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: YOUr agancy on Februsry 8, 201 1, through ‘
: Februmry 9, 2011, o determine compliancs with |
,11tie 22 DCMR, Chapter 39 (Home Care - '
I'Agencies Regulations). The fin dings of the Tha Invoived staff were contacted I
| Survey wera' bassd on a random sample of nine regarding the |dentifled deficiencies and |
. (8) active clinical records and one (1 were insorviced by the Admin(strator
{1} digcharge on
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{c) Review and evaluats, on en snnua! besis, a1 b classifed by entegory a;:"-;pc:::::r‘::l" |
i policies goveming the bperation of the N . } and evaiuated uslog established ,
, etarmine the extent to which services promeys. he cure oy wad thresholds, Even when | J
| pati 3"!' care thatls approp rigle, adequuate the cars ar service is conslatent with the !
effactve and eficlent. This review and av'alu . €xpectad patterns or outcomes, further
} must include the fallowing; or follow-ap evaluation of the Indlcator |
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x4 ;ﬁ SUMMARY STATEMENT OF DEFICIENGIES pp PROVIDER'S PLAN OF CORRECTION 5)
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ~  REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
3903.2(c)(2) GOVERNING BODY 03/28/11

‘ H 054 (continued)

. . :
H054r Continued From page 1 H 054 _ e | _

-" The finding includes: |

i

]

I

|

1

I A record review on February 9, 2011, at 10:00 infringed upon; and to assure clients of

| a.m., revegled no documented evidence of the their basic rights as human beings with

) agency's response to complaints made or empl:jasis p(liaced 0}1 human relations,

: : interdependence o expression, concern
referred to the agency . for personal dignity, self-determination |

" Aface to face interview with the Director Of and qua?!ity care. .The governing body l

| Nursing and the Administrator on February 9, will review and discuss the report and
2011, at 3:30 p.m. confirmed the findings. review information about the mechanism !

for the initiation, investigation, |
resolution and review and evaluation of l

H 055 3902.2(c)(3) GOVERNING BODY H 055 complaints/incidents to identify problem '
areas in the provision of services; to
The govering body shall do the following: evaluate the quality of services !
: rendered; to develop strategies for l
- (¢} Review and evaluate, on an annual basis, al improving the quality of services; and to |
policies governing the operation of the agency to include recommendations for :
- determine the extent to which services promote modifications of the agency's overall
i patient care that is appropriate, adequate, pelicies and procedures, as appropriate
| effective and efficient. This review and evaluation to the provision of high quality services.

must include the following: .I
‘ 9 Recommendations for modifications of |

' {3) Awritten report of the results of the evaluation the agency’s overall policies and

- shall be prepared and shall include procedl.xres provided by th‘e governing
recommendations for modifications of the body will be mcorpforated into the l

. . ‘o ; ; agency’s minutes of the meeting as well
:g::;gn;?:era” policies or practices, if as the agency’s policies and procedures,

| .

where identified. Recommended
actions will include, but not be limited

R . . to: (1)System changes such as I
This Statute is not me,t as ev'd.enceq by: communication channels and reporting |
Based ona reoord.rev:ew' and interview, the pathways, organizational structures and

: Goveming Body failed to include Procedures, staffing, equipment, and

! recommendations for modifications of the ‘

|

o . . if forms revision; (2) Knowledge
. @gency's overall policies or practices, i enhancement such as continuing staff

' appropriate, in it's annual evaluation report. educationin-service training; and (3)
: Behavioral changes such as peer review, I
The finding includes: informat or format performance

‘ ) appraisal, and assignment changes. '

