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H000 INITIAL COMMENTS . Hooo | :
Anannualﬂcemuresuweym%uchdfmm ‘ The VMT Home Health Agency makes is :;
January 24, 2011, through February 1,201, 10 best sfias io parate in substandel
determine compliance with Title 22 . Jaw. Pl of Comeeton trey o Suate
Chapter 39 {Home Care Agencies Reguiations) an admission or agreement by
findings of the s were based on a any party, i officers, dirsciors,
random sample of thirtean {13) active ciinical OF agenis as the trth of the fncts alleged
records and twa (2) cinical records whmammﬂ
based ona cenaus of two hundred forty eight e o o the vty of
(248)paﬁenhandMntyone(21)pmnmlﬂm; This Flen of Care (POC) is prepared and/
baeedonaoansucoflmhundrudunmngm f OF exacuted solely because R is required
(278) empioyees and three (3) home vigits. The by Faderal and State Law.

ST,

H 053

Healh Fagiiation Admiristaiion

LABORATORY DIRECTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNA'

Fi

Cles clied during the Survey were based
On interviews conducted vd:1 aaoncyofswl'. ;
patients and caragivers and review patient and |
administrative records. i

3603.2(c)(1) GOVERNING BODY | Hoss
The goveming body shal do the following: b

patient care that is appropriate, adequate,
effective and eMicient. This Toview and evaluation |
must include the following: ;

(1) The evaluation shali include feedback froma
representative sample congisting of either ten :
percent {10%} of total District of Columbia
patients or forty (40) District of Columbia patients, ;
whichever Is less, regarding services provided to
those patients. ;

ThhStawbilnotma-evidencedby: .

Basedonarocordreviewandlnhrvhw,mg
Governing Body failed o ensure an evaiuation to |
inciude feedbaci from a representative sample
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consisting of elther ten percent (10%) of totai | )
District of Columbia patients or forty (40) District l m'm::t:;“ oo at onst 1% o ctar
of Columbia patients, regarding services provided f procedure manual and witl become part of the routine
to those patients, f agenda for each quarterly PAC mesting. ]
The finding includes: i' j
Review of the Board of Director meeting minctes |
dated September 2010, on February 1, 2011, at :
approximately 10:30 a.m,, revealed ng To assure that this dafiolent practice does not recur,
documented evidence of an evaiuation from a : VMT Boans of Direciors will discuss the cutcome of
representative sampie regarding the services i PAC meetings during the board mestings 1o assure
pravided to patients. ] that this Requiremen is mat during each PAC Mesting
During a face to face interview with the cliical |
administrator on February 1, 2011, at | 3/18/2011
approximately 11:00 a.m., she confirmed the :
findings. i
HO85 3902.2(c)3) GOVERNING BODY | Hoss
The governing body shall do the following: ’
i
{c) Review and &valuate, on an annual basis, all ;
policies goveming the operation of the agancyto |
determine the extent to which services promote
patient care that is appropriate, adequate, I |
effective and efficient. This review and evaluation i
mustinclude the following: | H 055 Goveming Body 3902.2(c)
(3) A written report o the resuls of the evatuation | 3)
shall be prepared and shail include ?
fecommendations for madifications of the
agency's overall policies or practices, if ! :w@vfmﬁwlmﬁ*‘m ::c
appropriate. - @valuated 1o detenming the extent 1o which services
promote patiant care that is e, adequate,
T D
This Statute Is not met as evidenced by: LNy mcommendations
Based on a record review and interview, the i ::'.m,,_ of oveail O Practioes if
Governing Body falled ta inciude i ,
Health Regufation Administaion
STATE FORM " T4PJ11 If continuation shaet 2 of 24
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H055 Continued From Page 2 ! Hoss
_ To assure the deficient nol recur, the
recommendations for modifications of the ! "9POrts of the results will bg sent 1o all membera of
agency's overall policies pr Practices, if j the Board of Diractors and 5 fio wii be kept of
appropriate, in it's annual evaluation report. i PAC mesting client evai
The finding includes: |
1
. . ' This corrective action will be monitorgg by first
r!::wew of the agency's policy and procadures i g the 00rts of clent avay,
nual on February 1, 201 0. at approximatety trom the pm"' '";'Ac' ations
! miﬁtng. Balore m’“ﬂg hﬂ
8:30 am., reveaied that the most recent review | mdmwmmnmmmmc
o) the Gaveming Body had been performed in' | Tewing the Baard of Directors will assurs that ai
2007. An interview with the ciinical administrator ! resiits ware documented and iolow-up g
at9:50 a.m., revealed that she had reviewed the | occurred
policies and written her thoughts on post-it notes.
She stated that she wanted to present thege ; 3/15/2011
policies recommendations to the agency's ;
Governing Body for review and/or modifications, |
She acknowledgad that the Goveming Body had .
not recelved her fecommendations. !
!
H 058 3803.2(c)4) GOVERNING BODY | Hoss
The goveming body shall do the foilowing: '
{<) Review and evaluate, on an annual basis, all !
policies governing the Operation of the agency to |
determine the extent to which services promote ? T
patient care that is appropriate, adequate, o H 056 Governing Body 3903.2(c)
effective and efficient. This review and evaiuation - (4)
must inciude the following:
(4) The evaluation report shail be presented to, | | ™ Board wiy annually review the VMT Home Health
and acted upon, by the goveming body at least | Il Agency palicy and procediire book and $ign off on any-
annually. The resuits of the action faken by the { Pokcy of procedura where changes wers mada,
goveming body shail be dacumented, maintained, : i .
and available for review by govemment officials.
’ : Tonummudaﬁmrnpmdbeduanmwr,h
Board wil sign and dﬂelhopokymdpmudumbook
; to indicate that g1 poficies were raviewed
This Statute is not met as evidenced by: ' i
Hoalth Reguiation Administraiion
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H 088 Continued From page 3 Hoss | .
ed f Boar! mesting minutes we drafted sfter sach
Based on interview record , the ¢ mesting. The Minules from each meeting wit
Govemthodyhﬂodbconduetmanmr ;mmmmtarhaowmmu
evaluation of policies g agency ! mmwwmmmhh
operations o ensure tlutemoermmacted AQency between Board
upon and documented in @ report which ig
maintained ang available for review by
govemment oficialy. 2/9/2011
The finding includes;

