evaluations for two (2) of twenty (20) ] ;: M
;r%ployees in the sample. (Staff #13 and Staff All staff were contacted regarding ')//?/‘3 ﬂ
) the identified deficiencies and the
The findings include: referenced documents were
requested. All staff will be
On May 13, 2010, beginning at approximately inserviced by the Clinical
4:19 p.m., review of Staff #13, and Staff #16's Manager/Director of Nursing on
personnel records, revealed that there was no th dtoh bati d
documented evidence of current annual € need to have probationary an
evaluations. current annual performance
evaluations completed as per
During a face to face interview with the CEO on policy. (Attachment
May 13, 2010, beginning at approximately 5:29 #2(a)(c)(d)(e)
p-m., it was acknowledged that the
aforementioned personnel files did not have . .
current evaluations in their personnel records. The Clinical Manager/Director of
Nursing will review all personnel
At the time of the survey, there was no files of staff on a quarterly basis
documented evidence of current annual and maintain a roster of the due
H 155 probationary and current annual
3907.2(k) PERSONNEL H155 lavaluations. Staff who fail to
Each home care agency shall maintain accurate comply _W'th the scheduled .
personnel records, which shall include the evaluatlons_ will be suspended until
following information: the evaluations are completed.
(k) A position description; Berhan Home Health Care Agency
recognizes that any identified
deficient practice may potentially
This Statute is not met as evidenced by: affect qther clients. The
Based on a record review and interview, the corrective action to all identified
Home Care Agency (HCA) failed to maintain a deficiencies will be applied across
position description in the personnet records of the board to all clients and/or staff
one (1) of twenty (20) employees included in the to improve the quality of services
sample. (Staff #11)
rendered.
The finding includes:
Health Regulation Administration
STATE FORM 50 GE5W111 If continuation sheet 10 of 56



PRINTED:

i

06/03/2010
Health Requlation AdministrationFORM APPROVED
STATEMENT OF DEFICIENCIES X3} DATE SURVEY
AND PLAN OF CORRECTION ) PROVIDER/SUPPLIER/CLIAL GAMLIRE  CONSTRUCTION o opLETED
DENTIFICATION NUMBER: A BILDING
o 2 WING 05/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BERHAN HOME HEALTH CARE AGENCY 7825 EASTERN AVENUE, NW, SUITE L1-16
WASHINGTON, DC 20012
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES Ip PROVIDER'S PLAN DF CORRECTION {X5)
PREFTX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
H 155/ Continued From page 10 H 155
3907.2(k) PERSONNEL -98109710
Review of the personnel records on May 13, cross reference 3907.2(1) o) / {‘?7 /OQﬁ
2010, at approximately 3:39 p.m., revealed no
evidence of a position description in Staff
#11's personnel record. 3907.2(1) PERSONNEL
At the tiTedOf t_:e Savey. th“:‘_’t'? e on All staff were contacted regarding
ocumented evidence of a position description for : -  n
Staff #11 in her personnel record. the identified deficiencies and the
referenced documents were
inserviced by the Clinical
Each home care agency shall maintain accurate Manager/Director of Nursing on
personnel records, which shall include the the need to have a valid job
following information: description and results of
. competency testing. (Attachment
(1) Results of any competency testing;
#2(a)(c)(e)(f)
This Statute is not met as evidenced by: The Clinical Manager/Director of
Based on a record reviews and interview, it was Nursing will review all personnel
determined that the Home Care Agency failed to files of staff on a quarterly basis
include the results of competency testing for one and ensure that all staff's
(1) of the twenty (20) employee's personnel a : )
records. (Staff #13) personnel fite contain a val.ud
position description which is
The finding includes: signed and dated by the staff and
, _ the results of competency testing.
4R‘;E;°fd review "I”;-"t?ly :3; 2&1&? _";'Pcf"fx'mate'y Staff will be notified of the findings
:21 p.m. revealed that the ailed to ensure . :
Staff #13 had the results of a competency test in a”‘? reques;:;d to (;o_mply with th':’l
her personnel record. p0|lcy. Sta ] who fail to correct t e
deficiency will be suspended until
At the time of the survey, there was no the required documents are
documented evidence of the results of a submitted.
competency test for Staff #13 in her personnel
record. .
No clients were affected by the
deficient practice.
Health Regulation Administration
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- - Wisho K
3908.1(h) ADMISSIONS H197 [The policy governing
Each hail b " Interagency Sharing of
ach home care agency shall have written ; ;
policies on adrnissions, which shall Include, at a Information and the Client
minimum, the following: Consent for Interaggncy
h) Consentt for | haring of Sharing of Information were
(h) Consent for interagency sharing Implemented and are included
information.
as A hm #
This Statute is not met as evidenced by: ) ) ]
Based on interview and record verification the All staff will be inserviced by
Home Care Agency (HCA) failed to ensure the Clinical Manager/Director
written policies on admissions, which induded, of Nursing on the policies and
procedures governing
H 197 consent for interagency sharing of information. Interagency Sharing of
The finding indudes: Information and the Client
Review of the HCA' s Admissions Policies and Consent for Interagency
Sharing of Information. The
Procedures on May 13, 2010, at approximately CIini(_:aI Mgnager/ Director of
11:21 a.m., revealed the HHCA failed to ensure Nursing will track the
the admissions policy included consent for inservice roster to ensure that
interagency sharing of information. all professional staff are
During a face to face interview with the CEQ and inserviced on this policy
the Director of Nursing (DON) on May 13, 2010, ) )
beginning at approximately 5:29 p.m., it was Staff who fail to comply will be
acknowledged the admissions policy failed to suspended.
include consent for interagency sharing of
information. Berhan Home Health Care Agency
There was no documented evidence the HCA ensu recognizes that any identified
the admissions policy included consent for interagen deficient practice may potenti ally
sharing of information, .
H205 [3908.6 ADMISSIONS Has [orTect other i'.'entts' I-lrhc? tfied
Each home care agency shall conduct an initial corrective action to all identifie
deficiencies will be applied across
assessment, including a home visit, based on the board to all clients and/or staff
A i ) ) ) to improve the quality of services
information provided by the prospective patient or rendered.
Health Regulation Administration
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Continued From
inued From page 12 3908.6 ADMISSIONS 08/09/40
the patient's representative and on other pertinent 7] / i
data. An addendum has been made 7//9 197/
to the agency’s Admission
This Statute is not met as evidenced by: POIIC!ES and Procedure§ and
Based on interview and record verification, the was implemented and is
Home Care Agency (HCA) failed to ensure Included as Attachment #4.
written polides on admissions, which induded, an .
initial assessment, including a home visit. All professional staff will be
- inserviced by the Clinical
The finding includes: Manager/Director of Nursing
th licy that
Review of the HCA's Admissions Policies and Sir;it ;5 &Sc I:?é c 0?,] d?.l Cf;g(rjne
Procedures on May 13, 2010, at approximately . S
11:32 am., revealed that although the agency’s during the initial assessment.
policy induded an initial assessment, it failed to The Clinical Manager/Director
indude a home visit. of Nursing will ensure that the
staff is notified of this policy.
During a face to face interview with the CEQ and ° policy
the Director of Nursing (DON) on May 13, 2010,
beginriing at approximately 5:29 p.m., it was Berha n Home Health Care Agency
acknowledged the admissions policy failed to recognizes that any identified
include a home visit during the initial assessment. deficient practice may potentially
_ affect other clients. The
There was no documented evidence the HCA corrective action to all identified
ensured the admissions policy included a home defici . il b lied
visit during the initial assessment. eficiencies will be applied across
H 220 H 220 the board to all clients and/or staff
3909.1 DISCHARGES TRANSFERS & to improve the quality of services
REFERRALS rendered.
Each home care agency shall have written
policies that describe transfer, discharge, and
referral criteria and procedures.
This Statute is not met as evidenced by:
Based on record review and interview, the Home
Care Agency (HCA) failed to ensure their
Discharges, Transfers and Referrals Policies and

Health Regulation Administration
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H 220, Continued From page 13 H 220
Procedures included a written notice for the 3909.1 DISCHARGES —88/697/10
patient to be notified of discharge or referral no TRANSFERS & REFERRALS 1 / / g// o)
less than seven (7) calendar days prior to the
action.
An addendum has been made
The finding includes: to the agency’s Discharges,
Transf ferrals i
Review of the HCA's Policies and Procedures for A n?in\ir e; sir?,n?e:;ﬁ{e?jl a Egl!cy
Discharges, Transfers and Referrals on May 13, . a P 1S
2010, at approximately 11:43 a.m., revealed the included as Attachment #5.
aforementioned policy did not include a written . .
notice for the patiert to be notified of discharge or f\” professional staff will be
referral no less than seven (7) calendar days inserviced by the Clinical
prior to action. Manager/Director of Nursing
on the policy that a written
During a face to face interview with the CEC and ; ;
the Director of Nursing (DON) on May 13, 2010, notice Oftﬂ'scr}a rgte TIUSt be
beginning at approximately 5:29 p.m., it was given to the clien g at least
acknowledged the Discharges, Transfers and seven (7) days prior to the
Referrals policy failed to include a written notice action. The Clinical
for the patient to be notified of discharge or Manager/Director of Nursing
referral no less than seven (7) calendar days will ensure that the staff is
Prior to action. notified of this policy.
There was no documented evidence the HCA
ensured the Discharges, Trarisfers and Referrals Berhan Home Health Care Agency
policy induded a written notice for the patient to recognizes that any identified
be notified of discharge or referral no less than deficient practice may potentially
seven (7) calendar days prior to action. affect other clients. The
H241) .o 10.1(b) RECORDS RETENTION & DisposaL | H 241 corregctlv.e actl.on to all |§1ent|ﬁed
deficiencies will be applied across
Each home care agency shall maintain a clinical the_ board to all C"e‘:‘ts and/ or staff
record system that shall irnclude the following: to improve the quality of services
rendered.
(b) Written procedures that address the transfer
or disposition of dinical records in the event of
dissolution of the home care agency.
Health Regulation Administration
STATE FORM 0 G5W1I11 If continuation sheet 14 of 56