_Review of Home Health Care Agencies Advisory

Heaith Regulation Administration
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Health Regulation Administration
STATEMENT OF DEFICIENCIES DATE SUR'
MO PG CorRecon © |V FROYBENSTLERCU, | b et cons TGN o
A BUILDING
B. WING
_ HCA-0021 02/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALLIANCE HOME HEALTH CARE & EQUIPMED WASHING TN, DVENUE NW. SUITE 408
X ! SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION P ps)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ! REGULATORY DRLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f . _ DEFICIENCY) !
H 055, Continued From page 2 H055 3903.2(c)(2) GOVERNING BODY | 0328 .
, Board Meeting minutes on February 9, 2011, at HO054 (continued) -
<" approximately 10:00 a.m., revealed that the most I
: fecent review by the Goveming Body had been |
performed on March 12, 2010. An interview with The plan of modification will
-the Director Of Nursing (DON), revealed that she include the folfowing: (1) Who or what |
; had l‘evitaet!NEd th?h 20;]2:'3 al}d g:;ie a fents. | is expected to change; (2) Who is !
* presentation on s of medicare patients. r ibie for i . .
. There were suggestions that the agency needed pf:ﬂ?":.',d"}sf :a::?:: l::lm:,"g the action |
| to strengthen response mechanisms o address ted ¢ € change is |
: complaints through follow up and documentation eXpected to occur '
- processes such as incident reports. There was |
: not however a systemic plan recommending . .
: N . _ All
modifcatons of the agency’ overai polies o Servies revgmis g Eaioment |
. practices to the address the complaint issues. de;icient practice may potentially affect |
) . ther clients and/ . i
A face toface nterview was conducted it he e toah e g correctve
Director Of Nursing (DON), and the Administrator applied across the board to all clients
* on February 9, 2011 at approximately 3:30 p.m. and/or staff to improve the quality of
and the findings were confirmed. care rendered.
; X
H 153 3907.2()) PERSONNEL H 153 . o I
- Each home care agency shall maintain accurate 3902.2(ck3) GOVERNING BODY 03128/11
* personnel records, which shall include the H 055
following information: !
! " Cross reference 3903.2(c)(2) Governing -
* (i) Documentation of any required criminal Body |
. background check; H 054 '
i This Statute is not met as evidenced by: T e - e o T T e
| Based on record review and interview, it was :;)(ll;.sz (i) PERSONNEL | 03/28/11
i determined that the agency failed fo maintain
accurate personnel records, which included
i documentation of any required criminal i
background check for two (2) of ten (10) All staff were contacted regarding the
: employees in the sample. ( Home Health Aide's identified deficiencies and the referenced
- #9, and #10) _ documents were requested, Ali staff will
) _ be inservices by the DON on th d t
_I The findings include: ‘ ¢ need to i

Health Reguiation Adminlstration
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FORM APPROVED
Health Reguiation Administration
STATEMENT OF DEFICIENCIES ER/SUPPLIER/CL TIPL {X3) DATE SURVEY
AND PLAN OF CORRECTION B T SO LERICLIA (%) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
HCA-0021 02/098/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
. . 7826 EASTERN AVENUE NW, SUITE 406
ALLIANCE HOME HEALTH CARE & EQUIPME} WgHINGTORN, DC 20012
.(m,:,'u 1 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | 5
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TQ THE APPROPRIATE DATE
. DEFICIENCY) |
H 153; Continued From page 3 H 153 3907.2 (i) PERSONNEL | =
. H 153 (continued) | 03/28/11
~" Areview of Home Health Aide's #9, and #10's o
: personnel files on February 9, 2011, at ensure that Criminal Background |
1 approximately 2:00 p.m., and 2:45 p.m. Checks reflect all jurisdictions within i
-respectively, revealed the criminal background_ which the employee had worked or !
. checks did not reflect all jurisdictions Wlthln which resided within the Iast seven years prior |
the employee had worked or resided within the to the background check. !
. seven (7) years prior to the checks. |
- L The D i ill review all |
+ During a face to face interview with the ¢ DON or designee will review 4 l
Adrministrator on February 9, 2011 at per?onnel ﬁle-s of‘staff on a quarterly !
| approximately 3:30 p.m the findings were basis and maintain a roster of the i
. confirmed. expiration dates of credentials and other
: documents required of staff |
H 227 3909.2 DISCHARGES TRANSFERS & M 227 and ensure that criminal background

» REFERRALS

. Each patient shall receive written notice of

+ discharge or referral no less than seven (7)

: Calendar days prior to the action. The seven (7)
 day written notice shall not be required, and oral
. Notice may be given at any time, If the transfer,

' referral or discharge is the result of:

! This Statute is not met as evidenced by:

. Based on record review and interview, it was

- revealed that the Home Care Agency (HCA)

| failed to provide seven (7) days written notice of
discharge for one (1) of their discharged patient's

| included in the sample of nineteen patients.

