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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD B& | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TA0 cnos&nernggggigmsAppnopnms DATE
; 4
M 000 INITIAL COMMENTS ! H 000 M&Q ,_([ " \ Y
| An annual survey was conducted at your agency me'm?m of Health -
from March 22, 2011, through March 23, 2011, to o ”?WMM
| determine compliance with Title 22 DCMR, 860 ™o Facilities Division
: Chapter 3. The findings of the survey were North Capitol 8¢, N,E. .
based on a review of patient and administrative Weashington, D.C. 20002
records, 2 random sample of fifteen (15) elinical
; records, fifteen (15) personnel files, three (3) I :
i home visits, interviews with agency staff and g
i patient interviews as well as observations in the [
j home. '
| - The Provider acknowl
H 148 3907.2(d) PERSONNEL H 148 accopts this Tag - o0s 2N
' with the following plan for
Each home care agency shall maintain accurate improvement : . ,
personnel records, which shall include the *  TheHuman Resource department Po4/8/ -
; following information: : will conduyct '
; a 100% audlt on ail personnel
+ (d) Documentation of current CPR certification, If records currently
; required; on hand to validate presence of
t current CPR card
within the next week and update
This Stetute is not met as evidenced by: the computer system, f
Based on record review and Interview, the agency *  Contact all staff without a current 4/
: failed to maintain accurate personnel records, to CPR certification to remove them '
f include cument CPR certification, for three (3) out from the service line untila
i of fiteen (15) employees in the sample. current CPR card |5 available, a/8/11
| (Employee #10, #12, and #1 3 *  TheQuality Assurance department
The find! nclud will conduct a final audit on this . ;
e findings include: department of 25% of thelr
i dst firmn 1
; On March 22, 2011, beginning at 10,54 am, ci;";n;f" Aot
| review of tha agency's personnel records *  The department will audit all new 4/4/11
| revealed no evidence of current CFR apphication for em
; . . . , ployment for
* certifications in Employee #10, #12 and #13's the presence of a current CPR
records. certificate, i
. 4/30/11
, During a face to face Intarview with the agency's ;'fn::: :fe::": e il o
"+ Human Resource personnel on the same day at manag e 0 veriy an ;
| approximately 2:30 p.m., it was acknowiedged pliance.
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%43 1D SUMMARY STATEMENT OF DEFICIENCIES i ' PROVIDER'S PLAN OF & !
éREth (EACH DEFIGIENGY MUST BE PRECEDED BY FULL ; PR]EFD( {EACH comécrweﬂmn&ﬁgn%aﬁ)"ss cmp;st.)m
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) P OTAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFCIENGY)
H 148 Continued From page 1 H 148
; that Employee #10, #12, and #13 did not have
current CPR cerlifications in thelr records. The Provider acknowledges and .
aceepts this Tag with the foliowing i
H 149] 3907 2{e) PERSONNEL H 149 pian ferimprovement :
! 4f11/11
f
' Each home care agency shall maintain accurate *  The Human Resource Department | Ongoing
personnel records, which shail include the vill conduct a 100% audlt of alt i
following information: personnef records to ensure ! '
presences of health certificate for g’:;‘;:}ls
- {e) Health certification as required by section each empioyee.
i 390?.5; »  The Quality Assurance team will
i conduct monthly audit of 25% of L
| the records against this tag. !
| This Statute is not met as evidenced by: s The Ditector of nurshig wii review '
! Base on a record review and interview, the all personnal records for i
agency failed to ensure one of fifieen employees compliance prior to conducting ;
in the sample had a health certificate in the orientation. i
record. (Employee #1) N
{ The finding includes: ;
i The Provider acknowiedges and !
| On March 22, 2011, at 10:54 a.m., review of accepts this Tag with the following
! Employee #1's personne| record revealed np plan forimprovement ,
: evidence of a health certificate. Face to face |
interview with the Human Resource personnel on i
the same day af approximateiy 2:32 p.m., N !
_ acknowledged that Employee #1’s personnel *  The Human Resource Department
i record did not Include a heaith ceriificate. will conducta 100% audit of a i
i _ ‘ personnel records to ensure
