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An annual survey was conducted at your agency 
on October 18, 2010, through November 3, 2010, 
to determine compliance with Title 22 DCMR, 
Chapter 39 (Home Care Agencies Regulations). 
The findings of the survey were based on a 
random sample of five (5) active clinical records 
based on a census of 
forty-eight (48) patients, one (1) discharged 
clinical record, thirteen (13) personnel files based 
on a census of ninety six (96) employees and 
three (3) home visits. 

3900.7 GENERAL PROVISIONS 

Each home care agency shall post its license in a 
conspicuous place within the District of Columbia 
operating office. 
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This Statute is not met as evidenced by: 
Based on an observation and interview, the 
agency failed to post its license in a conspicuous 
place in its operating office. 

The finding includes: 

An observation on October 20, 2010, at 
approximately 2:00 p.m., revealed that the 
agency's license was not posted in the operating 
office. 

A face to face interview with the Employee #1 on 
the same day at approximately 2:01 p.m., 
confirmed the findings. 
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The governing body shall do the following: 
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(c) Review and evaluate, on an annual basis, all 
policies governing the operation of the agency to 
determine the extent to which services promote 
patient care that is appropriate, adequate, 
effective and efficient. This review and evaluation 
must include the following: 

(1) The evaluation shall include feedback from a 
representative sample consisting of either ten 
percent (10%) of total District of Columbia 
patients or forty (40) District of Columbia patients, 
whichever is less, regarding services provided to 
those patients. 

This Statute is not met as evidenced by: 
Based on interview and record review, it was 
determined that the Home Care Agency (HCA) 
failed to review and evaluate on an annual basis 
all policies governing the agency. Additionally, 
the HCA failed to include feedback from a 
representative sample consisting of either ten 
percent (10%) of the total District of Columbia's 
patients or forty (40) District of Columbia patients, 
whichever is less regarding services provided to 
those patients in it's annual evaluation report. 

The findings include: 

On October 20, 2010 at 11:24 am., the surveyor 
requested the Home Care Agency (HCA's) 
annual report and the feedback of either ten 
percent (10%) of the total District of Columbia 
patients or forty (40) District of Columbia patients, 
whichever was less, regarding services provided 
to those patient's in it's annual evaluation report. 

Review of the report and during the face to face 
interview with the President of the HCA on 
October 20, 2010, beginning at approximately 
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12:08 p.m. revealed their governing body failed to 
ensure an evaluation of the agency's policies and 
procedures was completed, in addition to any 
feedback of the services provides to their 
patients. 

At the time of the survey, the Home Care Agency 
(HCA) failed to review and evaluate on an annual 
basis all their policies governing the agency. 
Additionally, the HCA failed to include feedback 
from a representative sample consisting of either 
ten percent (10%) of the total District of 
Columbia's patients or forty (40) District of 
Columbia patients, whichever is less, regarding 
services provided to those patients in it's annual 
evaluation report. 
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H 054 3903.2(c)(2) GOVERNING BODY 

The governing body shall do the following: 

(c) Review and evaluate, on an annual basis, all 
policies governing the operation of the agency to 
determine the extent to which services promote 
patient care that is appropriate, adequate, 
effective and efficient. This review and evaluation 
must include the following: 

(2) The evaluation shall include a review of all 
complaints made or referred to the agency, 
including the nature of each complaint and the 
agency's response thereto. 

This Statute is not met as evidenced by: 
Based on interview and record review, the 
governing body failed to review the complaints 
made or referred to the agency, including the 
nature of each complaint and the agency's 
response. 
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The finding includes: 

Interview with the HCA president on October 20, 
2010, at approximately 11:24 a.m. revealed the 
agency kept a complaint log. Review of the 
complaint log revealed the nature and the 
response of the complaint, however, the HCA 
agency's governing body failed to review any of 
the documented complaints. 

During the face to face interview with the 
president on the same day at approximately 
12:10 p.m., verified that the governing body 
failed to provide an evaluation report that 
included a review of complaints made or referred 
to the agency or the nature and the response of 
those complaints. 
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H 055 3902.2(c)(3) GOVERNING BODY 

The governing body shall do the following: 

(c) Review and evaluate, on an annual basis, all 
policies governing the operation of the agency to 
determine the extent to which services promote 
patient care that is appropriate, adequate, 
effective and efficient. This review and evaluation 
must include the following: 

(3) A written report of the results of the evaluation 
shall be prepared and shall include 
recommendations for modifications of the 
agency's overall policies or practices, if 
appropriate. 

This Statute is not met as evidenced by: 
Based on interview and record review, it was 
determined that the Home Care Agency (HCA) 
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failed to prepare a written report of the results of 
an evaluation of their policies and procedures to 
include recommendations for modifications of the 
agency's overall policies or practices, if appropriate. 

