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H 000 INITIAL COMMENTS Hooo | I
Resutts of ann ual Servey,

An annual survey was conducted at your agency o e s : &
on October 18, 2010, through November 3, 2010, St ""“’&e"'{e""' of deficiencies L\N\%\
to determine compliance with Title 22 DCMR, reviewed, ac nowd eo&jeo! o OF 0
Chapter 39 (Home Care Agencies Regulations). oun el ALV IR
The findings of the survey were based on 3 oceepted - (-,0\%0;\\?- \51“'%,00*‘
random sample of five (5) active clinical records E‘“O .‘“Eh““p, “1\&0 _
based on a census of MW EQPB \}:{\0 K 1@1
forty-eight (48) patients, one (1) discharged L6\ ‘“\g\". 0““3- A
clinical record, thirteen (13) personnel files based “eh" Qﬁ\\c’%@ﬁ‘ \ \6
on a census of ninety six (96) employees and 95'0\0 L _ \

three (3) home visits.

H 013! 3900.7 GENERAL PROVISIONS HO13 | The Covieptive aotion 4o "0“22"0
e e o
Each home care agency shall post its license in a oddresothis clentelie c

conspicuous place within the District of Columbia pro.cti €2 oY e “o tthe |
operating office. adency license (n a cmgflatf‘-’”.’»
PloCe (n~the q:z:uodﬁﬂi oAk
The 1eaSure —hok will be pat

This Statute is not met as evidenced by: , + o réoneurauee.
Based on an observation and interview, the o Place 6 preves C\T ce
agency failed to post its license in a conspicuous W e *o ¢eef-iul hicen QH
place in its operating office. Pc,c‘:,\,ed ancd vep\a('.(i as ﬂﬂeof‘ !
. L, - ’ . . ‘ .
_ . ehis corrective aotion wit
| The finding includes: [enivoved o navinghis ryle
| An observation on October 20, 2010, at Writen into <the operating
| approximately 2:00 p.m_, revealed that the PO\ F Proced ires sohie
‘ g?rzr;cy‘s license was not posted in the operating AL (evicwedd annual \ -

the same day at approximately 2:01 p.m.,

|

A face to face interview with the Employee #1 on ![
|

|

’ confirmed the findings.
H 053‘ 3903.2(c)(1) GOVERNING BODY H 053 d»l——m CONvecetive . atviom o 12-31-10
The governing body shall do the following: C‘ Vet tinic {dentified |
e enty pracdice witl kg 4o
Health Regulation Administration : ]
(Mol oAt N TITLE "D r g anber (%6) DATE

LABORATORY DIRECTOR'S OR PRCVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUR
STATE FORM ‘ 6829 TVOB11 If continuation sheet 1 of 30




PRINTED: 11/05/2010

FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION xn IDEN¥IFICA'I§ION NUMBER: (2 MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING ‘
- |e.vang
. HCA-0028 11/03/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1818 NEW YORK AVENUE, NE, SUITE 230
RIGHT ATHOME WASHINGTON, DC 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD EE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) I
H 053! Continued From page 1 HO053 ™| Pri oduce a wriy+ten annual |
(c) Review and evaluate, on an annual basis, all eveduat u:rn ref’m—\r %?lj' c
policies governing the operation of the agency to Hhat policies Qovernng oy’
determine the extent to which services promote eaincy ove been reoneps
patieqt care that_ ig; appropriate: adequate, . cnd eveduwetked . Blee, in ) EO(
| effectfve and efficient. '_I'his review and evaluation inthe winien an veal eval
| must include the following; . .
, Y@i:gw-l- will be feed bacic. £,
(1) The evaluation shall include feedback from a veeve sentotive Scesrple ¢ +

representative sample consisting of either ten

percent (10%) of total District of Columbia clieats ) ,
patients or forty (40) District of Columbia patients, The measSure —+hot will be pe
mgiggi\;%r;stlsess, regarding services provided to \N4o plaLe wo presvent L rRocedrante.

This Statute is not met as evidenced by:

Based on interview and record review, it was & proc edures _ o
determined that the Home Care Agency (HCA) *This cowective aCticn will b Hontleved loy
failed to review and evaluate on an annual basis scneduling an ormual veuy

all policies governing the agency. Additionally, 05 S

o
the HCA failed to include feedback from a dote o ohsure e £ual

representative sample consisting of either ten ' ngm“\' afe oken comt p\-e;ke_tﬂ )
percent (10%) of the total District of Columbia's

patients or forty (40) District of Columbia patients,
whichever is less, regarding services provided to

those patients in it's annual evaluation report.

The findings include:

—_—

On October 20, 2010 at 11:24 a.m., the surveyor
requested the Home Care Agency (HCA's)
annual report and the feedback of either ten
percent (10%) of the total District of Columbia
patients or forty (40) District of Columbia patients,
whichever was less, regarding services provided
to those patient's in it's annual evaluation report.

———

Review of the report and during the face to face
interview with the President of the HCA on
! October 20, 2010, beginning at approximately

Health Regulation Administration .
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H 053 | Continued From page 2 H 053
12:08 p.m. revealed their governing body failed to
ensure an evaluation of the agency's policies and
procedures was completed, in addition to any ‘
feedback of the services provides to their _
patients. ’
| At the time of the survey, the Home Care Agency
(HCA) failed to review and evaluate on an annual
basis all their policies govemning the agency.
Additionally, the HCA failed to include feedback
from a representative sample consisting of either
ten percent {(10%) of the total District of
Columbia's patients or forty (40) District of
Columbia patients, whichever is less, regarding
services provided to those patients in it's annyal
evaluation report. 3-10
The covrechive. action vo addreks
H 054 3903.2(c)(2) GOVERNING BODY H 054 i (dentSied ReFic eney

The governing body shall do the following:

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

(2) The evaluation shall include a review of all
complaints made or referred to the agency,
including the nature of each complaint and the
agency's response thereto.

This Statute is not met as evidenced by:

| Based on interview and record review, the
governing body failed to review the complaints
made or referred to the agency, including the
nature of each complaint and the agency's
response.

progAice. Wil we 4o jactucie)in

e wyiven annuweal evaluailion
rePer+ o wtodoriend “Hﬂéd' e
Qoverning leody ae vevy '
the coriplonin t lOC‘\ of QoRp fd’S

thaode er veferved —o<ne
ineL u&in% “tng noduve of
Cawp\cxm* aind -he ac:sexxcq
VQ‘,';F(MQ.’Q

“The Lleces ke ~tnat will \DQF 4
into prace “o Pveven%— Q. vepeeirance
Wil ol o eheaviy includes
ride inte <ne
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H 054/ Continued From page 3 ‘ H 054 i COVreLtive astion will

The finding includes:

Interview with the HCA president on October 20,
2010, at approximately 11:24 a.m. revealed the
agency kept a complaint log. Review of the
complaint log revealed the nature and the
response of the complaint, however, the HCA
agency's governing body failed to review any of
the documented compiaints.