' (Patient #6)

The finding includes: I

| On February 8, 2011, a record review of Patient
| #6's record at approximately 10:00 a.m., revealed

checks are completed as per regulatory !
timeframs and are incorporated into the i
staff’s personnel file. Staff will be

notified of the findings and the original |
copy of the deficient documents will be ’
requested. Alliance Home Health :
Care & Equipment Services will make a ’
copy of the original document and
incarporate the copy into the staff's l
personnel file. Staff who fail to comply |
will be suspended until the required
documents are submitted.

Services recognizes that any identified
deficient practice may potentially affect
other clients and/or staff, The corrective
action to all identified deficiencies will be l
applied across the board to al clients
and/or stafl to improve the quality of
care rendered.

!
Alliance Home Health & Equipment I

|
P
1
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L

G8KC11 W continuation sheet 4 of 12



PRINTED: 02/17/2011

FORM APPROVED
Heaith Requiatign Administration
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA TIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION on IDENTIFICATION NUMBCER: KZ) MULTIPLE C R COMPLETED
A BUILDING
B. WING
. HCA-0021 02/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: : X 2 TERN AVENUE NW, SUITE 406
ALLIANCE HOME HEALTH CARE & EQUIPMEN | (28 ERSTERN AVENUE Nw,
- ‘x,”.,b : SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION I (%5)
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLILD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
- N T - =1
H 227 Continued From page 4 . H 227 39092 DISCHARGES TRANSFERS |
: i ini & REFERRALS | 0328711
. a@n occupational therapy clinical note dated R
#" . December 24, 2010. According to the note, the H 227 |
 therapist had discussed discharge plans with the !
. patient, however at the time of the survey, there ;
- was no documented evidence of a seven (7) day All professional staff were contacted !
written notice of discharge. regarding the identified deficiencies and |
i . . , . the referenced documents w |
' During the exit interview with the Administrator . ;:s ted. All br res:ional ::" Mbe |
+ and the DON on February 9, 2011, beginning at [ cquested. All pro w :
approximately 3:54 p.m thé ﬁndir;g was inservices by the DON on the policy that '
ackhowiedged. ) S a written notice of discharge must be i
' given to the client at least seven {7) days I
H 279} 3911.2(s) CLINICAL RECORDS H 279

- Each ciinical record shali include the foliowing
information related to the patient:

5 (s} Documentation of training and education
- given to the patient and the patient's caregivers.

! This Statute is not met as evidenced by:

_ Based on interview and record review, the Home

; Care Agency (HCA) failed to ensure

- documentation of training and education given to
the patient and the patient's caregivers for one (1)

: of ten (10) patients in the sampie. (Patient #2)

: The finding includes:

. Review of Patient#2's record on February 9,

- 2011, at approximately 1:068 p.m., revealed a Pian

of Care (POC) dated January 18, 2011, through

: March 18, 2011. Further review of the POC

- revealed the skilled nurse was to instruct Patient
#2/Caregiver on disease process and disease

. management.

i Reﬁlew of Patient #2's Nursing Ciinical Notes

prior to the action and that staff must
provide documented evidence of a seven |
{7) days written notice to the client/
caregiver of the pending discharge date.

The DON will review the staff's !
documentation at least on a quarterly |
basis to ensure compliance with this J
policy. Staff wilt be notified of the :
findings and requested to correct or '
submit the deficient documentation. l
Staff who fail to comply witl be I
suspended until the required documents !
are submitted. :

Alliance Home Health & Equipment
Services recognizes that any identified
deficient practice may potentially affect
other clients and/or staff. The corrective
action to all identified deficiencies will be |
applied across the board te all clients
and/or staff to improve the quality of
care rendered.