The finding includes: 

On October 20, 2010 at 11:24 a.m., the surveyor 
requested the Home Care Agency (HCA's) 
annual report. During the face to face interview 
with the president of the HCA on October 20, 
2010, beginning at approximately 12:08 p.m. 
revealed their governing body failed to ensure a 
written report was completed to include the 
results of the evaluation of any recommendations 
for modifications of the agency's overall policies 
or practices. 
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At the time of the survey, there was no 
documented evidence of a written report of the 
results of an evaluation of any recommendations 
for modifications of the agency's overall policies 
or practices. 

H 056 3903.2(c)(4) GOVERNING BODY 

The governing body shall do the following: 

(c) Review and evaluate, on an annual basis, all 
policies governing the operation of the agency to 
determine the extent to which services promote 
patient care that is appropriate, adequate, 
effective and efficient. This review and evaluation 
must include the following: 

(4) The evaluation report shall be presented to, 
and acted upon, by the governing body at least 
annually. The results of the action taken by the 
governing body shall be documented, maintained, 
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This Statute is not met as evidenced by: 
Based on interview and record review, the agency 
failed to ensure an evaluation report was 
presented to, acted upon, by their governing 
body, documented, maintained and available for 
review. 

The finding includes: 

On October 20, 2010 at 11:24 am., the surveyor 
requested the Home Care Agency (HCA's) 
annual report. During the face to face interview 
with the president of the HCA on October 20, 
2010, beginning at approximately 12:08 p.m. it 
was revealed that the agency failed to ensure an 
evaluation report of the policies and procedures 
was prepared and presented to the agency's 
governing body. 

At the time of the survey, the HCA failed to 
ensure an annual evaluation report was 
presented to, and acted upon by their governing 
body, which included results of any action taken, 
documented, maintained and available for review. 

H 070 3904.1 DIRECTOR 

The governing body shall appoint a Director who 
shall be responsible for managing and directing 
the agency's operations, serving as liaison 
between the governing •2880] body and staff, 
employing qualified personnel, and ensuring that 
staff members are adequately and appropriately 
trained. 
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This Statute is not met as evidenced by: 
Based on interview and record review, it was 
determined that the agency's director failed to 
ensure that one (1) of one (1) staff member was 
adequately and appropriately trained. ( Employee 
#12 Home Health Aide (HHA), and Employee #13 (I-HA) 

The findings include: 

1. During a home visit at patient #5's home on 
October 25, 2010 at approximately 9:45 a.m., a 
face to face interview was conducted with the 
patient's daughter. She indicated that after she 
fixes her mother's breakfast she will crush her 
mother's vitamins and put them in her food for 
Employee #12 (HHA) to administer. 

On October 18, 2010, a record review of 
Employee #12's record at approximately 1:40 
p.m. revealed that Employee #12 was a certified 
Home Health Aide. There was no documented 
evidence that Employee #12 had been 
adequately and appropriately trained to 
administer medications. 

During a telephone interview with the Director on 
October 27, 2010 at approximately 11:00 am., it 
was revealed that the agency's HHA's are not 
permitted to administer any medications. The 
Director also indicated that she would council 
Employee #12 and speak with the family in 
reference to the Employee not being able to 
administer any medications. 

2. During a home visit a Patient #8's home on 
October 22, 2010 at approximately 1:00 p.m., a 
face to face interview with Employee #13 was 
conducted. Employee #13 admitted to 
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administering medication in the past to patient #8. 
Employee #13 indicated that he had given the 
patient morphine sulfate .25 nil by mouth about 
two months ago to help the patient keep calm. 
Employee #13 indicated that he had passed other 
medication and cough syrup in the past, but could 
not remember when was the last time he had 
administered those medications. The employee 
also indicated that he had not given the patient 
any medications in about two months. 

On November 3, 2010, a record review of 
Employee #13's record at approximately 12:50 
p.m. revealed that Employee #13 was a certified 
Home Health Aide. There was no documented 
evidence that Employee #13 had been 
adequately and appropriately trained to 
administer medications. 

During a telephone interview with the Director on 
October 27, 2010 at approximately 11:00 am., it 
was revealed that the agency's HHA's are not 
permitted to administer any medications. The 
Director also indicated that she would visit 
Employee #13 in the patient's home on tomorrow 
October 28, 2010 when he returns to work to 
council him and also speak with the family at that 
time in reference to the Employee not being able 
to administer any medications. 