H 154 3007 2(g) PERSONNEL H 181 presences of two references for
§ ' ~ each employee.
| Each home care agency shall maintain accurate T The wlly fasmnce e
personnel records, which shall include the conduct monthly audft of 3% o P 4111
following information: the records against this tag. Ongeing
f *  The Director of nursing will review
! (g) Documentation of reference checks; afl personnei records for 4/11/11
! compllance prior to conducting Ongoing
: A orientation.
! This Statute s not met as evidenced by
Health Regulation Administrafion
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Pl4)ID SUMMARY STATEMENT DF DERICIENCIES 1D PROVIDER'S PLAN OF CORRECTION otz
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN 8HOULD BE COMPLETE
TAG REGULATORY GR1.SC IDENTIFYING INFDRMATION) TAG '  CROSBS-REFERENCED TO THE APPROPRIATE DATE
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H 181 Continyed From page 2 H1s1 !
Based on a record review and interview, the i
agency failed to maintain accurate personnel i )
_Tecords, which included reference checks for two
¢ Of fifteen employeas in the sample. (Employees ]
? #11 and #12) ‘
|
The findings include: :
- i
On March 22, 2011, begianing at 10:54 a.m., f
review of the agency's personnel records , g
revealed no evidence of reference checks in !
_Employes #11 and #12's record. [ Q
" | During a face to face Interview with the agency's :
t Human Resource personnel on the same day at |
| approximately 2:36 p.m., it was acknowledged
! that Employes #11 and #12 dld not have
¢ reference checks in their records.
H 152 3907.2(h) PERSCONNEL H 1582 !
| Each home care agency shall maintain accurate : :
% ?oel{o S;?nnge:r:fiﬁg:tsibﬁhk;h shall Include the The Provider acknowledges and ;
i ‘ accepts this Tag with the following b
I lan for | t:
! (h) Copies of completed annual evaiuations; Pian forimprovemen
! *  The Clinical Management team a/30/11 |
willl establish an annual evaluation
This Statute is not met as evidenced by: tod t nat all staff
Based on record review and interview, the agency | . f::;ve :::::Leare;:m::n
: failed to ensure that five (5) out of fifteen (15) :
i *  The Human resource department
: employees had coples of completed annual wil audit 100% of the records at 5/30/11
' evaluations in their parsonnel fecords. the end of this svaluation peried ongoing
(Employees ¥, 48, M2, ¢ 4, and#15) to ensure that each employee has
The findings include: an evaiuation
- On March 22, 2011, beginning at 10:54 a.m., :
; review of the agency's personnel records i i
Heaith Regulation Administration
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H 152, Continued From page 3 H 162 :
+ reveaied there was no evidence of current annual i
i | evaluations in Employee #5, #8, #12,#14, and
' #15's records.
! During a face to face interview with the agency's
Human Resource personnel on the same day at
approximataly 2:35 p.m., it was acknowledged
; that Employes #5, #8, #12 #14, and #15's racord |
did not have annual evaluations in thelr records.
H 185 3807.2(k) PERSONNEL , H155
) |
. Each home care agency shall maintain accurate ;
; personnel records, which shall include the
| following information: |
i The Provider acknowledges and {
! (k) A position description; acospts this Tag with the following '
ptan for Improvement: f
This Statute is not met as evidenced by: . ﬂi‘; Hur:an Re;;;;:e D;panm;m aan
. will conduct a auditona .
Based on a record raview and interview, the personnel records to ensure that
: agency faiied to maintain a position description in | all records have an apprepriate job i
i the parsonnei record of five (5) of fifteen {15) description, _
' empbyees In the sample, (Employee #1,#3,#8, *  The Clinicai management team wiil ’ - .
| #9, and #1 8 contact 2l empioyee who do not 4130111
. . . have a current signed job ' ’
| The ﬂn_dmgs include: description to come in te i
’ , lete
On March 22, 2011, beginning at 10:54 a.m., « The Cualty Assurance department
raview of the agency’s personnel records ; " wifl conduct 3
) H ucta mcmthly audit of 4/30/11
: reveaied there was no evidence of pogition 25% audt against this tag 1
. descriptions in Employes #1, #3, #8, #9, and ) . ,  Oneolng
i #1 5's records. *  The Director of nursing will review ! :
ali personnel racards for 4/30/11
. cngoing
1 During a faca to face interview with the agency's “’i""’““f'“ prior to conducting
