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H 000) INITIAL COMMENTS H 000 ({ .
An annual survey was conducted at your agency Govsnm,?éz Q/WU/\E ”\&%\‘DQ
on September 28, 2009 through October 2, 2009, Dg;E;TTMHEEN'?gﬁ:g} 4 COLUMLIA
to determine compliance with Title 22 DCMR, HEALTH REGULATION ADM!NE?
Chapter 3¢ Home Care Agencies Regulations. 825 NORTH CAPITOL ST. M.E 2Ng QTION
The following deficiencies were based on record WASHINGTON, D.C éb002 LOCH
reviews, staff interviews, and a patient interview.
The sample sizes were ten (10) patients based -
on a census of thirty (30) and ten (1 0) employees
based on a census of sixty-seven (67). ' Frovider’s Fian of
— Correction
H 053 3903.2(c)(1) GOVERNING BODY H 053 HO053 The Board of Director’s
will meet annually to 1289
The governing body shall do the following: review the agencies
policies and procedures. to
(c) Review and evaluate, on an annual basis, all mme the extent to
. . . . services promote:
policies governing the operation of the agency to patient care that is %
determine the extent to which services promote appropriate , sdequat, 2
patient care that is appropriate, adequate, effective, and efficient
effective and efficient. This review and evaluation This will include a review
must include the following: of 10% of patient service
evalastion forms which
(1) The evaluation shall include feedback from a will be completed om s bi-
representative sample consisting of either ten ansual basis and
nercent (10%) of total District of Columbia "A':;"’““ hy the Quality
patients or forty (40) District of Columbia patients, om anr::.:n(:l! mm ‘!
whichever is less, regarding services provided to , !
those patients.
This Statute is not met as evidenced by:
Based on a record review and interview, it was
determined that the agency failed to include
feedback from a representative sample
consisting of either ten percent (10%) of the total
District of Columbia patients or forty (40) District
of Columbia patients, whichever is less, regarding
services provided to those patient's in its annual
evaluation.
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H 053| Continued From page 1 H 053
The finding includes:
A record review on September 28, 2009 at
approximately 10:00 a.m. revealed that there was
no documented evidence of the feedback from a
representative sample consisting of either ten
percent (10%) of the total District of Columbia
patients or forty (40) District of Columbia patients,
whichever is less, regarding services provided to
those patient's in the agency's annual evacuation
dated February 3, 2009.
A face to face interview with the Director on
September 28, 2009 at approximately 11:00 am.
confirmed findings.
H 054| 3903.2(c)(2) GOVERNING BODY H 054 o5 L Compiaint Poticy and T
The governing body shall do the following: mpﬁnmu
: responded to within 14 !
(c) Review and evaluate, on an annual basis, all days by Nursing !
policies governing the operation of the agency to Administrator with |
determine the extent to which services promote docamentation of ‘
patient care that is appropriate, adequate, intervention and ‘
effective and efficient. This review and evaluatio ;"g‘o‘f:"’;m .
must include the following: N Wﬂ""“' 0
(2) The evaluation shall include a review of all :ﬂbé&ms_;g m
complaints made or referred to the agency, Policy given to
including the nature of each complaint and the clicata/caregivers upon
agency's response thereto. admission and denials
4. Complhaints will be
recorded with mature of
This Statute is not met as evidenced by: complaint and resolution ,
Based on a record review and interview it was C‘“‘“":;’“‘-‘ﬂ:"‘
determined that the agency failed to include a “ml" l "ILQ“ ona
review of all complaints made or referred to the — a
agency, including the nature of each compliant
and the agency's response thereto in its annual
evaluation.
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H 054 | Continued From page 2 H 054
The finding includes:
A record review on September 28, 2009 at
approximately 10:00 a.m. revealed that there was
no documented evidence of all complaints made
or referred to the agency, including the nature of
each compliant and the agency's response
thereto in its annual evaluation dated February 3,
2009.
A face to face interview with the Director on
September 28, 2009 at approximately 11:00 a.m.
confirmed findings. o
H 120 %_ontndor Agreement 1209
ill be revised
H 120 3906.1(a) CONTRACTOR AGREEMENTS H 120 accordingly to meet DOH
If a home care agency offers a service that is fommm::m
provided by a third party or contractor, If 8 Home Care Agency
agreements between the home care agency and [ offers a service that is -
the contractor for the provision of home care provided by a third party
services shall be in writing and shall include, ata or contractor, agreements
minimum, the following: between the Home Care
Agency and the contractor
- . . . for the provision of home
(a) A description of the services to be provided; care services shall be in
writing and shall include,
. . at a minimam
This Statute is not met as evidenced by: (%) A description of the
Based on record review and interview, it was services to be provided
determined that the agency failed to include the : :
description of services in its contract agreements.
The finding includes:
A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a document
entitled "Independent Contractor Agreement”
under section Task, Duties and Scope of Work
section #2 stated, "Independent Contractor
agrees to devote as much time, attention and
Health Regulation Administration
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H 120| Continued From page 3 H120
energy as necessary to complete or achieve the &i"'lt;:m'.“m‘“ )
following: RN/LPN/HHA- Scope of Work." The , mm‘“;’; meet DOH 12069
Scope of Work shall be completed by——-— . Reguistions, to imclude the
section #3 stated "Independent Contractor shall following information; |
additionally perform any task and duties If s Home Care Agemey
associated with the Scope of Work set forth “offers a service that is
above, including but not limited to, work already provided by a third party
being performed or related changes orders. or contractor, agreements
independent Contractor shall not be entitied to between the Home Care
engage in any activities, which are not expressly aﬁry“‘l the contractor
set forth by this Agreement. care sem rovision of bome
writing and ::-“n i:; ”
Further review of the record revealed that there ;ata nini-n:l ude,
was no documented evidence of the description (2) A description of the
of services to be provided to the patient in the . services to be provided
agents' contractor agreement. ‘ .
A face to face to interview with the Director on
September 28, 2009 at approximately 2:00 p.m.
revealed that all employees except administrative
staff are contract employees. And all contracted
employees are required to sign the document
entitled "Independent Contractor Agreement"
which is used as the agency's contractor
agreement. The Director also acknowledged the
finding at the time of this face to face interview.
H 121| 3906.1(b) CONTRACTOR AGREEMENTS H121 i , (b) The location where 17
A services are provided
If a home care agency offers a service that is H121 _‘ fobe :
provided by a third party or contractor, :
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, ata
minimum, the following:
{b) The location where services are to be
provided,
Health Regulation Administration
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This Statute is not met as evidenced by:
Based on record review and interview it was
determined that the agency failed to include the
location of where services are to be provided in
its contractor agreements.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a document
entitied "Independent Contractor Agreement *
under section Recitals it was stated "Independent
Contractor is engaging in providing professional
nursing RN, LPN, HHA services with their
principle place of business at (address- 316 F St.,
NE Wash., DC 20002)

Further review of the document revealed that
there was no documented evidence of the
location of where services are to be provided in
contractor agreement. The only documented
address was the above listed address which is
the agency's office address.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., it was revealed that the agency only
documents the office address on all contractor
agreements and not the patient's address were
services are provided Director also
acknowledged the findings at the time of this
interview.

3906.1(c) CONTRACTOR AGREEMENTS

If a home care agency offers a service that is
provided by a third party or contractor,
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, at a

H121

H122

H 122

(¢) The manner in which
services will be controlled, -
coordinsted and evaluated
by the primary home care

12009
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minirmum, the following:

{c} The manner in which services will be
controlled, coordinated and evaluated by the
primary home care agency,

This Statute is not met as evidenced by:

Based on record review and interview it was
determined that the agency failed to include the
manner in which services will be controlled,
coordinated and evaluated by the primary home
care agency.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a form entitied
*"Independent Contractor Agreement’. There was
no documented evidence of the manner in which
services will be controlled, coordinated and
evaluated by the primary home care agency in
the contractor agreement.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.

H 123 3906.1(d) CONTRACTOR AGREEMENTS H123 T —
H1 gét::)Tlle procedure for 1209
If a home care agency offers a service that is j ‘submitting clinical and
provided by a third party or contractor, . _ _progress notes, periodic
agreements between the home care agency and . m W'llfllﬁona
the contractor for the provision of home care = mr:“"_g o Vﬁm":‘"

services shall be in writing and shall include, at a
minimum, the following:

(d) The procedure for submitting clinical and
progress notes, periodic patient evaluation,
scheduling of visits, and other designated reports;

Health Regulation Administration
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This Statute is not met as evidenced by:

Based on record review and interview it was
determined that the agency failed to include the
procedure for submitting clinical and progress
notes, periodic patient evaluation, scheduling of
visits, and other designated reports in contractor
agreements.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a form entitled
"independent Contractor Agreement". There was
no documented evidence of the procedure for
submitting clinical and progress notes, periodic
patient evaluation, scheduiing of visits, and other
designated reports in the agency's contractor
agreement. '

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.

H 124| 3906.1(e) CONTRACTOR AGREEMENTS H 124 Hi2¢

If a home care agency offers a service that is -
provided by a third party or contractor, S O 1249
agreements between the home care agency and
the contractor for the provision of home care

services shall be in writing and shall include, ata
minimum, the following: -
(¢) The procedure for

(e} The procedure for payment for services and payment for services and
payment terms for services furnished; . payment terms for
' services fornished

This Statute is not met as evidenced by:
Based an record review and interview it was

Health Regulation Administration
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determined that the agency failed to include the
procedure for payment for services and payment
terms for services furnished in its contractor
agreements.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a form entitled
"Independent Contractor Agreement”. There was
no documented evidence of the procedure for
payment for services and payment terms for
services furnished in the agency's contractor
agreement.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.

3906.1(f) CONTRACTOR AGREEMENTS

If a home care agency offers a service that is
provided by a third party or contractor,
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, at a
minimum, the following;

(f) The procedures used for managing and
monitoring the work of personne! employed on a
contractual basis;

This Statute is not met as evidenced by:

Based on record review and interview it was
determined that the agency failed to include the
procedures used for managing and monitoring
the work of personnel employed on a contractual
basis in its contractor agreements.

H 124

H125

H12%

()The procedures used for
managing and monitoring
O the work of personnel

- emphoyed om a contractual
h . lis ) H

" 1248
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The finding includes:

A record review on September 28, 2009 at

| approximately 1:00 p.m. revealed a form entitled
“Independent Contractor Agreement”. There was
no documented evidence of the procedures used
for managing and monitoring the work of
personnel employed on a contractual basis in the
agency's contractor agreement.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.

H 126| 3906.1(g) CONTRACTOR AGREEMENTS H126 | | H126

If a home care agency offers a service that is
provided by a third party or contractor,
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, ata
minimum, the following:
{g) The duration of the agreement, including g)rl‘::m ;_.f the
S : : . ing
provisions for renewal, if applicable; and... | izions for re i | 1209
applicable, and

This Statute is not met as evidenced by:
Based on record review and interview it was
determined that the agency failed to include the
duration of the agreement, including provisions
for renewal, if applicable in its contractor
agreements.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a form entitled
"Independent Contractor Agreement”. There was
no documented evidence of the duration of the

Health Regulation Administration
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Continued From page 9
agreement, including provisions for renewal in the
agency's contractor agreement.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.

3906.1(h)(1) CONTRACTOR AGREEMENTS

If a home care agency offers a service that is
provided by a third party or contractor,

agreements between the home care agency and '

the contractor for the provision of home care
services shall be in writing and shall include, at a
minimum, the following:

(h) Assurance that the contractor will comply with:

(1) All applicable agency policies, including the
assurance that contract personnel meet the
qualifications and fulfill the responsibilities of
agency employees as set out in these rules;

This Statute is not met as evidenced by:

Based on record review and interview it was
determined that the agency failed to include that
the contractor will comply with all applicable
agency policies, including the assurance that
contract personnel meet the qualifications and
fulfill the responsibilities of agency employees as
set out in these rules in its contractor
agreements.