H 159 3907.3 PERSONNEL 

Each home care agency shall comply with the 
Health-Care Facility Unlicensed Personnel 
Criminal Background Check Act of 1998, 
effective April 20, 1999, D.C. Law 12-238, and 
subsequent amendments thereto, D.C. Official 
Code § 44-551 et seq. 
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This Statute is not met as evidenced by: 
Based on record review and interview, the agency 
failed to comply with the Health-Care Facility 
Unlicensed Personnel Criminal Background 
Check Act of 1998, effective April 20, 1999, D.C. 
Law 12-238, and subsequently amendments 
thereto, D.C. Official Code 44-551 et seq. for two 
(2) of twelve (13) personnel records included in 
the sample review. (Staff #2, Home Care 
Coordinator Supervisor, (HCCS) and Staff #3, 
Home Health Aide, (HI-IA). 

The findings include: 

1. On October 18, 2010, at 11:12 am., review of 
the HCCS personnel record revealed Staff #2 
was employed in Whiteville, North Carolina, 
October 1997 through August 2001. Further 
review of the personnel record revealed no 
evidence of a criminal background check for the 
state of North Carolina. 

During a face to face interview with the Human 
Resources Coordinator (HRC) on October 19, 
2010 at approximately 1:31 p.m., the 
aforementioned finding was verified and 
acknowledged. 

At the time of the survey, the HCA failed to 
comply with the Health Care Facility Unlicensed 
Personnel Criminal Background Check Act of 

F 1998. 

2. On October 18, 2010, at 4:28 p.m., review of 
the HHA's personnel record revealed Staff #3 
was hired on February 13, 2007. Further review 
of the personnel record revealed a criminal 
background check from April 2002 through April 
2009 instead of the required seven (7) years prior 
to the date of hire (February 13, 2007). 
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During a face to face interview with the Human 
Resources Coordinator (HRC) on October 19, 
2010 at approximately 1:37 p.m., the finding was 
verified and acknowledged. 

At the time of the survey, the agency failed to 
comply with the Health Care Facility Unlicensed 
Personnel Criminal Background Check Act of 
1998 for Staff #2 and #3. 

11 170 3907.11 PERSONNEL 

Each home care agency shall ensure that each 
employee or contract worker shall present a valid 
agency identification prior to entering the home of 
a patient. 

This Statute is not met as evidenced by: 
Based on an observation and interview, it was 
determined that the Home Care Agency (HCA) 
failed to ensure that one (1) of the thirteen (13) 
staff presented valid agency identification prior to 
entering the home of a patient. (Staff #13, Home 
Health Aide, 
(HHA ). 

The findingincludes : 

Observations during a home visit with Patient #2 
on October 22, 2010, at approximately 12:58 
p.m., revealed that Staff #13 did not have valid 
agency identification on their person. 

During a face to face interview with Staff #13 on 
the aforementioned date, revealed that he had 
valid agency identification, but had left it home on 
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This Statute is not met as evidenced by: 
Based on record review and a interview, the 
Home Care Agency (HCA) failed to ensure a 
referral source was provided in one (1) of five (5) 
clinical records in the sample. (Patients #3) 

The findings include: 

On October 20, 2010, a record review of patient 
#3's record at approximately 10:10 a.m. revealed 
a document entitled "Client Inquiry Record" dated 
05/17/10 in which the section for referral source 
was blank. There was no documented evidence 
of a referral source in the record. 

During a face to face interview with the Director 
on October 20, 2010 at approximately 12:00 p.m., 
the finding was acknowledged. 

H 265 3911.2(e) CLINICAL RECORDS 

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

(e) Physician's orders; 

This Statute is not met as evidenced by: 
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the day of the home visit. 

H 262 3911.2(b) CLINICAL RECORDS 

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

(b) Source of referral, including date of dischar 
if from a hospital or extended care facility; 
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H 265 Continued From page 11 

Based on record review and interview, the Home 
Care Agency (HCA) failed to ensure that 
physician order's for six (6) of six (6) patients 
were in the clinical records. (Patients #3, #5, 
#7,#8,#9 and #10) 

The findings include: 

1. On October 20, 2010 , a record review of 
patient #3's record at approximately 10:10 a.m. 
revealed there was no documented evidence of a 
physician order for personal care services. 

Further review of the record revealed that patient 
#3 was receiving personal care services for four 
(4) hours a day monday through Friday. 

During a face to face interview with the Director 
on October 20, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 

2. On October 20, 2010 , a record review of 
patient #5's record at approximately 1:50 p.m. 
revealed there was no documented evidence of a 
physician order for personal care services. 

Further review of the record revealed that patient 
#5 was receiving personal care services for four 
(4) times a week; four(4) hours a day. 

During a face to face interview with the Director 
on October 20, 2010 at approximately 2:15 p.m., 
the finding was acknowledged. 