During the face to face interview with the
president on the same day at approximately
12:10 p.m., verified that the governing body
failed to provide an evaluation report that
included a review of complaints made or referred
to the agency or the nature and the response of
those complaints.

H 055/ 3902.2(c)(3) GOVERNING BODY H 055
The governing body shall do the following:

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

(3) A written report of the results of the evaluation
shall be prepared and shall include
recommendations for modifications of the
agency’s overall policies or practices, if
appropriate,

This Statute is not met as evidenced by:
Based on interview and recorg review, it was
determined that the Home Care Agency (HCA)

e ontoved iy Sehedot(
annual vevigws date 4o
ENDUNE Y2 euval woskion Q‘O 4

ias \wlen COMPieiodl.

. ) ]IQ—}!-!D
’The covrechive action Ho |
A vess whis (dentifedd '
deficincy practice wil
0 include n e v vitten J
nual evolgatHon repcf“r a
SO LAY —RE YN e rESul
oF Yhe guatuation of <tue
poticies ancl PVJQQdu.fE& ‘
ncuding ouny reeotiaendodtions
the tedeticodion o dye
"VQJ'O..\\ I‘JO\((LL'QQ o PY'Q.C‘H(.‘Q
e Measure that wal e
wt into prade 4o Pve_vc_s\src._
Roeouvonte wil we Yo elg \y
inctude dunis rule nde wne
sperotingy policies and Pmoed s
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H086| Continued From page 4 H 055 ®his CoviecHuve aotHonm vl
failed to prepare a written report of the results of , Cvovedk soVgad ul (N9
an evaluation of their poiicies and procedures to K2 aaem? {-l o w 5 dadt we
include recommendations for modifications of the o amual veview 8
agency's overall policies or practices, if €DV g e ol asfien
appropriate, rq:vﬁ T vios wlen amrle~f—'20£ g
' The finding includes: '
On October 20, 2010 at 11:24 a.m., the surveyor ‘
requested the Home Care Agency (HCA's) r
annual report. During the face to face interview
with the president of the HCA on October 20,
2010, beginning at approximately 12:08 p.m,
revealed their governing body failed to ensure a
written report was compieted to include the
resuits of the evaluation of any recommendations
for modifications of the agency's overall policies
or practices.
At the time of the survey, there was no
| documented evidence of a written report of the
’ resuits of an evaluation of any recommendations
for modifications of the agency's overall policies
I practices.
Or practice N . 12-3i=- 1O
@ COVYEOdive, antiom <o
H 056/ 3903.2(c)(4) GOVERNING BODY H 056 oo his idendibied ofi oy
. . : : N
The governing body shall do the following: Prochice will vqpp nQliude | i
e wyitten cumiuad gualuation
(c) Review and evaluate, on an annual basis, all ot a atatesrent —theot e
policies governing the operation of the agency to W‘P contect o
determine the extent to which services promote Ife,(a&v"* was Presem /
patient care that is appropriate, adequate, - eyt qovera(
effective and efficient. This review and evaluation acteol LLP(?"“ \{ f\ﬁ
| must include the following: bOoh( ; and o Ui Aecures /
. ained and availalble
(4) The evaluation report shall be presented to, AT LD
and acted upon, by the governing body at least oY v ' )
annually. The resuits of the action taken by the
governing body shali be documented, maintained,
Health Regulation Administration
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and available for review by government officials.

This Statute is not met as evidenced by;

Based on interview and record review, the agency
failed to ensure an evaluation report was
presented fo, acted upon, by their governing
body, documented, maintained and available for
review. '

The finding includes:

On October 20, 2010 at 11:24 a.m., the surveyor
requested the Home Care Agency (HCA's)
annual report. During the face to face interview
with the president of the HCA on October 20,
2010, beginning at approximately 12:08 p.m. jt
was revealed that the agency failed to ensure an

| evaluation report of the policies and procedures
was prepared and presented o the agency's
governing body.

At the time of the survey, the HCA faiied to

| ensure an annyal evaluation report was
presented to, and acted upon by their governing
body, which included results of any action taken,
documented, maintained and available for review.

H 070 3904.1 DIRECTOR ‘Ho7o

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

F‘ﬂfla Meosk e el will e
put into ploce o preuent &
ROCSUrONCe witl ' pe <o
clearly irclude his, vate ¥
the eperoctin policies and
Proceduves |
P"I’W\S corective action Wl.”
P2 e #eved ey Scieduling
o annual youl o date o
ensilre vhe evaluakitn YQ{JO"‘J
V0% een cens preted

!,
\

{1-S-10

"the correotive action o addyess
his idendrHied de-Ficienay
root{ce will ke condugd

en-ite, SUPervisevy il
o o en Siire cirlr @ Stas
Mem ber (S acle g tately and

Mprafn‘a{’@lq “irainee| lfok(
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This Statute is not met as evidenced by:

Based on interview and record review, it was
determined that the agency's director failed to
ensure that one (1) of one (1) staff member was
adequately and appropriately trained. ( Employee
#12 Home Health Aide (HHA), and Employee #13
(HHA)

The findings include:

1. During a home visit at Patient #5's home on
October 25, 2010 at approximately 9:45 am., a
face to face interview was conducted with the
patient's daughter. She indicated that after she
fixes her mother's breakfast she will crush her
mother's vitamins and put them in her food for
Employee #12 (HHA) to administer.

On October 18, 2010, a record review of

| Employee #12's record at approximately 1:40

J' P.m. reveated that Employee #12 was a certified

’ Home Health Aide. There was ne documented
evidence that Employee #12 had been
adequately and appropriately trained to
administer medications.

During a telephone interview with the Director on
October 27, 2010 at approximately 11:00 a.m., it
was revealed that the agency's HHA's are not
permitted to administer any medications. The
Director also indicated that she would council
Employee #12 and speak with the family in
reference to the Employee not being able to
administer any medications.