The finding includes:

A record review on September 28, 2009 at
approximately 1:00 p.m. revealed a form entitled
"Independent Contractor Agreement”. There was
no documented evidence that the contractor will

H 126

Hig7 | H127 v

(h) Assarance that the
coniractor will comply
with

(1) All applicable agency
policies, including the
assurance that contract
personne] meet the
qualifications and fulfill
the responsibiiities of
agency employees as set
out in these rules

12/09
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comply with all applicable agency policies,

! including the assurance that contract personnel
meet the qualifications and fulfill the
responsibilities of agency employees as setout in
these rules in its contractor agreements.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:00

p.m., she acknowledged the finding. ‘
12/09
H 1291 3906.2(h)(3) CONTRACTOR AGREEMENTS H129 H 129

If a home care agency offers a service that is
provided by a third party or contractor,
agreements between the home care agency and
the contractor for the provision of home care
services shall be in writing and shall include, at a
minimum, the following:

b) Assurance that the
(h) Assurance that the contractor will comply with: contractor will comply
with
(3) All applicable federal and District laws and Q) All applicable federal
regulations. . and District lnws and

regulations

This Statute is not met as evidenced by:

Based on record review and interview, it was
determined that the agency failed to include the
assurance that the contractor will comply with all
applicable federal and District laws and
regulations in its contractor agreements.

The finding includes:

A record review on September 28, 2009, at
approximately 1:00 p.m. revealed a form entitled
“"Independent Contractor Agreement”. There was
no documented evidence that the contractor will

Health Regulation Administration .
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H 128| Continued From page 11 H129
comply with all applicable federal and District
laws and regulations in the agency's contractor
agreements.
During a face to face interview with the Director
on September 28, 2009 at approximately 2:00
p.m., she acknowledged the finding.
_ 1149
H 170| 3907.11 PERSONNEL Hi70 | H 179 Contractor’s will receive -
Employee ID T
Each home care agency shall ensure that each ) H?:E yee ID Upon Date °f§
employee or contract worker shall present a valid
agency identification prior to entering the home of Employee Tracking Sheet
a patient. in Human Resources Dept
will include Employee ID
Issued
_ Em]floyee will sign form
This Statute is not met as evidenced by: pt of Employee ID
Based on an observation and interview it was QA will monitor
determined that the failed to ensure that one (1)of compliance of HR Files
the two (2) contract workers presented a valid monthly with a goal of
agency identification prior to entering the home of 100% compliance
a patient. (Employee #2)
RN Supervisor will check
The finding includes: for compliance with
]E':m_ploym at monthly
During an observation at the home of patient #4 visit
on October 1, 2009 at approximately 2:00 p.m., it
was revealed that employee #2 did not a form of
identification from the agency.
During a face to face interview on October 1,
2009 at approximately 2:10 p.m. with employee
#2, she admitted that she was never issued a
form of identification from the agency.
H 221| 3909.2(a) DISCHARGES TRANSFERS & H 221
REFERRALS
Health Regulation Administration
STATE FORM 599 ESTF11 If continuation sheet 12 of 64




RN AFFRUVVELD

Health Regulation Administration

AND PLAN OF CORRECTION oo IDENTIFICATION NUMBER: b2 STRUCTIO ' COMPLETED
A. BUILDING
B. WING
HCA-0002 . 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
316 F STREET, NE
COMMUNITY CARE NURSING SERVICESOF B | WASHINGTON, DC 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
H 221 | Continued From page 12 H 221 H 221 _
_ 1109 -
Each patient shall receive written notice of A written natice of intent :
discharge or referral no less than seven (7) "":"“'f:x"g‘ will be mailed -, .
calendar days prior to the action. The seven (7) i or ed ““2’"‘*
day written notice shall not be required, and oral pri mﬁ; ;" cian.7 |
notice may be given at any time, if the transfer, days prior to an;’:..g"..’ :
referral or discharge is the result of:
(a) A medical or social emergency,; Letters were mailed out to
cliemts/care
man?g_enlprimnry care
This Statute is not met as evidenced by: :l’!"""‘"’ who were ,
Based on interview and record verification, the mw. l"""""" 10709
Home Care Agency (HCA) failed to ensure each recognition of discharge
. . . - . from services
patient received a written notice of discharge no
less than seven (7} calendar days prior to the QA will monitor monthly
action for one (1) of ten (10} patients in the for 100% complisnce

sample. (Patient #10)
The finding includes:

Review of Patient #10's Physician's Order Form
dated July 23, 2009, on September 28, 2009, at
approximately 1:30 p.m. revealed "discharge
client from home heaith nursing services. Client
does not meet criteria for home health services
per case manager @ HSCSN". (Health Services
for Children with Special Needs)

Review of Patient #10 ' s CCNS (Community
Care Nursing Services) Client Discharge Form
dated July 23, 2009 on September 28, 2009, at
approximately 1:35 p.m. revealed "client no
longer meets criteria for services". Further review
revealed Patient #10's physician was notified of
her discharge on July 23, 2009, by mail.

In an interview with the Director of Nursing (DON)
on September 28, 2009 at approximately 1:50
p.m. it was acknowledged all services were

Health Regulation Administration
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H 221 | Continued From page 13 H 221

discontinued immediately for Patient #10 on July
23, 2009 and that Patient #10 did not receive a
written notice of discharge no less than seven (7)
calendar days prior to the action.

There was no documented evidence the HCA
ensured the patient received a written notice of :

discharge no less than seven (7) calendar days s
prior to the action. '

: : — R, 1009
H 261| 3911.2(a) CLINICAL RECORDS H 261 H 261 Community Care Nursing
‘ Services of DC (CCNS-
Each clinical record shall include the following . DC) pod and
information related to the patient: ,Imn ’p' d"lm Admission
' Intake fi pture
(a) Admission data, including name, address, ,dmwoo::‘z?“ Gient
date of application, date of birth, sex, agency " information, !

case number, next of kin or responsible party,
date accepted by the agency to receive services, 3

and source of payment, if applicable, Medical Records of i
currcat clients, new :
;:rml& have Intake

This Statute is not met as evidenced by: ™ included.

Based on record review and interview, it was A will .

determined that the agency failed to have go..ﬂ,,_,," for 100%

admission data, including name, address, date of
application, date of birth, sex, agency case
number, next of kin or responsible party, date
accepted by the agency to receive services, an
source of payment, if applicable for seven (7) of
ten (10) patient records. (Patient's #1, #2, #3,
#4, #5, #6, and #7)

The findings include:

1. A record review of patient #1's ¢linical record
on September 28, 2009 at approximately 10:30
a.m. revealed that there was no documented
evidence of the above listed admission data from
the agency.

Health Regulation Administration
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H261| Continued From page 14 H 261

A face to face interview with the Director on

September 28, 2009 at approximately 12:55 p.m.

confirmed findings. H2%61 .
 Community Care Nursing | | 109

2. A record review of patient #2's clinical record Services of DC (CCNS-

on September 28, 2009 at approximately 1:50 w . _

p.m. revealed that there was no documented Implezlp::t::dAdmission | :

evidence of the above Ilsted admission data from Intake form to capture

the agency. admission data for petient

information.

A face to face interview with the Director on

September 28, 2008 at approximately 2:30 p.m.

confirmed findings.

3. A record review of patient #3's clinical record Medical Recerds of

on September 29, 2009 at approximately 10:00 currest clieats, wew

a.m. revealed that there was no documented ;:r';i'."""’ have Intake

evidence of the above listed admission data from included.

the agency. QA will mouitor for 100%
monthly

A face to face interview with the Director on

September 29, 2009 at approximately 10:30 a.m.

confirmed findings.

4. A record review of patient #4's clinical record

on September 29, 2009 at approximately 11.00

a.m. revealed that there was no documented

evidence of the above listed admission data from

the agency.

A face to face interview with the Director on

September 29, 2009 at approximately 11:30 a.m.

confirmed findings.

5. A record review of patient #5's clinical record

on September 29, 2009 at approximately 12:00

p.m. revealed that there was no documented

evidence of the above listed admission data from

the agency.

Health Regulation Administration
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H 261

H 262

Continued From page 15

A face to face interview with the Director on
September 29, 2009 at approximately 12:30 p.m.
confirmed findings.

6. A record review of patient #6's clinical record

| on September 29, 2009 at approximately 1:00

p.m. revealed that there was no documented
evidence of the above listed admission data from
the agency.

A face to face interview with the Director on
September 29, 2009 at approximately 1:30 p.m.
confirmed findings.

7. A record review of patient #7's clinical record
on September 29, 2009 at approximately 2:00
p.m. revealed that there was no documented
evidence of the above listed admission data from

the agency.

A face to face interview with the Director on
September 29, 2009 at approximately 2:30 p.m.
confirmed findings. '

3911.2(b) CLINICAL RECORDS

Each clinical record shall include the following
information refated to the patient:

{b) Source of referral, including date of discharge
if from a hospital or extended care facility;

This Statute is not met as evidenced by:

Based on record review and interview, it was
determined that the agency failed to have the
source of referral, including a date of discharge if
from a hospital or extended care facility in the

clinical records of nine (9) out of ten (10) patients.

H 261

H 262

‘H 262

10ary

Admission Intake Form
developed to include

" referral source, Date of
discharge from hospital or -
extended care facility

Clients admitted prior to
survey have

Admission Intake Forms
Inciuded

QA will monitor monthly
for 100% compliance ‘
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. H 262 Admission Intake Form
(Patient #1, #2, #3, #4, #5, #6, #7, #8 and #9) develaped to include oy
) . ) : referral sonrce, Date of
The findings include: discharge from hespital or
extended care facility
1. A record review on patient #1's clinical record
on September 28, 2009 at approximately at 10:30 Clients admitted prior to
a.m. revealed that there was no documented _ survey _hve
evidence of a source of referral. Admission Intake Forms
included
A face to face interview with the Director on .
1 A will i
September 28, 2009 at approximately 12:55 p.m. fQor 1005: m:;i:::thly

confirmed findings.

2. A record review on patient #2's clinical record
on September 28, 2009 at approximately at 1:50
p.m. revealed that there was no documented
evidence of a source of referral.

A face to face interview with the Director on
September 28, 2009 at approximately 2:30 p.m.
confirmed findings.

3. A record review on patient #3's clinicaf record
on September 29, 2009 at approximately at 10.00
a.m. revealed that there was nc documented
evidence of a source of referral.

A face to face interview with the Director on
September 29, 2009 at approximately 10:30 a.m.
confirmed findings.

4. A record review on patient #4's clinical record
on September 29, 2009 at approximately at 11:00
a.m. revealed that there was no documented
evidence of a source of referral.

A face to face interview with the Director on
September 29, 2009 at approximately 11:30 a.m.
confirmed findings.

Health Regulation Administration
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5. A record review on patient #5's clinical record
on September 28, 2009 at approximately at 12:00
p.m. revealed that there was no documented
evidence of a source of referral.

A face to face interview with the Director on
September 29, 2009 at approximately 12:30 p.m.
confirmed findings.

6. A record review on patient #6's clinical record
on September 29, 2009 at approximately at 1:00
p.m. revealed that there was no documented
evidence of a source of referral.

A face to face interview with the Director on
September 29, 2009 at approximately 1:30 p.m.
confirmed findings.

7. A record review on patient #7's clinical record
on September 29, 2009 at approximately at 2:00
p.m. revealed that there was no documented
evidence of a source of referral.

A face to face interview with the Director on
September 29, 2009 at approximately 2:30 p.m.
confirmed findings.

8. Review of Patient #8's clinical record on
September 28, 2009, at approximately 12:00
p.m., revealed the source of referral, including

| date of discharge if from a hospital or extended

care facility was not documented in the record.

In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 12:35
p.m., it was acknowledged Patient #8's clinical
record did not include the source of referral,
including date of discharge if from a hospital or
extended care facility.