Health Regulation Administration
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Heaith Regulation Administration
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA ULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION i IDENTIFICATION NUMBER: XM ¢ cn COMPLETED
A. BUILDING
B. WING
HCA-0021 02/09/2011
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AX4)ID SUMMARY STATEMENT OF DEFICIENCIES | 0 PROVIDER'S PLAN OF CORRECTION D o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ,  REGULATORY OR LSC IDENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' ; BEFICIENCY) !
H279; Continued From page 5 H278 3911.2(s) CLINICAL RECORDS 032811
~ dated January 18, H 279
-, 20th, 22nd, 26th, and 28th, 2011, revealed no

" evidence that the skilled nurse documented A)) professional staff were contacted

: trainingland education given FO Patient regarding the identified deficiencies

-#2 on disease process and disease and the referenced documents were

. management.

requested. All professional staff will

i - v
During the face to face interview with the be inservices by the DON on the

i Administrator and the DON on February 9, 2011 need for compliance with the policy
! beginning at approximately 3:54 p.m., the finding governing documentation of training
was ‘acknowledged. : and education given to the patient

g and the patient’s caregiver on disease
H 355 3914.3(d) PATIENT PLAN OF CARE H 355 process and disease management and

: their understanding of the information

' The plan of care shall include the following: : that was taught. Client’s and their

. famities will be provided with

| (d) A description of the services to be provided, information necessary to make

" including: the frequency, amount, and expected
t duration; dietary requirements; medication
. administration, including dosage; equipment: and

decisions and to take responsibility
for self-management activities related to
their needs. The education and training

i supplies; for patients and families wilj target the
client/ caregiver’s ability to improve
: outcomes through prometion of healthy
| This Statute is not met as evidenced by: behavior and involvement in their care,
~ Based on record review and interview, the Home treatment and service decisions.

Care Agency (HCA) failed to ensure the Plan of
t Care (POC) included the description, frequency,
" amount and expected duration; medication
t administration, including dosage, equipment and

Staff wifl be encouraged to use Patient
Teaching Materials as specific to the

! supplies for two(2) of ten (10) POC's reviewed. teaching and training ordered in the
(Patients #5 and #7) client’s plan of care to assist in providing -
: . documented instructions to the client
“The findings include; which can also be used as a reference
source for the client. A copy of the
: 1. On February 9, 2011, a record review of teaching material will be signed and
' Patient #5's record at  approximately 2;17 p.m. dated by the involved professional staff

. fevealed a physician's verbal order for
* occupational therapy dated February 1, 2011.
Further review of the order revealed no

Health Regulation Administration _
STATE FORM L GBKC11 If continuation shest 6 of 12
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, documented evidence of the frequency, amount
-+ - and expected duration of services to be provided.

Continued review of the patient's record also
-revealed a "Medication Profile” that included
- Avelox 400-mg QD (once a day) for seven N
days. Review of the patient's Pian of Care (POC)
: dated January 27, 2011 through March 27, 2011,
" failed to evidence the aforementioned
: medication.

* At the time of the survey, the HCA failed to

. ensure the frequency for occupational therapy

- services was included on Patient #5's verbal

i order and failed to include the patient's
medication (Avelox 400 mg QD (once a day) on

: the POC.

| During a face to face interview with the Director
. OF Nursing (DONjon February 9, 2011, at

- approximately 2:40 p.m., the findings were
i acknowledged.

: 2. On February 9, 2011, a record review of

* Patient #7’s record at approximately 2:48 p.m.

- revealed a Plan of Care (POC) for October 20,

2010 through April 20, 2011. One of the

i medications ordered

for the patient was Timolol. Review of Patient

| #7's Medication Profile included Timelol, one drop

both eyes daily, however, further review of the

i POC only reveaied one (drop), it failed 1o include
both eyes daily.

- During a face to face interview with the

- Administrator and DON on February 9, 2011,

. beginning at approximately 3:54 p.m, the finding
~ was acknowledged.

FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o lDENT!FICJRI\,%ON NUMBER: by COMPLETED
A. BUILDING
B. WING
_ HCA-0021 02/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
: : 7826 EASTERN AVENUE NW, SUITE 408
ALLIANCE HOME HEALTH CARE & EQUIPME} WASHINGTON, DC 20012 '
- (Xd). 0 ! SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION I sy
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG ' REGULATORY OR LSC IDENTIEYING INFORMATION) | “rae CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ _ ; i DEFICIENCY)
H 35§ Continued From page 6 H 355 3911.2(s) CLINICAL RECORDS A
' s H 279 (continued) 03/28/11