' Human Resource personnel on the same day at orientation ;
approximately 2:40 n.m., it was acknowledged
that Employee #5, #8, #12, #14, and #15's k
- fecords did not have pos;tzon descriptions in their |
Health Regulation Adminlstration
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H15%| Continued From page 4 H 155
i records,
K 157) 3907.2(m) PERSONNEL H 157
Each home care agency shall maintain accurate
: personnel records, which shall include the
" following Information: I
{m) Documentation of acceptance or deciination '
of the Hepalitis Vaccine, and...
This Statute Is not met as evidanced by: The Provid
Based on fecord review and interview, the agency% ® "rovider acknowledges and
' accepts this Tag with the following
falled to malntain personnei records, which : plan for improvement:
inciuded documentation of acceptance or : )
declination of the Hepatitis Vaccine forone of | »  Create a screaning 4/8/1%
. fifteen employees In the sample. (Employee #15) tadministration form for o
. Hepatitis B.
The finding Includes: +  Conduct an Hepatitis B
L campeaign for all staff, 4/8/11
On March 22, 2011, beginning at 10:54 am,, «  Educale the staff on the :
review of the agency personnel records reveaied importance of taking the " a911
no dogumented evidence of acceptance or Hepatitis B as a means of Ongalng |
declination of the Hepatifis Vaccine for Employes protection. Monthly
: #15. +  Administer Hepalit's B vaccine
i to all staff that consent to 4/9/11
* During a face to face interview with the agency's having the vaccine. | Ongaing .
- Hurnan Resource personnel on the same day at *  Add this form to our ofientation [ Monthly
approximately 2:44 p.m., it was acknowledged documenttation f
that there was no documentation of an *  Quality Assurance Department T 48
acceptance or declination of the Hepatitis ! will audit 26% of the personnel ongolne
~Vaceine on file for Employes #1. chart monthiy ontily
H 15:;; 3807.6 PERSONNEL H 162 I
| At the time of initial employment of each !
: employee, the home care agency shall verify that i
 the empioyee, within the gix months immediately E
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' i
H 182, Continued From page 5 H 162
; preceding the date of hire, has been screened for :
j and is free of communicable disease. i
i The Provider acknowledges and l
' accepts this Tag with tha following |
: This Statute Is not met as evidenced by: plan for improvement; !
! Based on record review and interview, the agency !
failed to ensure that one of fifteen employees in *  Create a Communicable  aam
- the sample had been screened for communicable Disease Sereening form o
diseases. (Employees #1) *  Conducta mandatory : _
Communicable Disaase ) . 4koju
The finding includes: . Screening at the next pay day
for alf staff
On March 22, 2011, at 10:54 a.m.. review of ! *  Human Resource Department ;
. Eroployee #1's personnel record revealed no | vl conduct a 100% audit of the 5/15/11
| evidence that the employee had been screened persannel record to ensure
' for communicable diseases, each racord is complete. P ‘_
| *  The Communicalie Disease ¢ 4/8/11
! During a face to face interview with the Hurnan screening toof wil be addad to ‘ :
' Resource personnel on the same day at the new staff orlentation packet, “4/30/11.
| approximately 2:45 p.m., it was acknowledged ' Sn“ia"‘y Assurance Department | ongoing,
* that Employee #1's record failed to provide h‘ :”"“ 25% of the personnel !
evidence that she had been screened for any chart monthly ;
communiceble diseases. »
H276. 3811.2{s) CLINICAL RECORDS - H279
| Each clinical record shall include the following
i information related to the patient:
i {s) Documentation of training and education _ |
: given to the patient and the patlent's caragivers. . o
|
. This Statute is not met as evidenced by: :
i Based on interview and record review, the Home ;
| Care Agency (HCA,) failed to provide evidence The Provider acknowledges and {
| that documentation of training and education had accepts this Tag with the following
l been given to the ane (1) of the fifteen (15) plan for improvement:
patients in the sample. (Patient#6) |
Health Regulation Adminisiration
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H 279% Continued From page 6 H 279
| The finding includes:
Review of Patient# 6's Nursing Monthly Visit *  Revisethe current nursing 0 i