H 262

10/09

! Admissien Intake Form
developed to include
referral source, Date of
discharge from hospital or
extended care facility

Clients admitted prior to
survey have

Admission Intake Forms
included

QA will monitor monthly
for 100% comnliancs
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H 262 | Continued From page 18 H 262 ad
There was no documented evidence the HCA H 262 delel:;?: ;n i:;:::r" | 1009
ensured the patient's clinical record included the referral source, Date of
source of referral, including date of discharge if discharge from hospital or '
from a hospital or extended care facility.. extended care facility ;
9. Review of Patient #9's clinical record on. Clieats admitted prior to
September 28, 2009, at approximately 12:45 pryiid have
p.m., revealed the source of referral, including i“hm" Intake Forms
date of discharge if from a hospital or extended
care facility was not documented in the record. QA will mouitor monthly
) _ for 100% compHlance
tn an interview with the DON on September 28, I
2009, at approximately 12:48 p.m. it was .
acknowledged Patient #9's clinical record did not
include the source of referral, including date of
discharge if from a hospital or extended care
facility.
There was no documented evidence the patient's
clinical record included the source of referral,
including date of discharge if from a hospital or
extended care facility.
_ 1009
H 267} 3911.2(g) CLINICAL RECORDS H 267 H 267 () RN Supervisor will
complete Medication ‘
Each clinical record shall include the following Review Sheet on all clients|
information related to the patient: upon imitinl visit and
monthly thereafter
(g) Medication sheet; QA will monitor medical
remrd monthly for 100%
This Statute is not met as evidenced by: compliance.
Based on interview and record verification the
Home Care Agency (HCA) failed to ensure each
clinical record included the medication sheet for
one (1) of ten (10) patients in the sample. (Patient
The finding includes:
Health Regulation Administration
eewd ESTF11  If continuation sheet 19 of 64
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H 267 | Continued From page 19 H 267
Review of Patient #9's clinical record on
September 28, 2009, at approximately 12:20
p.m., revealed the medication sheet was not in
the record.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 12:25
p.m., it was acknowledged Patient #9's clinical
record did not include the medication sheet.
There was no documented evidence the patient's
clinical record included the medicaticn sheet.
‘ . 1009
H 270, 3911.2(j) CLINICAL RECORDS H27o |H 27 ()Discharge Planning will
:;gil-l at the point of
Each clinical record shall include the following fission ,
information related to the patient: Discharge goals will be
(j) Documentation of discharge planning, if of Care (POC) and will be
appropriate; and apdated every 60 days
on POC
i i ; RN Su i i
This Statute is not met as evidenced by: pervisor will
Based on interview and record verification the :::';I:'“hm"g‘m
Home Care Agency (HCA) failed to ensure each Visit ing on Monthly
clinical record included documentation of -
discharge planning for two (2) of ten (10) patients QA will monitor medical
in the sample. (Patient #8 and Patient #9) record monthly for 100%
compliance
The findings include:
1. Review of Patient #8's clinical record on
September 28, 2009 at approximately 12:18 p.m.,
revealed no documentation of discharge
planning.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 12:50
p.m. it was acknowledged Patient #8's clinical
Health Regulation Administration
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H 270 | Continued From page 20 H 270
record did not include discharge planning.
There was no documented evidence the patient's
‘ clinical record included discharge planning.
2. Review of Patient #9's clinical record on
September 28, 2009, at approximately 12:28
p.m., revealed no documentation of discharge
planning.
In an interview with the DON on September 28,
2009, at approximately 12:585 p.m., it was
acknowledged Patient #9's clinical record did not
include discharge planning.
There was no documented evidence the patient's
clinical record included discharge planning. N will be oricnted
apon hire on 1109
H 279 3911.2(s) CLINICAL RECORDS H 279 Documentation of training,
and education given to the
Each clinical record shall include the following patieot and P'ﬁ"t’;hm |
information related to the patient: and Narse's Notes. -
(s) Documentation of training and education :N mil-m::h;":m
given to the patient and the patient's caregivers. documentation on Nurse’ :J
Flow Sheet of training and -
education to the patient
and caregiver’s.
This Statute is not met as evidenced by: RN Supervisor will
Based on interview and record review, the Home provide education and .
Care Agency (HCA) failed to ensure training to patient and the
documentation of training and education given to :‘I"‘gi"”" and assess and
the patient and the patient's caregivers for two (2) o uate .
of ten (10) patients in the sample. :umlmﬂ'd s:""g monthly
{Patient #1 and Patient #8) Assessment fop':m' ":””been
. . - modified to eapture
The findings include: documentation of RN
training, education,
1. A record review of patient #1's clinkcal record almelt #nd evaluation,
on September 28, 2009 at approximately at 10:30 for 1 "‘:::"’ ——4
Health Regulation Administration 90% compliam
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H279| Continued From page 21 H 279 —
murses will be oriented
a.m. revealed that there was no documented upon hire on ] e
evidence of training and education given to Documentation of training
patient and the patient's caregiver as evident by _and education given to the
nurse notes dated July 10, 2009, August 18, paticnt and patient’s
2009, September 4, 2009 and Supervisor Notes caregivers on Flow Sheet
dated July 10, 2009 and August 18, 2008. and Nurse’s Notes,
A face to face interview with Director on RN Supervisor will
September 28, 2009 at approximately 12:55 p.m. :::::::: .:;::hztl::m '
. '8
confirmed the findings. | . . Flow Sheet of training and
2. Review of patient # 8's Home Health ﬁ:“m::f&mﬁt
Certification and Plan of Care (POC) dated
August 19, 2009, to October 16, 2009, on RN Supervisor will
September 28, 2009, at approximately 11:02 provide education and
a.m., revealed safety measures that included | training to patient and the
universal, fall, environmental and seizure | caregiver’s and assess and
precautions. cvaluate training
_ prl_mded during monthly
Review of the register nurse (RN} Supervisory “'q it l:‘: nS:l?ervkory
Assessment Form dated August 27, 2009, on orm has been
’ modified to capture
September 28, 2009, at approximately 1:46 p.m., documentation of RN
revealed "provided teaching on safety”. training, education,
assessment and evaloation.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 1:53 .
p.m., it was acknowledged the skilled nursing QA will monitor monthly
for 100% complisnce

staff did not document the specific training and
education on safety management given to patient
#8's caregiver in accordance with the POC.

There was no evidence in the clinical record
documenting the specific training and education
given to the patient's caregiver on safety

management.
H291| 3912.2(a) PATIENT RIGHTS & H2H . 1109
RESPONSIBILITIES Patient Bill of Rights
have been revised to
include the following :

Each home care agency shall develop policies to

Health Regulation Administration : ‘
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H291| Continued From page 22 H 291
ensure that each patient who receives home care
services has the following rights:
(a) To be treated with courtesy, dignity, and
respect; H291 (2) To be treated with -
cour u,! dmy [
and respect: | 1109
This Statute is not met as evidenced by:
Based on a record review and interview it was Kevised Patient Bill of
determined the agency failed to include that Rights Form
patients are to be treated with courtesy, dignity, RN Supervisor willbe
and respect in its Patient Rights and informed of Revised .
v X Patient Bill of Rights and
Responsibilities Policy. its contents will
implement revised Bill of
The finding includes: Rights upon admission
and for active client s
A record review on September 28, 2009 at admitted prior to sarvey
approximately 10:00 a.m. revealed a form entitied 1009 , RN will review and
"Community Care Nursing Services of DC Patient have paticnt/caregiver
Bill of Rights." sign form , and provide
client/caregiver with a
Further review of the record revealed that there g{ng ::::;:2::‘:”
was no documented evidence that the agency for 100% compliance
included patients are to be treated with courtesy,
dignity, and respect in its Patient Rights and
Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., it was
revealed that the agency uses Patient Bill of
Rights as its Patient Right and Responsibility
policy. The Director also acknowledged the
finding at the time of this interview.
H292 3912.2(b) PATIENT RIGHTS & H282 | pegs
RESPONSIBILITIES
Each home care agency shall develop policies to
ensure that each patient who receives home care
services has the following rights:
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FORM APPROVED

STATEMENT OF DEFICIENCIES x1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
. HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
COMMUNITY CARE NURSING SERVICES OF D 3}:;?;;‘55;; gg 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN (xs)
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)
H 292 | Continued Frorn page 23 H 292
(b} To control his or her own household and life :
style; ® .():):: ;."'“ his 1109
household and life
style .
This Statute is not met as evidenced by:
Based on a record review and interview it was . . )
determined that the agency failed to include that mF:r’:"t Bill of
patients have the right to control his or her own RN Supervisor will be
household and lifestyle in its Patient's Rights and informed of Revised
Responsibilities policy. Patient Bill of Rights and
its contents will
The finding includes: implement revised Bill of
Rights upon admission
A record review on September 28, 2009 at and for active client s
approximately 10:00 a.m. revealed a form entitied ::;;‘M prior to survey
"Community Care Nursing Services of DC Patient » RN will review and
Bill of Rights." have paticut/caregiver
gnis. sign form , and provide
) client/caregiver with a
Further review of the record revealed that there copy at mext scheduled
was no documented evidence that the agency
included that the patients have the right to control QA will monitor monthly
his or her own household and life in its Patient for 100% enmnlisnce
Rights and Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
H 293 3912.2(c)(1) PATIENT RIGHTS & H 293 H293 PaticufiBil of Rights .
RESPONSIBILITIES W m'h':"wtp - 1oy
Each home care agency shall develop poiicies to L -
ensure that each patient who receives home care o B
services has the following rights: (© To be informed
. R orally and im
(c) To be informed orally and in writing of the writing of the
following: following: '
Health Regulation Administration
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FORM APPROVED

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY CARE NURSING SERVICES OF D 3}35";,?,}355;; gg 20002
04) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GCOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
H 293 | Continued From page 24 H293
(1) Services to be provided by the agency,
including any limits on service availability,
. : . Revised Ptient il of
This Statute is not met as evidenced by: Rights Firm -
Based on a record review and interview it was RN Superviser will be
determined the agency failed to include services Imformed of Rovised
to be provided by the agency including limits on Pritlent Bill of Rights aad _
service availability in its Patient Rights and -~ l- '
Responsibilities policy. . 2‘: ;:1. compliance v
The finding includes:
A record review on September 28, 2009 at
approximately 10:00 a.m. revealed a form entitled
"Community Care Nursing Services of DC Patient
Bill of Rights. "
Further review of the record revealed that there
was no documented evidence that the agency
included services to be provided by the agency,
including limits on service availability in its Patient
Rights and Responsibilities poiicy. - 4
H 294 Patient Bill of Rights 1109
During an interview with the Director September Form has been revised to
28, 2009 at approximately 10:30 a.m., she include the following :
acknowledged the finding. (6) To be informed
Orally and in writing
H 294) 3912.2(c)(2) PATIENT RIGHTS & H294 Of the following:
RESPONSIBILITIES
Each home care agency shall develop policies to Z)Whether services
ensure that each patient who receives home care ;" covered by health
services has the following rights: M:lf““’ Medicaid,
icare, or any
. : N Oth s
(c) To be informed orally and in writing of the ng“m”“:?-:-nd
following: Covered sxpenses for
(2) Whether services are covered by health May be Liable.
| insurance, Medicaid, Medicare, or any-other '
Health Regulation Administration
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rURM AFFROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. COMMUNITY CARE NURSING SERVICES OF D ﬂ:s':,ﬁ;"gfg;: gg 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . 1D 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)
H 294 | Continued From page 25 H 294
Revised Patient Bill of ]
sources, and the extent of uncovered expenses Rights Form 11209
for which the patient may be liable; RN Supervisor will be
informed of Revised
. Patient Bill of Rights and
This Statute is not met as evidenced by: its contents will
Based on a record review and interview, it was R"'.""""l . :::mﬂ of
determined the agency failed to include whether andfor sctive clicnt s
services are covered by health insurance, admitted prior to survey
Medicaid, Medicare, or any other sources, and 1009 , RN will review and
the extent of uncovered expenses for which the have patient/caregiver
patient may be liable in its Patients Rights and sign form , and provide
Responsibilities policy. client/caregiver with a
. . monitor m
The finding includes: for 100% mnphnuomy
A record review on September 28, 2009 at
approximately 10:00 a.m. revealed a form entitied
“"Community Care Nursing Services of DC Patient
Bill of Rights."”
Further review of the record revealed that there
was no documented evidence that the agency
included whether services are covered by health
insurance, Medicaid, Medicare, or any other
sources, and the extent of uncovered expenses
for which the patient may be liable in its Patient
Rights and Responsibilities policy.
During an interview with the Director on
September 28, 2009 at approximately 10:30 a.m.,
she acknowledged the finding.
H296 3912.2(c){4) PATIENT RIGHTS & H 296 :
RESPONSIBILITIES rerent 1kl of Kights 1w
Each home care agency shall develop policies to the o E:
ensure that each patient who receives home care (c) To be informed
services has the following rights: Orally :and in writing
Of the following: =
(c) To be informed orally and in writing of the S
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FAAMIN s | i) s