3. On October 22, 2010 , a record review of 
patient #7's record at approximately 8:50 a.m. 
revealed there was no documented evidence of a 
physician order for personal care services. 

Further review of the record revealed that patient 
Health Regulation Administration 
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#7 was receiving personal care services two (2) 
times a week; five (5) hours a day. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 

4. On October 22, 2010 , a record review of 
patient #8's record at approximately 9:50 a.m. 
revealed there was no documented evidence of a 
physician order for personal care services 

Further review of the record revealed that patient 
#8 was receiving personal care services three (3) 
times a week; ten and half (10.5) hours a day. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 

5. On October 22, 2010 , a record review of 
patient #9's record at approximately 10:50 a.m. 
revealed there was no documented evidence of a 
physician order for personal care services. 

Further review of the record revealed that patient 
#9 was receiving personal care services eight (8) 
hours a day monday through Friday; six (6) hours 
a day Saturdays and Sundays. 

6. On October 22, 2010 , a record review of 
patient #10's record at approximately 11:00 am. 
revealed there was no documented evidence of a 
physician order for personal care services. 

Further review of the record revealed that patient 
#10 was receiving personal care services for four 
(4) times a week; four(4) hours a day. 
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activity records for direct care staff were in the 
clinical records for one (1) of six (6) clinical 
records reviewed. (Patients #9) 

The findings include: 

On October 22, 2010, a record review of patient 
#9's record at approximately 10:50 am. revealed 
patient #9 was admitted on February 23, 2010 
and was receiving personal care assistance 
(PCA) services eight (8) hours Monday-Friday 
and six (6) hours Saturday and Sunday. 

Further review of the record revealed there was 
no documented evidence of personal care activity 
records for February 23rd and 24th 2010. 

During a face to face visit with the Director on 
October 22,2010 at approximately 12:00 p.m., the 
finding was acknowledged. 
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H 270 3911.2(j) CLINICAL RECORDS 

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

(j) Documentation of discharge planning, if 
appropriate; 

H 270 12 -62 -1 ° 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) records failed to include 
documentation of discharge planning for one (1) 
of one (1) discharge record reviewed. (Patient #7) 

The finding include: 

On October 22, 2010, a record review of patient 
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H 266 3911.2(f) CLINICAL RECORDS 

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

(f) History of sensitivities and allergies; 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) failed to ensure that the 
history and sensitivity and allergies were in the 
clinical record for one (1) of six (6) patient's in 
the sample. (Patient #3) 

The finding includes: 

On October 20, 2010, a record review of patient 
#3's record at approximately 10:10 a.m. revealed 
there was no documented evidence of allergies in 
the record. 

During a face to face interview with the Director 
on October 20, 2010 at approximately 12 :00 
p.m., the finding was acknowledged. 
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H 268 3911.2(h) CLINICAL RECORDS 

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

(h) Clinical, progress, and summary notes, and 
activity records, signed and dated as appropriate 
by professional and direct care staff; 
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This Statute is not met as evidenced by: 
Based on a record review and interview, the 
agency failed to ensure that signed and dated 
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Continued From page 15 
#7's record revealed 
patient #7 was discharged on May 7, 2010. 
Further review of the record revealed there was 
no documented evidence of discharge planning. 

During a face to face interview on October 22, 
2010 at approximately 
12:00 p.m., the finding was acknowledged. 

3911.2(r) CLINICAL RECORDS 

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

(r) Documentation of consent for specialized 
services; and... 

This Statute is not met as evidenced by: 
Based on a record review and interview, it was 
revealed the agency failed to ensure that 
documentation of consent for specialized 
services was in the clinical record for one (1) of 
six (6) patient's. (Patient #8) 

The finding includes : 

On October 22, 2010, a record review of patient 
#8's record at approximately 9:30 a.m. revealed 
there was no documented evidence of a consent 
for specialized services in the patient's record. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 
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information related to the patient: 

(s) Documentation of training and education 
given to the patient and the patient's caregivers. 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 

I Care Agency (HCA) records failed to include 
documentation of training and education given to 
the patient and the patient's caregivers for six (6) 
of six(6) patients records. 
(Patients #3, #5, #7,#8,#9 and #10) 

The findings include: 

On October 20th and 22nd , a record review of 
the aforementioned records at approximately 
11:00 a.m. until 2:00 p.m. revealed there was no 
documented evidence of training and education 
given to the patient and the patient's caregiver. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 

H 292 3912.2(b) PATIENT RIGHTS & 
RESPONSIBILITIES 

Each home care agency shall develop policies to 
ensure that each patient who receives home care 
services has the following rights: 

