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* An annual survey was conducted at your agency i
 from March 16, 2011, thwough March 18, 2011, to. 3
| determine compliance with Title 22 DCMR, ' ' i
" Chapter 39. The findings of the survey were
: based on a review of administralive records, a ;
 random sample of twenty (20) clinical records, ? |
: twonty (20) personned files and three (3) home ‘ |
_visits. Based on the survey outcome, the agancy w ‘ i
 was found to be in substantial compliance with s 5 % [l ‘
reqmred regulations. : a.m of
Flealth Reguiaton 8 H‘:d "y
H 450 3817.1 SKILLED NURSING SERVICES Ha%0 "“fg::iate Cere Facijyan straton
: North o
: Skilled nursing services shall be provided by a ' Vﬁ'hhgb?’g% s;do!gzs ;

| registered nurse, or by a licansed practical nurse |
 under the supervision of a registered nurse, and : |
; in accordance with the patient's pian of care. o

. This Statute is not met as evidenced by:

' Based on interview and record review, the agency
failed to ensure skilled nursing servicas were

* provided in accordance with the patient's plan of

: care {POC) for, one (1) of twenty {20) patients in

i the sample. (Patient #3)

' The finding includes:

On March 16, 2011, at approximately 3:00 p.m., :
. review of Patient #3"s plan of care (POC) dated i
February 28, 2011 to April 28, 2011, reveaied the 1 ;
_ patient had diagnoses that included Decubitis ‘ : , :
. Ulcer-Low, Stage || Pressure Ulcer, and : !
1 Quadriplegia. The skilied nurse was to visit three f
i (3) times a week for four (4) wesks and two (2) :
: times a week for five (5) weeks to provide skilled _ : i ‘

' observation of all systems. Further review ;
jrevealedmewouadonmemldabdomlskm i
foldandthenght mlthnghwasbbeclmed |
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Review of Patient #3's nursing clinical notes
dated March 4, 7, and 9, 2011, on March 16,
2011, at approximately 3:30 p.m., revealed no
evidence the skilled nurse pravided wound care
to the mid abdominal skin fold and the right
medial thigh as required by the POC.

Dunng a face to face interview with the Director
of Quality Services (DOQS) on March 17, 2041,
at approximately 9:35 a.m., it was revealed the
wounds on the mid abdominal skin fold and the
right medial thigh were healed and no longer
required treatment. However, the DOQS
acknowledged the skilled nurse had not
tiocumented the status of the patients wounds on
the nursing clinicat notes dated March 4, 7, and
9, 2011.

to accurately document the wound
;assessment and treatment for all
wound siteas. Documentation will
'!alac indicate when the wound is
|healed. Ciinicians documenting by
laptop will be able to use the
iWound Care Advisor software which
will track the numbered wound sites,
includes check boxes for level of
healing, and attaches the order for
documenting the wound care provided.
iClinicians documenting on paper will
| include these same items on the
{viait note.

Compliance in documenting the
correct wound assessments/treatment
iwill be monitored by the Operations
Directors. The education and
overasight has been approved by the
{Regional Operations Director and
Director of Quality.
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with soap and water, dried and then & barrier '
ointmeant was to be applied.
|The VNA will re-educate clinicians 4/15/11
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