. Note dated December21, 2010 on March 22, docurnentation tool to Include a 4811 !
| 201 1, at approximately 1:00 p.m., revéaled the specific section for training and i
| Reglstered Nurse (RN) documented “pt. (patient) evaluation | '
| was admitled in ER (emergency room) on *  Retrain 100% percant of the
1 January 18, 2011, for heart attack and asthmatic nurses on the nurses dolng 4/8/11
+ attack; audible inspiratory wheezes heard”. monthly supervisory visits on the
 Further review revealed no evidence of training revised form. |
and educalion given to the patient related 1o their *  Quallty Assurance manager wil !
dissase processes. ~ audt 100% of the Incomirg afs/11
Ongoing
. . , . i * D tat] .
- During a face to face interview with the Hurman | t,:ic:::f:si e:';::d conduct re _
; Resburce Parsonnel (HRP) cn March 22, 2011, *  TheDirector of Nu;sm " ;
j at approximately 1:55 p.m., It was acknowledged condict spot choske 1 “I'd | a1
- that Patient #6's nursing visit note dated PO checks weakly | ongoln
Desember 21, 2010, did not document evidence i
of training end education given o ths patient ‘
related to their diease processes.
H350' 3914,1 PATIENT PLAN OF CARE | H350 \
i Each home care agency shall develop, with the
" parilcipation of each patient or his or her i
representative, 4 written plan of care for that !
patient. ,
| This Statute is not met as evidenced by
| Based on a record raview and interview, the
+ home care agency (HCA) failed fo develop a The Provider acknowledges and
written plan of care for two (2) of fifteen (15) accepts this Tag with the following
patients included in the sample. (Patient #7 and plan for improvement:
#8) i *  The Quallty Assurance
E ek . dapartment will conduct a 100% |
: The fmdmg includes: ) chart audit to ensure ail charis ’ o
1. Review of Patient #7's clinical record on March have a Plan of Care
Health Regulation Adminisiraiion
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H 350 ,
H350 ! Continued From page 7 _ *  The scheduling department will s/
22, 2011, at approximately 1:20 p:m., revealed no ensure ail patients are Ongoing |
evidence of a written plan of care (POC) In the scheduled in the computer to '
: patient's clinical racord. track the completion of the
i cerflfication perods. :
1 2, Review of Patlent #8's clinical record on March *  The Quallly Assurance ' ;
1 22, 2011 at approximately 1:30 p.m., revealed no department will distribute the 4/15/1t
. evidence of a written plan of care (POC) in the upcoming re-certification raport i Ongoing |
patient's ciinlcal record. ! by tha third week each month to :
. all nurses to facilitate imeiy
- During a face to face interview with the Human completion of the recertification
: Resources Personnel (HRP) on March 22, 2014 assessments and creation of i
 at approximately 2:30 p.m., it was acknowledged the Plan of Care. ; | :
 Patient #7 and #8 did not have cument POCs In *  Time shaets will only be pald U aam
' the dlinical records. based on compieting of ; f
! recertification
H 363 3914.3() PATIENT PLAN OF GARE ! H3es i oo it | 42/
' The plan of care shall include the following: E:Vdei:;:i,?nc:jgj r;': g‘j;‘j:;’:‘f,f ;
Nursi 1
(1) 1dentification of employees in charge of e o
mangging emergency situations; 2
! The Provider acknowledges and
: This Statute i3 not met as evidenced by: accepts this Tag with the following
| Based on record review and interview, it was pian for improvement:
* determined that the agency falled to ensure the
Plan of Care (POC) included identification of *  Modification of the paper work 1 laaa
employees in charge of managing emergency tool for 485 documentation to
; situations for seven (7) of fifteen (16) patient's in inelud e addressing the
 the sample. (Patient #3, #5, #6, #10, #12, #14 identification of the employees in
i and #15) charge cf managing the i
- emergency protocol, : :
The finging includes: _ | »  Modificatlon of the computer ‘474014
: i application for 485 )
| Review of Patient #3, #5, #6,#10, #12, #14 and documentation to Include
| #15's Plan of Care (POC) on March 22, 2011, addressing the identification of the l
' between 12:45 p.m. to 2:35 p.m. revesied no employees in charge of managing F
svidence that_ employees In‘char:qe of managing the emergency protocol. ]
ermergency situations were idantified. § .
i |