(b) To control his or her own household and life 
style; 

wt vl  toe, 4-o °Erna u-ci+ 04 -sik 
Sur e-in.X  1/1C.9-e-te.- v s t. 4- 

414Q- ei-LCPCS. C- 0 C. cll.-  ot4r1 1 11- 
e  tkca,* ern OF'  a-644- arta  

Favwil t.f @Axel v (e s, 
t-rtne mon  are  wit be 
pa4 i  Blake '-le eye%) eAti a_ 
retrozaranCe will 
reacti-eire- theta.-Len-1-0.4-ec -A 

-Fraser) tri cJ  0_41 ect.a ca4-e era io4 
illato-FaSslezt in -41e. deni ca5 
race-ra . 

anreeki V2 ac.4-6,-A wits 
to+f  c-4-tact 

ecineau 1.-e_ci n ex nct t cutct 
ca1/4 litc-Creas —1-io ens  

cie-cha-ceietAcc-440n c)-C "Fra_e ft( 
avid, e.S. co-4i i vQ.n. -i- 
clktitt-R, a-14,a .fa_c-te  fla %i f&S . 

1 11-7 Z -10 

YQ 

coata-4-(v€ cta4C,"-A.. -1-o 
add ve idea-Ft-T led 
cfc.circk: trick{ praa4 ce will 
be -to ay  P0-4-■ Q-64-  
12-teiLk-c_ * izepelkst■oU (4-4iz.s>  <4-0 
include illar x( 6')  

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETE 

DATE 

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

6090  TV0B11  It continuation sheet 17 of 30 



Health Regulation Administration 
PRINTED: 11/05/2010 

FORM APPROVED 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1818 NEW YORK AVENUE, NE, SUITE 230 
WASHINGTON, DC 20002 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

RIGHT AT HOME 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

HCA-0028  

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 
B. WING  

(X3) DATE SURVEY 
COMPLETED 

11/03/2010 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDERS PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

H 292 Continued From page 17 

Based on record review and interview, it was 
determined that the Home Care Agency (HCA) 
failed to ensure that their Patient Rights and 
Responsibilities Policy included a statement that 
each patient that received services had the right 
to control his or her own household and life style. 

The finding includes: 

Review of the agency's policies and procedures 
on October 20, 2010, at approximately 11:00 
a.m., revealed the HCA failed to include in their 
Patient Rights and Responsibility's policy that the 
patient has the right to control his or her own 
household and life style. 

During a face to face interview with the president 
on October 20, 2010, at approximately 12:15 
p.m., the finding was verified and acknowledged 
that the agency's policy for Patient Rights and 
Responsibilities failed to include the patient has 
the right to control his or her own household and 
life style. 

At the time of the survey, there was no 
documented evidence that the HCA ensured their 
policy for Patient Rights and Responsibilities 
included the patient has the right to control his or 
her own household and life style. 
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H 296 3912.2(c)(4) PATIENT RIGHTS & 

RESPONSIBILITIES 

Each home care agency shall develop policies to 
ensure that each patient who receives home care 
services has the following rights: 

(c) To be informed orally and in writing of the 
following: 
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(4) Prompt notification of acceptance, denial or 
reduction of services; 

This Statute is not met as evidenced by: 
Based on record review and interview, it was 
determined that the Home Care Agency (HCA) 
failed to develop policies to ensure each patient 
has the right to be informed orally and in writing 
of prompt notification of acceptance, denial or 
reduction of services. 

H 296 

H 335 

Health Regulation 

informed orally and in writing of prompt 
notification of acceptance, denial or reduction of 
services. 

3913.5 COMPLAINT PROCESS  H 335 

The home care agency shall respond to the 
complaint within fourteen (14) calendar days of its 

Administration 
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The finding includes: 

Review of the agency's policies and procedures 
on October 20, 2010 at approximately 11:02 a.m. 
revealed the HCA failed to develop policies to 
ensure each patient has the right to be informed 
orally and in writing of prompt notification of 
acceptance, denial or reduction of services. 

During a face to face interview with the president 
on October 20, 2010, beginning at approximately 
12:15 p.m., it was verified and acknowledged that 
the agency failed to develop policies to ensure 
each patient has the right to be informed orally 
and in writing of prompt notification of 
acceptance, denial or reduction of services. 

At the time of the survey, there was no 
documented evidence the HCA developed a 
policy to ensure each patient has the right to be 
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receipt, and shall document the response. 

This Statute is not met as evidenced by: 
Based on interview and record verification, the 
Home Care Agency (HCA) failed to ensure the 
establishment of a written policy to respond to a 
complaint was within fourteen (14) calendar days 
of its receipt, and document the response. 

The finding includes: 

Review of the agency's Complaint/Grievance 
Process Policy on October 20, 2010, at 
approximately 10:02 a.m., revealed the HCA's 
policy to respond to a complaint was within fifteen 
(15) days of its receipt, instead of the fourteen 
(14) days. 