PRINTED:

06/03/2010
Health Requlation AdministrationFORM APPROVED
STATEMENT OF DEFICIENCIES X3) DATE SURVEY
AND PLAN OF CORRECTION > PROVIDER/SUPPLIER/CLIAI (QMLTRE CONSTRUCTION ( COMPLETED
DENTIFICATION NUMBER: A BULDING
B WING
MOANNYY 05/14/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BERHAN HOME HEALTH CARE AGENCY 7825 EASTERN AVENUE, NW, SUITE L1-16
WASHINGTON, DC 20012
x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
OEFICIENCY)
H241 continued From page 14 H 241
3910.1(b) RECORDS RETENTICN & 168169710
This Statute Is not met as evidenced by: DISPOSAL
Based on record review and interview the Home 71’ ?/l OIZ
Care Agency (HHCA)'s Policies and Procedures The policy governing Record
for Records Retention and Disposal failed to Retention and Disposal was
ensure their clinical record system included . .
written procedures to address the transfer or implemented and is included
disposition of clinical records in the event of @s Attachment #6.
dissolution of the home care agency. . . .
All staff will be inserviced by
The finding includes: the Clinical Manager/Director
Review of the HCA Polic d Proced of Nursing on the policies and
eview of the icles and Procedures on ;
rocedures governing Records
May 13, 2010, at approximately 11:51a.m. Eetention ar?d Dis os?al The
revealed the policy for Records Retention and T P . )
Disposal failed to include written procedures to Clinical Manager/Director of
address the transfer or disposition of clinical Nursing will track the
records in the event of dissolution of the home inservice roster to ensure that
care agency. all staff are inserviced on this
olicy.
During a face to face interview with the CEQ and policy
the Director of Nursing (DON) on May 13, 2010,
beginning at approximately 5:29 p.m., it was Berha n Home Health. Carg Agency
acknowledged the agency's policy failed to recognizes that any identified
address the transfer or disposition of clinical deficient practice may potentially
records in the event of dissolution of the home affect other clients. The
care agency. corrective action to all identified
There was no documented evidence the HCA deficiencies will be applied across
ensured the  policy for Records Retention and the board to all clients and/or staff
Disposal included written procedures to address to improve the quality of services
the transfer or disposition of clinical records ir the rendered.
event of dissolution of the home care agency.
H 268 H 268
3911.2(h) CLINICAL RECORDS
Each dinical record shall include the following
information related to the patient:
(h} Clinical, progress, and summary notes, and
activity records, signed and dated as appropriate
Health Regulation Administration
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by professional and direct care staff: ] / )
P All staff were contacted regarding 7ﬁ ¥ 'o)é
the identified deficiencies and the
This Statute is not met as evidenced by: referenced documents were
Based on a record review and interview, it was requested. All staff will be
determined the agency failed to ensure Clinical, inserviced by the Clinical
progress, and summary notes, were signed and ; :
dated as appropriate by skilled nursing staff for z:anageg/ E Irector Of:l L'l:rSIl?gl_o n |
one (1) of twenty (20) patients. (Patient #17) € need o ensure that all clinical,
progress and summary notes are
The finding includes: signed and dated by the
) , appropriate involved discipline.
Review of Patient # 17's Start of Care
Comprehensive Assessment (SOCCA) - .
electronically dated April 26, 2010, on May 13, The (_:“n'Cé,‘l Mar)ager/Dlrector of
2010, at approximately 4:00 p.m., revealed the Nursing will review all
Registered Nurse (RN) did not sign and date the documentation on a quarterly
document. basis to determine compliance
, L with the conditions of participation
During a face to face interview with the CEO gnd for home care. Staff will be
DON on May 13, 2010, at approximately 5:29 notified of the findi d
p.m., the surveyor informed the provider of the otmed o Indings and
above and it was acknowledged the SOCCA is requested to correct/submit the
done electronically and the RN's usually come deficient documents. Staff who
into the office to sign and date the SOCCA. fail to correct the deficiency will be
, suspended until the required
The_re was no documented evidence all of the documents are submitted.
clinical, progress, and summary notes, were
signed and dated as appropriate by skilled
m?rsing staff. PP ! Berhan Home Health Care Agency
recognizes that any identified
H 2791 3911.2(s) CLINICAL RECORDS H279 ldeficient practice may potentially
affect other clients. The
Each dlinical record shall include the following corrective action to all identified
information related to the patient; deficiencies will be applied across
(s) Documentation of training and education thﬁ_‘ board to all Clients and/or_staff
given to the patient and the patient's caregivers. to improve the quality of services
rendered.
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Continued From page 16 H 279 3911.2(s) CLINICAL RECORDS

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
the patient and the patient's caregivers for six (8)
of twenty (20) patients in the sample. (Patient
#17, #9,#18, #19, #13 and #14 )

The findings include:

1. Review of Patient # 17's POC dated April 26,

2010, through June 24, 2010, on May 13, 2010,
at approximately 3:45 p.m., revealed the patient
had diagnoses that inciuded open wound of the
left amputated foot, Diabetes Mellitus Type Two
and hypertension. Further review revealed the
skilled nurse was to instruct Patient #17 to
cleanse his left stump with Normal Saline ( NSS),
pat the area dry, apply Aquacel AG, cover with a
4x4 (four by four) gauze and wrap with Kerlix,

Review of Patient # 17's Nursing Clinical Notes
dated April 28, May 3 and May 5, 2010, on May
13, 2010, at approximately 3:55 p.m., revealed no
evidence the skilled nurse documented training
and education given to Patient #17 on wound

care management.

During a face to face interview with Patient #17 in

his home, on May 14, 2010, at approximately
11:45 a.m., it was acknowledged the skilled nurse
had not trained and educated Patient #17 on
wound care management.

There was no documented evidence of training
and education given to the patient and the
patient's caregivers on wound care management.

2. Review of Patient # 17's POC on May 13,

All staff were contacted regarding
the identified deficiencies and the
referenced documents were
requested. All staff will be
inserviced by the Clinical
’:/Ianager/Director of Nursing on

he need to ensure documentation
of the training and education given
to the patient and the patient’s
caregiver and the evaluation of the
client/representatives
understanding of the interventions
taught such as on:
wound care management
medication management
dietary regime/management
safety in the home
oxygen therapy safety
coordination of care
community resources

NoUubhwnNe

The Clinical Manager/Director of
Nursing will review all
documentation on a quarterly
basis to determine compliance
with the conditions of participation
for home care. Staff will be
notified of the findings and
requested to correct/submit the
deficient documents. Staff who
fail to correct the deficiency will be
suspended until the required
documents are submitted.

’)j/g//o 37%
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Continued From page 17

2010, at approximately 3:45 p.m., revealed the
patient was prescribed Lantus Insulin 20 units to
be given subcutaneously at night, Lisinopril 40
mg. twice a day by mouth, Ascorbic Acid (Vitamin
C) 500mg every seventy-two (72) hours by mouth
and Percocet two (2) tablets every six (6) hours
as needed by mouth. Further review revealed the
patient was to be instructed on medication
management to include route, dosage, side
effects and compliance.

Review of Patient # 17's Nursing Clinical Notes
dated April 13, April 15, April 19 and April 21,
2010, on May 13, 2010, at approximately 3:55
p.m., revealed the skilled nurse documented "
instructed to take meds [medications] as
prescribed”.

During a vislt to the home of Patient #17, on May
14, 2010, at approximately 11:35 a.m., it was
observed the patient did not have any of the
aforementioned medications in his home.

During a face to face interview with Patient#17 in
his home, on May 14, 2010, at approximately
11:50 a.m., Patient #17 indicated the skilled
nurse was made aware of his inabiiity to
purchase his medications each time they visited
his home and had not instructed him on
managing his medications.

During telephone interview with the CEO on May
14, 2010, at approximately 12:10 p.m., the
surveyor informed the provider of the above and it
was acknowledged the skilled nurse had not
informed the agency that Patient #17 did not have
any of his prescribed medications.

There was no evidence the skilled nurse provided
training and education to the patient oni

3911.2(s) CLINICAL RECORDS
(continued)

Berhan Home Health Care Agency
recognizes that any identified
deficient practice may potentially
affect other clients. The
corrective action to all identified
deficiencies will be applied across
the board to all clients and/or staff
to improve the quality of services
rendered.
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Continued From page 18
medication management.

3. Review of Patient # 17's POC on May 13,
2010, at approximately 3:45 p.m., revealed the
patient was prescribed a low salt, low sugar diet.
Further review revealed the skilled nurse was to
instruct the patient on his dietary regime.

Review of Patient # 17's Nursing Clinical Notes
dated April 28, May 3 and May 5, 2010, on May

13, 2010, at approximately 3:56 p.m., revealed
the skilled nurse did not document any training or
education given to the patient related to his
dietary regime.

During a home visit with Patient #17, on May 14,
2010, at approximately 11:35 a.m., it was
observed that Patient #17 had approximately six
(6) hotdogs in the refrigerator, several packages
of "Ocdles of Nocdles", a jar of peanut butter
and a third of a loaf of bread sitting on the kitchen
counter.

During a face to face interview with Patient #17,
on May 14, 2010, at approximately 11:50 a.m.,
the patient indicated that he could not afford to
unable to purchase food on a regular basis and
prepared meals mainly consisting of hotdogs and
Oodles of Noodles. Patient #17 indicated the
skilled nurse was made aware of his inability to
purchase food each time they visited his home
and had not instructed him on managing his low
salt, low sugar diet.

During telephone interview with the CEO on May
14, 2010, at approximately 12:10 p.m., the
surveyor informed the provider of the above and it

was acknowledged the skilled nurse had not
informed the agency of Patient #17's inadequate
food supplies in his home.
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There was no evidence the skilled nurse provided
training and education to the patient on diet
management.

4. Review of Patient # 17's POC on May 13,
2010, at approximately 3:45 p.m., revealed the
skilled nurse was to instruct the patient on safety
in the home.

Review of Patient # 17's Nursing Clinical Notes
dated April 28, May 3 and May 5, 2010, on May
13, 2010, at approximately 3:56 p.m., revealed
the skilled nurse did not document any training or
education given to the patient related to safety in
the home.