a.m., reveaied NO evidence that an annya|
evan.lalionropnnmmmunreetedupm
bymoGovunlngBody.
H 149 3907.2(e) PERSONNEL H 149
Eachhomaeummncymmunmum '
personne| mmmm:mm
fotiowing Information;
(e)Hoanhoorﬂﬁcaﬁonumquludbyucﬁon ’
3007.6; !H 149 3907.2 (o) Personne)
This Statute lsnolrrntauvldanc.dbm . Employes #2 chest X-ray wag o VMT, by
Basodonamcorumiewandlnbwiew.h ; mosmwu'mbamzmu
agencyfaﬂndbmmmnwmmonnd ~ Employes # 8 subrmitsed the Frp on Fabruary
records, lohcludedocumnlwon that al 2.2011. Employes #7 Heath Wwas submitied
empioyees received a haaith Certification attime ;‘M‘-”"-EMM“WNWW
ofhireandann)uaﬂy hhforﬂveésa)cé:: ‘
twenty-one (21 smployees in the sampie, Munuummwmﬂ-uh
1 i
5555, 7 and ) e T T
The findings inckude: pe—— L] . 2/17/2011 ]
STATE FORM . - T4PH 1 W continuation shest £ of 24
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H 148 ConﬁnuodFmpm4 . H 149 To y— lance wht .l e
‘ HR s conducting sudits gnd idanitying any misting
Review of records on January 28, m“mﬁtmg
2011.boglnnlngmm of current their current clent unid thet
:e; Certification for Stafy #2 #5, 48, #7 and mmmm-ﬂumm
16.
_ 2/17/2011
H 152 3007.2(n) PERSONNEL - H18R ) f
Eadrhomearoaconoyahall maintain accurate _
personnel racords, which shall include the
following information:
(h) Copies of completed annual evaluations;
This Statute bnotrnotalﬂldempdby: , 3007 Perso
Based of:j 'a record review and interview, the H182 2(h) nnef
a odtorruntahlocummonml Sta #7, 3,8 and 11 wil be evelusted
re?bnrgys. {oinclude documentation of annuaj Mmt In order 1o enaure u.: d
atvdutﬁom.!orf:u;u)ofh mmmmmm%u
twenty-one 1) empioyees in sampie (Staff ’
#7, %5, 99 and #11) et tre bang suced foraccaracy.
The Home Health Agency Stolf svaiustions wit ng
. . Mey and
The findings include: z:};m:-& thbv:o ":m ”‘E:: Apri lhym
Nine (9) HHAs were included In the sampie of 21 A Clical Adminlerstor
empbyou.Ravhwofma personnef records on Mﬂnhﬂuwhﬂpmbth
January 28, 2011, beginning at 10:50 a.m. failed ] S and every three morghs by HR, using the audit
1o show evdence et an armat { B G 0 e b
evaiuation had been documented for StafT#7, #8,
#8 and #11, Durlngahoabhoahbwbwwih
the agency's human resources director, on
January 28, 2011, at approximately 4:40 p.m.. he : | 3/28 2011

acknowledged that the information wag not
avallabie for review in the personnel records,

i
H 187 3807.2(m) PERSONNEL H 157 i
Each honncaraaoeno; anﬂnﬁn%_ ‘ o

aith u "
STATE FORM - TP ¥ contiuation sheat 5 of 24
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Continued From 5 ; ! H 157 39072 (m) Personnel
personne| récords, which shall inciude the ; ‘
following information: : Empioyses # 2 and 10 ave 1o longar with the i
: Agency, #3.6, 16 and 20 .
* (m) Documentation of acceptance o declination | and Daciination of Hepatitis & Vacoine form has
- i boen signad and fied in amyp 's personnel
of the Hepatitig Vaccine; ang.., 1, : g'T.AdFF 47,80 am oS t—
| lmrz:mel;;' beonnoulhdnl:bnltbmby
This Statute Is not met ag evidenced by: l‘ N ' — o
sSe onarecordreviewandinterview the i New amployess feceiva a copy
agency failed to maintain accurate personnel | mm&mfm%wu:
records, to incjude documentation of acceptance i 8mployes Wil aubmi the com packet to HR on
or declination of the Hepatitis vaccine, for ten 7 hire dato with viYT Hull and the im ot
(10) of the twenty-one (21) employees’in the : Supervisor will ensure . '@ empioyes is compliant
; with statis 30072 {m), prior to a disnt
sample. gtea;f#z, #3, #4745, 49, #10, #11, | 880101 by compiai o perecera .4 o
! mhldumaﬁcnmﬂbemihrodbyveﬂlykmm
The findings include: f Presence of all required documents as outined in
i } 3907.2 {a-n), incixfing m‘ Acceptance o
On January 26, 2011, beginning at 10:50 am,, | mn’m."""'p.“m'""m' sy ,,‘,‘,“;‘,’,‘H';f",‘?;;;,;“ red
review of personnel records reveaied no personnel will maintaiy, the tracking system {Ticktar)
documenteq avidence that Staff #2, 43, #8, #7, i 10 ensure that alf empioyees have e Acceptance or
#5, #3, #10. #11,#18 and #20 hag been 5 “"m;‘,": boccing fom o
e fonted with an bpportunity to accept o deciine Croton Adminareoe 0 the checklat arcr 1"
the Hepatitis g vaccine, During a face to face documents are presant, The Board of Govemnaors wif '
interview with the agency's human resourcas ; be made aware of delinquency and for immadia,
director, on January 28 391 1. atapproximatey ection. 3/28 12011
4:40p.m., he acknowiedged that the information i .
Was not available for review in the personnei ;
records. !
H 159 3907.3 PERSONNEL ' H1sg
H 159 3907.3 Personnel
Each home care agency shal| comply with the
Heatth-Care Facliity Unilcensed Personne| ‘ ,
Criminal Background Check Act of 1995, B no! oz, zv':m’b'm':?m" nd’
effective Aprif 20,1998, p.C. Law 12-238, and check on site at VMT.
subsequent amendments thereto, D.C. Official ‘
Code § 44-551 et seq. 2/25 /2011
!
|
1ealth Reguiation Administration