During a face to face interview with the president 
on October 20, 2010, beginning at approximately 
12:15 p.m., it was acknowledged that the HCA 
established a written policy to respond to a 
complaint within fifteen (15) days of its receipt, 
instead of fourteen (14) days. 

There was no documented evidence the HCA 
established a written policy to respond to a 
complaint within fourteen (14) calendar days of its 
receipt, and to document the response. 
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H 351 3914.2 PATIENT PLAN OF CARE 

The plan of care shall be approved by the 
patient's physician. 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) failed  to ensure that the Plan 
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of Care (POC) was approved by the patient's 
physician for six (6) of six (6) patients. (Patients 
#3, #5, #7,#8, #9 and #10) 

The findings include: 

On October 20th and 22nd , a record review of 
the aforementioned records at approximately 
11:00 a.m. until 2:00 p.m. revealed that the HCA 
had plan of care's for all aforementioned patient's 
however there was no documented evidence that 
the reviewed POC's had been approved by the 
patient's physician. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
it was revealed the agency did not have 
physicians to approve their POC's. The director 
indicated that because the agency was not 
providing skilled services she was not aware that 
the POC's needed to be approved by a physician. 
The finding was acknowledged during the face to 
face interview. 

3914.3(d) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(d) A description of the services to be provided, 
including: the frequency, amount, and expected 
duration; dietary requirements; medication 
administration, including dosage; equipment; and 
supplies; 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) failed to ensure the Plan of 
Care (POC) included the frequency, amount and 
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expected duration of services to be provided for 
six (6) of six (6) POC's reviewed. (Patients #3, 
#5, #7, #8, #9 and #10) 

The finding included: 

On October 20 th and 22nd 2010 ,a record review 
at approximately 9:00 a.m. through 2:00 p.m. of 
the aforementioned records revealed all 
contained POC's. However, the POC's failed to 
include the frequency, amount and expected 
duration of services to be provided. 

During a face to face interview with the Director 
on October 22, 2010, at approximately 12:15 
p.m., the finding was acknowledged. 

There was no documented evidence of the 
frequency, amount and expected duration of 
services to be provided for six (6) of six (6) 
patient's in the sample. 

3914.3(f) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(f) Provisions relating to the reevaluation of 
services, discharge planning, referral of services 
and continuation or renewal of services - 

This Statute is not met as evidenced by: 
Based on record review and interview it was 
determined the Home Care Agency (HCA) failed 
to make provisions relating to the reevaluation of 
services, discharge planning, referral of services 
and continuation or renewal of services, for six 
(6) of six (6) care plans reviewed. (Patients #3, 
#5, #7,#8, 
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#9 and #10) 

The findings include: 

On October 20th and 22nd 2010 ,a record review 
at approximately 9:00 a.m. through 2:00 p.m. of 
the aforementioned records revealed all 
contained POC's. However, the POC's failed to 
include 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 October 22, 2010, at approximately 12:00 
p.m., the finding was acknowledged. 

There was no documented evidence of provisions 
relating to the reevaluation of services, discharge 
planning, referral of services and continuation or 
renewal of services for six (6) of six (6) patient's 
care plans reviewed. 
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H 359 3914.3(h) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(h) Prognosis, including rehabilitation potential; 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) Plan of Care (POC) failed to 
include prognosis, including rehabilitation 
potential for six (6) of six (6) patients in the 
sample. (Patients #3, #5, #7,#8, #9 and #10) 

The findings include: 

On October 20th and 22nd 2010 ,a record review 
at approximately 9:00 a.m. through 2:00 p.m. of 
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the aforementioned records revealed all 
contained POC's. However, the POC's failed to 
include prognosis, including rehabilitation 
potential. 

During a face to face interview with the Director 
on October 22, 2010, at approximately 12:00 
p.m., the finding was acknowledged. 

There was no documented evidence of 
prognosis, including rehabilitation potential for six 
(6) of six (6) for six (6) of six (6) patient's care 
plan's reviewed. 

H 363 3914.3(1) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(I) Identification of employees in charge of 
managing emergency situations; 

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 six (6) of six patients in 
the sample. (Patients #3, #5, #7,#8, #9 and #10) 

The findings include: 

On October 20th and 22nd 2010, a record review 
at approximately 9:00 a.m. through 2:00 p.m. of 
the aforementioned records revealed all 
contained POC's. However, the POC's failed to 
include identification of employees in charge of 
managing emergency situations. 

During a face to face interview with the Director 
i on October 22, 2010, at approximately 12:00 
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p.m., the finding was acknowledged. 