] 2, During a home visit a Patient #8's home on .
October 22, 2010 at approximately 1:00 p.m., a
face to face interview with Employee #13 was
conducted, Employee #13 admitted to

€dueceorting —he caregiveye
Haneily en—the ratec Statia
ot HHAS cure Mfyabl& e
desiot e clignt wih seil? s
oginls e U s Ji‘%ﬁé(jé cviption,
% e easiire <chad will bt
put ntc f‘laﬂ‘z “c -‘T’Vé.vo,n-{ a
VEDOLLIaNCE Wil brz‘-tc?
Cerdinue. “o r”Q’-&mPh‘f-ﬁ‘:if
rule % mﬁarolfn% me_d-u%:
il itract o davt? ?’a
sorrtostie and 0*’?4,‘51

' isary s S visHsS and
z;vclumen-t' (S ed UCa-tion
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administering medication in the past to patient #8.
Employee #13 indicated that he had given the
patient morphine sulfate 25 mi by mouth about
two months ago to help the patient keep calm,
Employee #13 indicated that he had passed other
medication and cough syrup in the past, but could
not remember when was the last time he had
administered those medications, The employee
also indicated that he had not given the patient
any medications in about two months.

On November 3, 2010, a record review of
Employee #13's record at approximately 12:50
P.m. revealed that Employee #13 was a certified
Home Health Aide. There was no documented
evidence that Employee #13 had been
adequately and appropriately trained to
administer medications,

During a telephone interview with the Director on

| October 27, 2010 at approximately 11:00 a.m., jt
was revealed that the agency's HHA's are not
permitted to administer any medications. The
Director aiso indicated that she would visit
Employee #13 in the patient's home on tomorrow
October 28, 2010 when he returns to work to
council him and also speak with the family at that
time in reference to the Employee not being able
to administer any medications.

H 159

3907.3 PERSONNEL H159

Each home care agency shall comply with the
Health-Care Facility Unlicensed Personnel
Criminal Background Check Act of 1998,
effective April 20, 1899 D.C. Law 12-238, and
subsequent amendments thereto, D.C. Official
Code § 44-551 gt seq.

The coreciive agtion <to  |I-22-i0

2AdresS Sl dentofied
do$iciency progodice Ol L |
be 4o process & criminal
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This Statute is not met as evidenced by:

Based on record review and interview, the agency
failed to comply with the Health-Care Facility
Unlicensed Personnel Criminai Background
Check Act of 1998, effective April 20, 1999, D.C.
Law 12-238, and subsequently amendments
thereto, D.C. Official Code 44-551 et seq. for two
(2} of twelve (1 3) personnel records included in
the sample review. (Staff #2, Home Care
Coordinator Supervisor, (HCCS) and Staff #3,
Home Health Aide, {HHA),

The findings include:

1. On October 18, 2010, at 11:12 a.m., review of
the HCCS personnei record revealed Staff #2
was employed in Whiteville, North Carolina,
October 1997 through August 2001. Further
review of the personnel record revealed no

+ evidence of a criminal background check for the
state of North Carolina,

During a face to face interview with the Human
Resources Coordinator {HRC) on October 18,
2010 at approximately 1:31 p.m., the
aforementioned finding was verified and
acknowiedged,

| At the time of the survey, the HCA failed to
comply with the Health Care Facility Unlicensed
Personnel Criminal Background Check Act of
1988.

2. On October 18, 2010, at 428 p.m., review of
the HHA's personnei record revealed Staff #3
was hired on February 13, 2007. Further review
of the personnel recard revealed a criminal
background check from April 2002 through April
| 2009 instead of the required seven (7) years prior
‘ to the date of hire (February 13, 2007).
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Each home care agency shall ensure that each
employee or contract worker shall present a valid
agency identification prior to entering the home of
a patient,

This Statute is not met as evidenced by:

Based on an observation and interview, it was
determined that the Home Care Agency {HCA)
failed to ensure that one (1) of the thirteen (1 3)
staff presented valid agency identification prior to
entering the home of a patient. (Staff #13, Home
Health Aide,

{HHA ).

The findingincludes -

Observations during a home visit with Patient #2
on October 22, 2010, at approximately 12:58
P-m., revealed that Staff #13 did not have valid
agency identification on their person.

During a face to face interview with Staff #13 on
the aforementioned date, revealed that he had
valid agency identification, but had left it home on

RIGHT AT HOME WASHINGTON, DC 20002
(x4} ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTIGN o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
H159| Continued From page 9 H 159
During a face to face interview with the Human
Resources Coordinator {HRC) on October 19,
2010 at approximately 1:37 p.m., the finding was
| verified and acknowledged.
At the time of the survey, the agency failed to
comply with the Heaith Care Facility Unlicensed
Personnel Criminal Background Check Act of
1998 for Staff #2 and #3,
il -ZZ-10
H 170 3807.11 PERSONNEL H170 19The comrecshive aghion <o

addrece e idemh‘%‘—%—ﬁoq
debiciency practice will be
MO CONA Lo an en-Bite
SUPRA AoV ot visT
ve 2educate “he coreg
M Presenting valid agen
IO prior 4o entering ~tue h
of o client and 4o reul
e erployee hand ook w
Coseciver

&

The eaSsitre
irto placede preveat a. wec:

ond &n";:t‘{—tz, U Per vf‘;ﬁ‘ﬂ! h

and modnHain deo e ont

“this corrective ocadton willbe
oniored by emdeating edaled

iMernal audits pf the docrduenialio

|
taoed wiul bepﬁt-f'
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H 170/ Continued From page 10 H 170 (" i"‘q vand .[’Qe;: WO oF [
aomn el L7 €
the day of the home visit FQr nne f’m P
haund ben @-(0
H 262 3911.2(b) CLINICAL RECORDS H262 oo vockive ocrkiondo 127
Each clinical record shall include the following addrecs +nis r&‘en%%g ecfbe
| information related to the patient; g enie Prwt e wil
S o veferral ST,
(b} Source of referral, including date of discharge nelud i nq dafe &£ A ischo s
if from a hospital or extended care facility; T PRuiC. adote 1S ilstd in mg _
ciinical recovel ‘
This Statute is not met as evidenced by: Athe gos-rEtbiat wil be
Based on record review and a interview, the : reoent o v ance
- t'Ho P\OC?.*‘E? P
Home Care Agency (HCA) failed to ensure a U oo, S\GQ ErAloy aun
referral source was provided in one (1) of five {9 M O yeons PD '
clinical records in the sample. (Patients #3) procedinre 4o regutive a velkiio
' 2 o Wstesl in cithicod
The findings include: vecovolc
e Cokion will
On October 20, 2010, a record review of patient °1his covreative {‘dbu:ﬁ-“m
#3's record at approximately 10:10 a.m, revealed Voe oMo edt kil con '{ ye
a document entitled "Ciient Inquiry Record” dated Foheduledt pndemnal ated( _
06/17/10 in which the section for referral source Feviewo Cilnical veaovd ¢ Ho )
was blank. There was no documented evidence ensurg veferal cowce, na 19
of a referral source in the record. - . Weokele
te o o(\‘:chav:ae - app
During a face to face interview with the Director 15 (igked Mhe clinicol re @
on October 20, 2010 at approximately 12:00 p.m.,
the finding was acknowledged.
-G-1O
H 265 3911, N H265 - . , [2- G-I
3911.2(e) CLINICAL RECORDS ’%e re,c‘—(’l\/e oction <o / ‘
Each clinical record shall include the following addrecs. wnis {dentifiedd
| information related to the patient: (lency practice will !;
(e) Physician's orders: e <o atterpt do slotaln |
Phrysicians grdex fov ’
This Statute is not met as evidenced by: e F“ vote. d.u.*!q ctient Sov ]J
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H265| Continued From page 11 H 265 Serviees ot coveredd [OL(

Based on record review and interview, the Home ued(car&/M&d{cd ide o ¢

Care Agency (HCA) failed to ensure that ea 4 cave in Seranae .

physician order's for six (6) of six (6) patients

:;ar#ealgéh:ng’h;;cal records. (Patients #3, #s5, “rhe i Cuswre ot will be

o Pu+ e place o iar%@-*l—"‘

The findings include: YL OMLUr anete will be +c>/

" . . {
1.On October 20, 2010 . 3 record review of i possible, pltain Pk\[SlCt kS
patient #3's record at approximately 10:10 a.m. . » L oade ol _
revealed there was no documented evidence of a order < ol . Fivate T

' Physician order for personal care services. Pri vouk ¢ fa-‘{ clients ,
Further review of the record revealed that patient s : : AL
: o WA
#3 was receiving personal care services for four T™is Corvective acts
(4) hours a day monday through Friday. bl monitored by conduct 9
During a face to face interview with the Director SCheduled (nternal awd(
on October 20, 2010 at approximately 12:15 p.m., 6f cimnie ol records 4o
the finding was acknowledgeg. \ p
I 9 ensSyure a h\{elcoutfs ol
2. On Octaber 20, 2010, a record review of WasS aitespred Yo be
patient #5's record at approximately 1:50 p.m. ‘N e
reveated there was ng documented evidence of a O‘O—Pa;ﬂ
physician order for personal care services. '
Further review of the record revealed that patient f
#5 was receiving personal care services for four
(4) times a week: four(4) hours a day.
During a face to face interview with the Director
on October 20, 2010 at approximately 2:15 p.m,
the finding was acknowledged.
3. On October 22,2010, arecord review of
patient #7's record at approximately 8:50 a,m.
revealed there was no documented evidence of a
physician order for personal care services.
Further revi.ew of the record revealed that patient
Health Regulation Administration
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‘patient #10's record at approximately 11:00 a.m.

#7 was receiving personal care services two (2)

times a week; five (5) hours a day.

During a face to face interview with the Director
on Qctober 22, 2010 at approximately 12:15 p.m.,
the finding was acknowledged.

4. On October 22, 2010, a record review of
patient #8's record at approximately 9:50 a.m.
revealed there was no documented evidence ofa
physician order for personal care services.

Further review of the record revealed that patient
#8 was receiving personal care services three (3)
times a week; ten and half {10.5) hours a day.

During a face to face interview with the Director
on October 22, 2010 at approximately 12:15 p.m.,
the finding was acknowledged.

5. On October 22, 2010, a record review of
patient #3's record at approximately 10:50 a.m.
revealed there was no documented evidence of a
physician order for personal care services.

Further review of the record revealed that patient
#9 was receiving personal care services eight (8)
hours a day monday through Friday; six (6) hours
a day Saturdays and Sundays.

6. On Octaber 22, 2010 , a record review of

revealed there was no documented evidence of a
physician order for personal care services.