FORM APPROVED

STATEMENT OF DEFICIENCIES

(*1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY CARE NURSING SERVICES OF D- 3;:;?,}255;; gg 20002
(X4)iD SUMMARY STATEMENT OF DEFICIENCIES D 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)
H 296 | Continued From page 26 H 296 :
' . Revised Patient Bill of
following: Rights Form 1149
(4) Prompt notification of acceptance, denial or informed ofnniudbe
reduction of services; Patient Bill of Rights and
its contewts will
. implement revised Bill of
This Statute is not met as evidenced by: Riglits upon admission ‘
Based on a record review and interview, it was and for active clieat 5
determined the agency failed to include prompt :gm“ survey -
notification of acceptance, denial or reduction of have l;'m:,'um“ and
services in its Patient’ s Rights and sign form , and provndg“'“ .
Responsibilities policy. client/caregiver with a
copy at mext schedwled
The finding includes:
‘ QA will menitor monthly
A record review on September 28, 2009 at for 100% comnliance
approximately 10:00 a.m. revealed a form entitled :
"Community Care Nursing Services of DC Patient
Bill of Rights."
Further review of the record revealed that there
was no documented evidence that the agency
included prompt notification of acceptance, denial
or reduction of services in its Patient's Rights and
Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she o
acknowledged the finding. ST
Rovised Fationt Bl of 11009
H 297| 3912.2(c)(5) PATIENT RIGHTS & Hog7 | ! M7 Rights Foom. - -
RESPONSIBILITIES RN Superviser will be
informid of Rovised
Each home care agency shall develop policies to Pathont B0 of Bigkts and
ensure that each patient who receives home care oL
ices h ing rights:
services has the following rights (© To be informed
(c) To be informed orally and in writing of the nof"““’m m.g: .
following:
Health Regulation Administration
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FORM APPROVED

STATEMENT OF DEFIGIENCIES
S O CoRETONTS [[XD EROVDERSUPPUERCL |0 MULTIPLE GONSTRUGTION " e ETes
A. BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY CARE NURSING SERVICES OF D | &/ ASHINGTON, DG 20002
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
H 297 | Continued From page 27 H 297 Patieat Billof Rights  |:
(5) Complaint and referral procedures; Form has been revised to |- 11009
include the following :
This Statute is not met as evidenced by: (3:|1yb°.;"f"i:m°d".
Based on an interview and a record review, it was . Ofthe following: -
determined the agency failed to include compliant
and referral procedures its Patient ' s Rights and Revised Patient Bill of
Responsibilities policy. Rights Form
RN Supervisor will be
The finding includes: informed of Revised
A record review on September 28, 2009 at P'ﬁ“'t Bill °f.mﬂ"’ and
approximately 10:00 a.m. revealed a form entitled z;m will 1 Bill of
"Community (I:‘.are Nursing Services of DC Patient ' Rights upon admission
Bili of Rights. : and for active client s
admitted prior to survey
Further review of the record revealed that there 10209 , RN will review and
was no documented evidence that the agency have patient/caregiver
included compliant and referral in its Patient's sign form , and provide
Rights and Responsibilities policy. client/caregiver with 2
copy atnext scheduled
During an interview with the Director September monthly visit.
28, 2009 at approximately 10:30 a.m., she N
acknowledged the finding. g:m mm“:::ﬂ"ly
During a face to face interview conducted on
October 1, 2009 with patient #7 during a home
visit, patient #7 denied that the agency made him
aware verbally or in writing of the complaint
process. There was no documented evidence in
the patient's home of the compliant process. The
patient was given the telephone number of the
Home Health Hotline maintained by the
Department of Health (202)442-4779 at the time
of this interview by the inspector.
During an interview with the Director October 2,
2009 at approximately 10:30 a.m., she
acknowledged the finding.
Health Regulation Administration
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FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY CARE NURSING SERVICES OF D 3;:;?;255,{; gg 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 05)
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) -
H 298! Continued From page 28 H 298
- " . 1109
H 298 3912.2(c}{6) PATIENT RIGHTS & H298 (g4 298 Paticat Bill of Rights
RESPONSIBILITIES : Form has been revised to
’ include the following :
Each home care agency shall devglop policies to () Tobe informed
ensure that each patient who receives home care Orally and in writing
services has the following rights: Of the following:
(c) To be informed orally and in writing of the (6) The name, business,
following: address, and telephone
number of the agency
(6) The name, business address, and telephone supervising the pathent’s
number of the agency supervising the patient's care, and... -
care; and...
Kevised Patieat Bill of
Rights Form )
This Statute is not met as evidenced by: i:Nfos"W will be
. . . T rmed of Revised
Based on a record review and interview it was
. . X . Patient Bill of Rights and
determined the agency failed to include the its contents will
name, business address, and telephone number implement revised Bill of
of the agency supervising the patient's care its Rights upon admission
Patient's Rights and Responsibilities policy. and for active clients
k _ admitted prior to survey
The finding includes: 1009 , RN will review and
_'have patient/caregiver
A record review on September 28, 2009 at :ﬂg’"" »and m -
approximately 10:00 a.m. revealed a form entitled copy 't"'m'g” m"uhd
"Community Care Nursing Services of DC Patient monthly visit.
| Bill of Rights."
QA will monitor monthly
Further review of the record revealed that there for 100% compliance
was no documented evidence that the agency
included include the name, business address,
and telephone number of the agency supervising
the patient's in its Patient's Rights and
Responsibifities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
Health Regulation Administration
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L FORM APPROVED
Health Regulation Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING '
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

316 F STREET, NE
COMMUNITY CARE NURSING SERVICES OF D | wASHINGTON. DG 20002

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D 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)
H 299 | Continued From page 29 H 299
H 209| 3912.2(c)(7) PATIENT RIGHTS & Hogg |H299 [
RESPONSIBILITIES Do o 1t
: include the following :
Each home care agency shall develop policies to
ensure that each patient who receives home care ¢) To be informed
services has the following rights: Orally and in writing
' Of the following:
(c) To be informed orally and in writing of the
following:
(7) The telephone number of the Home Health (7) The telephone Rumber
Hotline maintained by the Department of Health; of the Home Health 24
Hotline( 202-442-4779)
maintained by the
This Statute is not met as evidenced by: Department of Health
Based on an interview and record review, it was . .
determined that the agency failed to include the Revised Patient Bill of
telephone number of the Home Health Hotline :N'g""“m“ will be
maintained by the Department of Health its ms ""ed" ofi i’w
Patient's Rights and Responsibilities policy. Patient Bill of Rights and
its conteats will
The finding includes: implement revised Bill of
Rights epon admission
A record review on September 28, 2009 at and for active client s
approximately 10:00 a.m. revealed a form entitled admitted prior to survey
"Community Care Nursing Services of DC Patient 10/09 , RN will review and
8ill of Rights.” have patient/carcgiver
sign form , and provide
Further review of the record revealed that there :l,,';;ﬂ.t _mg ::hm
was no documented evidence that the agency nronthly visit.
included the telephone number of the Home
Health Hotline maintained by the Department of QA will monitor monthly
Health in its Patient's Rights and Responsibilities for 100°% enmplisnce
policy. o

During an interview with the Director Septem'ber
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
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FORM APPROVED |

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 02 COMPLETED
A. BUILDING
B. WING _
HCA-0002 10/02/2009

NAME OF PROVIDER OR SUPPLIER

COMMUNITY CARE NURSING SERVICES OF D

STREET ADDRESS, CITY, STATE, ZIP CODE

316 F STREET, NE
WASHINGTON, DC 20002

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
H 300| Continued From page 30 H 300 B 300 Pationt Bill of Rights |
H 3001 3912.2(d) PATIENT RIGHTS & H 300 Forni has been revised to 1109
RESPONSIBILITIES include the following :
Each home care agency shall develop policies to d) To receive treatment,
i . care and services
ensure that each patient who receives home care consistent with the
services has the following rights: agency/patient agreement
and with the patient’s plan
{d) To receive treatment, care and services of care: 4
consistent with the agency/patient agreement and
with the patient's plan of care; Revised Patient Bill of
Rights Form
RN Supervisor will be
This Statute is not met as evidenced by: Pm'm.'mgi;fw
. . . . of Rights and
Based on an interview and record review, it was its contents will
detgrmined the agency failqd to include the implement revised Bill of
patient has the right to receive treatment, care Rights npon admission
and services consistent with the agency/patient and for active client s
agreement and with the patient’s plan of care its admitted prior to survey
Patient's Rights and Responsibilities policy. 16209, RN will review and
hmfpaﬁenticaregiver
: . . sign form , and provide
The finding includes: Hent/ wver with a
A record review on September 28, 2009 at ,';f’:',{ﬂ,’;;'f;:.,‘,_ ttled
approximately 10:00 a.m. revealed a form entitled
"Community Care Nursing Services of DC Patient QA will monitor monthly
Bill of Rights." for 100% compliance
i
Further review of the record revealed that there
was no documented evidence that the agency
included that the patient has the right to receive
treatment, care , services consistent with the
agency/patient agreement and patient ' s plan of
care in its Patienf's Rights and Responsibilities
policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
Health Regulation Administration
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FORM APPROVED

Health Regulation Administration
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COMMUNITY CARE NURSING SERVICES OF O wfsi,ﬂgfgz: gg 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D 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)
H 302 | Continued From page 31 H 302 : -
H 302| 3912.2(f) PATIENT RIGHTS & H302 | H 302 Patieat Bill of Rights
RESPONSIBILITIES | Form kas been revised to
" include the following :
Each home care agency shall develop policies to (D) To receive services by
ensure that each patient who receives home care competent personnel who
services has the following rights: can communicate with the
patient
(f}) To receive services by competent personnel
who can communicate with the patient; ,
P Revised Patient Bill of
Rights Form
RN Supervisor wi
This Statute is not met as evidenced by: informed ofnwmbe
Based on an interview and record review, it was Patient Bill of Rights and
determined that the agency failed to include the its contents will
patient is to receive services by competent implement revised Bill of
personnel who can communicate with the Rights upon admission
patient's in its Patient ' s Rights and ::dﬁred active giem
iniliti icy. m prior to survey
Responsibilities policy 1009, RN will review sed
. ) have patiest/caregiver
The finding includes: :iﬂg" form , and id
: ent/caregiver with a
A record review on September 28, 2009 at copy at next m,,b;
approximately 10:00 a.m. revealed a form entitled monthly visit.
"Community Care Nursing Services of DC Patient
Bill of Rights." QA will monitor monthly
for 100% compliance
Further review of the record revealed that there
was no documented evidence that the agency
included that the patient is to receive services by
competent personnel who can communicate with
the patient's in its Patient's Rights and
Responsibilities policy.
During an interview with the Director September
28,2009 i : niics
acknowledged the finding.
H 303 3912.2(g) PATIENT RIGHTS & H 303
RESPONSIBILITIES
Health Regulation Administration
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FORM APPROVED
Health Regulation Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 316 F STREET, NE
COMMUNITY CARE NURSING SERVICES OF 0 WASHINGTON, DC 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
H 303 | Continued From page 32 H 303 , :
Each home care agency shall develop policies to H303 ::M Bill of Rights 1109
. . 'orm has beea revised to
ensure that each patient who receives home care include the followins :
services has the following rights: -
) _ o (g) To be informed of his
{g) To be informed of his or her condition by the or her condition by the
health care provider in accordance with generally bealth care provider in
accepted professional standards; - accordance with generaily
accepted professional
. standards;
This Statute is not met as evidenced Iby: _ Revised Patient Bill of
Based on an interview and record review, it was Rights Form
determined that the agency failed to include that | RN Supervisor will be
the patient is to be informed of his or her informed of Revised
condition by the health care provider in Paticnt Bill of Rights and
accordance with generally accepted professional its contents will
standards in its Patient's Rights and implement revised Bill of
Responsibilities policy. Rights upor admission
and for active client s
A . admitted prior to survey
The finding includes: 1009, RN will review and
have patient/caregiver
A record review on September 28, 2009 at sign form , and provide
approximately 10:00 a.m. revealed a form enitled client/caregiver with a
"Community Care Nursing Services of DC Patient copy at next scheduled
Bill of Rights." monthly visit.
Further review of the record revealed that there QA will monitor monthly
for 100% compliance

was no documented evidence that the agency
included that the patient is to be informed of his
or her condition by the health care provider in
accordance with generally accepted professional
standards in its Patient's Rights and
Responsibilities policy.