Observation during a home visit to Patient #17,
on May 14, 2010, at approximately 12:10 p.m,,
revealed that Patient #17 had left a saucepan
containing food on the lit stove unattended and
the saucepan was buming. The fireman from
Engine #18 off the stove fo stop the saucepan
from burning.

During a face to face interview with the fireman
from Engine #18 on May 14, 2010, at
approximately 12:15 p.m., Patient #17 stated "|
forgot that | was cooking Oodles of Noodles on
the stove and | did not know that it was burning

up”.

During a face to face interview with Patient #17,
on May 14, 2010, at approximately 11:50 am.,
the patient indicated the skilled nurse was made
aware of his inability to prepare light meals on a
regular basis due to his disabilities and had not
instructed him on safety in the home.

There was no evidence the skilled nurse provided
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training and education to the patient on safety in
the home.

5. Review of Patient# 9's POC on May 13, 2010,
at approximately 2:30 p.m., revealed the patient
had an open wound on his left hip and thigh and
the patient was to be instructed to cleanse the
wound with NSS, pack the wound with lodoform
packing, cover the wound with ABD pads and
Tegaderm.

Review of Patient # 9's Nursing Clinical Note
dated April 19, April 21, April 24, April 26, April 28
and May 6, 2010, on May 13, 2010, at
approximately 2:30 p.m., revealed no
documented evidence the patient had been
instructed on wound care management.

During a face to face interview with Patient #9 in
his home, on May 14, 2010, at approximately
9:10 a.m,, it was acknowledged the skilled nyrse
had not instructed him on wound care
management.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the

above and it was revealed that all of the skilled

nursing notes may not be irt the patient's medical
record.

There was no documented evidence the skilled
nurse provided fraining and education in
accordance with the patient's POC.

6. Review of Patient # 18's plan of care (POC)
dated April 10, 2010, through June 8, 2010, on
May 13, 2010, at approximately 4:05 p.m.,
revealed the patient was prescribed medications
that included Metformin 850 mg. every evening,
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Risperidone 1 mg. daily, Trazadone 100 mg at
bedtime and Docusate Sodium 20mg/Sm1twice a
day by mouth.

.Further review revealed the patient was to be
instructed on medication management to include
route, dosage, side effects and compliance.

Review of Patient # 18's Nursing Clinical Notes
dated April 13, April 15, April 19 and April 21,
2010, on May 13, 2010, at approximately 4:12
p.m., revealed no evidence the skilled nurse
instructed Patient #18 on medication
management.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5:29
p.m., the surveyor informed the provider of the

above and it was revealed that all of the skilled

nursing notes may not be in the patient's medical
record.

There was no evidence the skilled nurse provided
training and education to the patient on
medication management.

7. Review of Patient # 19's POC on May 13,
2010, at approximately 4:25 p.m., revealed the
patient had that included a right foot ulcer, toe
amputation and cellulitis of the foot. Further
review revealed the patient and wife were to be
instructed on wound care as follows:

{a) clean medial foot ulcer with NSS. pat dry,
apply Santyl, cover with gauze daily for thirty (30)
days as needed.

(b) imigate the right Hallux wound with NSS, pat
dry, pack with lodoform dressing for thirty (30)
days as needed.
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(c) irrigate the right fifth (5th) metatarsal uicer
with NSS, pat dry, pack with lodoform dressing
for thirty (30) days, and wrap with gauze and
secure with tape.

Review of Patient# 19's Nursing Clinical Notes
dated April 19, April 21, April 23, April 26, April
28, May 3 and May 5, 2010, revealed no
evidence the skilled nurse instructed the patient
and caregiver on the aforementioned wound care
management procedures.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the

above and it was revealed that all of the skilled

nursing notes may not be in the patient's medicai
record.

There was no evidence the skilled nurse provided
training and education to the patient on wound
care management.

8. Review of Patient # 13 and #14's plan of care
(POC) dated April 06, 2010, through October 05,
2010, on May 13, 2010, approximately between
2:55 p.m., and 3:10 p.m., revealed both patients
had diagnoses that included chronic airway
obstruction. Further review revealed both patients
were to be instructed on safety measures that
included oxygen precautions.

During a visit to the home of Patient #13 and
Patient #14 (husband and wife) on May 14, 2010,
at approximately 1:00 p.m., it was observed that
Patient #13 and Patient #14 were on oxygen
therapy continuously. Further observation
revealed there were no signs in the home or on
the front door of Patient #13 and Patient #14's
home to indicate the patients were receiving
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oxygen therapy.

During a face to face interview in Patient #13 and
Patient #14’s home on May 14, 2010, at
approximately 1:10 p.m., it was revealed they did
not have any signs in the home indicating they
were on oxygen therapy. Patient #13 indicated
"sometimes | walk into the kitchen with my
oxygen when | use the electric stove". Further
interview revealed the skilled nurse had not
instructed the patients on safety in the home
including oxygen precautions.

During a face to face interview with Personal
Care Aide (PCA) #22 on May 14, 2010, at
approximately 1:15 p.m., it was revealed she was
aware Patient #13 and Patient #14 did not have
any signs in the home indicating they were on
oxygen therapy.

During a telephone interview with the CEQ on
May 14, 2010, at approximately 3:30 p.m., the
surveyor informed the provider of the above and it
was acknowledged the skilled nurse or HHA#22
had not informed the agency Patient #13 and
Patient #14's home did not have signs indicating
oxygen therapy was being utilized in their
residence.

There was no evidence the skilled nurse
provided training and education to the patient on
oxygen therapy precautions.