Further review of the record revealed that patient
#10 was receiving personal care services for four
(4) times a week; four(4) hours a day.
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H 268 i H 268 N
Continued From page 14 & 6 \EoS e b owitl e
activity records for direct care staff were in the \ locge <o prevead
clinical records for one (1) of six (6) clinical put-inde P P
records reviewed. (Patients #9) A QECRALULTANLEe will be o
YeinSerce whe pmandaterf |
N . . N g }&
The findings include: reg s ehtent pF Ao Hentdri
6F ouny Sldttary noteS ov
On October 22, 2010, a record review of patient ce A,
#9's record at approximately 10:50 a.m. revealed QAAANANL FCBr X
patient #3 was admitted on February 23, 2010 'S O Lo GCHon WA
and was receiving personal care assistance “this i r&(‘;{(’t o onduct (\‘1
(PCA,) services eight (8) hours Monday-Friday e menitoy LR :
and six (6) hours Saturday and Sunday. Sohediled (mlernel aud (+e
' L Lt [ Y LPSRE L
Further review of the record revealed there was o4 cAinical receds e
no documented evidence of personal care activity el siapmiary notes and
records for February 23rd and 24th 2010. Acniiv ;4_% veoorcds M&d ‘aH
LY tl CL\.
During a face to face visit with the Director on Accutented and _
October 22,2010 at approximately 12:00 p.m., the
finding was acknowledged.
_ L (2-G-10
H 270) 3911.2(j) CLINICAL RECORDS H 270 e covieote aakisao
. . . [y
Each clinical record shall include the following adAreeSs s \&eﬁheww“\ e
information related to the patient: Ao (AN Proesiy St oF
\ : . . nclude A eoukenionicn etk
() E:OCt:ir:teptatlon of discharge planning, if Aeciarge P\c‘j“n 19 d & Qﬂ)ropq €
appropriate, _ e o \CQ_S\ YeCOyeX .
sTne. Lreassr e ~Yaak WA be
This Statute is not met as evidenced by: : P\age o pyevesdt o .
Based on record review and interview, the Home put into E bedo o ise
Care Agency (HCA) records failed to inciude ROCLLr o MCe WA /
documentation of discharge planning for one (1) e plan pf coaxve do nclude
of one (1) discharge record reviewed. (Patient #7) &CsQMOW(a e P\cum'\ ,-Lri
The finding include: {6 (O eeddl UL acstian wind
On October 22, 2010, a record review of patient be mevudoned ey Cbﬂdi%@l‘mcj
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H 266 Continued From page 13 H 266 . |
H 266 3911.2(f) CLINICAL RECORDS H 268 & eovrgedive aotievite 1Z--0
€ o N [ !
Each clinical record shall include the following a‘_ddr'e ¥ thle ‘&@%ﬁeé W
information related to the patient: deficieney pyaatice witl
, : Mo clate a nisdtery of .
(f} History of sensitivities and allergies; Sensitividies and cmercj H{7AN i
anyy inthe cinical reaoral -
MEABUYN e hat witl be pud
This Statute is not met as evidenced by: - ¢ o preventa rpragu
Based an record review and interview, the Home m:{o P\oﬂ‘ P e all re ‘i "
Care Agency (HCA) failed to ensure that the Wil e o Vg i eltnic M
history and sensitivity and allergies were in the Necercls incltud e Aoouiten ¢
clinical record for one (1) of six (6) patient's in . cidiviHes an
the sample. (Patient #3) OF wigkony of sone
odleraies (i any:
The finding includes: k—mis covvepstive oastion will
: . (afn
On October 20, 2010, a record review of patient e kv A lf\[ C;:mc(: a ‘? <
#3's record at approximately 10:10 a.m. revealed covied dled tndernal aud
there was no documented evidence of allergies in ol clintead (eoovds o onoude
the record. Fnat anl nawe doccctenstedion
During a face to face interview with the Director EF Wi c,-h:—r\( 0f censitiyviHe S
. on October 20, 2010 at approximately 12 :00 and. a,tlQX% e
p.m., the finding was acknowledged.
[2-z-10
H 268 3911.2(h) CLINICAL RECORDS H 268 .
: m covientive actionso adolrecs
Each cfinical record shall include the following tHhie icdlendt fied et l‘c_(mtcc..‘
information related to the patient: PV Hee wiltl boe de wlaimtain
(h) Clinical, progress, and summary notes, and 000 oS {ble dooie PLQ’WQ'“““_‘M*
activity records, signed and dated as appropriate o pes s ek Care ot v;{«(r
by professional and direct care staff: o
yp YiCovckS
This Statute is not met as evidenced by:
| Based on a record review and interview, the
| agency failed to ensure that signed and dated
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H 270/ Gontinued From page 15 H270 e ameduled tndernal audids
#7's record revealed o5 clinical reoerde 4o ‘
patient #7 was discharged on May 7, 2010. enswre discharge ?\Qﬂ aing
Further review of the record revealed there was . & ceddf .
no documented evidence of discharge planning. i address
During a face to face interview on October 22,
2010 at approximately
12:00 p.m.,, the finding was acknowledged.
. [Ze~1O
H 278 3911.2(r) CLINICAL RECORDS H278 o he. covreciive wivi:z ;:t
Each clinical record shall include the following _ addres “tnis ‘CQQ":‘ =t e L bk
information related to the patient: e P ccenc progtice w &l_ -
. o Ho svotad Eoctiientoct o
(r} Documentation of consent for specialized owtain d ice
services; and... P conwrnt o sexv S
o The. measure hat will
. . vEent
This Statute is not met as evidenced by: put inde plale ‘1-0 e
Based on a record review and interview, it was VLAV OATE will e de
revealed the_ agency failed to ensure that nelude 4 poltendostion
documentation of consent for specialized X (L clin tcad
services was in the clinical record for one (1) of Cenoc.ar in & -
six (6) patient's. (Patient #8) Ve aesoke '

s hic, covrechve action will
be. weniidoredk by cend

The finding includes :

ing

On October 22, 2010, a record review of patient cdned oled intevnal addis
#8's record at approximately 9:30 a.m. revealed : & ~ a , "
there was no documented evidence of a consent ot alinileed recovels en

for specialized services in the patient's record. docusientotion of cen
During a face to face interview with the Director dov Sevvies s ‘nc.(ud‘
on October 22, 2010 at approximately 12:15 p.m.,
the finding was acknowledged.

‘ 2~
H 279 3911.2(s) CLINICAL RECORDS H279 )
The covegstive actipn o addrees
Each clinical record shall inciude the following i HM%%QA dofi ot Q’ﬂo"( PY &
€
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H 279/ Continued From page 16 H279 L wid bedp comndiuct ovi-sibe
information related to the patient: Super\isory howme vis by
NS Pu.-'PU‘;C ob “4r afn {n.cb and

(s} Documentation of training and education

given to the patient and the patient's caregivers. education o efient Mp&”.

—Fa«milu[ Cavegivers
"the reaswre —fnat witl be

This Statute is not met as evidenced by: F’U‘"" 1o @ lace —e P'Q’V eata

Based on record review and interview, the Home reoocurance will bevc

Care Agency (HCA) records failed to include requeire deopcscentadcon of
documentation of training and education given to o A $iov e
the patient and the patient's caregivers for six (6) radn iney an gdul oo o =+
of six(6) patients records. moltained n —ne cliniced
(Patients #3, #5, #7 #8 #9 and #10) : ¢

The findings include: shis corrective ocsbien witl e

penitored oy conducHny

On October 20th and 22nd , a record review of hedibed internal aud(te

the aforementioned records at approximately

11:00 a.m. until 2:00 p.m. revealed there was no % clinical vecovels <o ensiye
documented evidence of training and education deovtentostion of “i*ra,t‘nc‘fto_l
given to the patient and the patient's caregiver. - land ediooction (s Givente
During a face to face interview with the Director ‘ clamts and foviily Oavegivess.

on October 22, 2010 at approximately 12:15 p.m.,
the finding was acknowiedged. '

H 282! 3912.2(b) PATIENT RIGHTS & H 202 . l-22-10

RESPCSI\{SIBILITIES Cihe covvecthe af‘:hM‘wf .
addvess wuie identIiRe ‘

Each home care agency shal! develop policies to i oG ao~t{c€ wtl

ensure that each patient who receives home care de’;“k en . (e Patt end

services has the following rights: e o vevice e e
Plonk o % RePiMSUoilikes Yo

(b) To control his or her own household and life . ?I ‘cb

style; inciude 2l 202 (

This Statute is not met as evidenced by:
Health Regulation Administration
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H 292 Continued From page 17 H 292 . :
: N | frhe measre Saat witl be
Based on record review and interview, it was , \ L
determined that the Home Care Agency (HCA) put nte ploce o P. ey 2
failed to ensure that their Patient Rights and o o0 L iCe will ke <o é
Responsibilities Policy included a staternent that . . o ]
each patient that received services had the right Maintain ":H“e' Patient P“j i
to control his or her own household and iife style. QQQPM‘L\O;\(%@,S oeLoved i
The finding includes: : o 293, 2-(e) N .
e, reedive ackrom QL
Review of the agency's policies and procedures o W v ¢ wekin
on October 20, 2010, at approximately 11:00 ke memnitevedt ¥ cond 9
a.m., revealed the HCA failed to include in their nnwal oo ol okt o
Patient Rights and Responsibility's policy that the e ennus voced oS,
patient has the right to control his or her own The. PDL i(ee and |D ace E >

household and life style.