During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.

H 307| 3912.2(k) PATIENT RIGHTS & H 307
RESPONSIBILITIES

Health Regulation Administration .
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FORM APPROVED

Health Regulation Administration

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
HCA-0002 10/02/2009
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
T )
COMMUNITY CARE NURSING SERVICES OF D | S/AGHINGTON. DG 20002
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID 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)
H 307 | Continued From page 33 H 307 . 1109
Each home care agency shall develop policies to 307 Form h’w m'hl "m :
ensure that each patient who receives home care include the following :
services has the following rights:
(k) To be educated about and trained in matters {k) To be educated abont
related to the services to be provided; and trained in matters
related to the services to
be provided
This Statute is not met as evidenced by: Rigl;ls F:::ent Bt
Based on an interview and record review, it was RN Supervisor will be
determined the agency failed to include the inforiited of Revised
patient is to be educated about and trained in Patient Bill of Rights and
matters related to the services to be provided in its contents will
its Patient's Rights and Responsibilities policy. implement revised Bill of
Rights upon admission
The finding includes: and for active client s
9 admitted prior to survey
A record review on September 28, 2009 at mm’ s review and
approximqtely 10:00 am. revea]ed a form entijcled sign form , and provide
"Community Care Nursing Services of DC Patient clieaticaregiver with a
Bill of Rights." copy at next scheduled
monthly visit.
Further review of the record revealed that there .
was no documented evidence that the agency QA will monitor monthly
included that the patient is to be educated about for 100% compliance
and trained in matters related to the services to
be provided in its Patient's Rights and
Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
H 310/ 3912.3 PATIENT RIGHTS & RESPONSIBILITIES] H 310
Each home care agency shall inform all patients
that they have the right to make complaints
and/or to provide feedback concering the
services rendered by the agency to the
Health Regulation Administration
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H 310! Continued From page 34 H 310
. . H 310 Patien :
Department of Health, in confidence and without Forms ::"p"l "'Mi““i 1o 1109
fear of repr@sal frc_)m the agency or any agency inclnde the following :
personnel, in writing or orally, including an
inperson conference if desired. Each Home Care Agency
shall inform all patients
that they have the right to
This Statute is not met as evidenced by; make complaints and/or to
Based on an interview and record review, it was P""“d:fh:;"xek .
determined the agency failed to include that the concer services
agency shall inform all patients that they have mtmrzxm
right to make complaints and/or to provide in m_ﬁ':mu and without
feedback concerning the services rendered by fear of reprisal from the
the agency to the Department of Health, in agency or any agency
confidence and without fear of reprisal from the personnel , in writing, or
agency or any agency personnel, in writing or orally, including am in
orally, including an in-person conference if person conference if
desired in its Patient’s Rights and Responsibilities desired.
policy. Revised Patient
The finding includes: RN] ""'S.T:r"vhr m
. informed of Revised
A record review on September 28, 2009 at Patient Responsibilitics
approximately 10:00 a.m. revealed a form entitled and its contents will
"Community Care Nursing Services of DC Patient implement revised Bill of
Bill of Rights.” Rights wpon admission
and for active client s
Further review of the record revealed that there :g;;“;‘hl'wﬁi‘]'l’ to survey |
was no documented evidence that the agency have saticath review ':'
included that the agency shall inform all patients form, and prm“'.'d'f" °resn
that they have right to make compiaints and/or to client/caregiver with a
provide feedback concerning the services copy at next scheduled
rendered by the agency to the Department of monthly visit.
Health, in confidence and without fear of reprisal :
from the agency or any agency personnel, in QA will monitor monthly
writing or orally, including an in-person for 100% compliance
conference if desired in its Patient's Rights and
Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
Health Regulation Administration
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H310| Continued From page 35 H 310
acknowledged the finding.
H311] 3912.4(a) PATIENT RIGHTS & H 311 H 311 1129
RESPONSIBILITIES Fationt Respossibiliie
Each home care agency shall develop a z‘mmm" "i";’ to
statement of patient responsibilities regarding the () Treating ageacy
following: - personnel with respect and
(a) Treating agency personnel with respect and
dignity; Revised Patient
' Responsibilities Form
RN Supervisor will be
This Statute is not met as evidenced by: : “‘f","'g;‘wm .
Based on an interview and a record review, it was ml w dt'“m mntl::uwin '
determined that the agency failed to include that implement revised Bill of
the patient is responsible for treating agency Rights upon admission
personnel with respect and dignity in its Patient's and for active clients
Rights and Responsibilities policy. : admitted prior to survey
: 10/09, RN will review and
The finding includes: have patient/caregiver sign
) form, and prtmde
A record review on September 28, 2009 at d“'t’.?:ft"“ '":e;
approximately 10:00 a.m. revealed a form entitled :ﬁw Vit
"Community Care Nursing Services of DC Patient
Bilt of Rights." QA will monitor monthly
for 100% compliance
Further review of the record revealed that there )
was no documented evidence that the agency
included that the patient is responsible for treating
agency personnel with respect and dignity in its
Patient's Rights and Responsibilities policy.
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.
H 312 3912.4(b) PATIENT RIGHTS & H 312
RESPONSIBILITIES
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H 312; Continued From page 36 '

Each home care agency shall develop a
statement of patient responsibilities regarding the
foliowing:

{b) Providing accurate information when
requested;

This Statute is not met as evidenced by:

Based on an interview and a record review, it was
determined that the agency failed to include that
the patient is responsibie for providing accurate
information when requested in its Patient's Rights
and Responsibilities.

The finding includes:

A record review on September 28, 2009 at
approximately 10:00 a.m. revealed a form entitled
"Community Care Nursing Services of DC Patient
Bill of Rights."

Further review of the record revealed that there
was no documented evidence that the agency
included that the patient is responsible for
providing accurate information when requested in
its Patient's Rights and Responsibilities policy.

During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.

H 313 3912.4(c) PATIENT RIGHTS &
RESPONSIBILITIES

Each home care agency shall develop a
statement of patient responsibilities regarding the
follqwing: :

H313

H312 | g2

“Patient Responsibilities 11/09
Form has been revised to
include the following :

(b) Providing accarate
information when
requested

Revised Patient
Responsibilities Form
RN Supervisor will be
informed of Revised
Patient Responsihilities
and its contents will
implement revised Bill of
Rights upon admission
and for active cliemt s
admitted prior to survey
10409, RN will review and
have patient/caregiver sign
form, and provide
clieat/caregiver with a
copy at mext scheduled
monthly visit.

QA will monitor monthly
for 100% compliance
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H 313| Continued From page 37 H 313
(c) Informing the agency when instructions are H 313 1ne9
not understood or cannot be followed: and... . Patieat Reaponsibilitics
Form has been revised to
include the following :
This Statute is not met as evidenced by: .
Based on an interview and a record review, it was m°mg:;‘:‘;:ﬂﬂ
determined that the agency failed to include that understood or cannot be
the patient is responsible for informing the followed: and... ,
agency when instruction are not understood or 3
cannot be followed in its Patient ' s Rights and Revised Patient
Responsibilities policy. Responsibilities Form
RN Supervisor will be
Lo . informed of Revised
The finding includes: ot R itities
A record review on September 28, 2009 at mwm of }
approximately 10:00 a.m. revealed a form entitied RN Supervisor will be
"Community Care Nursing Services of DC Patient informed of Revised
Bill of Rights." Patient Bill of Rights and
its contents will
Further review of the record revealed that there implement revised Bill of
was no documented evidence that the agency Rights upon admission
included that the patient is responsible for ::d for "".i"gi"“
informing the agency when instruction are not lm-m'm" ""':; """“.d
understood or cannot be followed in its Patient's mm
Rights and Responsibilities policy. sign form , and provide
client/caregiver with a
During an interview with the Director September copy at mext scheduled
28, 2009 at approximately 10:30 a.m., she monthly visit.
-| acknowledged the finding.
QA will monitor
for 1 i
H 314| 3912.4(d) PATIENT RIGHTS & H 314 : 00% compliames
RESPONSIBILITIES
Each home care agency shall develop a
statement of patient responsibilities regarding the
following:
{d) Cooperating in making a safe environment for
care within the home.
Health Regulation Administration
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H 314! Continued From page 38 H 314 314 Patient Respousibilities
.Forn kas been revised to 1109
This Statute is not met as evidenced by: fnclude the followiag :
Based on a record review and interview it was ing in makin
determined that the agency failed to include that ?-ff:t?w?r:ﬂnn for y
the patient is responsible for cooperating in care within the home.
making a safe environment for care within the
home in its Patient's Rights and Responsibilities Revised Patient
policy. Responsibilities Form
RN Supervisor will be
Lo . informed of Revised
The finding includes: Patient R bilic
A record review on September 28, 2009 at ﬁw&mmm of
approximately 10:00 a.m. revealed a form Rights wpon admission
entitied "Community Care Nursing Services of DC and for active client s
Patient Bill of Rights." admitted prior to survey
1009, RN will review aad
Further review of the record revealed that there have patient/caregiver sign
was no documented evidence that the agency form, and provide
included that the patient is responsible for ﬂm‘;‘:&
cooperating in making a safe environment for _f:my Visit.
care within the home in its Patient's Rights and :
Responsibilities policy. QA will monitor
for 100% compliance
During an interview with the Director September
28, 2009 at approximately 10:30 a.m., she
acknowledged the finding. '
| Revised Patient Rights 1109
H 316/ 3912.6 PATIENT RIGHTS & RESPONSIBILITIES{ H 316 | H316 Form has been revised to
include the following :
The home care agency shall take appropriate
steps to ensure that all information is conveyed, The Home Care Agency
pursuant to these rules, to any patient who :::mzse"m
cannot read or who otherwise needs information is conveyed
accommodations in an aiternative language or pursuzal, (v these rules, 'w
communication method. The home care agency any patient who canmot
shall document in the patient's records the steps read or who otherwise
taken to ensure that the patient has been beeds accommodations in
provided with all required information. 4 n alternative language or
communication method,
The Home Care Agency
Health Regulation Administration
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H 316| Continued From page 39 H316
. . . . shall document in the
This Statute is not met as evidenced by: H316 patient’s record the steps | 1109
Based on interview and record review, it was taken to ensure that the
determined that the agency failed to include that patient has been provided
 the agency shall take appropriate steps to ensure with all required
that alt information is conveyed, pursuant to these informatien.
rules, to any patient who cannot read or who . )
otherwise needs accommodations in an m“f' "‘dlfo::‘t Bill of
alternative language or communication method. RN Supervisor will be
And that the agency shall document in patientfs : informed of Revised
records the steps taken to ensure that the patient Patient Respousibilities
has been provided with all required information and its contents will
care within in its Patient's Rights and implement revised Bill of
Responsibilities policy. Rights upon admission
and for active client s
; i . admitted prier to survey
The findings include: 10/09, RN will review ad-
A record review an September 28, 2009 at form. and rovide
approximately 10:00 a.m. revealed a form entitled client/caregiver with 2
"Community Care Nursing Services of DC Patient copy at next scheduled
Bill of Rights." monthly visit.

Further review of the record revealed that there o |
was no documented evidence the that the agency :
shall take appropriate steps to ensure that all
information is conveyed, pursuant to these rules,
to any patient who cannot read or who otherwise
needs accommodations in an aiternative
language or communication method. And that the
agency shall document in patient's records the
steps taken to ensure that the patient has been
provided with all required information care within
in its Patient's Rights and Responsibilities policy.

During an interview with the Director September

28, 2009 at approximately 10:30 a.m., she
acknowledged the finding.