9. Review of Patient # 20's POC dated April 10,
2010, through June 8, 2010, on May 13, 2010, at
approximately 4:50 p.m., revealed the patient had
diagnoses that included open wound of the
abdomen, convulsions malnutrition, acute
cholecystitis and hypertension. Further review
revealed the skilled nurse was to instruct the
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patientffriend to clean the abdominal wound with 39125&25 SLISE{:B-IFL m%g-rs & 73! zl oY
NSS, pat dry, apply Hydrogel, cover with 4x4
auze and tape. . . .
g P The policy governing Client
Review of Patient # 20's Nursing Clinical Notes Rights and Responsibilities
dated April 12, April 14 and April 17, on May 13, was amended and
2010, at approximately 4:55 p.m., revealed no implemented and is included
evidence the patientfriend was instructed on the H279 |ag Attachment #7.
aforementioned wound care procedures.
All staff will be inserviced by
During a face tp face interview with the CEO and o :
the DON on May 13, 2010, at approximately 5: 29 tf;e Clm_lcal Manager{ .D.' rector
p.m., the surveyor informed the provider of the of Nursing on the policies and
above and it was revealed that all of the skilled procedures governing the
nursing notes may not be in the patient's medical client’s right to control his/her
record. own household and life style.
The Clinical Man Director
There was no evidence the skilled nurse provided of Nursirl1cawill trz?:ﬁr{h & ecto
training and education to the patient on wound ) ; g
care management. H292 linservice roster to ensure that
all professional staff are
H 292/ 3912.2(b) PATIENT RIGHTS & inserviced on this policy.
RESPONSIBILITIES
Berhan Home Health Care Agency
Each home care agency shall develop policies to recognizes that any identified
ensure that each patient who ref:elves home care deficient practice may potentially
services has the following rights: .
affect other clients. The
{b) To control his or her own household and life corrective action to ali identified
style; deficiencies will be applied across
the board to all clients and/or staff
to improve the quality of services
This Statute is not met as evidenced by: rendered.
Based on a record review and interview, it was
determined that the Home Care Agency (HCA)
failed to include the patient has the right to control
his or her own household and life style in it's
Patient Rights and Responsibilities Policy.
Health Regulation Administration
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Continued From page 25 3912.4(a) PATIENT RIGHTS & /180 W
The finding includes: RESPONSIBILITIES )/ 18/t
Review of the agency's policies and procedures
on May 13, 2010, at approximately 12:11 p.m., The policy governing Client
revealed the HHCA failed to include in their Rights and Responsibilities
Patient Rights and Responsibilities policy, the was nded and
patient has the right to control his or her own \ amended a ..
household and life style. implemented and is included
as Attachment #7.
During a face to face interview with the CEQ and
the Director of Nursing (DON) on May 13, 2010, All staff will be inserviced by
beginning at approximately 5:29 p.m., it was the Clinicai Manager/Director
acknowledged the agency's policy for Patient of Nursing on the policies and
Rights and Responsibilities failed to include the rocedures governing the
patient has the right to control his or her pwn p. , g - g
household and life style. client’s respons:blllt\_/ to treat
agency personnel with respect
There was no documented evidence the HCA and dignity. The Clinical
ensured the policy for Patient Rights and r/director rsin
Responsibilities included the patient has the right ma; Ini?rgek/ tf: ec_:no Of.(':\l urSIstgr
to control his or her own household and life style. : c € Inservice 0_ €
H311 H311 to ensure that all professionai
3912.4(a) PATIENT RIGHTS & staff are inserviced on this
RESPONSIBILITIES policy.
Each home care agency shall develop a Berhan Home Health Care Agency
statemenF of patient responsibilities regarding the recognizes that any identified
following: deficient practice may potentially
(a) Treating agency personnel with respect and affect other clients. The .
dignity; corrective action to all identified
deficiencies will be applied across
This Statute is not met as evidenced by: Ehe: board tc;hall Cflelrjtts a;]d/or.staff
Based on a record review and interview, it was 0 Improve the quality of services
determined that the Home Care Agency (HCA) rendered.
failed to develop a statement of patient
responsibilities to include that the patient had the
responsibility to treat agency personnel with
respect and dignity in it's Patient Rights and
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3912.4(b) PATIENT RIGHTS & 88709710
Responsibilities Policy. RESPONSIBILITIES
V18/)1F
The finding includes:
Review of the HCA's policies and procedures on ; . .
May 13, 2010, at approximately 12:22 p.m., failed Thehpollcy governmg .C.“.ent
to develop a statement that the patient had the Rights and Responsibilities
responsibility to treat agency personnel with was amended and
respect and dignity. implemented and is included
; T as Attachment #7.
During a face to face interview with the CEQ and S m
the Director of Nursing (DON} on May 13, 2010, : . .
beginning at approximately 5:29 p.m., it was S_I'I s(t:T.ff.W':l I\lfale mservg;ed l;y
acknowledged that the HCA failed to develop a e Clinical Manager/Director
statement that the patient had the responsibility to of Nursing on the policies and
treat agency personnel with respect and dignity. procedures governing the
client’s responsibility to
There was no documented evidence that the ; . :
HCA developed a statement that the patient had prr? vide accu Eafje ?I:om‘l‘? t.lor;
the responsibility to treat agency personnel with when requested. The Clinica
respect and dignity. Manager/Director of Nursing
H 312 H312 (will track the inservice roster
3912.4(b) PATIENT RIGHTS & to ensure that all professional
RESPONSIBILITIES staff are inserviced on this
policy.
Each home care agency shall develop a
statement of patient responsibilities regarding the
following: P po gardng Berhan Home Health Care Agency
recognizes that any identified
{b) Providing accurate information when deficient practice may potentially
requested; affect other clients. The
corrective action to all identified
This Statute is not met as evidenced by: deficiencies will be applied across
Based on a record review and interview, it was the board to all clients and/or staff
determined that the Home Care Agency (HCA) to improve the quality of services
failed to develop a statement of patient rendered.
responsibilities that included the patient had the
responsibility to provide accurate information.
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" Continued From page 27 e 3912.4(c) PATIENT RIGHTS &
Lo 4(c) P 88/69710
The findings include: RESPONSIBILITIES 7
7180 77
Review of the agency's policies and procedures
on May 13, 2010, at approximately 12:33 p.m. : . .
revealed the Patient Rights and Responsibilities The policy governing Client
Policy failed failed to develop a statement of Rights and Responsibilities
patient responsibilities that included the patient was amended and
had the responsibility to provide accurate implemented and is included
information when requested. as Attachment #7.
During a face to face interview with the CEQ and : : :
the Director of Nursing (DON) on May 13, 2010, Ar"' Sé?.ff.w'lu be '”se“’g.e" by
beginning at approximately 5:29 p.m., it was the Clinical Manager/!| Irector
acknowledged the agency failed to develop a of Nursing on the policies and
statement of patient responsibilities that the procedures governing the
patient had the responsibility to provide accurate client’s responsibility to
information when requested. inform the agency when
There was no documented evidence the HCA Instructions are not
ensure the agency developed a statement of understood or cannot be
patient responsibilities to include that the patient followed in the Patient Rights
had the responsibility to provide accurate and Responsibilities policy.
information when requested. The Clinical Manager/Director
H 313 H313 [of Nursing will track the
3912.4(c) PATIENT RIGHTS & inservice roster to ensure that
RESPONSIBILITIES all professional staff are
Each home care agency shall develop a Inserviced on this policy.
statement of patient responsibilities regarding the
following: Berhan Home Health Care Agency
_ . _ recognizes that any identified
(c) Informing the agency when instructions are deficient practice may potentially
not understood or cannot be followed; and... affect other clients. The
corrective action to all identified
;his dStatute is rr;Ot met as EVitdenced tby: deficiencies will be applied across
ased on a record review and interview, it was the board to all clients and/or staff
determined that the Home Care Agency (HCA) . . .
failed to develop a statement of patient o "c?p rodve the quality of services
responsibilities to inform the agency when rendered.
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Continued From page 28 3912.4(d) PATIENT RIGHTS & 08/65/10
instructions are not understood or cannot be RESPONSIBILITIES T rﬁ
followed in it's Patients Rights and 7)18/s0 A
Responsibilities Policy. The policy governing Client
Rights and Responsibilities
was amended and
The finding includes: implemented and is included
as Attachment #7.
Review of the agency's policies and procedures
on May 13, 2010, at approximately 12:33 p.m., All staff will be inserviced by
revealed the HCA failed to develop a statement the Clinical Manager/Director
of patient responsibilities to include the patient of Nursing on the policies and
had the responsibility to inform the agency when procedures governing the
instructions are not understood or cannot be client’s responsibility t
followed in it's Patient's Rights and p 0 '_ y to
Responsibilities Policy. cooperate in making a safe
environment for care within
During a face to face interview with the CEO and the home. The Clinical
the Director of Nursing (DON) on May 13, 2010, Manager/Director of Nursing
beEi”"i'l’g dat z;;ﬁrox;njlatglty 5d:29 ’i"m" ittwtas t will track the inservice roster
acknowledged they failed to deveiop a statemen .
of patient rgspons?{bilities to inform Ft)he agency to ensure_ that ?” profess]onal
when instructions are not understood or cannot staff are inserviced on this
be followed in it's Patient's Rights and policy.
Responsibilities Policy.
There was no documented evidence the HCA Berha:' HOT; I:ealthi dC?]rte'f.A 3ency
developed a statement of patient responsibilities re°°9 1zes a. any ldentire .
to informed the agency when instructions are not deficient practice may potentially
understood or cannot be followed in it's Patients affect other clients. The
Rights and Responsibilities Policy. corrective action to all identified
H 314 H314 deficiencies will be applied across
3912.4(d) PATIENT RIGHTS & the board to all clients and/or staff
RESPONSIBILITIES to improve the quality of services
Each home care agency shail develop a rendered.
statement of patient responsibilities regarding the
following:
(d) Cooperating in making a safe environment for
Health Regulation Administration
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H 314 Continued From page 29
care within the home.
3913.5 COMPLAINT PROCESS 108/89#10
‘ . . 7))o
This Statute is not met as evidenced by: .
Based on a record review and interview, it was The policy governing the
determined that the Home Care Agency (HCA) Complaint Process was
failed to develop a statement of patient amended and implemented
responsibilities to cooperate in making a safe and is included as
environment for care within the home. A nt #8
The finding includes: . . .
9 H314 1Al staff will be inserviced by
Review of the agency's policy and procedures on the Clinical Manager/Director
May 13, 2010, at approximately 12:33 p.m., of Nursing on the policies and
revealed the HCA failed to develop a statement procedures governing the
of p?tient lresponsitb;Iities to Ct?t?]pezzte;n making responses to complaints
a sale environment for care within the home. within fourteen (14) calendar
During a face to face interview with the CEQ and days of its receipt, and
the Director of Nursing (DON) on May 13, 2010, documentation of the
beginning at approximately 5:29 p.m., it was response (investigation and
acknowledged they failed to develop a statement resolution) The Clinical
of patient responsibilities to cooperate in making Manager/Director of Nursing
a safe environment for care within the home. will track the inservice roster
There was no documented evidence the HCA to ensure that all professional
developed a statement of patient responsibilities H 335 staff are inserviced on this
to cooperate in making a safe environment for policy.
care within the home,
H 335 Berhan Home Health Care Agency
3913.5 COMPLAINT PROCESS recognizes that any identified
The home care agency shall respond to the deficient praclt_lce may potentially
complaint within fourteen (14) calendar days of its affect other clients. The
receipt, and shall document the response. corrective action to all identified
deficiencies will be applied across
This Statute is not met as evidenced by: ;che: board ttzhall c“eptts afnd/or_ staff
Based on interview and record verification the 0 Improve the quality of services
Home Care Agency (HCA) falled to ensure the rendered.
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. ) . 3914.3(d) PATIENT PLAN OF CARE 08469410
establishment of a written policy to respond to a X / ¢ %h
complaint was within fourteen (14) calendar days All . / //0
. , taff were contacted regarding
of its receipt, and document the response. s e . -
P P the identified deficiencies and the
The finding includes: referenced documents were
requested. All staff will be
Review of the agency’s Compliant/Grievance inserviced by the Clinical
Process Policy on May 13, 2010, at 3 :
approximately 12:38 p.m., revealed the HCA H 335 It\:lanageg/?rﬁctor c;r Nu:jsmgt;_ c;n
policy to respond to a complaint was within fifteen € need to have all credentials
(15) days of its receipt, instead of the fourteen and other employment documents
(14) days. maintained current at all times.
During a face fo face interview with the CEQ and The Clinical Mana i
. , ger/Director of
Director of Nursing (DON) on May 13, 2010, at Nursing will review the clinical
approximately 5:29 p.m., it was ackrowledged d hlv basi
the HCA established a written policy to respond records on a monthly basis to
to @ complaint within fifteen (15) days of its ensure compliance with the
receipt, instead of fourteen (14) days. conditions of participation
_ governing the plan of care to
There was no documented evidence the HCA address the following:
established a written policy to respond to a
complaint within fourteen (14) calendar days of its H 355 ] .
receipt, and to document the response. 1. Pertinent diagnoses
H 355 2. Description of types
3914.3(d) PATIENT PLAN OF CARE (disciplines) of services to
be provided
The plan of care shall include the following: 3. Frequency of visits including
o . _ the amount and expected
(d) A description of the services to be provided, duration
including: the frequency, amount, and expected .
duration; dietary requirements; medication 4. Trea.tments and sp(?CIﬁc
administration, including dosage; equipment; and services to b? provided
supplies; 5. Types of equipment and
supplies needed
6. Functional limitations
This Statute is not met as evidenced by: /. ACt'V_'t_'es permitted
Based on interview and record review, the facility 8. Nutritional requirements
failed to ensure the pian of care (POC) described and supplements
Health Regulation Administration
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Continued From page 31
" . , 3914.3(d) PATIENT PLAN OF CARE
the specific services to be provided for wound (Continu ed)

care for one (1) of five (5) patients in the sample
receiving wound care (Patient #186); failed to
describe the frequency, amount, and expected

duration for the Personal Care Aide (PCA) 9. Medications including name,
services to be provided for five (5) of ten (10) dose, route, frequency and
patient's in the sample receiving PCA services d !