STATE FORM . L T4PJY1 if continuation shest 8 of 24
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This Statute is not met as evidenced by; ;
. Based on record review and inferview, the agency
failed to comply with the Health-Care Facility !
Unlicensed Personne| Criminal Background ;
Check Act of 1988, effective Apr# 20, 1889, DG, |
Law 12-238, and subsequent amendments ‘ |
thereto, D.C. Officiaj Code 44.551 et seq,, for five | aﬁﬁﬂuﬁanmmdhhnwbwkqmchmwm :
{5) of the rine (8) unlicensed personme; records | Somolts he B! cinival b-ﬁw;-:t chedkora ’
in the sampie. (Staff #1, 84, #1 1,#20 and #21). m"“""";"ﬂw Iml m"a_‘d‘mg being hired af
H " ta compiste the
The findings include: ' .| 8! baciground cheak as oppm to the current VMT
i Process.
Nine (9) non-iicensed home health aides {HHAs)
were inciuded in the sample of 21 employees, . :
- Review of the personnei records on January 2g, ' ' E
2011 and January 26, 2011, revealed the i In order t ensure that VT is ' —
foliowing: 5 B T it o requwr:Tu’:o unc:.q%r an
; arrangad for g
‘ , \ . m. : pmltomnwlomonm 25, 2011,
1. On January 28 2011 at 10:50 am,, the ‘ o A oy mw =
personnel record for Staff #1 reflected that , m‘”""”"‘“m m"""m" m‘""""m“ o mmm be
criminal background checks had been obtained 5 given inetructions ang diractions on the procsgs of
for Maryland and the District of Columbia on ! Completing the background check,
June, 7, 2010, and June 15, 2010, fespectively, _
Further review of hig record fevealed that he had ! 1
lived in Hiinois. There Was no evidence, however, | 2872011
of a criminai background check for the state of
llinois.
2. On January 26,2011, at 12:45 p.m., the
Personnel record for Staff 4 reflected that
criminal background checks had been obtained . Adstofthe curment ataft wil be used a3 a sign-oHt kst
for the District of Columbia, Further review of s :M':wmmmm
record, however, revealed that she lived in the ) start tha process of completing the background check
$tate of Maryland. There Was no evidence, ‘ Wil be w their dT:z caseload mz m
s | K d heck r the process IHM'. complance
:m;?wfrﬁaﬁ?m background check for th monfored during quarterly empioyee aishe,

3. On January 28, 2011, at 11:18 am,, the :
Personnel record for Staff #1 1 reflacted that a _ :
criminal background check had been obtained for :" :

agith Reguiation Administration
FATE FORM . L] Tar N1 it contiruation sheet 7 of 24
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4. On January 28, 201 1, at 3:49 p.m., the ’
personnel record for Staff #20 refiected that 3 .
criminai backgraung Check had been obtgined in
the District of Columbia, Review of his resyme i

S. On January 28, 2011, at 4:54 p.m, the
Personnel record for Staff #21 reflected that 5 :
ciiminai backgroung check had been obtained in
the District of Columbia. Review of her ‘
€Mployment applicatipn reveaied that she haq

been empioyed in both the District of Columbia

and the siate of Maryland. There was no

evidence of a criminaj background check for :

fyland. ) /

During a face to face interview with the human
resources director on January 26, 2011 at :
Approximately 2:15 p.m, he stated that e }

H280 3911.1 CLINICAL RECORDS ' Hzep

Each home care agericy shail establish ang " i

alth Reguiation Adminisiratlon
ATE FORM L] T4PJ11 # coninuation sheai 8 of 24

" — e




FORM APPROVED
STA OF
el T v e —r— o
HCA0003 0200172011
NAME DFPROVDERQW mmmnﬂmvm :
VMT HOME HEALTH AGENCY WA TcuT 20008 " SUITE 200 |
} ID SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S CORRECTION
P‘:‘EFIX mmmm“mlﬁ'w mecmﬁgrmmwls oy
TAG REGUIATORY OR L8C IDENTIFYING INFORMATION) cmum%nﬁ.ﬁgo THE APPROPRIATE DATE

H 260 Conﬂnuodmema

mahuinacomh,awumh,andmmu
t’:lmicalrooordofhemio-pmvmdb-m
saction and

This ELEMENT 1g nolrnotumby:
Based on reviewwmrview.haoancy-
faited bmdnhlnaeuurdodhhdmom, for
lwotz)nﬂtneﬁfbon“?&mmhm

(Patients #2, ang

The findings include:

1. On Jan 24, 2011, baginni at11:20am, ;
review of Pu:?ont #2's mwbr?mwad the '
following:

a. A "Summary (Non-OASIS) form that was
compisted by g reg nuree (RN) on

in Patient #2's care prior to 'dhdmg.. reason for
admission, summary of care, of her candition at
discharge.

b. At @pproximately 1:15 P.m., continued recorg
review revealed un of Riek Factors
for Hospitakzation and mﬂﬂm that
was signed by the physical on
January 11, 2011, Review of the form, however,

H 260 3911.1 Clinical Records

fony. mhhmdmwum
! accurately. The sialf member that complated this form
. 8 10 nger an empioyes of VMT.

ﬁmwmmmphmhm
l-mwummm-hmmvm. . me

v

Mﬂ:m%d&uh1mmobm1ﬂ1m
%éni to the docior end verified by Dr, Whanp that Lantus
aom.saqm-mu aleo client s 1o 1ake

| aspirin 89 mwﬂly“mMnhIUpodﬂy.

i

; mnco-ommmmumm add to

the mmmmmummm
, meu mdulmmmmdwnmmmn
L
!
T4pJ11 If continuation sheet € of 24
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H280 Continued From page 9 Hao |
re-admitted after spending 5 months in the | ,1
hospital and was recswing PT and home reait | comparos i g hricerecrds we
aide . i mmthﬂmmummm
‘ : - foama andthe importance of reviewing their
2. On January 24, 2011, beginning at 3.48 p.1m. | Agency, 0 1of acoutacy prior 10 sutmiselon 10 the
raview of Patient #9's record revealed the i 2/18/2011
following: ﬂhmnwmmu-mﬂu )
Patient M*“““'"I&’mu’:ﬂ'c‘:.”&;*
a #6 had & Pian of Care (POC) for the
period July 17, 2010, U'll'o%)gh m&f&"ﬁwhmm
January 18, 201,1 on which a nurse documented ; '
hgr-plucrlb.d medications, including Lantus 3p : AX now prolsasions stall wit atlend oriantation that
81 mnwmm“m“’vlﬂﬂmwmin mmummmwmu
without vitamin K by mouth once dally. A second : muopyawnﬂmucmw
POC period January 17, 2011, Aaguistions (51 D. C. Reg. 2878) wl b ncluded In
trough July 18, 2011, reflected the same et ro packt and Wil be discuseed during
me 8. However, review of a third POC (for —— “;'_,.m"..':""n".:wm
akiled %}rm 4 curtification period oiven 1o sl ampioyaes,
October 14, \ through December 13, 201 !
reveaiad that it falled to reflect the patient's s mm“"',,""“"""""""'“"""""‘
Prescribed aspkin and muR-viamin witho.t ot Al it o s e detcarey
vitamin KL.The thid POC also indicated that she - wuwwumwmmu
20 © the
bodmﬁmc. ntus 20 cc subcutanecusly at | m m-rm fiing malwm
i 1
b. Patient #5's three POCs listed above did not i ot T et e et 2 oo g |
mﬂamadhomchofDImTWeli.mn imnna-umm.mmum-n-
though the POCs included Insulin injections every }mudwunum-mhuubhowqwmo
day at bedtime. ;vmumdmmymmwu
mmuwmmmuu
. Patient #8's nursing assessment, dated o COTPLd 30 ramcmitied it 48 houra
g:l:b.rﬁ. 2010, |ndlut;_am7lnhe had been . o NG, the
Agnosed with Disbetes Type Il seven years dmissione/recestificatio
earlier. The assessment further indicaled "Diet ﬁ,‘:‘c.,."'"m’g,' ,;':'.,,':m;",;,,,“.."“.o“,,," e
orai control. Revimoftrnpadmfal’oc:. Variances wil be acdwesed and any re-
however, reveaied that she took Lantus 30 cc, and foad-back wil be communioated by the
injocted , at bedtime, The Lantus mmummﬂhﬁ'h“m“
Was not reflecied on the nursing assessment, A m ::;,m""w" "m'"" ‘:,,:",,,T:,d“
sacond nursing Sssessmeant, dated December mesling minules. - -
b ) gt SR g Minules.
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H260 Continyed From page 10