1
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T
H 383 Continued From page 8 H 383 !
: - , Eucation of all nursi
: During a face to face vislt with'the Director of * ph::;af:hzr:w";;f"::t:: ‘ 4/30/11
: Human Respurces (DHR) and Director of Nursing requirement to Include addrossing | ongoing
(DON) on March 22, 2011 at approximately 3:00 the identification of the )
- p.m., ltwas acknowledged that Patient #3, 45, ermployess in charge of managin ‘
| #6,#10, #12, #14 and #15's POC did not identify e emergeney ool ;
E z;::glgg::s in charge of managing emergency + The Qualhty Assarance tear wil boam o
conduct a 100% audit of all Flan of . | °"g°[“3§
Care to Inciude addressing the ; -
H 384 3914'3(“‘) PATIENT PLAN OF CARE H 364 identification of the employees in
, . . i charga of managing th
; The plan of care shall Include the following: | emergenwpmtoc; ¢
! ;
i (m) Emergency protocals; and... E
This Statute is not met as evidenced by: _ The Provider acknowledges and |
Based on record raview and interview, it was 1 accepts this Tag with the following
| determined that the agency failed to ensure the plan for improvement; -
a Plan of Care (POC) Included the emergency R
" protocol for seven (7) of fifteen {15) patient's in *  Maodification of the paper work | .
the sample. (Patient #3, #5, #6,#10, #12, #14 and toal for 485 documentation to L oajany
#15) ! include addressing the emergency | ;
protocol, 5
i i *  Modification of the computer o
! The finding includes: * application for 485 i afefa1
: documentation to include : i
Review bf Patient #3, #5, #6,#10, #12, #14 and addressing the emergency ! :
#15's Plan of Care (POC) on March 22, 2011 protocol, '
\ between 12:45p.m. to 2:35 p.m, revealed no »  Educationof all nirsing and 4/30/11
i evidence of an emergency protocol. physical therapy staf? of the angolng .
D _ irement to add th T
i During a face to face visit with the Director of ;T::r:e:;"przt:m, t:each plan
Human Resources {DHR) and Director of Nursing of care
(DON) on March 22, 2011 at approximately 3:00 e The Qualily Assurance team wil
| p.rn., it was acknowledged that Patient #3, #5, conduct a 100% sudlt of o] ian of 4/1/11
#6 #1 0 #1 2 #14 and #1 5 5 POC d{d nOt lnclude Care to ensure that th: emer:er:v ongomg
Han emergency protocol. protocol is addressed.
Health Raguatlon Administration
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H 456 3917.2(f) SKILLED NURSING SERVICES H 456
Duties of the nurse shali include, at a minimum,
. the following:
| (f) Supervision of services dellvered by home '
i health and personal care aides and househoid
: support staff, as appropriate; ;
| %
This Statute is not met as evidencad by: ’
Basad on record review and interview, it was
e determined that the agency failed to have
| documented evidence of supervisicn delivered by :
: home health and personal care aldes for three (3) i
| of fiftaen (15) patients In the sample. (Patient #5, i
" #10 and #12) ;
|
The finding includes: .
: 1. Review of Patient #5's Plan cf Care (POC)
: dated September 27, 2010 o March 25, 2011 at
| approximately 12:15 p.m., revealed the skilled - f
nurse was to supervise the personal care aide he Provider acknowiedges and
| (PCA) every thirty (30) days. Further review Efce;’ts this Tag with the following
revealed the last documented (30) thiry day plan for improvement:
progress note was on Pecember 31, 2010, ™
i . e Quaiity Assurance Department :
2. Review of Patient #10's Plan of Care (POC) . wil conduct 2 100% audit of al 41111
i dated September 30, 2010 to March 28, 2011 at charts to vaiidate assignment of a
| approximately 12:26 p.m., revealed the skilled nurse to each patient.
! nurse was to supervise the personal care aide *-  The staffing coordinator will
" (PCA) every thirty (30) days. Further review update the computer tracking ! :{1“{ 11
revealed the last documented (30) thirty day System to ensure 2 scheduled visit gone
progress note was on January 3, 2011, ! Is present for each patient.
*  The Quallty Assurance Department aj11
1 3. Review of Patient #12's Plan of Care (POC) will monitor run the missed visit ongoing
{ dated December 28, 2010 to June 26, 2011 at report at the beginning of the jast
- approxXimately 1:35 p.m.. revealed the skilled
nuree was to supervise the personal care aide
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H 458 Continued From page 10