During a face to face interview with the president
on October 20, 2010, at approximately 12:15
p.m., the finding was verified and acknowledged
that the agency's policy for Patient Rights and
Responsibilities failed to include the patient has
the right to control his or her own household and
life style.

At the time of the survey, there was no
documented evidence that the HCA ensured their
policy for Patient Rights and Responsibilities
included the patient has the right to controi his or
her own household and life style,

H 296 3812.2(c)(4) PATIENT RIGHTS & L H26 R, apyrecltive. catigndo |20
RESPONSIBILITIES - 0Arees kis, identisied
Each home care agency shall develop policies to defictenay procotice van
ensure that each patier_It who receives home care e 4o yraoioe. dine Po:l—t et
| services has the following rights: P.t;h\té- & @eq’ POMSNAN IR G o
\gcl)l To be informed orally and in writing of the inelode 29172 .’Z_LGBLQB
ollowing:
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- During a face to face interview with the president

H 335 3913.5 COMPLAINT PROCESS

(4) Prompt notification of acceptance, denial or
reduction of services:

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 develop policies to ensure each patient
has the right to be informed orally and in writing
of prompt notification of acceptance, denial or
reduction of services,

The finding includes:

Review of the agency's policies and procedures
on October 20, 2010 at approximately 11:02 a.m,
revealed the HCA failed to develop policies to
ensure each patient has the right to be informed
orally and in writing of prompt notification of
acceptance, denial or reduction of services.

on October 20, 2010, beginning at approximately
12:15 p.m., it was verified and acknowledged that
the agency failed to develop policies to ensure
each patient has the right to be informed orally
and in writing of prompt notification of
acceptance, denial or reduction of services.

At the time of the survey, there was no
docurnented evidence the HCA deveioped a
policy to ensure each patient has the right to be
informed orally and in writing of prompt
notification of acceptance, denial or reduction of
services.

The home care agency shall respond to the
complaint within fourteen (14) calendar days of its

20124 2. (6 ()
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H335] Continued From page 19 H33  will ke <o rewise—the
receipt, and shall document the response. ce'M,P[aAfn4- Prace_ < Pblt cyf
o re A e coreplain
This Statute is not met as evidenced by: wWhNIN Frurte en (¢ d) ‘
Based on interview and record verification, the ~ oLeY .
Home Care Agency (HCA) failed to ensure the cal endar days ot rze . f
establishment of a written policy to respond to a he teasure cpnodt will e
complaint was within fourteen (14) calendar days YHT place e preveat d.
of its receipt, and document the response. Pu 4 { Ft . 3 do
Ro0eurance wiill o
The finding includes: IJO\K*’HOLQ n qe P-aua_[ rQ,[OOH ’F‘)
Review of the agency's Complaint/Grievance HoO-the Cotiplagintt Proieg S
Process Policy on October 20, 2010, at Wi e v i eont 4o
approximately 10:02 a.m., revealed the HCA's v Q'q}“’ et ' { LD
policy to respond to a complaint was within fifteen (@!stUnd within Sowr teen
(15) days of its receipt, instead of the fourteen calendaor Adoys and docedent
14} days.
(14) day Hve recprnse.
During a face to face interview with the president F‘T‘d(‘-" cevy et okl v v e
on October 20, 2010, beginning at approximately )
12:15 p.m,, it was acknowledged that the HCA Mernitored oy c‘*ﬂw"% “the
established a written policy to respond to a annuol evoliiaH e oF e
complaint within fifteen {15) days of its receipt, . s viced uves,
instead of fourteen (14) days. plicie s end prac
There was no documented evidence the HCA
established a written policy to respond to a
complaint within fourteen (14) calendar days of its
receipt, and to document the response.
H 351! 3914.2 PATIENT PLAN OF CARE H 351 . \ Ao~
PThe covre ctive ackien Yo l[2-9-0
The plan of care shall be approved by the address —Anie (df eatiFied
patient's physician. &Q_‘:‘ (_EQMIQL{ roedi ce ‘Wl:'l,k
be e oub it ad POC e |
This Statute is not met as evidenced by: cilent o’ shgyeic N an
Based on record review and interview, the Home - |tew P l\{ tetesn o '
Care Agency (HCA) failed to ensure that the Plan ad-lo i pt e reg et Yhe
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H 351/ Continued From page 20 H 351 Pri vost g cir,t{-cf plon §C Ccare
of Care (POC) was approved by the patient's Hex Nn-Aetiled nore cove
physician for six () of six (6) patients. (Patients CerviteS e apprevedt af
#3, #5, #7 %8, #9 and #10) _ o anc, lcCon .
The findings include: : :Tha meas wre —that watl be+
5 (2 Li,o reevt
On October 20th and 22nd , a record review of put imto plac e ‘o
the aforementioned records at approximately &Ko QR OCEUNOMBZ will R
11:00 a.m. until 2:20 p.m. revealed thatdthe HCA d_,‘{"r&.{ﬁ"’ =0 plotadn a. revige
had plan of care's for all aforementione patient's ) .
however there was no documented evidence that A approval of-tne POC 4dr
the reviewed POC’s had been approved by the afl f)vivfb‘ca_ Aty TN Seteol
patient's physician. _ n CONT Srviices oy thg
During a face to face interview with the Director cliend 4, PYysiccouns .
on October 22, 2010 at approximately 12:15 p.m., “This eovreciyg, aokiom witl
it was revealed the agency did not have e . A by cendinokin
physicians to approve their POC's. The director eviekove Yy - 9
indicated that because the agency was not SCheduled | nter no oundits
providing skilled services she was not aware that - PY clinicald records/POC o

the POC's needed to be approved by a physician.
The finding was acknowledged during the face to
face interview. '

en Suvg. whot agency had
e otred to ootadn qffrova\
o PoC. ser all privoke duhy ot cug