(Patient #8, #10, #11, #12 and #16); and failed to purpose

described the specific PCA services to be 10.Safety n_1easures

provided for three (3) of ten (10) patient's in the 11.Prognosis

sample receiving PCA services (Patient #7, #9 12.Rehabilitaion potential

and #17) 13.Goals

14.Instructions for timely

The findiae i _ \
he findings include: discharge or referral

1. Review pf Patient #16's plan of care (POC)

dated December 14, 2009, through June 13, Staff will be notified of the findings
2010, on May 13, 2010, at approximately 3:35 and requested to correct/submit
p.m., revealed the patient had diagnoses that the deficient documents. Staff

included Diabetes Mellitus Type Two,

hypertension, morbid obesity and sarcoidosis. who fail to correct the deficiency

Further review revealed the skilled nurse was to will be suspended until the
visit one (1) month times six (6) months, to required documents are
provide skilled observation of all systems, review submitted.

and update medications, instruct on diet, safety,

hydration and supervise the PCA. Berhan Home Health Care Agency

During a face to face interview with Patient #16 in recognizes that any identified

her home, on May 14, 2010, at approximately deficient practice may potentially
10:00 a.m., it was revealed Patient #16 had "two affect other clients. The

wounds on my buttocks” and "the skilled nurse corrective action to all identified
from Berhan had not been to visit the patient and deficiencies will be applied across

perform wound care in two (2) weeks”. Further
interview revealed the patient had been treating
her wounds with "Neosporin Qintment".

the board to all clients and/or staff
to improve the quality of services

rendered.
During a face to face interview with the Director
of Nursing (DON) on May 13, 2010, at
approximately 4: 12 p.m.,, it was revealed Patient
#16 was probably receiving wound care from

Heaith Regulation Administration
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Continued From page 32
another home care agency.

During a telephone interview with the Chief
Executive Officer (CEO) on May 14, 2010, at
approximately 10: 30 a.m., the surveyor informed
the provider of the above and it was
acknowledged a skilled nurse from the agency
was providing wound care to Patient #16. Further
interview revealed that the agency would "send a
nurse to perform Patient #16's wound care in ten
minutes”.

There was no documented evidence the POC
described the specific skilled nurse services to be
provided to the patient for wound care
Mmanagement,

2. Review of Patient #8, #10, #11, #12 and #17's
POC on May 13, 2010, approximately between
1:45 p.m. to 3:35 p.m., did not reveal the
expected duration for the Personal Care Aide

(PCA,) services to be provided.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5: 29
p-m., the surveyor informed the provider of the
above and it was acknowledged the POC did not
reveal the expected duration for the PCA services
to be provided.

There was no evidence the POC described the
expected duration for the PCA services to be
provided.

3. Review of Patient #7, #9 and #17's POC on
May 13, 2010, between 1:45 p.m. to 3:45 p.m.,
revealed HHA for assistance with personal care
and ADL's (activities of daily living) and did not
describe the specific PCA services to be
provided.
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3914.3(g) PATIENT PLAN OF CARE

The plan of care shall include the following:

(9) Physical assessment, including all pertinent
diagnpses;

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the facility's Plan of Care (POC) failed to
include a physical assessment including all
pertinent diagnoses for one (1) of twenty (20)
patients in the sample. (Patient #13)

The finding includes:

Review of Patient # 13's Home Health
Certification and Plan of Care (POC) dated April
6, 2010 to October 5, 2010, on May 13, 2010, at
approximately 2:55 p.m., revealed Patient #13
had diagnoses that included chronic heart failure,
chronic airway obstruction, general osteoarthrosis
and pbesity nos.

During a visit to Patient #13's home on May 14,

governing the plan of care.

The Clinical Manager/Director of
Nursing will review the clinical
records on a monthly basis to
ensure compliance with the
conditions of participation
governing the plan of care to
address the following:

1. Physical assessment

2. Pertinent diagnoses

3. Ensuring that medications
are consistent with
diagnoses.

Staff will be notified of the findings
and requested to correct/submit
the deficient documents. Staff
who fail to correct the deficiency
will be suspended until the
required documents are
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During a face to face interview with the CEO and 3914.3(g) PATIENT PLAN OF CARE ©8/05710
DON on May 13, 2010, at approximately 5: 29 7/,;/13
p-m., the surveyor informed the provider of the All professional staff were
above and it was acknowledged the POC did npt contacted regarding the identified
describe the specific PCA services to be deficiencies and the referenced
rovided.
provided documents were requested. All
There was ho evidence the POC described the st_aff will be mservuf:ed by the
describe the specific PCA services to be Clinical Manager/Director of
provided. Nursing on the need comply with
H 358 H 358 the conditions of participation

2010, at approximately 1:00 p.m., a face to face submitted.
interview was conducted with the patient’s
Health Regulation Administration
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CARE (Continued)
Personal Care Aide (PCA, Staff #21). According
to the PCA , the patient informed her that she Berhan Home Health Care Agency

was a diabetic . Review of the POC Addendum recognizes that any identified

to the on May 13, 2010, revealed the patient was d . : :
; o . eficient practice may potentially
rescribed Glipizide 2.5 mg daily. It should be i
pre 2 22P g cally Co affect other clients. The

o e s e he
was also prescribed a regular diet corrective action to all identified

At the time of the survey, there was no deficiencies will be applied across
documented evidence the physical assessment the board to all clients and/or staff
included a diagnosis of Diabetes. to improve the quality of services
rendered.
H 3633914.3(1) PATIENT PLAN OF CARE H 363

'The plan of care shall include the following:

(1) Identification of employees in charge of 08769710
3914.3(1) PATIENT PLAN OF CARE / ;./ ’
/ity ﬁ

managing emergency situations; All staff were contacted regarding
the identified deficiencies and the

This Statute is not met as evidenced by: referenced documents were

Based on a record review and interview, it was requested. All staff will be

determined the agency failed to include inserviced by the Clinical

identification of employees in charge of managing

emergency situations for twenty (20) of twenty Manager/Director of Nursing on

(20) patients in the sample. (Patient # 1, # 2, #3, the need comply with the

WA, 5 #6, #7, #8, #9, #10# 11 #12# 13 # conditions of participation

14, 15#16,# 17 # 18, # 19 and # 20) governing the plan of care.

The findings include: The Clinical Manager/Director of

Review of Patient# 1, # 2, #3, # 4, # 5, #6, #7, # Nursing will re"'ewhlth% clinical

B, #0, # 10.# 11 # 124 13 # 14 #15# 16 # 17 # records on a monthly basis to

18, # 19 and # 20's Plan of Care (POC) on May ensure compliance with the

13, 2010, between 12:35 p.m., to 4.45 p.m., conditions of participation

revealed the POC did not include identification of governing the plan of care to

employees in charge of managing emergency -address |dent|ficat19n of employees

situations. in charge of managing emergency
situations. Attachment #9.

During a face to face interview with the CEQ and

Health Regulation Administration
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3914.3(1) PATIENT PLAN OF CARE
DON on May 13, 2010, at approximately 5: 29 (Continued)
p.m., the surveyor informed the provider of the
above and it was acknowledged the POC did not . . .
include identification of employees in charge of Staff will be notified of the findings
managing emergency situations for the patients. and requested to correct/submit
the deficient documents. Staff
There was no documented evidence the HCA who fail to correct the deficiency
included the identification of employees in charge : .
of managing emergency situations on the POC, will t?e suspended until the
required documents are
H 364 | 3914.3(m) PATIENT PLAN OF CARE H3e4 [submitted.
The plan of care shall include the following: Berhan Home Health Care Agency
(m) Emergency protocols; and... rec°9”'ze5 tha_t any identlﬁed_
deficient practice may potentially
affect other clients. The
This Statute is not met as evidenced by: corrective action to all identified
Based on interview and record review, the Home deficiencies will be applied across
Care !F\’g(;;ag;.:y (HCA\) failed to ensure the pla;n of the board to all clients and/or staff
care ( included emergency protocols for ; ; ;
twenty (20) of twenty (20) patients in the sample. to ’;np"?j"e the quality of services
(Patient# 1, #2, #3, # 4, # 5 #6, #7, # 8, #9, # rendered.
10# M #12#13#14#15# 16 #17 #18, #19
and #20) 08/0944
3914.3(m) PATIENT PLAN OF CARE N rO 4
The findings include: 7//8 / /0 %

Review Of Patient# 1, #2, #3, #4, #5, #6, #7, #
8, #9, #10# 1M #12#13#14#15#16# 17 #
18, # 19 and # 20 's Plan of Care (POC) on May
13, 2010, between 10:00 a.m,, to 4:00 p.m._,

revealed the POC did not include emergency
protocols.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was acknowledged the POC did not
include emergency protocols for the patients.

All staff were contacted regarding
the identified deficiencies and the
referenced documents were
requested. All staff will be
inserviced by the Clinical
Manager/Director of Nursing on
the need comply with the
conditions of participation
governing the plan of care as it
relates to emergency protocols.
Attachment #9
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3915.10(f) HOME HEALTH & PERSONAL CARE
AIDE SERVICE

Personal care 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
determined that the agency failed to ensure
Personal Care Aides (PCAs) recorded, and
reported on the patient's physical condition,
behavior or appearance for ten (10) of ten (10)
patients who were receiving PCA services in the
sample. ( Patient#7, Patient #8, Patient #9,
Patient #10, Patient #11, Patient #12, Patient
#13, Patient #14, Patient #16 and Patient #17).

The findings include:

Review of Patient #7, Patient #8, Patient #9,
Patient #10, Patient #11, Patient #12, Patient
#13, Patient #14, Patient #16 and Patient #17's
medical records on May 13, 2010, approximately
between 1:45 p.m.- 4:25 p.m., revealed the
PCA's (Personal Care 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 CEQ and
DON on May 13, 2010, at approximately 5:29
p.m., the surveyor informed the provider of the

Staff will be notified of the findings
and requested to correct/submit
the deficient documents. Staff
who fail to correct the deficiency
will be suspended until the
required documents are
submitted.

Berhan Home Health Care Agency
recognizes that any identified
deficient practice may potentially
affect other clients. The
corrective action to all identified
deficiencies will be applied across
the board to all clients and/or staff
to improve the quality of services
rendered.