(PCA) every thirty (30) days. Further review
revealed the last docurnented (30) thirty day
; prograss note was on January 8, 2011,

| During a face to face Interview with the Human
Resource Personnel (HRP) on March 22, 2011,
at approximately 1:45 p.m., it was acknowledged

" that Patient #5,#10 and #12's ¢linical record did
no have documented evidence that skilled nurse
provided supervision to the personal care aides
every (30) thirty days.

H 459 3917.2(i) SKILLED NURSING SERVICES

| Duties of the nurse shail include, at & minimum,
. the following.

| (i) Patient instruction, and evalutaion of patient
¢ instruction; and

This Statute is not met as evidenced by:
| Based bn Interview and record review, the
] facility's skilled nursing staff falled to ensure
i docurnentation of evaluation of patient instruction
“fortwo (2) of fifteen (15) patlents in the sample.
(Patient #2 and ¥6)

The findings includge:

‘l Review of Patient # 2's Nursing Monthly Visit
, Nole dated January 24, 2011 on March 22, 2011,
: at approximately 12:30 p.m., reveaied the
. Registered Nurse (RN) documented "sncourage
pt. (patient) to hydrate self and to take all
medicine as prescribed”.

: 2 Review of Patient#6's Nursing Monthly Visit
{ Note dated December 21, 2010 on March 22,

H 456

* H459

week of each month to fdentify
patlents who have not been seen
for the month and work with the
Staffing Coordinator to get them
seert,

The Quallty Assurance Department
wiil track the nurses who fall
repaatedly to see their patlent s
on a monthly basis and refer them
to the Director of Nursing for
disciplinary action.

The Quallty Assurance Department
will conduct Monthly audit of
100% of the charts to ensure
ongoing compliance.

Educate the Home Health Aide on
the Importance of contacting the
Home Health Agency if the nurse
does not vislt during the month.
The Director of Nursing wilt
conduct spot checks weekly

The Provider acknowledges and
accepis this Tag with the following
plan for improvement:

Revise the current nursing

" documentatien ool to include a
specific section for training and
evaluation
Retraln 100% percent of the
nurses on the nurses doing
manthiy supervisory uisits on the
revised form.

i
i

4/4f11
Dngolng

4/4/11
Dngoing ,

4/4f11 !
{ngoing

©4ae |

Ongolng ;

afa/11 ;

4/30/11
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Resource Personnei {HRP) on March 22,

: patient.

i at approximately 1:55 p.m., it was acknowiedged
: that Patient #2 and #8's nursmg visit note did not
speciﬁcally evaluate the instructions given to the

2011, ! conduct spot checks weekly
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i
. 2011, at approximately 1:00 p.m., revealed the |
| RN documented “teaching oh ot to put too much *  Quaflty Assurance manager wil 4/4/11
| pressure on her legs and to maintain low sodium audit 100% of the incoming | Ongoing
diat” documentation and conduct re- | ;
tralning as naeded. ! 4/4/11
" . . t
During a face to face intarview with the Human *  Tha Director of Nursing will | Ongoing !
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