10, 2010, also falled fo reflact the Lantus
injections. The RN checked-off a box for "N/A -
No injectable medications prescribed.”
Duﬁngafacebfaaelt!brvnwwlthON
Jenuary 25, 2011 gt
ack the findings. He further indicated
that the POC for siciiag BOrvices

2010) should have reflected
of 20 ce.

2811.2() CLINICAL RECORDS

Each clinical record shali include
information related to the patient

(1) Documentation of supefvision of home care
services;

30 cc Lantus instead

H 269
the following

This Statute is not met a8 avidenced by:

Based on record review and interview, the agency
falied o ensure documentation of supervigion of
home care Services, for three {3) of the ftean
(1!)':) patients in the sampie. {(Patients #4, #5 and
#8

The findings Inciude:

1. On January 28, 201 1, beginning at 3:15 p.m,
review of Patients #4 and #5 records revealed a
Pian ofCam(FOC)formecorﬂnmﬂonporlodd
November 12, 2010, to May 11, 2011. The POC
ordered the foflowing: akifieq nursing one visit

Monthly times 26 weeks for aide supervision,

nursing a8ssssment every visi, notify physician
of heaith status chenges and personal care akie
{PC?)‘ sarvices thres hours, three times aweek

]

on
approximately 11:15 am., he

{(certification '
period October 14, 2010, through December 13,

'
3

' Hame

; H2693911.2 () Clinfcal Records

| Clont bt a5

| aubmitted ahver
| Presence.

-hmnrylndFdru.vasm
hlﬂim.ndcwllldbmwdb

2/16/2012

' STATE FORM

T4PJ11

¥ continuation sheet 11 of 24
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H274

U
STATE FORM

ruviewofPaﬁontlB‘smeorunmbda Plan of

Care (POC) for the certfication period of August -

18, 2010, to February 17, 2011. The POC
ordered the following: skiled nursing one vigit
monftrr‘l;yﬂmeszsmnforv:lgo supervision,
nursing asssesment every notify physician
of health status changes and PCA services
tweiva hours, seven days a wesk for six months

Further review of the record revealsd skilled
nursing monthiy vieits, had been compietad by

the nurse. Thmwunodommanbdwldama .

in the patient's record, however, of PCA
suparvision from August 2010, through October
2010. '

3911.2(n) CLINICAL RECORDS

Each dlinical record shail Inciude the following
informaticn related to the patient:

{n) Type of medical equipment used by the
patient;

This Statute is not met as evidenced by:
Based on interview and record review, the
agency's ciinical records maintainad for patients
falled io ensure documentation of the type of
Medical equipment used by the patients, for two
2)of

FORM APPROVED
EMENT OF DEFICIENCIES
o e OF CORREG T x1) |%W :quume CONBTRUCTION ou)ga;emmo
HCAD003 % wha 02/04/2011
NAMEOFPROVIORIUPPLIB STIIEI'AOMGT\'.II'ATE,ZPGODE
VMT HOME HEALTH AGENGY WASHAG T oy RCUTAVE W s UTE 200
(X4) 1D SUMYSTATW‘I'W DEFICIENCE:S N ] PROVIDER'S PLAN OF CORRECTION {x3)
BE
P#fﬂﬂx (EAGH Drm%pﬁcm BE PRECEDED %YAFU“&I.‘, F%?G“ (EACH CORRECTVE m ml';ﬂhm %ETE
DEFICIENCY)
H 269 Continued From page 11 H200
: Mﬂ-ﬂmuv-nnﬁmvhlformmm
Further review of the racords revealed no : 50 has ey mwr 2010 thvough E taiary 2011, Cllent
documented evidence of PCA suparvision since monthly viet
Patient #4's start of care on November 12, 2010, 2/28/2011
nor was there documented evidence of PCA
supervision from June 4, 2010 through Ocober Proiesboon st e e Communiceted 10 l
2010 for Patient #5 thet govems supsrvisary vishs (3915 7) and the
1 Supectations moving lorward with thees visls. In order

2. On January 26 2011, beginning at 12:28 pm., ! il compllance wih st 3911.2, VMT RNe

quire
wmmmumm
Sialue monihly and the pian of action 1o maintain
compliance.