3915.10(f) HOME HEALTH & PERSONAL
CARE AIDE SERVICE

Cross reference 3915.10()
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3914.3(m) PATIENT PLAN OF CARE
There was no documented evidence the HCA (Conti nued)
included the emergency protocols on the POC.
H 399 H 399

08/09/40
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: H 399 [3915.10(f) HOME HEALTH & PERSONAL
Hagg | Continued From page 37 CARE A DE SERVICE W 4%
above and it was acknowledged the PCA’s had 18]/
not been required fo record and report on the 3915.10(i) HOME HEALTH & PERSONAL
patient's physical condition, behavior, or CARE AIDE SERVICE
appearance to the agency.
There was no documented evidence the PCA's {qu a",":‘s were. gont?cted regarding the
recorded and reported the patient's physical identified deficiencies and the referenced
condition, behavior, or appearance to the agency. documents were requested. All aides will
be inserviced by the Clinical
H 402| 3915.10(i) HOME HEALTH & PERSONAL CARE H 402 Manager/Director of Nursing on the need
AIDE SERVICE for observing, recording, and reporting the
. ) ] client’s physical condition, behavior or
Persopal .care aide duties may include the appearance and compliance with keeping
following: the patient’s living area in a condition that
(i) Tasks related to keeping the patient's living promotes the patient’s health and comfort.
area in a condition that promotes the patient's
health and comfort; The registered nurse will supervise the aide
monthly and The Clinical Manager/Director
This Statute is not met as evidenced by: of Nursing will review all clinical records on
Based on observation and interview, the Home 3 quarterly basis to ensure that the
Care Agency (HCA,) failed to ensure the Personal patient’s are complying with reporting the
Care Aides (PCA) Staff #21 with task to keep the client’s physical condition, behavior or
patient's living area in a condition that promotes appearance and compliance with keeping
the patient's health and comfort was inclusive for the living area in a condition that promotes
one (1) of five (5) home visits conducted. the patient’s health and comfort. Staff
The finding includes: who fail to comply will be suspended or
terminated.
During the home visits conducted on May 14,
2010, the following observations were noted: Berhan Home Health Care Agency
On May 14, 2010, beginning at approximately recog_nizes that any .identiﬁed deficient
11:15 am., Patient #17 was observed sifting in a practice may potentially affect other
chair located in his living room. Upon entering the clients. The corrective action to all
patient's apartment, surveyors smelled an fdentified deficiencies will be applied
unbearable foul odor. The condition of the across the board to all clients and/or
apartment was extremely cluttered and dirty. The staff to improve the quality of services
carpet on the living room floor was dirty with rendered.
Health Regulation Administration
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debris and stains. Observation of the patient's
kitchen revealed the top of his stove was infested 3917.1 SKILLED NURSING SERVICES  (08/894+0
with roaches. > //8 Jyo 7%
) . ) All nurses were contacted regarding the
Continued observation of the patient revealed identified deficienci dth
that his clothing was observed to be soiled and identilied deficiencies an €
he appeared not to have been bathed or shaved referenced documents were requested.
over an unknown period of time, Interview with Ali staff will be inserviced by the Clinical
Patient #17 revealed that he was assigned a PCA Manager/Dir of Nursing on th
two (2) times a week on Tuesdays and dafg / ec;For UL hg t .e
Thursdays. According to the patient, the PCA need for compliance with the policies
was there on Tuesday May 11, 2010, however, governing compliance with the
he had not seen or heard from the PCA for physician’s Plan of Care with emphasis
Thursday May 13, 2010. on:
Review of the patient's Plan Of Care (POC) on
May 1I3H 2t?110' at{ aptproximatt_aly 3;145 ggAt 1. Providing services in accordance
revealed the patient was assigned a 0 . C e,
assist him with personal care and assisted daily with the physician’s plan of
living skills (ADL'S). Further review of the POC care.
revealed the patient's primary diagnosis was an 2. Complete physical assessment
open wound of the foot, which included a surgical and incorporating onto the POC
procedure, "amputation through the foot," Il identi fP d f . d
Hypertension, and Diabetes Mellitus, Type I1. all identiiied medications an
The POC also included Patient #17's functional diagnoses.
limitations of endurance, ambulation and dyspnea 3. Compliance with the frequency
(difficulty in breathing) with minimal exertion. of visit schedule as ordered
At the time of the survey, the HCA failed to 4. Weekly wound measurements.
ensure Patient #17's PCA, Staff #21, kept the 5. Compliance with wound care
patient's living area in a condition that promoted regimen.
is health . -
his health and comort 6. Supervision of the LPN.
H 450| 3917.1 SKILLED NURSING SERVICES H 450
Skilled nursing services shall be provided by a
registered nurse, or by a licensed practical nurse
under the supervision of a registered nurse, and
in accordance with the patient's plan of care.
Health Regulation Administration
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Continued From page 39

This Statute is not met as evidenced by:

Based on interview and record review, the Home
Care Agency (HCA) failed to ensure Skilled
nursing services were provided in accordance
with the patient's plan of care (POC) for five (5) of
five (5) patients in the sample receiving wound
care. (Patient #17, #9, #18, #19 and #20)

The findings include:

1. Review of Patient # 17's plan of care (POC)
dated April 26, 2010, through June 24, 2010, on
May 13, 2010, at approximately 3:45 p.m.,
revealed the patient had diagnoses that included
open wound of the left foot, amputation through
foot, Diabetes Mellitus Type Two and
hypertension. Further review revealed the skilled
nurse was fo visit three (3) times a week for five
(5) weeks and two (2) times a week for four (4)
weeks to provide skilled observation of all
systems and perform wound care on the open
wound on Patient #17's partially left amputated
foot.

Review of Patient # 17's Nursing Clinical Notes
dated April 28, 2010, May 3, 2010 and May 5,
2010, on May 13, 2010, at approximately 3:50
p.m., revealed wound care was not provided in
the frequency ordered by the physician in
accordance with the patient's POC.

During a face to face interview with Patient #17 in
his home, on May 14, 2010, at approximately
11:35 a.m., it was acknowledged the skilled nurse
had not been to visit the patient and perform
wound care three (3) times a week since the start
of care (SOC) on April 26, 2010.

There was no documented evidence skilled

3917.1 SKILLED NURSING SERVICES
(Continued)

The Clinical Manager/Director of
Nursing will review all clinical records
on a quarterly basis to ensure
compliance with this regulation.
Nurses will be notified of the findings
and requested to correct/submit the
deficient documents.

Nurses who fail to correct the
deficiency will be suspended until the
required documents are submitted.

Berhan Home Health Care Agency
recognizes that any identified deficient
practice may potentially affect other
residents. The corrective action to ali
identified deficiencies will be applied
across the board to all clients to
improve the quality of services
rendered.
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nursing services were provided in accordance
with the patients POC.

2. Review of Patient # 17's POC dated April 26,
2010, through June 24, 2010, on May 13, 2010
at approximately 3:45 p.m., revealed Patient # 17
had an open wound on his partially left amputated
foot. Further review revealed the Registered
Nurse (RN) was to measure the wound weekly.

Review of Patient # 17's Nursing Ciinical Note
dated April 28, 2010, on May 13, 2010, at
approximately 3:52 p.m., revealed "contacted RN
for measurement". Review of Patient # 17's
Nursing Clinical Notes reveaied no documented
evidence the wound was measured the week pf
May 2, 2010. Further review revealed the last
measurement of the open wound on Patient #
17's left amputated foot was at the SOC dated
April 26, 2010.

There was no documented evidence skiiled
nursing services were provided in accordance
with the patient's POC.

3. Review of Patient # 17's POC dated April 26,
2010, through June 24, 2010, on May 13, 2010,
at approximately 3:45 p.m., revealed the patient
had an open wound on his partially left amputated
foot. Further review revealed the left stump was
to be cleansed with Normal Saline (NSS), patted
dry, Aquacel AG applied, covered with 4x4 (four
by four) gauze and wrapped with Kerlix.

Review of Patient # 17's Nursing Clinical Note
dated April 28, May 3 and May 5, 2010, on May
13, 2010, at approximately 3:50 p.m., revealed
the wound was cleaned with NSS, Aguacel AG
applied, covered with 4x4 gauze, wrapped and
secured with tape.

H 450
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There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

4. Review of Patient # 9's POC dated March 23,
2010, through May 21, 2010, on May 13, 2010, at
approximately 2:30 p.m., revealed the patient had
diagnoses that included open wound of the left
hip and thigh, amputation through foot, Diabetes
Mellitus Type Two and hypertension. Further
review revealed the skilled nurse was to visit one
(1) to three (3) times a week for nine (9) weeks
and perform wound care on the open wound on
Patient #9's left hip and thigh.

Review of Patient # 9's Nursing Clinical Notes
dated April 16, April 19, April 21, April 23, April
24, April 26, April 28 and May 6, 2010, on May
13, 2010, at approximately 2:30 p.m., revealed
wound care was not provided in the frequency
ordered by the physician in accordance with the
patient's POC,

During a face to face interview with Patient #9 in
his home, on May 14, 2010, at approximately
9:00 a.m., it was acknowledged the skilled nurse
had not been to visit the patient and perform
wound care one (1) to three (3) times a week
three since the SOC on March 23, 2010.

During a face to face interview with the CEQ and
the DON on May 13, 2010, at approximately 5; 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
medical records.

There was no documented evidence skilled
nursing servicas were provided in accordance
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with the patient's POC.

5. Review of Patient # 9's POC on May 13, 2010,
at approximately 2:30 p.m., revealed the patient
had an open wound on his left hip and thigh.
Further review revealed the wound was to be
cleansed with NSS, packed with lodoform
packing, covered with an ABD pads and
Tegaderm.

Review of Patient # 9's Nursing Clinical Note
dated April 19, April 21, April 24, April 26, April 28
and May 6, 2010, on May 13, 2010, at
approximately 2:30 p.m., revealed the wound was
cleaned with NSS, patted dry, lodoform strips
applied, covered with 4x4 and secured with tape.

During a face to face interview with the CEQ and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed they would consuit
with the skilled nurse to ensure if skilled nursing
services were provided in accordance with the
POC.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC,

6. Review of Patient # 9's POC dated March 23,
2010, through May 21, 2010, on May 13, 2010, at
approximately 2:30 p.m., revealed Patient # 9 had
an open wound on his left hip and thigh. Further
review revealed the RN was to measure the
wound weekly.