There was no documented evidence of 
identification of employees in charge of managing 
emergency situations for six (6) of six patients 
care plan's reviewed. 
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H 364 3914.3(m) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(m) Emergency protocols; and... 

This Statute is not met as evidenced by: 
Based on interview and record review the Home 
Care Agency (HCA) failed to ensure the plan of 
care (POC) included emergency protocols for six 
(6) of six patients in the sample. (Patients #3, #5, 
#7,#8, #9 and #10) 

The findings include: 

On October 20th and 22nd 2010 ,a record review 
at approximately 9:00 a.m. through 2:00 p.m. of 
the aforementioned records revealed all 
contained POC's. However, the POC's failed to 
include emergency protocols. 

During a face to face interview with the Director 
on October 22, 2010, at approximately 12:00 
p.m., the finding was acknowledged. 

There was no documented evidence of 
emergency protocols for six (6) of six patients 
care plan's reviewed. 
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Each plan of care shall be approved and signed 
by a physician within thirty (30) days of the start 
of care; provided, however, that a plan of care for 
personal care aide services only may be 
approved and signed by an advanced practice 
registered nurse. If a plan of care is initiated or 
revised by a telephone order, the telephone order 
shall be immediately reduced to writing, and it 
shall be signed by the physician within thirty (30) 
days. 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) failed to ensure that the Plan 
of Care (POC) was approved by a physician 
within thirty (30) days of the start of care for six 
(6) of six (6) patients. 
(Patients #3, #5, #7,#8, #9 and #10) 

The findings include: 

On October 20th and 22nd , a record review of 
the aforementioned records at approximately 
11:00 a.m. until 2:00 p.m. revealed that the HCA 
had plan of care's for all aforementioned patient's 
however there was no documented evidence that 
the reviewed POC's had been approved by the 
patient's physician within thirty (30) days of the 
start of care. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
it was revealed the agency did not have 
physicians to approve their POC's. The director 
indicated that because the agency was not 
providing skilled services she was not aware that 
the POC's needed to be approved by a physician. 
The finding was acknowledged during the face to 
face interview. 
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H 390 3915.6 HOME HEALTH & PERSONAL CARE 
AIDE SERVICE 

After the first year of service, each aide shall be 
required to obtain at least twelve (12) hours of 
continuing education or in-service training 
annually, which shall include information that will 
help maintain or improve his or her performance. 
This training shall include a component 
specifically related to the care of persons with 
disabilities. 

This Statute is not met as evidenced by: 
Based on record review and interview, the Home 
Care Agency (HCA) failed to ensure each aide 
obtained at least twelve (12) hours of continuing 
education or in-service training annually for one 
(1) out of twelve (13) Home Health Aides (HHA, 
#11). 

The finding includes: 

Review of the HCA's personnel records on 
October 18, 2010 at approximately 2:09 p.m. 
revealed the agency failed to ensure HHA #11 
had obtained at least 12 hours of continuing 
education or inservice annually. Further review of 
the HHA's personnel record revealed she was 
hired on August 26, 2009. 

During a face to face interview with the President, 
at approximately 2:33 p.m., it was acknowledged 
HHA #11 did not have at least twelve (12) hours 
of continuing education or in-service training 
annually in her personnel record. 

H 391 3915.7 HOME HEALTH & PERSONAL CARE 
AIDE SERVICE 
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Each home health or personal care aide shall be 
supervised by a registered nurse or other health 
professional for performing tasks specific to that 
profession. On-site supervision of skilled services 
shall take place at least once every two (2) 
weeks. On-site supervision of all other services 
shall take place at least once every sixty-two (62) 
calendar days. 

This Statute is not met as evidenced by: 
Based on record review and interview the Home 
Care Agency (HCA) failed to ensure that on-site 
supervisory visits at least once every sixty-two 
(62) days was conducted for four (4) of six (6) 
patient's in the sample. 
(Patient's #3, #7, #8 and #10) 

The findings include: 

1. On October 20, 2010, a record review of 
patient #3's record at approximately 1:00 p.m. 
revealed patient #3 was admitted on 05/17/10 
and was receiving personal care assistance 
(PCA) monday through Friday; four (4) hours per 
visit. 

Further review of the record revealed there was 
no documented evidence of an on-site 
supervision of PCA services for July 2010. 

During a face to face visit with the Director on 
October 20,2010 at approximately 2:00 p.m., the 
finding was acknowledged. 

2. On October 22,2010, a record review of patient 
#7's record at approximately 8:50 a.m. revealed 
patient #7 was admitted on June 24, 2009 and 
was receiving personal care assistance (PCA) 
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Further review of the record revealed there was 
no documented evidence of on-site supervision of 
PCA services since January 26, 2010. 