Ha74

- TP ¥ conlinustion sheat 12 of 24
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AVATEMENT OF DEFIGIENCIES . RISUP , 3) DATE SUAVEY
AND PLAN DF GORREGTION o ,S';ﬁ}’:ﬁfmo,,’&.'ﬂ%h‘? ﬁuﬂ:zw CongTRUCTION o e Ry
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HCADO03 WING-———-“.________ 02/01/2011
NAVIE OF PROVIDER OR syPpLIER STREET ADDRESS, CITY, STATE 25 CODE ‘
VMT HOME HEALTH AgENCY muﬁ?s%?ggu;m‘mw W SUITE 200
SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORRECTION
p@éﬂ’( {EAGH DEFICIENCY MUST 55 PRECEDED By Fy( | pn'gm gt VEACTION SHOULDBE ;o0
TAG REGULATORY OR LSC IENTiFypys INFORMATION; g cunss-nsmeggggl o ggE APPROPRIATE | pare
H274 Continyeg From page 12 : H27 !»
(Patients #4, and s H274 3911.2 (n) Clinicay Records

The findings include: .' Clent #4's POC has pegn Updated and correctad ag of

1. Review of Patient #4's infiay assessment Saulbmant (M) econchiation fomn pry 2ok created

oated November 12, 2010, revsg gor the gmmﬁmdw,mhm o

L—

Patient used a rofier walker to assigt her with : Fabruary 24, 2011, and the DME reconcikation fom
ambulating, However, on January 28, 201 lha | has bean completed g placed in cliert's clinica)
2:30 p.m., review of Patient#4's pign of Care | recon. ;
(POC) for the certification period November 12, | !
2010, 1o May 11, 2011, tallag 1o g evidence of g’&,’ﬁ’.““mbmm"m&ﬁ b
medical equipment used by the patient . :nanbtm mmmm and recertiication, A ne:" gA”EE form
: a8 0p8d 10 track gry
In an interview with he clinical administrator {CA) | omment it the chunk's home. VMT's
OR January 29, 2014, 4 approximately 10:00 it ﬂ,ﬁmmmaz o 'mnm{,%,ﬁ“" ment
a.m., itwas acknowiedged that the type of
edical equipment used by patient g should be oo MArch 2. 2011, il Prfossion sttt i
‘ dooumented on the POC, : feceive a copy of the DMEfonntocamplm.
2. Review of Patient #5's poc dated from -
February 18, 2010, toFebmaty 17, 2011, on . . horﬂerhommtfutdrmﬂumhwa
January 2, 2011, beginning at 12:28 p.m,, : Sompletod OME form, VMT i include this form in
i the admisaion paciey; The lorm, like the Intake.
revealed that the patient used a wheeichair and | roderral fom, wil become o PeIManant part of the
had a prosthegis for his left ieg. Reviewof the | clent’s clinical recond. The Data Entry sistf wi
POC did not show evidence of any medicaj mainiain t::: m wtr::: al DME forms gt
i ’ are retum, Cument tlianis,
equipment used by the patient Tnengstomununmafmuhannmw
in an Interview with the CA on January 27, 2011, ? ;;Mm; m?gn:m chartaudiy. by the s
at approximately 10:09 a.m., she acknowledgaq f
that the type of medical equipment used by : . 11
Patient #5 shoyly be documentad on the POC, 320
|
H279 3911 -2(s) CLINICAL RECORDS | H27g Fl
Each clinical regorg shall include the following *
information related to the patient: ’

(s) Documentatign of training ang 8ducation |
given to the patient and the patient's caregivers, 5 X

afth Reguiafion Administralion
ATE FORM L] TaPs1¢ ¥ continuation shenl 13 of 24
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WASHINGTON, DC 20008
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COMPLETED

02/01/2011

{%4) 1o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED 8Y FuLL
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LY
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
. [EACH CORRECTIVE ACTION SHOULD BE:
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
DATE

H279 Continued From page 13

This Statute is

Based on interview and record

failed to ensure

H279

not met as evidenced by:
review, the agency:

documentation oftrainingand

~ &ducation given to the patient and/or the patient's .

caregiver, for thee (3) of the fifteen (15) patients
in the sample. (Patients #5, #12 and #13) f

- The findings inciude:

1. Review of Patient# 5's Pian of Care POC)

dated May 4, 2010
January 28, 2011,
revegled the patisnt had diagnoses that included
hypertension and Diabetes Meliitus and was
ordered a low sodium
reveaied the patient was
health aide (HHA) for al

to October 3, 201 0, on
beginning at 2:30 p.m.,

diet. Further review
dependant on the home ‘
activitles of daily living, -

Review of registered nurse {RN) monthiy notes :
dated from May 2010, through October 2010, on |
Jénuary 28, 2011, at 3:10 p.m,, revealsed no ;

training and education

given to the patient or the J

patient's caregivers. !

Interview with the Clinical Administrator on
January 28, 2011, at approximately 4:10 p.m.,

confirmed the fi

2. Review of Patient #12's

ndings.
POC's dated

November 20, 2010 to January 18, 20100 and

November 20, 2010 to May

25, 2011, begin

patient had diagnoses that
vascular disorder, arthritis,

19, 2011, on January '
ning at 11:40 a.m., reveaied the  :
inciuded pariph
hypertension, and

hyperiipidemia and was prdered a iow fat, low

sodium diet, Fy

rther review reveaieg the patient

recaived assistance from a HHA,

H279 3911.2 (s) Clinicai Records

Cwnfthmmwaiadm&nﬁimmdomon

Madication and not diet, On February 22 2011, the

mwh;dhf‘flmnﬂ'.'mnmnommfyiha

toaching to inciw restrictions and
recommendations, detary

deaith Reguietion Agministration
iTATE FORM

TaPIN

if continustion sheet 14 of 24
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Heaith Reguiat 0 Administration

