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H 000 INITIAL COMMENTS H Q00 :
i ) FISJIAS ! D
An annual survey was conductad for your agency l &Q,Lﬂm“t Health! 0
! from August 28, 2013, through September 5. epa % Licorising AN
: 2013, {o determine compliance with Title 22 Health Reguiator > e ilties Divieton
; DCMR, Chapter 38 (Home Care Agencies mtermedlateﬂh Capitol St NE.
: Regulations). The Home Care Agency provides 899 Nol . D.C. 20002
j home care sefvices to 45 patlents and emplays Washingtom,
| 81 staff fo include licensed nurses , home health
: aides and other administrative staff. The findings
; of the survey were based on a review of 11
: current, patienis' recards. 3 discharge patienis’
; records, 10 personnel files, 5 home visits and 8
: current patients’ phone calls. H-148: Documentation of current CPR certification
M 148 3807.2(d) PERSONNIEL © H 148 Correction: A new copy of RN # 2 CPR card Is

Each home care agency shall maintain accurate
persannel records, which shall include the
following information:

(d) Documentation of current CPR certifieation. if
required:

This Statite is not met as evidenced by
Based on recard review and interview, # was
determined the Home Care Agency (HCA)
falled to include documentation of current GPR
certification for one (1) of ten (10) empioyees
files, (RN #2)

The finding include:

On August 28, 2013, a record review of register
nurse (RN) #2's record starting at 4:00 p.m.,
revealed an enlarged copy of 2 CPR

certiflcation/card however the date could net be
seer.

Durihg an interview with the human resources

enclosed .
The Home Care Agency will

1. Utillze a tracking template that will include the
name of the employee and the date of expitation

2. Review updated tracking template for accuracy
and subsequently make contact with the em ployees
In need of a current CPR by phone and/or by letter
cormrespondence

3. Review personnel files of Inactive contractors prior
to placing them on the active contactor roster

4.  Require that inactive contractor to submit reguired
updates prior to accepting a new assignment

5. ' Once CPR is recelved the HR personnel shall copy
the CPR to ensure that all the compenents of the CPR
card including the dates are clear and legible,

6. The tracking shall be updated on a monthly basis

7. This task will be completed by the human resources
department

8. This corrective actlon will be completed an or before
the 30" of November 2013.
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; H 148 Continuad From page 1 H 148

. personnel on August 29, 2013, starting at

: approximately 2:00 p.m., she indicated RN #2's

: CPR certification was cumrent and she would fax

f the datad GPR card to DOH/HRLA. It shouid be

: noted DOH/HRLA, did not receive an e-mall of the

. dated CPR cerlification/card.

H 157 2907.2(r) PERSONNEL H157 H-157: Documnentation of Acceptance or Declination

izach home care agency shall maintain accurate
: personnel records, which shall include the
Tollowing information:

{m) Documentation of acceptance or deslination
of the Hepalffis Vaccine; and...

This Statute is not mat s evidenced by:

Based an record review and interview, it was
determined the home care agency (HCA) failed
to ensure that all personne! records maintained
for all home heatith aides {(HHAs) included
documentation of acceptance ar declination of
the Hepatiiis B vaccine, for three (8) of ten (19) of
employees' iy the sample. (Register nurse (RN
#2), diractor of nursing (DON) and RN #3)

The findings include:

%, On August 28, 2013, a review of RN #2's
personnel record starfing at appreximately 1:00
p.m., revealed the acceptance or declination of
the Hepatitls Vaccine document was not in the
persohnel record.