T
|
The DON will review the staff"s |
documentation at least on a quarterly |
basis to ensure compliance with this
policy. Staff will be notified of the |
findings and requested to correct or |
submit the deficient decumentation. l
Staff who fail to comply wili be _
suspended until the required documents |
are submitted, s
i
B
I

Alliance Home Health & Equipment
Services recognizes that any identified
deficient practice may potentially affect [
other clients and/or staff. The corrective :
action to all identified deficiencies will be |
applied across the board to ail clients i
and/or staff to improve the quality of I
care rendered, I
I

39143 (d) PATIENT PLAN OF CARE 03/28/1;
H 355

|
All professional staff were contacted I
regarding the identified deficiencies and '
the referenced documents were :
requested. All professional staff will be |
inservices by the DON on the need for
compliance with the policies governing !
compliance with the Patient’s Plan of |
Care with emphasis on specific l
documentation of teaching and training |
activities and specific evaluation of the !
client/caregiver’s understanding of f
instructions that were given to include: 0
|
]

Realth Regulation Administration
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) . ) FORM APPROVED
Health Regulation Administration
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CLIA 3) DATE SURVEY
AND PLAN GF CORRECTION o IDENTIFICATION NUMBER: 0@ MULTIPLE CONSTRUCTION * COMPLETED
A BUILDING
B. WING
. . HCA-0021 02/09/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2 CODE
A . : 7826 EASTERN AVENUE NW, SUITE 406
ALLI‘:NCE HOME l-{EALTH CARE & EQUIPME} WASHINGTON, DC 20012
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES | 3} | PROVIDER'S PLAN. OF CORRECTION (x5)
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING IN FORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY) |
H 359.EVConl'jnue'd Fr(-)m page 7 H 359 3914.3 (d) PATIENT PLAN OF CARE L
9 H 355 (continued) f 03/28/11
H 359 _ . —
3?.- 3914'3"‘) PATIENT PLAN OF CARE H 358 (1) Documented evidence of the ’
* The plan of care shail include the foliowing: frequency, amount and expected |
duration of services to be provided; (2) .
i {h) Prognosis, inciuding rehabilitation potential; Documented congruency of the !
i medication profile with the plan of care |
: to include the name, dose, route, ‘
;his gtatute is rgot met as §Vidtenced by: H frequency and purpese of all '
+ Based on record review and interview, the Home medications; (3) Documented prognosis l
Care Agency (HCA's) Plan of Care {POC) faiied ", (.) L Prog '
L s N i and rehabilitation potential; (4) :
: to include prognosis, including rehabilitation D ted evid that the patient's |
potential for one (1) of ten (10) patients in the ocumente e‘: enee that the patient's |
! sample. (Patient #4) plan of care and/or physician’s verbal I
: order is approved and signed by the !
~ The finding includes: physician within thirty (30) days of the
: start of care or the date of prescription |
, On February 8, 2011, a record review at of the verbal order provided. Shouid the
i approximately 12:25 P.m. revealed a_Plan_Of physician not indicate the date of
: Ca(eéP?C) for Patiert #‘41 W':]h a certification signature, the agency shall document on °
period of December 1, 2010 t rough June 1, . the POC or the verbal order the date on
2011. Further review of the POC revealed that it which the document was received by the
; failed to include the patient's prognosis, including ¢ s et Y :
rehabilitation potential, agency. The DON will review the staff’s
) documentation at least on a quarterly
+ During a face to face interview with the Director basis to ensure compliance with this
of Nursing (DON)on February 8, 2011, at policy. Staff will be notified of the
- approximately 2;48 p.m., the finding was findings and requested to correet or
- acknowledged. submit the deficient documentation.
Staff who fail to comply will be
H 3661 3914 4 PATIENT PLAN OF CARE H 368 suspended until the required documents
: ) are submitted.
! Each plan of care shall be approved and signed
by a physician within thirty (30) days of the start Afliance Home Health & Equipment
_ of care; provided, however, that a plan of care for Services recognizes that any identified
personai care aide services only may be ) deficient practice may potentially affect
 approved and signed by an advanced practice other clients and/or staff, The corrective
registered nurse. If a plan of care is initiated or action to all identified deficiencies will be
» revised by a telephone order, the telephone order applied across the board to all elients
shall be immediately reduced to writing, and it and/or staff to improve the quality of
shali be signed by the physician within thirty (30) care rendered.
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» January 8, 2011 through March 6, 2011,

. Atthe time of the survey, there was np
: documented evidence of a physician's signature
" within thirty (30) days of the start of care.