H 355/ 3914.3(d) PATIENT PLAN OF CARE H 355
Lihe covvective ac-tisato [I2-e-10

The pian of care shall inciude the following: addectettis | deatiMad _
(d) A description of the services to be provided, deo-L£1 lency ?ch»\ ce. wil \y_z
including: the frequency, amount, and expected 0 vo0 Lt Aand LLP doke o'’
duration; dietary requirements: medication . s s >
administration, including dosags; equipment: and to "} clude a.cle ?’C“‘N(m
supplies; SErL S e e prov ded

*The. eoasure—thod will be
_ wb Wnde ¢ ~C Precewt
This Statute is not met as evidenced by: P ' plac 3

Based on record review and interview, the Home Q_rQEpoirance willl e 45’

Care Agency (HCA) failed to ensure the Plan of

Care (POC) included the frequency, amount and . . ‘
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H 355, Continued From page 21 H 355 \g
pag ensore oll Poc's include

expected duration of services to be provided for
six (8} of six (6} POC's reviewed. {Patient's #3,
#5, #7, ¥#8, #9 and #10)

The finding included:

On October 20 th and 22nd 2010 ,a record review
at approximately 9:00 a.m. through 2:00 p.m. of
the aforementioned records revealed all
contained POC's. However, the POC's failed to
include the frequency, amount and expected

| duration of services to be provided.

During a face to face interview with the Director
on Qctober 22, 2010, at approximately 12;15
p.m., the finding was acknowledged.

There was no documented evidence of the
frequency, amount and expected duration of
services to be provided for six (6) of six ()
patient's in the sample.

H 357) 3914.3(f) PATIENT PLAN OF CARE
The plan of care shall include the following:

(f) Provisions relating to the reevaluation of
services, discharge planning, referral of services
and continuation or renewal of services;

This Statute is not met as evidenced by:

Based on record review and interview it was
determined the Home Care Agency (HCA) failed
to make provisions relating to the reevaluation of
services, discharge planning, referral of services
and continuation or renewal of services, for six
{6) of six (6) care plans reviewed. (Patients #3,
#5, #7 #8,

H 357
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H 357 Continued From page 22 AT reevaiucsiisn ot ‘;‘;@rut(e#
#9 and #10) s Covieotive actimnm

The findings include:

On October 20th and 22nd 2010 ,a record review
at approximately 9:00 a.m. through 2:00 p.m, of
the aforementioned records revealed all
contained POC's. However, the POC’s faileg to
include relating to the reevaluation of services,
discharge Planning, referral of services and
continuation or renewal of services,

During a face to face interview with the Director
on October 22, 2010, at approximately 12:00
p.m., the finding was acknowledged.

There was no documented evidence of provisions
relating to the reevaluation of services, discharge
planning, referral of services and continuation or
renewal of services for six (6} of six (6) patient's
care plans reviewed.

H 359 3914.3(h) PATIENT PLAN OF CARE “H359
The plan of care shall inciude the following;

(h} Prognosis, including rehabilitation potential;

This Statute is not met as evidenced by:

Based on record review and interview, the Home
Care Agency (HCA) Plan of Care (POC) failed to
include prognosis, including rehabilitation
potential for six (6) of six (6) patients in the
sample. (Patients #3, #5, #7.#8, #9 and #10)

The findings inciude:

On October 20th and 22nd 2010 ,a record review
at approximately 8:00 a.m. through 2:00 p.m. of
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H 359 Continued From page 23

the aforementioned records revealed all
contained PQC's, However, the POC's failed to
include prognosis, including rehabilitation
potential.

During a face to face interview with the Director
on October 22, 201 0, at approximately 12:00
p.m., the finding was acknowledged.

There was no documented evidence of
Prognosis, including rehabilitation potential for six
(6) of six (6) for six (6) of six (8) patient's care
plan's reviewed. '

H 363] 3914.3()) PATIENT PLAN OF CARE
The plan of care shall include the foliowing:

(1 Identification of employees in charge of
managing emergency situations;

This Statute is not met as evidenced by:

Based on a record review and interview it was
determined the agency failed to include
identification of employees in charge of managing
emergency situations for six (6) of six patients in
the sample. (Patients #3, #5, #7 #8, #9 and #1 0

The findings include:

On October 20th and 22nd 2010, a record review
at approximately 9:00 a.m, through 2:00 p.m. of
the aforementioned records revealed all
contained POC's. However, the POC's failed to
include identification of employeas in charge of
managing emergency situations.

During a face to face interview with the Director

H 358 fThie Cevrective aotio
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e correckive ook on o 1276710
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H 363| Continued From page 24 H 363 eicure. the icdlentifvcadisn
p-m., the finding was acknowledged. employees n Ch&ﬁae ' s

There was no documented evidence of
identification of employees in charge of managing (e n Obud@-"_ :
emergency situations for six (6) of six patients
care plan's reviewed.

. ; . ~~10
H 3684 3914.3(m) PATIENT PLAN OF CARE H 364 “Ae_ CONrLaiv e M@E 4‘; 2
. e identidie
The plan of care shall include the following: pAdves 4 Otk
doficianey prociice
(m) Emergency protocols: and... *p oL andt u_{)da}@l.
' opc s Ao inctucit eseraendy
This Statute is not met ag evidenced by: Meco\S .
Based on interview and record review the Home Pf Jf otk \o
Care Agency (HCA) failed to ensure the plan of ‘;'.“ne Al aSur e Llnee

care (POC) included emergency protocols for six
(6) of six patients in the sample. (Patients #3, #5, |-
#7.#8, #9 and #10)

e place Ho preveant
ronce win e e

ensure all POCs inctud
The findings include: : an easerg@nly ‘wo&oco\ .
On October 20th and 22nd 2010 «a record review - s cove 2ot oL as
at approximately 9:00 a.m. through 2:00 p.m. of . RO 2R lo\;
the aforementioned records revealed all WL R - e inect UJQC“\
contained POC's. However, the POC's failed to cenARAULANY £ ung DRSS
include emergency protocols. Wkerned coadins '

()_r\%l,u»e.— QX & Qxca

During a face to face interview with the Direétor . )
: protocn | s neluded.

on QOctober 22, 2010, at approximately 12:00
p.m., the finding was acknowledged.