H 331| 3913.2(a) COMPLAINT PROCESS H 331

A written summary of the complaint process shall

Health Regulation Administration
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H 331 i H 331
Continued From page 40 - g3 | The | Complaigt
be disseminated as follows: " Process has been
developed and includedin | 1109
the CCNS-DC Policy and
{a) Given to the patient or his or her Procedure book:
representative upon acceptance or denial of A written summary of the
services; and... complaint process shall be
! disseminzted as follows:
(n) Given to the patient or
his or her representative
apon acceptance or denial
This Statute is not met as evidenced by: of services... by RN
Based on interview and record verification the Supervisor
Home Care Agency (HCA) failed to ensure a
written summary of the complaint process was Clients who have been
given to the patient or his or her representative admitted prior to survey
upen acceptance or denial of services. "m."f “”2"’.-" will be
provided copies of
The finding includes: ;‘;‘;f,,"{,‘:," rocessby RN
Review of the Compliant/Concern Resclution QA will monitor monthly
Policy on September 28, 2009, at approximately for 100% compliance
10:40 a.m., revealed the HCA did not ensure a
written summary of the complaint process was -
given to the patient or his or her representative
upon acceptance or denial of services.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 11:20
a.m., it was acknowledged the HCA did not
ensure a written summary of the complaint
process was given o the patient or his or her
representative upon acceptance or denial of
services.
There was no documented evidence the HCA
ensured a written summary of the complaint
process was given to the patient or his or her
representative upon acceptance or denial of
services.
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H 332| Continued From page 41 H 332
H 332 3913.2(b) COMPLAINT PROCESS H332 |g 32 | Clients who have been 119
! sdmitted prior to survey
A written summary of the complaint process shall date of ;m‘::“h
be disseminated as follows: , w"'; ipldhin tp vin mail
and by RN Supervisor
(b) Given to all patients receiving service from a RN Supervisor will
home care agency on the effective date of these explain complaint process
rules. to clieat/care givers .
and its contents will ‘[
plement revised Bill of
This Statute is not met as evidenced by: Rights upon admission
Based on interview and record verification the and for active chient s
Home Care Agency (HCA) failed to ensure a admitted prior to survey
g X 1009, RN will review and
written summary of the complaint process was have patient/caresiver si
given to all patients receiving service from a form, and provide Sign
home care agency on the effective date of these client/caregiver with a
rules. copy at next scheduied
monthly visit.
The finding includes:
Review of the Compliant/Concern Resolution
Policy on September 28, 2009, at approximately ; :
10:45 a.m., revealed the HCA did not ensure a QA will monitor monthly
written summary of the complaint process was for 100% compliance '
given to all patients receiving service from the ’ _
home care agency on the effective date of these v
rules.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 11:21
a.m., it was acknowledged the HCA did not
ensure a written summary of the complaint
process was given to all patients receiving
service from the home care agency on the
effective date of these rules. -
There was no documented evidence the HCA
ensured a written summary of the complaint
Health Regulation Administration
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H 332 | Continued From page 42 H 332
process was given to all patients receiving
service from the home care agency on the
effective date of these rules.
‘ H335 The Internal Compla
) omplaint
H 335 3913.5 COMPLAINT PROCESS H 335 Process has been -
) developed and included in “1IR9
The home care agency shall respond to the the CCNS-DC Policy and
complaint within fourteen (14} calendar days of its Procedure book: The
receipt, and shall document the response. policy includes the
following:
This Statute is not met as evidenced by:; :‘hh:“l::::ﬁ:: m‘m"’
Based on interview and recor_d verification the complaint within 14
Home Care Agency (HCA) failed to ensure the calendar days of receipt,
establishment of a written policy to respond to a and shali document the
compliant within fourteen (14} calendar days of its response.
receipt, and shall document the response.
QA will monitor -Qnth]y
The finding includes: for 100% compliance
Review of the Compliant/Concern Resolution
Policy on September 28, 2009, at approximately
10:48 a.m., revealed the HCA did not establish a
written policy to respond to a compliant within
fourteen {14) calendar days of its receipt, and to
document the response.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 11:25
a.m., it was acknowledged the HCA did not
'| establish a written policy to respond to a
compliant within fourteen (14) calendar days of its
receipt, and to document the response.
There was no documented evidence the HCA
established a written policy to respond to a
compliant within fourteen (14) calendar days of its
receipt, and to document the response
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H 336 | Continued From page 43 H 336
H 336 3913.6 COMPLAINT PROCESS H 336 S
o ' HI36 The taternal Complaint 1109
If the patient indicates that he or she is not mp;ﬂ b:';lldm i
satisfied with the response, the agency shall and i
respond in writing within thirty (30) calendar days Pﬂ" mmu ]:foz‘“ﬁ“"
from the date of the agency's initial response. - ¢
. policy includes the
The response shall include the telephone number following:
and address of all District government agencies
with which a complaint may be filed and the I the paticnt indicates
telephone number of the Home Health Hotline that he/she is not satisfied
maintained by the Department of Health. with the response, the
agency shall respoad in
writing within 30 calendar
This Statute is not met as evidenced by: days ﬁ?"' u’.e date of the
Based on interview and record verification the Sgency’s initial response.
Home Care A fai i ke response shall include
) e Agency (HCA) ailed to establish a the telephone number and
written policy to ensure that if the patient address of all District
indicates that he or she is not satisfied with the government sgencies with
response, the agency shall respond in writing which a complaint may be
within thirty (30) calendar days from the date of filed and the telephone
the agency's initial response. The response shall number of the Home
include the telephone number and address of all Health Hotline maintsined
District government agencies with which a by the Department of
complaint may be filed and the telephone number itten
of the Home Health Hotline maintained by the :onplﬁltm&ﬂ:e
Department of Health. disseminated as follows:
RNS'I . wm )
The finding includes: ~ provide at the time of
admission/denial .
Review of the Compliant/‘Concern Resolution .
Policy on September 28, 2009, at approximately QA will mouitor monthly
10:50 a.m., revealed the HCFA did not establish for 100% compliance
a written policy to ensure that if the patient
indicates that he or she is not satisfied with the
response, the agency shall respond in writing
within thirty (30) calendar days from the date of
the agency's initial response and that the
response included the telephone number and
address of all District government agencies with
‘which a complaint may be filed and the telephone
ation Administration
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H 336| Continued From page 44 H 336
number of the Home Health Hotline (HHH)
maintained by the Department of Health (DOH).
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 11:28
a.m., it was acknowledged the HCA did not
establish a written policy to ensure compliance
with the aforementioned regulation.
There was no documented evidence the HCA
established a written policy {0 ensure compliance
with the aforementioned regulation.
- H354
H 354) 3914.3(c) PATIENT PLAN OF CARE H 354 On the Plan of Care(485)
i Goals will be written to 1209
: P indicate Short Term and
The plan of care shall include the following; Long Term Goals upon
f care date.
{c) The goals of the services to be provided, ‘ start of care
including the expected ocutcome, based upon the The RN Supervisor will
immediate and long-term needs of the patient; ' review , evaluate, and if
needed modify Short and
Long Term Goals at the
This Statute is not met as evidenced by: monthly RN Supervisor
Based on interview and record review the Home Visit ".""“"h;’:‘“" RN
Care Agency (HCA) failed to ensure the plan of squp?:;yrmm
care (POC) included the goals of the services to
be provided, including the expected outcome, QA will monitor monthly
based upon the immediate and long-term needs for 100% compliance
of the patient for two (2) of ten (10) patients in
the sample. (Patient #8 and Patient #9)
The findings include:
1. Review of Patient # 8's Home Health
Certification and Plan of Care (POC) dated
August 19, 2008, to October 16, 2002 on
September 28, 2009, at approximately 11:00
a.m., did not reveal the goals of the services to
be provided, inciuding the expected cutcome,
Health Regulation Administration
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_ DEFICIENCY) '
H 354 Continued From page 45 H 354 : ‘
- H3s4 OR the Plan of Care(485) | 1299
based upon the immediate and long-term needs Goals will be writtes to
indicate Short Term and
In an interview with the Director of Nursing (DON) . Long Term Goals upon
on September 28, 2009, at approximately 11:15 start of care date.
a.m., it was acknowledged Patient #8's goals of . .
the services to be provided; including the r'l:ne;N m :.:'il;
expected outcome, based upon the immediate \W’mdify Short and
and long-term needs was not documented on the Long Term Goals at the
POC. m_ontllly RN Supervisor
Visit as noted on the RN
There was no documented evidence of the goals Supervisory Monthly
of the services to be provided:; including the Assessment Form,
ex d outc used b ien n th
pected outcome used by the patient was on the QA will monitor me
POC. nthly
for 100% complisnce

2. Review of Patient # 9's Home Health
Certification and Plan of Care (POC) dated
August 29, 2009 to October 27, 2009 on
September 28, 2009 at approximately 12:40 p.m.
did not reveal the goals of the services to be
provided, including the expected outcome, based
upon the immediate and long-term needs

In an interview with the DON on September 28,
2009, at approximately 12:52 p.m., it was
acknowledged Patient #9's goals of the services
to be provided; including the expected outcome,
based upon the immediate and long-term needs
was not documented on the POC.

There was no documented evidence of the goals
of the services to be provided, including the

expected outcome used by the patient on the
POC.

H 355 3914.3(d) PATIENT PLAN OF CARE H 355

The plan of care shall include the following:

{d) A description of the services to be provided,

Heaith Regulation Administration )
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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H 355 | Continued From page 46 H 355
including: the frequency, amount, and expected H355 _
duration; dietary requirements: medication ne Plaa of Care will be 1209
administration, including dosage; equipment; and 1be Fian o
supplies: llodlﬁ.d to include the
following
1. Specific dutics/tasks
involved with the RN
Assessment. This will be
This Statute is not met as evidenced by: clearly defined to include a
Based on interview and record review the Home mnltisystem cardio-
Care Agency (HCA) failed to ensure the plan of pulmonary assessment to
care (POC) included a description of the services include , vital signs ,
to be provided, including: the frequency, amount, Temp, Puise, Resp, BP-
and expected duration for five (5) of ten (10) }:I;N' and the frequesncy of
patients in the sample. (Patient #1, Patient #2,
Patient #3, Patient #8 and Patient #9) Assessment/Evaluations to
be done in the current
The findings include: Certification period. For
. . the duration of the
1. A record review for patient #1's care plan on Certification period, 8
September 28, 2009 at approximately 11:00 a.m. weeks,
revealed that there was no documented evidence . )
of the description of services to be provided Inciuded in the Plan of
including: the frequency, amount and expected SC:: will be any After-
! . ool Programs the client
duration as evident by a care plan dated July 14, attends, the hours of
2009 to September 12, 2009 which had an order attendance and the
that stated " RN Assessment ", ‘location of the program.
During a face to face interview with the Director 2. For Respite Care
on September 28, 2009 at approximately 11:30 Hours, it will be clearly
a.m. she acknowledged the finding. defined the description of
' LPN services to be :
2. A record review of patient #2 at approximatel provided during this time
1:50 p.m. revealed a gare plan date?l%ne 27, g on the Flan of Core(485)
20089 to August 25, 2009 which ordered " respite o
care services for skilled nursing from June 29, QA will monitor monthly
2009 through July 3, 2009. for 100% compliance -
Further review of the record revealed nursing
documentation date July 9, 2009 through July 186,
2009 and an authorization form from Health
Heaith Regulation Administration
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SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

on September 28, 2009, at approximately 11:15
a.m., it was acknowledged Patient #8's POC did
not provide a description of the services to be
provided, including: the expected duration.