During the face to face interview with the
Adminisirator and the DON on February 9, 2011
; beginning at approximately 3:54 p.m., the finding
i was acknowledged.

+ 2. On February 8, 2010, a record review of

! Patieni #2's record at approximately 1:08 p.m.
revealed a POC with a certification period of

- January 18, 2011, through March 18, 2011.

1 At the time of the survey, although the physician

! signed the document, the HCA failed 1o ensure
that the physician dated the POC 1o evidence that

it was within thirty (30) days of the start of care.

| During the face to face interview with the
- Administrator and the DON on February 9, 2011

(X4) |_b SUMMARY STATEMENT OF DEFICIENCIES b i PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ~ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE ! DaTE
DEFICIENCY) |
}_ K . P — L
H 368 Continued From page 8 H 368 3914.3(h) PATIENT PLAN OF CARE ! 0328/11
 days. H 359 !
"', Cross reference 3914.3 (d) Patient Plan  ;
' This Statute is not met as evidenced by: of Care I
 Based on record review and interview, it was H 355 '
~ determined that the agency failed to ensure the l
: Plan of Care (POC) for two (2) of ten (10) )
' patients was approved and signed by a physician O14.4 P T ’ e
- within thirty (30) days of the start of care. il ;2: ATIENT PLAN OF CARE 0372811
! (Patients #1, and #2) ’
Cross reference 3914.3 (d) Patient Plan
i ] . of Care I
The findings include: H 355 :
: 1. On February 9, 2010, a record review of |
| Patient #1's record at approximately 10:31 a.m. N
" revealed a POC with a certification period of 3915.10(f) HOME HEALTH & ! 03/28111