STATEMENT OF DEFICIENCIES 1 0X3) DATE SURVEY
AND PLAN OF CORRECTION ) ,SES‘#,,",EZ’;‘,‘&:”.&&.?;%; ﬁ)uﬁ cousmucnq COMPLETED |
HCA0GO3 | B—e___ — 02/01/2011
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, zip COpE
4201 CONNECTICUT AVE NW SUITE 200
04} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T
EACH DEFICIENCY BE PRECEDED ay Fyy| , : H CORRECTIVE ACTION SHoUL b BE
£ RECUATORY OR ‘-SCM?SET""F“"G WFORMATION) - PREFX CR%CMEFEREN;'EV; To THEASPPROPRIATE -
! DEFICIENCY) i
H278 Continueg From page 14 : H279
Review of the RN's notes dateq November 13, !
2010, December 3 2010 and December 12, i Client #13 0On February 2, 2011, the Physica)
2010, revealed nq training ang education given to ; Therapist was interviowed ard the findings were
the patient or the patent's caregivers ragarding | "'“"':r m’m&m&“ J
er prescribed di . ;umhyaiw'!:“ t acknowledDed that she faliad 1o
! ont her teaching,
3. Review of Patient#13's POC's dated :
February 24, 2010 1o February 28, 2011, on ! NAT has refomatied its rollowng visit mﬂ;_’,f“”"ad
“anuary 24, 2011, beginning at 1:40 p.pn. Sy Hedicaid W&”“'nz;m""""”‘"_ Theoe fonmet have
reveaied the patient hag diagnoses that included been revised 1 pe Usar-friendly ang Ceirly outfing
heart diseagse, diabeteg, hypertension anqg ! sducation documentation that is nesded, On Fabruary
abnirmal gatt, Fyrther review of the POC ,:m?ﬂumpmﬁnm';’ Ofven hﬂm
Indicated thay ecﬂenwsedacane,walkerand : by the DON. mwlbouudmm
wheelchair for mobillty. The poc further . March 1, 2014
indicated that the Physical therapist would provide ;
training on therapeutic exercise and provige Al sducation and g docurnentstion wi be
eaching on functional Mobility, home safety, ang reviewed by ""N':ft“o ;’:"’9' \ ﬂ'f"g r "
ve and safe use of the daptive devices, the dlinical records AN documents that are below the
The POC fyrther revealed that the patient VMT standarg of ness wil be
feceived assistance from an HHA, eight hours 0iven Back 1o the Professional staff personne) to be
per day, seven days a waalk ' compisted ang Mesubmitted within 4 hours.
Review of physical therapy visiting notes dateqd
from March 10, 2010, through January 13, 204 1,
revealed no training and education given to the
patient or the patient’s caregiver,
H366 3914.4 PATIENT pLAN OF CARE - H3ss !
!
Each plan of care shall be approved and signed
by a physician within thirty (30) days of the start
of care; Provided, however, that 5 Pian of care for
Personal care aide services only may be ; ’
approved and signad by an advanced practice '
registered nurse_ Jf 3 pian of care is initlated or J |
revised by a telephone order, the telephone order ,
shall be immediatoly reduced to writing, and it J J
shall be signed by the physician within thirty (30) - i
days, : I
alth Ragulation Adminigiration ) ; }
ATE FORM L] T4PJ11 If continuation sheet 15 of 24
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NAME oF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE - )
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(X4) I SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8]
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H388 Continyeq From page 15 : H386

This Statute g not met as evidenced by: -1

Based on recorg review and interview, the

failed to ensure each patient's pian of care was

approved and signeq by a physician within thirty

days of the start of care, for three (3) of the !

fifteen (15) patients in the sampie, (Patients #2, j

#8 M 3,) :

The findings inciude: ’ H366 3914.4 Patient Plan of Care

1. On January 24, 2011, beginning at 11:20 am,, ! )

review of Patiant #2's record revealed the : Clionts :f ;:'13 Were signed but outside the

following: 19erSat Clent 1, e ants POC was

: resubmitied and she CIan relumead the signed
a. She had a pian bf cara (POC) for the f POoC, 1o P
. Certification period of June 15, 2010 fo August 13,
2010, Further review of the POG revealed the . | 2/5/2011

physician approved and signed on September
21, 2010, which was ninety-eight (98) days afier
re.

the start of ca
: Mhuhphmhdammmmhumﬂu

2. On January 25, 201 1. at approximately 10:50 :M!v rotum d-au.ub:glc‘:;.b{ ﬂm? ﬂm
a.m., review of Patient #g' POC for the = lo retym the admission/recertifcation docurnentation tg
certification Period October 16, 2010 1o : the office. Once the documents are retmeq they aro
December 14 2010 {for skilied nursing services) - Screensd by e DON or hig designoe for accuracy gng
fevealed that it had not been signed, o date, mﬂm o epauments 241 b nputiedinto |
3. On January 24, 204 1, beginning at 1:40 p.m., ! Compliance wil be aideq by the Data Enlry staif

i . : e and tracking ay POC onadary |
Teview of Patbnt#13§recom revealed that ; mn&mmﬁmuwhmmmw |
POCs had not been signed within thirty (30) days ' meotings ang allow for brainetoming ang
of the stait of care, as follows !mmofhwlomﬂnﬂnmm. During this ,
a. POC certification Period Augusy 24, 201010 . infornation shmg,ma.mnmmwm
February 23, 201 1, was signed on November5, ! D.hwﬁmd duﬁa' tha Wmm °'Pr33;3.':
2010 | : mnyhuaormmofllmwod;mlw
During a face to face Interview with the DON on 5 wm?mmrm prog'::;
January 28 201 1, at approximately 2.55 p.m., he ‘ and success of the strategy in piace,
Confirmed the findings. ; J

'ath. Reguiation Administration
‘ATE FORM L T4PJ 1 if ccntinuation shaet 18 or24
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STATEMENT OF DEFICIENCIES SUPPLIE w {X3) DATE SURVEY
AND PLAN OF CORREETION &1 PR NOmacaA | VA MULTPLE consTRUCTION )COMPLETED 7
A BUILDING
HCADO03 s Wia 02/01/2014
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CopE
VMT HOME HEALTH AGENCY #:;Hﬁ,%'?,':f,fgg“;,g,"; NW SUITE 200
R (eack ARy Y WIST ot P ENCIES o i SoRre e o AECTION colbtere
P C H COR| !
?Ef;' x. REGULATORY OR LSC IDENTIFYNG wsoam?t’r':"'m : Pﬁf;'x cffosgc&maegecsg 1;3 CT\’f)E APPROPRIATE ¢  pawe
L
H 399 3815.10() HOME HEALTH & PERSONAL CARE | K 399 H399 3915.4
AIDE SERVICE : 99 3915.10¢1) ;
| Personal care aide duties may Include the i mﬁ: :.. required o o 2010.0 ;
following: : Chent #6 and 7. The contracted *affing agency owner
i mnoti‘hdofﬂnodeﬁebndulnquuhnsnhfnr i
() Observing, recording, and reporting the E mmwmmmwm I’
patient's physical condition, behavior, or ‘ Regulations was once again 9iv9n 15 the stafing
_ appearance, 5 ency owner on February 4, 2011,
' cmmm-m.mmudanmmuw
This Statute Is not met as evidenced by: ! e mm’:,m:,mﬂ" plon. The
- Based on a record reyiew and interview, the ' Issues in-serviced on Monday February 23, 2011, o
agency failed to ensure personal care aides { acoeptable and required documentation,
(PCA's) recordad and reported on the patients
Physical condition, behavlor of appearance, for mmw;gﬁhﬁ;m 3015.10 (9, e PCA
four (4) of the fifteen (15) patients in the sample, uctivity record weakly timesheat have been
(Patients #3, #5, #7 and #1 ) oon into one form, On February 16, 2011, vt
PCA staff attended gn n-service th m-aducated and
The ﬁndlngs [ﬂdude: Instructed the ataffon tha new activity record,
Patients #3, #6, d #11's madical '
g?om ?rfom Jant:;yazzezgr?hm hsJanu vy ! £ CAS that wh be workng wih 5 VMT cllent il use
: g ary the agency form that
. ) : agency penks 1o the language in
28, 2011, revealeq that their assigned PCA's had : reguiation 3615, 10(f). All subcontraciing stafting
not recorded gnd reported the patient's physical : agencies wil be provided this document,
Condition, behavior, or appearance fo the agency. | 3272011
During a face to face interview with the clinécal
administrator on February 1, 2010, at Finance Department wip
approximately 9:20 am., she stated that the ;nh'm.;, Mm’g_‘;,,,’}‘,"u m:"o’; moet
PCA's hired through an contracting agency were | rguiation 3915, 10 (- Any timeahests that do not
using the appropriate fo . Further interview . Mnﬂbundmdfonnwumnodbvmmﬂor
not using pprop m : the o iy
indicated that she would ensure hat all PCA Y _m;amw " comection,

wouid use the appropriate form to record and
report the patient's physical condition, behavior
and appearance.