' 2. On August 29, 2013, a review of the DON's
Heaith Regiaiion & Licensing Administration

of Hepatltis B Vaccine

Correctlon: (See Enclosed)

1. RN #2 now has a Hep B declination form completed
2. The DPON had a declination form In a separate
HR Medical Record binder
3. RN #3 had a declinatlon form in a separate
HR Medical Record binder
The Home Care Agency will
L

Utllize a tracking checklist for new hires that Includes
a place to note that the Hepatitis B declination/
acceptance form has been obtained/ completed,

STATE FORM

2. HRflles medical profile records will be readily retrieved
by qualified office personnel.

3. The previous large binder of employes medical profile
information will be discontinuad.

4. The medicatlon profile information will now be placed
in a separate folder adjacent to the Initial/annual
non-medical application requirements and credentials

5.  Reviaw personnel files of Inactive contractors prior
to placing them on the active contactor roster

6. Require that Inactive contractar to submit required
updates prior to accepting a new assignment

7. This task will be completed by the human resources

department

8. This corrective action will be completed on or before
November 30™ 2013,

nnan VKQG11
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H 187 Continued From page 2 ™ 157

personnel record starting at 1:35 p.m., revealed
the acceptance or declination of the Hapatifis
Vfaccine document was not in the personna!
record.

3. On August 29, 2013, a review of RN #3's
personnel record steriing at appraximataly 1:45
p.m., revealed the accepiance or declination of
tha Hepatitis Vaccine document was not in the
personnel racord.

During an interview with the personnel staff on
August 28, 2013, starting at appraximately 2:00
p.m.. she stated that she would fax the
aforementioned staff acceptance or dedline
Hepatifis B vaccine forms. It should be noted
DOHMRLA did not reesive an e-mail of
aforementionad employses' acceptance ar
decline Hepatitia B vaccine forms.

H 163 3807.7 PERSONNEL 4183 H-163: Annual Sereening for Cammunicabie Disease

Each employee shall be screened for Correction: {See Enclosed)
cemmuhicable disease annually, according 1 the
 guidelines issued by tha federal Centars for L. RN #2 obtained a physical, but the MD has not filled
Disease Control, and shall be certiflad free of the officlal health certifleate
communicahle disease. 2. The administrator had a physical enclosed that

avidences baing free from communicable disease.

— ‘ . . An Updated physical Is being abtained.

This Statute is not met as evidenced by:

Based oh review of peISannel Tecors and 3. The DON ncv:r has a heaith certificate that
interview, the hE omma care agency (HCA) falled 1o evidences being free from communicable disease

ensure that each employee was screened for
communicable disease annually and certified free