Review of Patient # 9's Nursing Ciinical Notes
dated April 19, April 21, April 24, April 26, April 28
and May 6, 2010, on May 13, 2010, at
approximately 2:30 p.m,, revealed no
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documented evidence the wound was measured
the week of March 28, April 4, April 25 and May
2, 2010. Further review revealed the last
measurement of the open wound on Patient # 9's
feft hip and thigh wound was on April 23, 2010.

During a face to face interview with the CEQ and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

7. Review of Patient # 18's POC dated April 10,
2010, through June 8, 2010, on May 13, 2010, at
approximately 4:05 p.m., revealed the patient had
diagnoses that included a sacral decubitus ulcer
Diabetes Mellitus Type Two and hypertension.
Further review revealed the skilled nurse was to
visit one (1) to three (3) times a week for nine (9)
weeks and perform wound care on the open
wound on Patient #18's sacral decubitus ulcer.

Review of Patient # 18's Nursing Clinical Notes
dated April 13, April 15, April 18 and April 21,
2010, on May 13, 2010, at approximately 4:05
p.m., revealed wound care was not provided in
the frequency ordered by the physician in
accordance with the patient's POC.

During a face to face interview with the CEQ and
the DON on May 13, 2010, at approximately 5:
28 p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.
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There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

8. Review of Patient # 18's POC on May 13,
2010, at approximately 2:30 p.m., revealed the
RN was to measure the wound weekly.

Review of Patient # 18's Nursing Clinical Notes
on May 13, 2010, at approximately 2:30 p.m.,
revealed no documented evidence the wound
was measured after the week of April 11, 2010.

During a face to face interview with the CEO and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

9. Review of Patient # 18's POC dated April 10,
2010, through June 8, 2010, on May 13, 2010, at
approximately 4:05 p.m., revealed the patient had
a sacral decubitus ulcer. Further review reveaied
the sacral decubitus ulcer was to be cleansed
with NSS, patted dry, apply Hydrogei, cover with

4x4 and skin tape.

Review of Patient # 18's Nursing Clinical Note
dated April 13 and April 15, 2010, on May 13,
2010, at approximately 4:15 p.m., revealed the
wound was cleaned, Hydrogel applied and
covered with Tegarderm, .

During a face to face interview with the CEO and
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DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

10. Review of Patient # 19's POC dated April 15,
2010, through June 21, 2010, on May 13, 2010,
at approximately 4:25 p.m., revealed the patient
had diagnoses that included ulcer on foot, toe
amputation, cellulitis of foot Diabetes Mellitus
Type Two and CHF (Congestive Heart Failure).
Further review revealed the skilled nurse was to
visit three (3) times a week for five (5) weeks and
two (2) times a week for four (4) weeks to provide
skilled observation of all systems and perform
wound care on the open wound on Patient #19's
right foot.

Review of Patient # 19's Nursing Clinical Notes
dated April 19, Aprii 21, April 23, April 26, April
28, May 3 and May 5, 2010, on May 13, 2010, at
approximately 4:275 p.m., revealed wound care
was not provided in the frequency ordered by the
physician in accordance with the patient's POC.

During a face to face interview with the CEQ and
the DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.
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11. Review of Patient # 19's POC on May 13,
2010, at approximately 4:25 p.m., revealed the
patient had diagnoses that included right foot
ulcer, toe amputation and cellulitis of the foot.
Further review revealed the RN was to measure
the wound weekly.

Review of Patient # 19's Nursing Clinical Notes
dated April 19, April 21, April 23, April 26, April
28, May 3 and May 5, 2010, revealed the last
measurement of the open wound on Patient #
19's right foot was dated April 23, 2010.

During a face to face interview with the CEQ and
DON on May 13, 2010, at approximately 5; 29
p-m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.,

12. Review of Patient # 19's POC on May 13,
2010, at approximately 4:25 p.m., revealed the
patient had that included a ulcer on right foot, toe
amputation, cellulitis of the foot. Further review
revealed wound care included:

{a) ciean medial foot uicer with NSS. pat dry,
apply Santyl, cover with gauze daily for thirty (30)
days as needed.

(b) irrigate the right Hailux wound with NSS, pat
dry, pack with lodoform dressing for thirty (30)
days as needed.

(c) irrigate the right fifth (5th) metatarsal ulcer
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with NSS, pat dry, pack with lodoform dressing
for thirty (30) days, and wrap with gauze and
secure with tape.

Review of Patient # 19's Nursing Clinical Notes
dated April 19, April 21, April 23, April 26, April
28, May 3 and May 5, 2010, revealed the skilled
nurse documented "clean wound with NSS. pat
dry, pack with lodoform packing, covered with 4
by 4 gauze and wrapped with Kerlix".

During a face to face interview with the CEQ and
DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was acknowledged the skilled
nursing note did not provide evidence that skilled
nursing services were provided according to the
POC.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's PQC.

13. Review of Patient # 19's POC on May 13,
2010, at approximately 4:25 p.m., revealed the
patient had diagnoses that included right foot
ulcer, toe amputation and cellulitis of the foot,
Further review revealed the RN was to measure
the wound weekly.

Review of Patient # 19's Nursing Clinical Notes
dated April 19, April 21, April 23, April 26, April
28, May 3 and May 5, 2010, revealed the last
measurement of the open wound on Patient #
19's right foot was dated April 23, 2010.

During a face to face interview with the CEQ and
DON on May 13, 2010, at approximately 5: 29
p-m., the surveyor informed the provider of the

above and it was revealed that all of the skilled
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nursing notes may not have been filed in the
patients medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.

14. Review of Pafient # 20's POC dated April 10,
2010, through June 8, 2010, on May 13, 2010, at
approximately 4:50 p.m., revealed the patient had
diagnoses that included open wound of the
abdomen, corivulsions malnutrition, acute
cholecystitis and hypertension. Further review
revealed the skilled nurse was to visit three (3)
times a week for one (1) week and two (2)

times a week for four (4) weeks and one (1)
time a week for four (4) weeks and to provide
skilled observation of all systems and perform
wound care on the open wound on Patient

#20's abdomen.

Review of Patient # 20's Nursing Clinical Notes
dated April 12, April 14 and April 17, and two
Communication Notes [attempted visits] on April
19 and 23, 2010, on May 13, 2010, at
approximately 4:55 p.m_, revealed the last
Nursing Clinical Note or wound care was
documented on April 17, 2010.

During a face to face interview with the CEO and
the DON on May 13, 2010, at approximately 5: 29
p.m., the surveyor informed the provider of the
above and it was revealed that all of the skilled
nursing notes may not have been filed in the
patient's medical record.

There was no documented evidence skilled
nursing services were provided in accordance
with the patient's POC.
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15. Review of Patient # 20's POC on May 13,
2010, at approximately 4:50 p.m., revealed the 3917.2(b) SKILLED NURSING SERVICES -
patient had diagnoses that included included an 5 ;/ ” / o %’
open wound of the abdomen. Further review All nurses were contacted regarding the
revealed the RN was to measure the wound identified deficiencies and the referenced
weekly. :
documents were requested. All nurseswill
Review of Patient # 20's Nursing Clinical Notes be inserviced by the Clinical
revealed the last measurement of the open Manager/Director of Nursing on the need
wound on Patient # 20's abdomen was dated for compliance with the policies governing
April 17, 2010. coordination of care and referrals or
During a face to face interview with the CEO and Iinkages? to crjmr.nmumty resources to ensure
DON on May 13, 2010, at approximately 5:29 that all identified probhj:'ms are addressed
p.m., the surveyor informed the provider of the and resolved. Focus will be placed on:
above and it was revealed that all of the skilled
nhursing notes may not have been filed in the 1. Communication with the physician
medical record. regarding identified problems.
There was no documented evidence skilled 2. I:jn'wr onmental s'afety including
nursing services were provided in accordance living area and fire safety.
with the patient's POC. 3. Ensuring that problems identified
on the Start of Care
H452] 3917 2(b) SKILLED NURSING SERVICES H 452 Comprehensive Assessment
. ] o (SOCCA) are addressed and
Duties of the nurse shall include, at a minimum,
the following: resolved.
© following: 4. Coordination of the client’s care
(b) Coordination of care and referrals: and referrals to community
resources to assist in assessing and
meeting the needs of the client.
This Statute is not met as evidenced by: 5. lidentification and resolution of
Based on record review, interview, and risks
observation, the agency's nurse failed to ensure 6. M d: i ¢
coordination of care and to make referrals for one - Viedication managemen
(1) of twenty (20) patients of in the sample. 7. Treatment management
(Patient #17) 8. Documentation of identified
o oluti f th
The finding includes: problems and the resolution of the
prablem.
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Review of Patient # 17's (POC) dated April 26,
2010, through June 24, 2010, on May 13, 2010,
at approximately 3:45 p.m., revealed the patient
had diagnoses that included open wound of the
left foot, amputation through foot, Diabetes
Mellitus Type Two and hypertension. Further
review revealed the skilied nurse was to instruct
the patient on medication management to include
route, dosage, side effects, compliance, diet and
safety in the home,

Review of Patient # 17's Start of Care
Comphrensive Assessment (SOCCA) dated April
26, 2010, on May 13, 2010, at approximately 4:05
p.m., evidenced the following:

{a) "Diagnosis Description: open wound of the left
foot, Diabetes Meilitus Type Two and
hypertension; Surgica! Diagnosis : amputation
through foot".

(b) "Patient Medication", Patient #17 was
prescribed Lantus Insulin 20 units to be given
subcutaneously at night, Lisinopril 40 mg. twice a
day by mouth, Ascorbic Acid (Vitamin C) 500 mg
every seventy-two (72) hours by mouth and
Percocet two (2) tablets every six (6) hours as
needed by mouth.

{c) "Drug Regimen Review" marked "problems
found during review” Patient #17's, however the
problems found were not documented on the
SOCCA.

(d) "Medication follow-up" marked "yes”, however
the medication follow-up findings were not
documented on the SOCCA.