H430 3816.1 SKILLED SERVICES GENERALLY " He3o

Each home care agency shail raview ang ) '

ath Reguiation Administration
ATE FORM s T4PH1 ¥ continumtion shest 17 of 24
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STATEMENT OF DEFICIENCIES X3} DATE SUu
AND PLAN OF CORREGTION o) Sﬁfﬁ%”#ﬂ%‘# PEIMULTIPLE CONSTRUCTION : }conPLETgEY
A BULDING
B. W
HCA0003 e 0210112011
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE z1p CODE
VMT HOME HEALTH AGENCY :v‘*’:g,,f,‘%"r'gﬁ,f{,'g“{og;’: NW SUITE 200
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES .m . PROVIDER'S PLAN DF CORRECTION 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED pY FURLL PREFIX (EACH GORREGTNE ACTION SHOULD BE ¢ COMPLETE
TAG REGULATORY ORLSC IDENTIFYING NFORMA'I'ION} . TAG Ci‘\’OSB-F!EFEF!E&;E'I'E‘I:l Eﬁg‘HOEMOPHIATE DATE
H430 Continued From page 17 . Haso |
evaiuate the skilled serviceg providedto each
patient at jeast every sidy-two (62) calendar
days. A Summary report of the evaluation shall be
sent to the patienrs physician,

This Statute I3 not met as evidenced by: ?
Based on record review and interview, the agency |
failed to review and evaluate the skilled services ! H430 3916.1 Skilleq Services
provided each patient, and to send asummary | Gen

report to the physician, for eight (8) of the fifteen
(15) patients in the sample, (Patients #4, #5, s, : Clinta ¥ 4, 5, 6,7,8,11,13, and 14 bacame

#7. 49, #11, 113 and #14) mplmmmmamumﬁbmryza.aoﬂ
for al skiked client summartes, By March 4, 2011,

: all care sum will
The findings include: i mm" marias wil be faxed to the
1. On January 28, 2011, beginning at 2:30 p.m., ! rios was don on Mondey Februsry 18,201
review of Patient #4 and #s records revealed their An ir-service was done on ny ry 18, 2011, .
Plans of care (POC) had ordered skilled nursing - whz’:f""’d, ” “ﬂmmwm": mm :
- 8@rvices. (SN) to “visit monthly times 26 weeks, day of that monih o tax the skitiod summaries (o the
1-2 visits as needed for complications and Aide physiciens. These reports are genarated by the
Supervision, nursing assessment with every Professional staff and wi be sent io the Physictans, via
monthly visit..." Continued review of Patient #4's fax, every 60-62 days.
clinical records revealed no documented The first business day of the sven months, the DON
evidence that the agency hag reviewed and ’ will genarate a consus of al skiiled ciients, n:' the
eévaluated the sklied service provided to the ' professional siaff compistes and submits
patient, at least every sixty-two cajendar days, ! ;‘Lm"::" VMT, "":ﬁm :M' '”:h’:‘:.“m o
Nor had a summary report of the evaluation been w;uh&?fnnn:ﬁm be staplod o ,,,':‘mm‘“w"m'i:
! sent to the patient's physician, : piaced in the alents clrical record in the coortic oy
of care section of the clinical recond. This summa
2. On January 28, 2011, beginning at 1:30 p.m,, | aubrmission wil be inaluded on the monthiy aueit tooi
review of Patient s record revealed POCs with for tracking.
certfication periods from May 4, 2010 to October

3, 2010, and October 4, 2010 to May 3, 2014.

The POC ordered SN to "vislt monthly times 28

weeks, 1-2 visits as needed for compiications angd

Alde supervision, nursing assessment with every

monthly visit ..." Continued review of Patient #5's -

clinical records revealed no documented i
evidence that the agency had reviewed and i

ealth Reguiaflon Adminjstration

TATE FORM - TP ¥ confinustion shest 18 0f2¢
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sent {o the patient's physician,

August 17, 2010, and August 18, 2010 to

Summary reports to the physician,

revealed no evidence that the

summary reports {o the physician,

5. On January 24, 2011, beginning at 3:48 p.m,,
feview of Patient #9's record revealed a POC with
a certification period from July 17, 2010 1o :
January 16, 2011, The docter ordered skilled

. had a summary report of those evaluations been

3. On January 26, 2011, beginning at 1228 pm. .
review of Patient #6's record revealed POCs with
certification perlods from February 18, 2010 to

February 17, 2011. Both POCs ordared SN "one :
visit monthly times 26 weeks, 1-2 visits as :
needed for complications and Aide Supervision,
nursing assessment with every monthly visit ...»
Continued review of Patient #8's clinical reconds

and evaiuated skillag services provided, nor sent

4. On January 26, 201 1, beginning at 10:15 am., .
review of Patient #7's record revedled POCs with |
certification perinds from March 1,201010 :
August 31, 2010, and Septamber 1, 2010 to ;
February 28, 2011. The POCs prderad SN to
*vislt monthly timeg 26 weeks, 1-2 visits as
needed for compiications and Aide suparvision,
nursing assessment with every monthly visit .. * |
Continued. review of Patiant #T's clinical records
cy reviewed
and evaluated skilled services provided, nor sent

}

nursing (SN} to "visit monthly imes 26 weeks, 1-2
Vvislts as needed for complications and Ajde :

supervision, nursing assessment with every

monthily visit..." In addition, another POC with a ,
certification period from October 14, 2010 to , |
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H430 Continyeq From page 19
December 13, 2010,
" fo

reports to the physician,

€. On January 26, 201 1, beginnin
review of Patient #1 1's
with certification
to January 18, 2011, a
March 18, 2011, Th