There was no documented evidence of
emergency protocols for six (6) of six patients
care plan's reviewed.

| 2Lt O

H 366, 3914.4 PATIENT PLAN OF CARE H366 o re csRue. H o o
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H366| Continued From page 25 H3ss |pldrecs i (Aemds ¢ edd
Each plan of care shall be approved and signed Ae ki et en 4 proctice wd
by a physician within thirty (30) days of the start . 4o aule Y o PO e
of care; provideg!, howeyer, that a plan of care for dthe cliont's F\m(gi ¢ oo %L
personal care aide services only may he o\ T tveste oy
approved and signed by an advanced practice R eeyov ) P ¥iverte clusky
registered nurse. If a plan of care is initiated or no-Sediledd Wowae cayd
revised by a telephone order, the telephone order Services net coveapol lerif
shall be immediately reduced to writing, and it . . N2
shall be signed by the physician within hirty (30) Medicave f Medicaicd of o <
days. hiakrh A nesuwwances with a4
50 Aayd e cdant &£
This Statute is not met as evidenced by: caNg.
Based on record review and interview, the Home ety , 2 Ao wAll e
Care Agency (HCA) failed to ensure that the Pian 12_. L-:D e ) 4
of Care (POC) was approved by a physician P sk W PlaLe Jo pravey
within thirty (30) days of the start of care for six oL YROCRANDUNCE Sl et k
(B) of six (6) patients, 4+ Yo stain \ew
(Patients #3, #5, #7 #8, #9 and #10) ax O 7T eletadn afp
of ALL privoske chuely ; pom.
The findings include: Skilled Nl Care ggpuic g
WEHAINA 2O anu_’O_, oF e
On October 20th and 22nd , a record review of Staxt of Care
the aforementioned records at approximately o iuf aelton v\
11:00 a.m. until 2:00 p.m. revealed that the HCA This 'c‘af"ﬂeﬁub L ucliin
had plan of care's for all aforementioned patient's e ronitoc N o . 4
however there was no documented evidence that seheduled (ntermal ausl 4|
l’ht:. re;:ewgd PQC'S r:i?d ?:'i; ?gc%rcc:’ved b¥ ttl?e 8& POC'S Yo i eyve. “HAots
patient's physician within thi ays of the . .
start of care. ' appoval was eotalned b\
clients Py siccan withl
During a face to face interview with the Director 20 oqa\fc, of —phe Q"Q,f'{‘ ok
on October 22, 2010 at approximately 12:15 p.m.,, ~ e
it was revealed the agency did not have
physicians to approve their POC's, The director
indicated that because the agency was not
providing skilled services she was not aware that
the POC's needed to be approved by a physician,
The finding was acknowledged during the face to
 face interview.
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H 380 3915.6 HOME HEALTH & PERSONAL CARE H 390
AIDE SERVICE :

After the first year of service, each aide shall be

| required to obtain at least twelve (12) hours of
continuing education or in-service training
annually, which shall include information that will
heip maintain or improve his or her performance,
This training shall include a component
specifically related to the care of persons with
disabilities.

This Statute is not met as evidenced by:

Based on record review and interview, the Home
Care Agency (HCA) failed to ensure each aide
obtained at least twelve {12) hours of cantinuing
education or in-service training annually for one
(1) out of twelve (13) Home Health Aides (HHA,
#11).

The finding inciudes:

Review of the HCA's personnel records on
October 18, 2010 at approximately 2:09 p.m.
revealed the agency failed to ensure HHA #11
had obtained at least 12 hours of continuing
education or inservice annually. Further review of
the HHA's personnel record revealed she was
hired on August 26, 2009.

During a face to face interview with the President,
at approximately 2:33 p.m., it was acknowledged
HHA #11 did not have at least twelve (12} hours
of continuing education or in-service training
annually in her personnel record.

H1 391/ 3915.7 HOME HEALTH & PERSONAL CARE | H 301
| AIDE SERVICE
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Each home health or personal care aide shall be
supervised by a registered nurse or other health
professional for performing tasks specific to that
profession. On-site supervision of skilled services
shall take place at least once every two (2)
weeks. On-site supervision of all other services
shall take place at least once every sixty-two (62)
calendar days.

This Statute is not met as evidenced by:

Based on record review and interview the Home
Care Agency (HCA\) failed to ensure that on-site
supervisory visits at least once every sixty-two
(62) days was conducted for four {4) of six (6)
patient's in the sampie,

{Patient's #3, #7, #8 and #10)

The findings inciude:

1. On October 20, 2010, a record review of
patient #3's racord at approximately 1:00 p.m.
revealed patient #3 was admitted on 05/17110
and was receiving personal care assistance
(PCA) monday through Friday; four (4} hours per
visit.

Further review of the record revealed there was
no documented evidence of an on-site
Supervision of PCA services for July 2010.

During a face to face visit with the Directoron
October 20,2010 at approximately 2:00 p.m., the
finding was acknowledged.

2. On Qctober 22,2010, a record review of patient
#7's record at approximately 8:50 a.m., revealeq
patient #7 was admitted on June 24, 2009 and
was receiving personal eare assistance (PCA)
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services two (2)
visit.

times a week; five (5) hours per

Further review of the record revealed there was
no documented evidence of on-site supervision of
PCA services since January 26, 2010.

During a face to face visit with the Director on
October 22,2010 at approximately 12:00 p.m., the
finding was acknowledged.

3. On October 22,2010, a record review of patient
#8's record at approximately 9:30 a.m. revealed
patient #8 was admitted on September 29, 2008
and was receiving personal care assistance
(PCA) services three (3) days a week;ten and
half and hours (10 1/2) per visit.

Further review of the record revealed there was
no documented evidence of on-site supervision of
PCA serviges for February 2010, Aprit 2010 and

! August 2010,

During a face to face visit with the Director on
October 22,2010 at approximately 12:00 p.m., the
finding was acknowledged.

4. On October 22,201 0, a record review of patient
#10's record at approximately 11:30 a.m.
revealed patient #10 was admitted on May 10,
2010 and was receiving personal care assistance
(PCA) services four (4) days a week: four (4)
hours per visit,

Further review of the record revealed there was
no documented evidence of on-site supervision of
| PCA services for August 2010.

During a face to face visit with the Director on
October 22,2010 at approximately 12:00 p.m., the
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finding was acknowledged.
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