There was no documented evidence of the

F‘-’;‘{g;‘& {EACH DEFIGIENCY 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)
H 355| Continued From page 47 H 355
Services for Children with Special Needs which ific duti
authorized the agency to provide respite care :wivd w&w
LPN services from July 9, 2009 to July 16, 2009. Assessment. This will be 1200
clearly defined to include a
There was no documented evidence of the multisystem cardio-
description of services for LPN services from July pulmonary assessment to
9, 2009 to July 16, 2009 on the care plan dated include , vital signs ,
‘| June 27, 2009 to August 25, 2009. Temp, Pulse, Resp, BP-
PRN, and the frequency of
During a face to face interview with the Director RN
on September 28, 2009 at 2:30 p.m., she Assessment/Evalustions to
acknowledged findings. be done im the current
_ Certification period. For
3. A record review for patient #3's care plan on the duration of the
September 29, 2009 at approximately 10:00 a.m. Certification period, 8
revealed that there was no documented evidence weels. . .
of the description of services to be provided 4. (2)Specific duties/tasks
including: the frequency, amount and expected mvolved ‘:t'“',lt_:;tsm be
duration as evident by a care plan dated August ""’“"::ﬂ ned o include 2
13, 2009 to October 11, 2009 which had an order mﬂm'"h cardio-
that stated "RN Assessment". pulmonary assessment to
include , vital sigus ,
During a face to face interview with the Director Temp, Pulse, Resp, BP-
on September 29, 2009 at approximately 10:30 PRN, and the frequency of
a.m., she acknowledged findings. RN
4 (a) Review of Patient # 8's Home Health
Certification and Plan of Care (POC) dated
August 19, 2009, to October 16, 2009 on
September 28, 2009, at approximately 11:05
a.m., revealed one (1) RN
assessment/Evaluation monthly.
In an interview with the Director of Nursing (DON) A oo complencs l""""'
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H 355| Continued From page 48 H 355 Assessment/Evaluations to
description of the services to be provided, gem?em For
including: the expected duration on the POC. the duration of the " 12009

Certification period, 8
4 (b) Review of Patient # 8's Home Health weeks.
Certification and Plan of Care {POC) dated
August 19, 2009, to October 16, 2009, on QA will monitor monthly
September 28, 2009 at approximately 11:06 a.m., for 100% compliance
revealed Personal Care Aide (PCA) services 4. (b) Inclnded in the Plan
seven and one-half hours (7.5) on Monday and of Care will be listeq amy
five (5) hours per day on Tuesday through Friday. Aﬁer-SchoolPrognm,
the contact person at the
Interview with the DON on September 28, 2009, o e o, the specific duties
at approximately 2:20 p.m., revealed Patient #8 School Pro T8 After
received the PCA services at his afterschool and address ofAfltm..?l )
program. Further interview revealed that the  Program clieat attends,
description of the services to be provided was not and the bhours of
on the POC. | #ttendance, ang
There was no documented evidence of the ' trazsportatien if oy
description of the PCA services to be provided at . """""’"- ’
the afterschool program on the POC. Q4 will moniter sy
' for HOU% comptons
5 .Review of Patient # 9's Home Health 5. Speeific dwtioptagis
Certification and Plan of Care (POC) dated involved with the RN
August 29, 2009, to October 27, 2009, on Assessment. This will be
September 28, 2009, at approximately 2:31 p.m., clearly defined to incinde 2
revealed one (1) RN Assessment/Evaluation multigystem cardio-
monthly. pulmonary assessment to
include , vital signs ,
In an interview with the DON on September 28, Temp, Puise, Resp, BP-
2009, at approximately 2:32 p.m., it was ;ﬁN’ and the frequency of
acknowledged Patient #9's POC did not provide a ;
description of the services to be provided, | Assessment/Evalaations t
including: the expected duration. be done in the current
Certification period. For
There was no documented evidence of the the duration of the
description of the services to be provided, Certification period, 8
including: the expected duration on the POC. weeks.
QA will monitor monthly
for 100% complisnce
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- SUMMARY STATEMENT OF DEFICIENCIES

(%4)10 ID 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)
H 357 Continued From page 49 H 357
H 357
H 357 . H 357 12109
3914.3(f) PATIENT PLAN OF CARE Thee ¢ Plan of Care
The plan of care shall include the following: ﬁ;mm' olwingl bt
.. . . informsation:
(f) Provisions relating to the reevaluation of
services, discharge planning, referral of services (D) Provisions relating to
and continuation or renewal of services; the reevaluation of
services, discharge
planning, referral of .
This Statute is not met as evidenced by: services and :onﬁllmat.ion
Based on record review and interview it was or rencwal of services:
dete!'mmed the agency _falled to mgke provisions The RN will inclade this
relatfqg to the reevaluatlc_m of services, discharge information st the Start of
planning, referral of services and continuation or Care apon initial
renewal of services, for four (4) of ten (10) care development of plan of
plan reviewed. (Patients #1, #2, #3 and #4) care and will updste it
every 60 days based on
The findings include: information provided
from the monthly RN
: ; i Visit and
1. A record review of patient #1's care plan on Sapervisory
September 28, 2009 at approximately 11:00 a.m. Sammary of Care Form.
revealed a care plan dated July 14, 2009 to QA will mositor mouthly
September 12, 2009 which had no documented H
. iy . - for 100% compliance
evidence of provisions relating to the reevaluation
of services, discharge planning, referral of
services and continuation or renewal of services.
During a face to face interview with the Director
on September 28, 2009 at approximately 11:30
a.m, she acknowledged the finding.
2. A record review of patient #2's care pian on
September 28, 2009 at approximately 1:50 p.m.
revealed a care plan dated June 27, 2009 to
August 25, 2009 which had no documented
evidence of provisions relating to the reevaluation
of services, discharge planning, referral of
services and continuation or renewal of services.
During a face to face interview with the Director
Health Regulation Administration
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A. BUILDING
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D 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)
) The curreat Plan of Care
H 357 Continued From page 50 H 357 T (485) shall be revised o
on September 28, 2009 at approximately ‘ include the following
2:30p.m.she acknowledged findings. information: 1209
3. A record review of patient #3's care plan on g):m'm“’.mg to
: ” . reevaluation of
Septernber 29, 2009 at approximately 11:00 a.m. services, discharge
revealed a care plan dated August 13, 2009 to planning, referral of
October 11, 2009 which had no documented services and continuation
evidence of provisions relating to the reevaluation or renewal of services:
of services, discharge planning, referral of
services and continuation or renewal of services. The RN will incinde this
information at the Start of
During a face to face interview with the Diractor Care upon initial
on September 29, 2009 at approximately 11:30 development of plan of
a.m., she acknowledged findings | care and will update it
e ) ev;ry 60ﬁdays based on
4. A record review of patient #4's care plan on :o:-tl;e rﬂmﬂ;&&
September 29, 2009 at approximately 12 p.m. Supervisory Visit and
revealed a care plan dated September 15, 2009 | Summary of Care Form.
to November 13, 2002 which had no documented :
evidence of provisions relating to the reevaluation QA will monitor monthly
of services, discharge planning, referral of for 100% complisnce
services and continuation or renewal of services. The current plas of care
Cling o
i 360 = n:
H 360 3914.3(i) PATIENT PLAN OF CARE H 360 H @ Activits S or 12109
The plan of care shall include the following: m‘:: m of
KN to insure section is
(i) Activities permitted or precluded because of completed
functional limitations; ' dovelopment of Plan of
care at Start Of Care Date
and modified PRN baseq
This Statute is not met as evidenced by: w:e:t_
Based on interview and record review the Home
Care Agency (HCA) failed to ensure the plan of QA will monitor monthly
care (POC) included the activities permitted or for 100% compliance
precluded because of functional limitations for
two (2) of ten (10) patients in the sample.
(Patient #8 and Patient #9)
The findings include:
Health Regulation Administration
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D 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)
H360| Continued From page 51 H 360 ‘Ine curreat pan of care
(485) includes the
1. Review of Patient # 8's Home Health fo "M“’ 1249
Certification and Plan of Care (POC) dated ctivits L —
August 19, 2008, to October 16, 2009 on l(:.l)'e‘:hded bez::el?:d or
September 28, 2009 at approximately 11:03 a.m., functionsl linitations;
revealed the POC did not include the activities
permitted or precluded because of functional RN to insure section is
limitations. completed upon
development of Plan of
In an interview with the Director of Nursing (DON) care at Start Of Care Date
on September 28, 2009, at approximately 11:04 ::‘:l;"d’ﬁ"’ PRN based
a.m., it was acknowledged Patient #8's POC did Aum:::::.my
not include the activities permitted or precluded
because of functional limitations. QA will monitor monthly
for 100% compliance
There was no documented evidence of the
activities permitted or precluded because of
functional limitations on the POC.
2. Review of Patient # 9's Home Health
Certification and Plan of Care {POC) dated
August 29, 2009, to October 27, 2009 on
September 28, 2009, at approximately 2:30 p.m.,
revealed the POC did not include the activities
permitted or precluded because of functional
limitations.
In an interview with the DON on September 28,
2009, at approximately 2:34 p.m., it was
acknowledged Patient #9 ' s POC did not include
the activities permitted or precluded because of
functional limitations.
There was no documented evidence of the
activities permitted or precluded because of
functional limitations on the POC.
During a face to face interview with the Director
on September 29, 2009 at approximately 12:30
p.m., she acknowledged findings.
Health Regulation Administration
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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 TO THE APPROPRIATE DATE
DEFICIENGY)
H 361 3914.3(j) PATIENT PLAN OF CARE H 361 H 361 The current plam of care
(485) includes the 12709
The plan of care shall include the following: -following inforumtion;
() Psychosocial needs of
, . - S the patient, information is
(i) Psychosocial needs of the patient; identified and listed op
plan of care under support
This Statute is not met as evidenced by: :Nnto insure sectionis
Based on interview and record review, the Home completed upon
Care Agency (HCA) failed to ensure the plan of development of Plan of
care (POC) included the psychosocial needs of care at Start Of Care Date
the patient for one (1) of ten (10) patients in the m;ﬂﬁﬁiﬁe; PRN based
sample. (Patient #9 on RN monthly
ple. (Patie ) Assessment.
The finding includes: QA will mositor monthi
. . for 100% compliamce
Review of Patient # 9's Home Health Certification
- and Plan of Care (POC) dated August 29, 2009,
to October 27, 2009 on September 28, 2009, at
approximately 2:20 p.m., revealed the POC did
not include the psychosocial needs of the patient.
In an interview with the DON on September 28,
2009, at approximately 2:33 p.m., it was
acknowledged Patient #9's POC did not include
the psychosocial needs of the patient.
RN Sapervisor will
There was no documented evidence of the mﬁgi;;lf“’ "’,“’:;:‘
. - .’m,m
psychosocial needs of the patient on the PQC. and provide information
to Nurse Administrator to | 12/09 °
H 362 3914.3(k) PATIENT PLAN OF CARE H362 ° ‘H 36z include on the plan of care
and RN Supervisor to
The plan of care shall include the following: "'i:i't'"i""" at monthly RN
VI
(k) Safety measures required to protect the QA .
. S will monitor monthly
patient from injury;, for 100% complisnce
This Statute is not met as evidenced by:
Based on interview and record review the Home
Health Regulation Administration
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H 362

H 363

Continued From page 53

Care Agency (HCA) failed to ensure the plan of
care (POC) included the safety measures
required to protect the patient from injury for one
(1) of ten (10} patients in the sample. (Patient #9)

The finding includes:

Review of Patient # 9's Home Health Certification
and Plan of Care (POC) dated August 29, 2009
to October 27, 2009, on September 28, 20089, at
approximately 2:26 p.m., revealed the safety
measures only inciuded universal precautions.
Further review revealed Patient #9 needed close
supervision at all times. '

Review of Patient # 9's Aide Service Sheets
dated September 01, 2009, September 07-10,
2008, and September 12, 2009, on September
28, 2009, at approximately 2:27 p.m., revealed
the Personal Care Aide (PCA) recorded fall safety
precautions in the Patient #9's record.

In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 2:29
p.m., it was acknowledged Patient #9 ' s POC did
not include fall safety precautions required to
protect the patient from injury and the patient
needed close supervision at all times.

There was no documented evidence that all

safety measures required to protect the patient
from injury were on the POC.

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

(1) Identification of employees in charge of
managing emergency situations:

H 362

H 363

' H 362

RN Supervisor will -
identify safety measures
apon initial assessment
and provide information
to Nurse Administrator to
include on the plan of care
and RN Supervisor to
monitor at monthly RN
it

1209

QA will monitor monthly
for 100% compliance

12499
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Continued From page 54

This Statute is not met as evidenced by:

Based on a record review and interview it was
determined the agency failed to include
identification of employees in charge of managing
emergency situations for four (4) of ten (10) care
plans reviewed. (Patients #1, #2, #3, #4)

The findings include:

1. A record review of patient #1's record on
September 28. 2009 at approximately 11:00 a.m.
revealed a care plan dated July 14, 2009 to
September 12, 2009 which had no documented
evidence of identification of employees in charge
of managing emergency situations.