7.a On January
feview of Patient #13
with ce jon period
to August 23, 2010, an
February 23, 2011,

b. On January 24, 2011
review of Patient #13'
with certification periods
August 13, 2010, August

record revealsd POCs
periods from Nove

' H430

gatZiipm, :

mber 20, 2010,‘
92011t |

24,2011, beginning at 1:40 p.m,
's record reveaied POCs

8 {rom February

d August 24, 2010 to

The POCs ordered SN to |

24,2010

with every monthly vigit L :
the patient's ciinical records

viewed |
provided, nor gsant -

» baginning at 1:40 p.m.,
record revealed POCs
from June 14, 2010 to
13, 201010 October 11,
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2010, and Ogiober 13,2010 to Deoemberﬁ, ;
2010. The POCs ordered physical therapy 12
times a week for 6-9 weeks, and teaching on :
transfer techniques, home safety, functional
Mmobliity, etc,.. Continued review of the patient's
clinical records reveaied no evidence that the
agency reviewed and evaluated skilleg sefvices

" provided, nor sent summary reports to the
physician,

H [

When Interviewed together an January 28, 2011,
at approximately 1:00 P.m,, the clinical
administrator and the director of nursing
acknowledged that 1o date, the agency had not
evaluated the skilleg services provided their ;
patients on a routine basis nor had they prepared -
Summary reports at least every 62 days to send
fo the patienis’ physicians.

H 453 3917 2(c) SKILLED NURSING SERVICES ~ H453

Duties of the nurse shaliinclude, ata minimum,
the following:

(c) Ensuring that patient naeds are met in , _
accordance with the plan of cere: |

alth Regulafion Administration
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This Statute is not met as evidenced by: , _
Based on record review and interview, the agency f
falled to show evidence that each patient’s needs
Wefe met in accordance with the pian of care, for H4E :
three (3) of the fifieen (15} patients in the sampie. s S 391 T'Z(G, Skilled Nw"“g
atients #7, #9 and #11) :  Services
. : GﬂemﬂianEPDmMrdiorl.usud:.ﬂnCau
The findings include: ; Managers do not documant in the alinical recorg. Cilent
: ﬂsm-mlmwwhhbmﬂncm
1. On January 26, 201 1, beginning at 10:15 am, : WManger's documentation can be found in CaseNet.
review of Patient #7's record fevedled a plan of |
care (POC) with a certification period from g mm',g"m“;?m“mﬁmw
September1,2o10toFebruary28, 2011, that | mmbhwmdhdhhnm ;
included the foliowing: . action with the nuree on November 30, 2010, :
Home heaith aid (HHA) 12 hours, seven daysa 00 o clent aare e wound but e 5
weei for six months: Master Soclal Worker ? 00 individuaiiring the POC 1o the client's needs, The |
(MSW) 12 hours, as Needed annually to assist ‘ POCdemdﬂlophm“mﬂbdof 3
with community fesources; Skilied nursing one ! the clarification via « MD order on January 28, 2011, :
visit monthly, two visits as needed for : '
compiications/Aide supervision; Notify physician | mmm. Iihe o gouk, teaching cra T
of health status change. g oulcomas for each client. The information from the
: nuuwﬂlbnenrrrnunlemd.mﬂuo e :rtn:ﬂbr
; | recs| tation, to the Data En
Further review of the record did ot refiect TPk Ity e e Pho! iy
evidence of MSW services, POCa that are genarated In the future wil now have an
enlry for the asaigned case Managers and cutline that
2. On January 24, 201 1, baginning at 3:48 p.m,, ; the case mansger's documentation will be found in
faview of Patient #9's record revealed a POC with Casediat and not the ciinical tecord.
a certification period from October 14,2010t : The POC will be reviewed by the DON or his
December 13, 2010 that included the following: nee for accuracy, corrybﬁyhmu m:r fuency |
: of the cllent's dlagg:lﬁh. Medications, activity level, :
" - : status, su N orders,
Skiiled nurse (SN); visit the patfem_1-3§imesper, mﬂ.mmmmmmmmc
week for 8 weeks for home care; SN: visit 1 : and fdng b the physician. 1o Administrativs
monthly vistt, 2 visits as needed for Assisiance will continue o monitor VMT'a onal
complications/Aide supetvision; SN will teach staff ;nll-ln systam and track t:; daily, A r!pt;:t
B wili rated on or about of sach month 1o
cilent/care giver safety precauhonslemergen_cy Il;': that have not bean peeer
plan - when to call VMT/911/MD as outlined in m"""m byth.“"'m"'m l siaf. A roport of concorns
emergency handout; Observe, evaluate, teach wil be elevaled ko the President
signs and symptoms of infection : SN will teach
patient/care giver ta keep the dressing ciean, dry _‘ .
feaith ﬁogulatlon Admnisiration
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H453 Continyed From page 22 _

to properly do the wound care,

Al 4:41 p.m, further review of Patient #g"
fecord revealed that the Skilled nurse

and November 5,2010. The nirse

(CA) and the director of nursing (DON)
acknowledged the findings,

with certification periods from November

week for 9 wee

documented hom visits on October 16,22,29, |
then

documented Weekly visits on November 25,
December 3 and 10, 2010. There Was o

When interviewed on January 28, 2010, at ;
approximately 9:40 am.,, the clinical administrator ,
:

j
3. On January 24, 2011, beginning at 3:48 pm, .
review of Patient #11'g record revealed POCs

to January 18, 2011 ang Jdanuary 19, 2011 to : '
March 18, 2011, that included the foilowing: :

"Skilled nurse (SN): visit the patient 1-3 imes per
ka .

i H453

at all tmes; SN will teach patient/care giver how

s clinical '

! !
20, 2010

/
|

temperature is greater and 101 5p degrees;SN i‘

using aseptic techniques, cleanse sacraj

ulcer

with wound cleanser, Teach patient signs and ; !

symptoms of Infection; and visjt 1 maonthly visﬂ,_z :

visits as needed for complications/Aide

supervision; When to call VMT/811/MD as

outlined in émergency handout;

At 4:41 pm,, further review of Patient #11's

I

2aith Regulation Administration
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H453 Continued From page 23 Hass |
clinical recorg led that the skilled nurse |
documented home visits, However the !
documentatipn did not evidence woung care
treatment.
Intsrview with the CA and the DON on January .
28, 2010, at approximately 4:00 P.m., revealed ‘ )
that Patient#11 giq not have a wound 80 she did ‘
not, therefore, recelve woy care treatment. !
e was no documenteg @vidence, however, ;
that the patient's needs Were met in accordance
with her po :
i
| f
,’
|
|
r'
i
!
1
i
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