Healih Regulation & Licenging Admintstration

STATE FORM
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4183 Caontinued From page 3 H 163 The Home Care Agency will |
'; of communicable disease, for three (3) of ten (10) _ _ _ _
» employsss' in the sampie. (Register nurse (RN) 1. Utilize a tracking cheeklist for new hires that
i #2, Director of Nursing {DCN) and Administrator) includes a place to note that the Health Certificate
i form has been obtained/ completed.
‘ The findings include: 2. Each prospective employes will be given 2 Mealth
: ) ; Certificate (if not already obtained) that will include
‘ 1. On August 29, 2013, a review of RN #2's ;
z Seipaciife] rds starting a1 approximately 1:00 fal se:t:on to mark whether_rar not the employee s
b.m.. ra\real al admthe recard failed to evidence RN ree from comrnunicable disease
#2 was free from communicable disease In 3. HR flles medical profile racords wlil be readlly
concordance to the guidelines issued by the retrieved by qualified personnel,
federal Centers for Disease Control. 4. Utllize a tracking template that will Include the
. name of the employee and the date of expi
i 2. On August 29, 2013, a review of the .. S. Reviewupdated zm:k. % T ta fe expiration d
adminisirator's personnel record starting at 1:16 : prista e Emp"a IOV RCCHEmEy an
p.m., revealed the record failed to evidence the subsaquently make contact with the employass in need
administrator was free from communicable of a eurrent Health Certificate by phone and/or by latter
_ disease in accordance to the guidelines issued by correspondence
; the federal Centers for Disesse Control, 6. The tracking will be updated on a monthly basis
i 7 R i i
3. On August 29, 2013, a review of the DON's trevlni-.wl;:uars;-u;:nm:| f:h:s oflrjactwe contractors prior
: personnel racord ting at 1:35 p.m.. revealed 0 placing them on the active contactor roster
‘: the recard failed fo evidence the DON was free 8. Require that inactive contractor to submit
: from communicabie disease in accordanes to the required updates prior to accepting a new assighment
: guildelines issued by the federz| Canters for 3. This task will be completed by the human reseurcas
: Disease Control. department
: 10. This carrective action will be completed on or
i th
During an interview with the personns! staff on efoes Navaniber 30 2019,
August 28, 2013, starting at approximately 2:00
, b.m.. she statad, that she would fax the
: aforementioned staff communicable disease
i status o DOH/HRLA. It =hould he noted
: DOF/HRLA did not receive an e-maf of
' aforamentioned employees’ communicable
: disease slatus.
, H 363; 3814.3(l) FATIENT PLAN OF CARE 1383
|
Health Regulatian & Licansing Admimsiaton
E
STATE FORM it VKQE11
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i . H 383 H-363: Identification of Personnel In Charge
| H 363 Continued From page 4 of Managing Emergencles
: The plah of care shall include the following:
! Correction; See Sample Emergency Protocol
! (1) ldenfification of employses in charge of Sheet enclosed
; managing emergency situations;
! The Home Care Agency will
|
This Statute is not met as evidenced by: 1. Preface each Emergency Plan on the Home Health
Based on record review and interview, the home Certification and Plan of Care of every actlve and
care agency (HCA) failed 1o identify personnel in every newly admitted patient with the
charge of managing emergencies for seven (7) h “The Hil ”
of elerven (11) patients in the sample. (Patient #3, phrase “Tha HHA/RN/LPN/HEA/PCA Wil
6, #7. 48, #9, #10 and #11 ) - (See enclosed).
1 2. This task will be completed by the DON
; The findings include: 8.  This corrective action will be completed on or
i before November 30™ 2013,
: The home care agency's (HCASs) plan of cares
' (POCs) for Pailent #2, #8, #7, #8, #8, #10 and
! #11 were reviewad on August 28, 2013 and
! August 28, 2013, betwaan 10:30 a.m. and 2:00
; p.m. respeclively. The agency Tziled to etisure
; the current POC's for the aforementioned patients
; identified the personnel In charge of
: emergencies.
An interview with ihe director of nursing (DON) on
August 28, 2013, at appraximataly 1:30 p.iri.,
_ revealed that although the POC's included the
' amergancy protocol, the staff responsible was not
; identifled. The DON stated, " the POC's are
I written for the staff o follow.”
- 1380 3016.6 HOME HEALTH & PERSONAL CARE + 39C
i— AIDE SERVICE
! After the first year of service, eseh aide shall be
: required io obtain at least twelve (12) hours of
continuing edusation or In-service training
annuaity, which shall inciude information that wil
_ help maintain or improve his or her performance.
Maglth Regulation & Licansing Adminiatratian
STATE FORM
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: eh H 3480
380 Confinued From pag H-350: HHA 12 hours of Annual Training Requirement
This training shall include a2 component ]
; specifically related to the care of persons with Correction; HHA #1 1s no longer working for the agency
' disabilities,
! The Home Care Agency will
I
{ P
This Statite is not l’1:IEt as e\{,denc_ad by: 1. Utilize 3 tracking ternplate that will includa
: Based oh m%%gﬂ:"edafg ;f:gegﬂ;ﬁh?gﬁr the name of the employee and the date of expiration
g?r;-"a ﬁsgégﬂ ch side obisined st lsant walve (12) 2. Review updated tracking template for accyuracy and
hours of contintiing education or in-gservice subsequently make contact with the employees in
lraining annually for one (1) of twe (2) hame need of a current training by phone and/or by letter
hesith aides (HHA's) In the sample. (HHA#1) correspondence
o 3. Review personnel files of Inactive employee prior
; The finding includes: to placing them an the active contactor raster
| On August 29. 2013, 3 review of HHA #1's 4.  Require that [nactive emplayes to submit required
: personna| record stariing at appraximately 2:10 updates prior to accepting a new assignment
: p.m., revealed HHA #1 was hired on April 21, 5.  Thistask will be completad by the HR department.
: 2011.. The record fallad {o evidence HHA# hac 6. The tracking will be updated quarterly
; obtained the required 12 heurs of continuing
! education or in-service training for 2012.
]
: Buring an interview with the personnel stif on
‘ August 28, 2013, starting at approximately 2:30
\ p.m., she stated, it was indicated that the HCA
! maintained racords and that she wotlld fax the
. training HHA #1 had recelved. It shouid be noted
! DOHMRLA did not receive documentation for
: HHA#1's hours of training received in 2012
I
| H 453 3817.2(c) SKILLED NURSING SERVICES H 483
‘ Duties of the nurse shall include, at a minimum.
: the faliowing:
(c) Ensuring that patient needs are met i
accordance with the plan of care:
Health Regulation & Licensing Adrminlsmration
STATE FORM agou
WVKQE11
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. HA453 Continued From page & M483 Y 453: Ensuring that Patiant Needs are Met
i
1 .
ir This Statute is not met as evidencad by Carrection: The information needed for the patlent #10
i Based on record review and inferview, the home was sent via fax on 8/30/13. Will resend,