During a face to face interview with the Director
on September 28, 2009 at approximately 11:30
a.m. she acknowledged findings.

2. A record review of patient #2's record on
September 28. 2009 at approximately 1:50 p.m.
revealed a care plan dated June 27, 2009 to
August 25, 2009 which had no documented
evidence of identification of employees in charge
of managing emergency situations.

During a face to face interview with the Director
on September 2:30 she acknowledged findings.

3. A record review of patient #3's care plan on
September 29, 2009, at approximately 11:00 a.m.
revealed a care plan dated August 13, 2009 to
October 11, 2009. The care plan had no
documented evidence of identification of
employees in charge of managing emergency
situations.

During a face to face interview with the Director

H 363

H 363

Upon Initial plan of care,
it will ideatify in the
Emergency Plan all staff
who are respomible for
managing emergency
sifuations who provide
care to the patient,

Nurse Administrator to
include on the plan of care
and RN Supervisor to .
monitor at monthiy RN

1109

QA will moniter mouthly
for 100% compliance
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Continued From page 56
p.m., she acknowledged findings.

2. A record review of patient #6's care plan on
September 29, 2009 at approximately 2:00 p.m.
revealed a care plan dated September 1, 2009 to
October 30, 2009 which had no documented
evidence of identification of employees in charge
of managing emergency situations.

During a face to face interview with the Director
on September 29, 2009 at approximately 2:30
p.m., she acknowledged findings.

3. A record review of patient #7's care plan on
September 29, 2009 at approximately 3:00 p.m.
revealed a care plan dated August 29, 2009 to
October 27, 2009 which had no documented
evidence of identification of employees in charge
of managing emergency situations. '

During a face to face interview with the Director
on September 29, 2009 at approximately 3:30
p.m., she acknowledged findings.

4. Review of Patient # 8's Home Health
Certification and Plan of Care (POC) dated
August 19, 2009, to October 16, 2009, on
September 28, 2009 at approximately 11:05 a.m.,
revealed the POC did not include the
identification of employees in charge of managing
emergency situations.

In an interview with the-Director of Nursing (DON)
on September 28, 2009, at approximately 11:08
a.m., it was acknowledged Patient #8's POC did
not inciude the identification of employees in

H 399

charge of managing emergency situations.

3915.10(f) HOME HEALTH & PERSONAL CARE
AIDE SERVICE

H 364

H 399

H 3564

Upon Initial pias ot care,
it will identify im the
Emergency Plan all staff
who are responsible for
emergency profocols

Nurse Administrator to
include on the plan of care
and RN Sapervisor to
mouitor at monthly RN
visit,

for 100% compliance

QA will moniter monthly .
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H399| Continued From page 57 H 399
Personal care aide duties may include the
following;
H 399 Personal C_lre Aide -
(f) Observing, recording, and reporting the (PCA)Service Sheet has
patient's physical condition, behavior, or :3"" revised o include the 1109
. ollowing, this will also be
appearance; included in the HHA job
description and dide
duties:
This Statute is not met as evidenced by:;
Based on interview and record review the Home (D) Observing, recording,
Care Agency (HCA) failed to ensure the Personal and reporting the patient’s
care aide (PCA) duties included observing, physical condition,
recording, and reporting the patient's physical behavior, or appearance:
condition, behavior, or appearance for two (2} of N
ten (10) patients in the sample. (Patient #8 and fg:nﬁ;':v“;:m“
#9) Sheet in orientation and at
the monthly RN
The finding includes: Supervisory Visit.
Review of Patient # 8's Aide Service Sheets QA will monitor monthly
dated September 10-11, 2009 and September for 100% compliance
16-18, 2009, on September 28, 2009, at ' |
approximately 2:00 p.m., revealed the Personal
Care Aide (PCA) did not report on Patient #8's
physical condition, behavior, or appearance in the
record. '
In an interview with the Director of Nursing {DON)
on September 28, 2009, at approximately 2:08
p.m., it was acknowledged Patient #8's PCA did
not report on the patient's physical condition,
behavior, or appearance on the aforementioned
dates.
There was no documented evidence of the
identification of employees in
charge of managing emergency situations on the
POC.
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H 399! Continued From page 58 H 399 '
5. Review of Patient # 9's Home Health
Certification and Plan of Care (POC) dated
August 29, 2009, to October 27, 2009 on
September 28, 2009 at approximately 2:40 p.m.
revealed the POC did not include the
identification of employees in charge of managing
emergency situations.
In an interview with the DON on September 28,
2008, at approximately 2:45 p.m., it was
acknowledged Patient #9's POC did not include
the identification of employees in charge of
managing emergency situations. | Home s )
There was no documented evidence on the POC ' ms:. ""g#m::;?“ ‘
N N . . e .
of the identification of employees in charge of following, this will also be
managing emergency situations. included in the FHA job
description and aide '
duties:
There was no documented evidence of the PCA f) Observing, recording,
reporting on the physical condition, behavior, or and reportisg the patieat’s.
appearance of the patient on the aforementioned mm:m L
t 3 e . ; * m-oc N
dates H 411 -, and reporting the patient's.
| physieal condition, _
H 411/ 3915.11(f) HOME HEALTH & PERSONAL CARE | H 411 . bekavior, or appearance... |
i - 11409
AIDE SERVICE g
, New HHA’s will be
Home health aide duties may include the oriented to revised HHA
following: " Sheet in orientation and at
the monthly RN
(f) Observing, recording, and reporting the A Snpervisory Visit.
patient's physical condition, behavior, or
appearance, QA will monitor monthly
for 100% compliance
This Statute is not met as evidenced by:
Based on a record review and interview it was
, determined that the agency failed to ensure that a
Haalth Regulation Administration
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H 411/ Continued From page 59 H 411
home health aide observe, record, and report
patient's physical condition, behavior or
appearance for two (2) of ten (10) patients.
(Patients #1 and #5)
The findings include:
1. A record review of patient #1's record on
September 28, 2009 at approximately 11:00 a.m.
revealed that there was no documented evidence
of the home health aide observing, recording, and
reporting the patient's physical condition,
behavior, or appearance to the agency.
During a face to face interview with the Director
on September 28, 2009 at approximately 11:30
a.m. she acknowledged findings.
2. A record review of patient #5's record on
September 29, 2009 at approximately 12:00 p.m.
revealed that there was no documented evidence :NMS;WY""“ comsukt
of the'home hea!th allide observing, recording, and Mmi_m- and client, | 109
reporting the patient's physical condition, and care providers at g 1
behavior, or appearance to the agency. monthly RN Supervisory E
visit medication regimen =
During a face to face interview with the Director and review the plan of
on September 29, 2009 at approximately 12:30 care on current 485 for
p-m. she acknowledged findings.  recent medication orders
by physician npon initial
" assessment and monthly .
H 453 3917.2(c) SKILLED NURSING SERVICES Has3 | H4S3 -
, - HHA’s/PCA’s to
Duties of the nurse shall include, at a minimum, document on Service Sheet
the following: Medication Reminders.
(c) Ensuring that patient needs are met in
: . QA will monitor monthly
accordance with the plan of care; for 100% compliance
This Statute is not met as evidenced by:
Based on interview and record review the Home
Health Regulation Administration
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H 453

H 459

Continued From page 60

Care Agency's (HCAs)nurse failed to ensure that
patient needs are met in accordance with the
plan of care (POC) for one (1) of ten (10}
patients in the sample. (Patient #8)

The finding includes:

Review of Patient # 8's Home Health Certification
and Plan of Care (POC) dated August 19, 2009,
to October 16, 2009, on September 28, 2009 at
approximately 10:05 a.m., revealed Patient #8
was prescribed Trileptal 300mg/5mIi(300mg) by
mouth twice a day and Ativan 2mg/tablet (2mg)
by mouth whenever necessary for seizures.
Further review revealed all medications were to
be administered by the parent and medication
reminders were to be provided.

Review of Patient # 8's register nurse (RN{
Supervisory Assessment Form dated August 27,
2009, on September 28, 2009, at approximately
10:06 a.m., indicated Patient #8 was not on
medications.

In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 10:08
a.m., it was acknowledged Patient #8 was
prescribed Trileptal 300mg/5ml (300mg) by
mouth twice a day and Ativan 2mg/tablet (2mg)
by mouth whenever necessary for seizures.

There was no documented evidence the HCA's

nurse ensured that the patient's medication
needs were met in accordance with the POC.

3917.2(j) SKILLED NURSING SERVICES

Duties of the nurse shall include, at a minimum,
the following:

H 453

H 459
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H 459 Continued From page 61 . H 459
. N . , . 459 RN Supervisor to review
(i) Patient instruction, and evalutaion of patient " Nursing Flow S::t
instruction; and monthly during routiae 1109
visit for documentation of
evidence of the following:

This Statute is not met as evidenced by: _ (Patient instruction, and

Based on interview and record review, the Home evaluation of patient

Care Agency (HCA) failed to ensure instruction: and..

documentation of the evaluation of patient Q .

. - ) . — A will monitor monthly

instruction given to the patient and the patient's for 100% compliauce

caregivers for two (2) of ten (10) patients in the
sample. (Patient #2 and Patient #8)

The findings include:

1. A record review of patient #2's record on
September 28, 2009 at approximately 1:50 p.m.
revealed forms entitied "Community Care Nursing
Services, Inc. Nursing Flow Sheet* dated July
13, 2009, July 15, 2009 and July 16, 2009. On all
the dated forms the skilled nurse wrote in
education section that she taught patient about
aspiration precaution. There was no documented
evidence of the patient's evaluation of the
teaching.

During a face to face interview with the Director
on September 28, 2009 at approximately 2:30
p.m. she acknowledged findings :

2. Review of patient # 8's Home Heaith
Certification and Plan of Care (POC) dated
August 19, 2009 to October 16, 2009, on
September 28, 2009 at approximately 11:02 a.m,,
revealed safety measures that included universal,
fall, environmental and seizure precautions.

Review of the RN Supervisory Assessment Form
dated August 27, 2009, on September 28, 2009,
at approximately 1:47 p.m., revealed "provided

Health Regulation Administration i
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H 459/ Continued From page 62 “H 459
teaching on safety”. Further review revealed the
skilled nurse did not document the evaluation of
patient instruction on safety management.
In an interview with the Director of Nursing (DON)
on September 28, 2009, at approximately 1:54
P-m., it was acknowledged the skilled nursing
staff did not document the evaluation of the
patient instruction on safety management given
to Patient #8's caregiver.
There was no documented evidence in the record
on the evaluation of the patient's instruction on _
safety management. . _
RN Supervisor will begin
H 460 3917.2(j) SKILLED NURSING SERVICES H 460 H 460 Discharge Pian at the time - .
of initial intake /adwmission .
Duties of the nurse shall include, at a minimum, with Cﬁezf;lnd or care
N . grver and document on
the following: RN mrent/Intake
(j) Discharge planning. Form. \
Discharge plan will be
This Statute is not met as evidenced by: Sﬁbervisorl; m;: BN -
Based on a record review and interview it was documented on RN
determined that the agency, failed to ensure Supervisory Assessment
discharge planning for one (1) out of ten (10) ¢ Form.,
patients. (Patient #2) . '
Discharge Plan will be
The findings include: : noted on the initial plan of
g care(485) and updated
A record review on September 28, 2009 at every 60 days .
appr-oximately 1:50 P-m. revealed that patient #2 QA will monitor month}
received respite services from the agency on two for 100% compliance

different occasions June 29, 2009 to July 3, 2009
and July 9, 2009 to July 16, 2009 at which time
the patient was discharge from the agency.

Further review of the record revealed nursing
notes dated June 29, 2009 through June 3, 2009

Health Regulation Administration
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H 460| Continued From page 63 H 460
and July 9, 2009 through July 16, 2009. On all the
dated nursing notes, there was no documented
evidence of discharge planning.
During a face to face interview with the Director
on September 28, 2009 at approximately 2:30
p.m. revealed that patient only received respite
services form the agency, per family's request.
The findings were acknowledged.
Health Regulation Administration
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