(e) "Planning and Preparing Light Meal" marked
"unable to prepare light meals on a regular basis

3917.2(b) SKILLED NURSING SERVICES
(Continued)

The Registered Nurse will perform monthly
supervision of the aide to ensure that the
client’s living area is (1) conducive to
adequate hygiene , health and comfort, (2)
adequate food supply is available or
linkages are made to commodity programs
to obtain food items within the client’s
dietary regimen; (3) the client’s living
conditions are safe; and (4) services are
meeting the client’s needs.

The Clinical Manager/Director of Nursing
will review all clinical records on a
quarterly basis to ensure compliance with
this regulation. Nurses will be notified of
the findings and requested to
correct/submit the deficient documents.
Nurses who fail to correct the deficiency
will be suspended until the required
documents/corrections are submitted.

Berhan Home Health Care Agency
recognizes that any identified
deficient practice may potentially
affect other clients. The
corrective action to all identified
deficiencies will be applied across
the board to all clients and/or staff
to improve the quality of services
rendered.
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due to physical, cognitive, or mental limitations",

(f) "Conditions Prior to inpatient Stay With-in the
last fourteen (14) days” revealed “impaired
decision making and memory loss to the extent
that supervision required”.

() "Risk for Hospitalization" revealed "multiple
hospitalizations (2 or more) in the past year",

During a home visit with Patient #17, on May 14,
2010, at approximately 11:35 a.m., it was
observed the patient's apartment was roach
infested, unkempt, dusty and odorous. Patient
#17 did not have any pf the aforementioned
medications in his home. Patient #17 had
approximately six (6) hotdogs in the refrigerator,
several packages of Oodles of Noodles, a jar of
peanut butter and a third of a loaf of bread sitting
on the kitchen counter. Further observation
revealed fire under a saucepan containing food
on the stove that was buming. The fireman from
Engine #18 turned the fire from the stove off to
stop the saucepan from burning.

During a face to face interview with Patient #17,
on May 14, 2010, at approximately 11:50 a.m.,
the patient indicated that he could not afford to
buy his insulin, insulins syringes, glucometer,
blood pressure or pain medications and Vitamin
C. and had not taken any medications since
being discharged from the hospital on April 1,
2010. Further interview indicated Patient #17 was
unable to purchase food on a regular basis and
prepared meals mainly consisting of hotdogs and
Oodles of Nopdles. Patient #17 indicated the
skilled nurse was made aware of his inability to
purchase his medications and food each time
they visited his home.

H 452
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During a face to face interview with the fireman .
from Engine #18 on May 14, 2010, at 3917.2(i) SKILLED NURSING SERVICES Q8/09/10
approximately 12:15 p.m., Patient #17 stated "| ‘7//9/, o ’ﬁ
forgot that | was cooking Oodles of Noodies on All nurses were contacted regarding the
the stove and | did not know that it was buming identified deficiencies and the referenced
up'. documents were requested. All nurses will
During telephone interview with the CEQ on May be inse rwce'd by the Cllmc?l
14, 2010, at approximately 12:00 p.m., the Manager/.Dlrecto.r of Nursm'g.on the need
surveyor informed the provider of the above and it for compliance with the policies governing
was revealed that the agency would consult with teaching and training activities to the client
the skilled nurse to ascertain if Patient #17 had and/or representative and the evaluation
bfﬁ," refe(;fedt_to soc:jaggcetwlces f%r management of the client/caregiver’s understanding of
O his medication and cietary needs. the instructions. Focus will be placed on:
There was no documented evidence the skilled
nurse coordinated care and referred the patient 1. Specific documentation of what
to social services to assess his needs. was taught.
2. Specific documentation of the
H 459 3917 .2(i) SKILLED NURSING SERVICES H 459 evaluation of the client's
. ) o understanding of what was taught.
Duties of the nurse shall include, at a minimum, 3. Use of teaching/training materials
the following: T L A
in the provision of services.
(i) Patient instruction, and evalutaion of patient 4. Incorporating into the client’s
instruction; and clinical record a copy of the
teaching/training materials used.
5. Reinforcing the instructions.
This Statute is not met as evidenced by: 6. Notification to the‘physuuan Oi; ah
Based on interview and record review, the need for a change in the POC if the
facility's skilled nursing staff failed to ensure goals are not being met.
documentation of patient instruction, and
evaluation of patient instruction for one (1) of The Clinical Manager/Director of Nursing
twepty (20) patients in the sample. (Patient will review all clinical records on a quarterly
Patient # 18) . . . .
basis to ensure compliance with this
The finding includes: regulation.
Review of Patient # 18's POC on May 13, 2010,
Health Regulation Administration
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, ) 3917.2(j) SKILLED NURSING SERVICES
at approximately 4:05 p.m., revealed the patient (Continue d)
was receiving wound care for a sacral decubitus
ulcer and was to be instructed on her diease
processes.

. i , . . Nurses will be notified of the findings and
E:t\gg\xg:iﬁg?ggﬁg,soiNhhjar?:r!l%,czhgacglar:mes requested to correct/submi_t the deficient
approximately 4:10 p.m., revealed "reviewed doc.u.ments. 'Nurses who fail to c_orrect the
infection control measures. Family verbalized deficiency will be suspended until the
understanding of instruction”. Further review required documents/corrections are
revealed on April 21, 2010, the skilled nurse submitted.
documented "nutritional need instructed. Family
verbalized understanding of instruction". Berhan Home Health Care Agency
During a face to face interview with the Chief recognizes that any identified deficient
Executive Officer (CEO) and Director of Nursing practice may potentially affect other
(DON) on May 13, 2010, at approximately 5: 29 clients. The corrective action to all
p.m., the surveyor informed the provider of the identified deficiencies will be applied
abovg_and it was acknowle_dged the RN had not across the board to all clients and/or staff
specificaily evaluated the instructions given to . ) )

Patient #18. to improve the quality of services
rendered,
There was no documented evidence of the
specific evaluation of the instructions given to the
patient,
H 560| 3923.1 PHYSICAL THERAPY SERVICES H 560

If physical therapy services are provided, they
shall be provided in accordance with the patient's
plan of care.
This Statute is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure physical therapy services are
provided in accordance with the patient's pian of
care (POC) for three (3) of five (5) patients in the
sample receiving physical therapy. (Patient #3, #4
and #6)
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The findings include: 3923.1 PHYSICAL THERAPY SERVICES 0.7499,'— 0
. . /1807
All physical therapists were contacted

1. Review of Patient # 3's Home Health regarding the identified deficiencies and
Certification and Plan of Care (POC) dated April the referenced documents were requested.

7, 2010, to June 6, 2010, on May 13, 2010, at All physical therapists will be inserviced by
approximately 12:45 p.m., revealed the Physical the Clinical Manager/Director of Nursing on
Therapist (PT) was to visit one (1) to three (3) the need for compliance with th licies
times a week for nine (9) weeks. Further review - co p_ .n e wi . € pg ice
revealed the PT was to instruct Patient #3 on the governing the‘prowsrop of services in
safe and effective use of assistive devices and accordance with the client’s plan of care.
assess balance/posture coordination, Focus will be placed on:
tone/spacticity and endurance/tolerance to
activity. 1. Ensuring that physical therapy
Review of Patient # 3's medical record on May services are provided in the
13, 2010, at app_roximately 12:46 p.m,, revealed frequency and duration as ordered.
tzt:)e’l (IjaSt PT Clinical Note was dated Aprll 24, 2. comp"ance with the established

' treatment regimen in accordance
During a face to face interview with the Director with the client’s plan of care.
of Nursing (DON) on May 13, 2010, at 3. Safe and effective use of safety
approximately 1:25 p.m., it was revealed that all devices
of the patient's PT Clinical Notes may not have '
been filed in the medical record.
' The Clinical Manager/Director of Nursing

2. Review of Patient # 4's POC dated April 2, will review all clinical records on a quarterly
2010, to May 31, 2010, on May 13, 2010, at basis to ensure compliance with this
approximately 1:16 p.m., revealed the PT was to regulation
visit one (1) to three (3) times a week for niine (9) g ’
weeks to assist the patient to perform therapeutic
exercises using one to five weights, bed mobility The physical therapists will be notified of
and transfer,coordination, balance, gait and the findings and requested to
aSS'StIWe f}ev"f Instruction. Fturthtt_ar re;;e_w N correct/submit the deficient documents.
revealed the P was to instruc Patient #4 in the Any therapist who fails to correct the
care and use of equipment, positioning, posture fici i )
total hip replacement precautions, safety de iciency will be suspended.untll the
awareness and fall preventicm' rEQUlrEd dOCUmentS/CorrECtlonS are

submitted.
Review of Patient # 4's medical record on May
Health Regulation Administration
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13, 2010, at approximately 1:18 p.m., revealed
the last PT Visit Assessment Note was dated 3923.1 PHYSICAL THERAPY SERVICES
April 27, 2010. (Continued)
During a face to face interview with the DON on
May 13, 2010, at approximately 1:25 p.m., it was
revealed that all of the patient's PT Clinical Notes Berhan Home Health Care Agency
may not have been filed in the medical record. recognizes that any identified deficient
3. Revi ¢ Patient # §'s physici der dated practice may potentially affect other
. Review of Patien s physician order date ; ; .
April 22, 2010, on May 13, 2010, at approximately clients. The corrective action to all

1:35 p.m., revealed the PT was fo visit one (1) to identified deficiencies will be applied across
two (2) times a week for six (6) weeks. Further the board to all clients and/or staff to
review revealed the PT was to instruct Patient #6 improve the quality of services rendered.
on strengthening exercises, gait/stair raining with
progression fo straight cane. Review of Patient #
6's medical record on May 13, 2010, at
approximately 1:.36 p.m., revealed the last PT
Visit Assessment Note was dated April 22, 2010

During a face to face interview with the DON on
May 13, 2010, at approximately 1:25 p.m., it was
revealed that all of the patients PT Clinical Notes
may not have been filed in the medical record.

There was no documented evidence to ensure
physical therapy services were provided in
accordance with the patient's POC.
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