care agency's (HCA's) nurse failed to ensure that See enclosed.
patient needs were met, in accordance with the
plan of care (POG), for ane (1) of elaven {711) The Home Care Agency Will
patients in the sample. (Patient #10)
1. Place all submitted notes and timesheets in an
Tha finding includes: organized fashion ie., an alphabetized accardion
folder after timesheets are submitted to th
Cn August 28, 2013, at approximatety 12:25 p.m., offlce on Wednesda ' ° e corporte
review of Patient #10's POC, with a documentad ¥
certification period of June 24, 2013 to August 22, 2. The filing for the week will be completed by Friday
2013, ravealed the skilled nurse was to visit the of every week effective immediately.
patient saven (7) days a week far ten {10) hours a 3. This task will be completed by the administrative assistan
week. The record failed to evidence skiilac
nursing sarvices were provided from August 1,
2013 through August 28, 2013.
An interview with the director of nursing (DON) on
August 29, 2013, at approximatsly 2:00 p.r.,
reveaiad skilled getvices had besn provided ang
the skillad nursing notes had been filed for blliing
purposes. The DON alzo stated, the skiliec
nursing nates would be faxed to DOH/HRLA.
It should ba noted DOH/MRLA did not receive
faxed skilled nursing natas, Additionally, the
surveyor conducted a hame visit ta the home of
Paﬂent #10 on August 30, 2013. The parent of
; Patient #10 stated, the agency's nurees always
_ come o her home as ordered by the physician.
t
: H 485 3917.2(a) SKILLED NURSING SERVICES - 455
Dutles of the nurse shall include, at a minimum,
: the fellowing:

" (&) For registered nurses, supervision of nursing
Aealth Ragulation & Licensl i
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of the LPN providing care to respite patients
services deliverad by licensed practical nurses, :
including on-site supervision at Jeast once avery The Home Care Agency will .
sixty-twa (62) calendar days; L. Assign an RN to ali respite cases by the ang
of the first week In October (10/4/13)
: 2.  Require that the RN will manage those cases and
This Statute is not met as evidencad by provide visit in the months the services ara provided.
Based on record review and interview, the home 3. This task will be completed by the DON
care agency (HCA) falled to have evidensea that
the Registerad Nursa (RN) supervised the
practices of the Licensed Practical Nurses (LPN}
for one (1) of eleven (11) patients. {Patient #3)

| H-455: Ensuring that an RN supervises the practices
| H455 Continuad From page 7 +i 455
i

The finding meludes:

On August 28, 2013, at approximstety 11:29 a.m.,

raview of Patiant #3's record ravealed a plan of

care (POC) with certification period dated hay

i 13, 2013 o July 11, 2013. The pian ordered skil

. nursing services, for respite hours per insurance
authorization to perform comprehensive
multi-system assessment every shiftivisit as

; needed, abtzin vital signs as needed, administer

: all medication, nutritional requirements anc!