PERSONAL CARE AIDE SERVICE
H 399

All aides were contacted regarding the
identified deficiencies and the referenced
documents were requested. All ajdes
will be inserviced by the DON on the
need for observing, recording and
reporting on the client’s physical
condition, behavior or appearance to
AHHC. The Registered Nurse (RN} will |
supervise and evaluate the aide’s
performance as per policy and ensure
the aide’s compliance with the
established assignment in accordance
with the client’s plan of care. The DON
or designee will review clinical records
on a quarterly basis to ensure that the
aides are complying with the need for
observing, recording and reporting to
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
‘ DEFICIENCY)
T 3 e
H 366, Continued From page 9 H 366 3915.00(f) HOME HEALTH & LT e
o - . . ] PERSONAL CARE AIDE SERVICE 03/28/1;
i begmnl:g ::‘ :gpr;;xumately 3:54 p.m,, the finding H 399 (continued)
#" was acknowledged.
i : . AHHC on the client’s physical
H 399 ‘391 5.10(f) HOME HEALTH & PERSONAL CARE | H 399 condition, behavior or appearance. Staff
_ AIDE SERVICE will be requested to correct and/or
| Personal care aide duties may include the submit the deficient documents. Staff
: following: who fail to comply will be suspended
. until the required documents are
! (f) Observing, recording, and reporting the submitted.
© patient's physical condition, behavior, or )
. appearance; ' Alliance Home Health & Equipment
. Services recognizes that any identified
: deficient practice may potentially affect
5 This Statute is not met as evidenced by: oth_er clienltls_andl(_)r staff.f_'[_‘he gorre.ctive
| Based on a record review and interview, it was actn(l.'o_ndto a Ideltl]tlf;;ed d: |c|e;:c:lgs will be
: determined that the agency failed to ensure :Eg,:fr s';'cfrf"ts: .tme - tht: a cli“"“:
Personal Care Aides (PCA's) recorded, and o re":ere g provethequa tyo
- reported on the patient's physical condition, ’
* behavior or appearance for four (4) of ten (1 0) |
. sample. ( Patients #7, #8, #9, ang SERV!(C)ES 03/28/11
+ #10). H 453
On February 8, 2011 beginning at 12:00 p.m., a
 record review revealed Patients #7, #8, #9, and All nurses, aides, and staffing
] #".] received services from a PCA. Fu”‘.her coordinator were contacted regarding
| review of the record revealed a form entitled. dentifi L
" "Home Health /Home Care Aide Weekly Visit.* the identified deficiencies and the
Further review of the aforementioned form referenced documents were requested.
: revealed there was no documented evidence of All involved staff will be inserviced by
" the agency's PCA's recording, and reporting on the DON on the need to ensure that the
the patient's physical condition, behavior or patient’s needs are met in accordance
- appearance. with the plan of care to include provision
| of services in the type, amount,
- During a face to face interview with the Director frequency and duration as ordered. The
! of Nursing (DON.)on February 9, .201 0at Registered Nurse (RN) will supervise
: approximately 1:45 p.m,, the finding was
: acknowledged i T and evaluate the aide’s performance as
P ' per policy and ensure the aide’s [
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H 453! Continued From page 10 H 453 S e
H453 3917.2(c) SKILLED NURSING SERVICES | H453 ;%‘;3{&3"‘“““ NURSING 03/28/11
# R
. Duties of the nurse shall include, at a minimum, F 453 (continued)
' the following: . ] .
. compliance with the established
{c) Ensuring that patient needs are met in assignment in accordance with the
- accordance with the pian of care; client’s plan of care. The nurse and/or
staffing coordinator will complete the
On-Hold Services form and/or the
ggisseg'amte is n:jt met as E\:l’de!'::ed by: " Missed Visit form to account for the .
; on a record review and in rview, ihe f . . :
Home Care Agency's (HCA's) nurse failed to ;f‘a::: t‘;rt;:'):;eg;!;s ;','h?:(';l:s:“ are
* gnsure that patient needs are met in accordance desi il revi 'th limical 4
with the plan of care (POC) for two (2) of the ten gnee wit. review the clinical records
. (10} patients included in the sample. (Patients on a quarterly basis to ensure
I #1and #8) compliance with this policy. Staff will be
; reguested to correct and/or submit the
The finding includes: deficient documents. Staff who fail to
; comply will be suspended until the
' 1. Review of Pahent #1's record on February 8, required documents are submitted,
2011 at approximately 11:02 a.m, revealed a
Plan of Care (POC) for the certification period of Alliance Home Health & Equipment
| | January 6, 2011, through March 6, 2011. The Services recognizes that any identified
POC revealed skilled nursing services was deficient practice may potentially affect
_ordered for one (1) to three (3) imes a week for other clients and/or staff. The corrective :
' nine (9) weeks. Further review of the patient's action to all identified deficiencies will be
; record revealed that the last nursing vislt was applied across the board to ali clients
“ January 19, 2011. There was no documented and/or staff to improve the quality of
. evidence that the patient had been seen after that care rendered.
" time. At the time of the survey, the HCA's nurse
failed to ensure Patient #1's needs were metin
- accordance with her POC.
i
! A face to face Interview was conducted with the
Administrator and the Director of Nursing (DON) !
- on February 9, 2011 beginning at approximately
! 3:54 p.m., the finding was acknowledged.
: .
{2. Review of Patient #8's record on February 9,
Health Regulation.Administration
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X410 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX

TAG

{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

! D :
PREFIX !
TAG |

(EACH CORRECTIVE
CROSS-REFERENCED

PROVIDER'S PLAN OF CORRECTION
ACTION SHOULD BE
TO THE APPROPRIATE

DEFICIENCY)

, GOR?SP?E‘I‘E
DATE

H453 Continued From page 11

January 20, 2011, through July 20, 2011.

' to ensure Patient #8's needs were met In
~accordance with her POC.

: 3:54 p.m., the finding was acknowledged

' 2011, at approximately 11:54 a.m., revealed a
| Plan of Care (POC) for the certification period of

' POC revealed a Personai Care Aide (PCA) was
- ordered for eight (8) hours a day for five (5) days
“aweek. Review of the "Home Heaith /Home

, Care Alde Weekly Visit Records" revealed no

| documented evidence that the patient received

- PCA services on January 17, 2011, January 21,

+ 2011, January 26, 201 1, and January 27,
i Al the time of the survey, the HCA's nurse failed

A face to face interview was conducted with the
- Administrator and the Director of Nursing (DON)
on February 9, 2011 beginning at approximately

H 453

The

2011.
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