{reatments as ordered....

Further review of the record reveaied the
aforementioned services ware provided pv an

LPN. The reccrd failed 1o evidence a RN hag
supervised the L.PN services.

During an intetview with the director of nursmng
(DON) on August 28, 2013, at approximately 1:51
p.m., tha DON staied the agency will ivok for the
RN's supervisary visit. it should be noted the
surveyorwas not provided a copy of the RN's
Suparvisoty note gt the thime of this survey.

H 889 FINAL OBSERVATIONS H 899

Heaith Reguiation & Licenaing Adnisrad B
STATE FORM o
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H 898 Confinued From page 8 H88S  H.999: Allegatian of Medication Error

The follewing aliegation was made during the
survey process. Although the allegation couid not
be substantistad, it is recommended that this
area be reviewed and a determination be made
regarding appropriate actions to prevent a
ranccurrence,

On September 5, 2013, at approximately 3:20
p.m., a telephone interview with the mother of
Patient #15, the mather alleged the agency's
nurse administered ancther family members
medicatlon to Patient #15 jn May 2013. Further
interview revealed Patient #16 was seen in the
emergency recom tha day following the medication
administralion far elevated temperature, listless

and no appetite. However, the mother indicated, * :

the emergency room physician could not
determine the Advir and Cetrizine administerac

by the agency's nurse caused the aforementioned
symptoms.

Addifionally, the mather aileged the agency's
nurse did not document medications
adminisierad. She also stated the director of
nursing (DON) was aware of her concems bt
had no follow-up with agency's staff.

During a telephane interview with the DCN on
September &, 2013, at approximately 10:00 a.m.,
the DON, stated, she was unaware of a complaint
made by the mother of Patient #15 however she
would look far any documentation she might have
and fax the documents to DOH/HRLA.

it should be noted DOH/HRIA did nat recewe any
documents in referance to the aforementiones
concerns, The mother refused to put her
complaint in writing, further indieating she couid
not remember the specific date in Way 2013 the
medications were administsred, patient #15 anly
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The DON has;

1.

Sent a letter to DOH via fax as requested after
investigation with respanse from the mother

pending on 9/10/13.

Placed the allegation in the complaint hoak

with follow-up doeumention as necessary.

Spoken with the mother on 9/11/13 at approximately
12 noon, Stated that she is very pleased with her
respite nurse and the staffing coordinator In the office.
She mentioned her request for respite for the weekend
(9/21 and 9/22) during this conversation and expressed

that she looked forward ta the ¢are that ehe was to be

provided. She did mention the medication error but

could not recall the facts and did not have supporting

documentation, Stated that she would supply

documentation when she was able to retrieva it

The mother did not mention that she wauld no longer
need our services, She did however, cancel the respite

request on 9/20/13.

The Home Health Agency will

1.

Continue ta ask family members if they are satisfled

with the care recelved on each su pervisory visit,

Send 2 patlent satisfactlon survey 1o the homes of

actlve patients on a quarterly basis

This task will be completed by the administrative assistant
This wlll be Initiated no later than November 20 2013

nnon
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receives respite care which is provided by the
agency on anh as neadad basis and requeasted by

the mather. The mother indicated she refuses to
use the agency again,

¢
|
| H998 Continued From page 9 H 899

1

Health Regulation & Licensing Adminisrason
STATE FORM

n
\fnn VIKQe11 If continustion aheat 10 of 10




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10