During a face to face visit with the Director on 
October 22,2010 at approximately 12:00 p.m., the 
finding was acknowledged. 

3. On October 22,2010, a record review of patient 
#8's record at approximately 9:30 am. revealed 
patient #8 was admitted on September 29, 2008 
and was receiving personal care assistance 
(PCA) services three (3) days a week;ten and 
half and hours (10 1/2) per visit. 

Further review of the record revealed there was 
no documented evidence of on-site supervision of 
PCA services for February 2010, April 2010 and 
August 2010. 

During a face to face visit with the Director on 
October 22,2010 at approximately 12:00 p.m., the 
finding was acknowledged. 

4. On October 22,2010 a record review of patient 
#10's record at approximately 11:30 am. 
revealed patient #10 was admitted on May 10, 
2010 and was receiving personal care assistance 
(PCA) services four (4) days a week; four (4) 
hours per visit. 

Further review of the record revealed there was 
no documented evidence of on-site supervision of 
PCA services for August 2010. 

During a face to face visit with the Director on 
October 22,2010 at approximately 12:00 p.m., the 
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finding was acknowledged. 

3915.10(f) HOME HEALTH & PERSONAL CARE 
AIDE SERVICE 

Personal care aide duties may include the 
following: 

(f) Observing, recording, and reporting the 
patient's physical condition, behavior, or 
appearance; 

This Statute is not met as evidenced by: 
Based on record reviews and interview, the 
agency failed to ensure the Personal care aide 
(PCA) duties included observing, recording, and 
reporting the pafient's physical condition, 
behavior, or appearance for one (1) of six 
(10)patients in the sample. (Patients #8 ) 

The findings include: 

On October 22, 2010, a record review of patient 
#8's record at approximately 9:30 a.m. revealed 
there was no documented evidence of of the. 
patient's physical condition, behavior or 
apperance in the record. 

During a face to face interview with the Director 
on October 22, 2010 at approximately 12:15 p.m., 
the finding was acknowledged. 

H 391 

H 399 

a, i; &IA  

9  
-the_ carre_c44. L.Az. an4---i 
(Ada rts5 -tint 5 i.',:::QQA:-Ri--2, 
c4.2..-C-1 c.Cc-n.c.ci  ti4.-0.ca...4 
S-- "AC  r-9--CG IA- t r 9— CA&C.4...441/44€4,44:1tHobil 

5-P -WI e..- c-Li e..4n,--Ic is  FArNS 'I 
CfrvAct1:41; en I  baArica.A., ;:0-.,-. 
af pepuraa.e-e_ ;v) •-i-0 e— 
Y¢ c°  3-  e 

.., , 
0-en -1°' 

ea( 
ce  vo at 

cod 
 e5kr 

iv 
lc i."-)--  

wak to 

+0 
i)e 

(.1-K, 

, 

C1/4. 

co 

_ 12.-Uz-( 0 

`94 

• 
0 

S 
an  a 

Cei , 

42t1L5 

‘1 

A.2 

v12_ 
--44o-4-- 
toter? 

L-5\4\4" 

af)  .i n  facin v 
W>W>111 c- cyLC  .  O."4- 
a 
The_ 1-4 to-s u--v.e_c-Firt .a.4 
purl- i' rrto  iDtace. -to p re.A.72.41.4 

re 00-CA-4-4-0Lac42. cA721A  be 

Irt.CAA I .  € Ca t -t-k t-k -ts t  -9 exhict 
liettorot •-tt-)e_. ■ r c7bC-,ervcc-4--i 

repay-A- i /Los c kto et: alien-Vs( 
 

e-c --  r 

ph if S (ca I cobnciA4i an i  tortha 
pi- ctpp  ea iratneQ  1.0%-f  &then 

in -wvk ac-A2t., iic,..(  re.C.Orce 
GLIO ey-) JenrArt  ki(o.,LA %.A.0 ■%kkfl 

ethiS C.Lnere_c)Ave- 0-C-4(clyi 
102_ I.a..ent-Vt-r-Qat \01  ca-nd 
f>onectatta irt4erno-1 cts.tcb 

pc a_C-44,v ii-1/44  viLcurof S. 
ct Eto-uu-k--QAtAte., 
nrictkrt4azn ea Aer 
co-s-tp le4-eof - 

4E, • 
A.  . , 

eD.C., 

Health Regulation Administration 
STATE FORM  6195  TV0B11  If continuation sheet 30 of 30 

Health Reaulation Administration 


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16
	Page 17
	Page 18
	Page 19
	Page 20
	Page 21
	Page 22
	Page 23
	Page 24
	Page 25
	Page 26
	Page 27
	Page 28
	Page 29
	Page 30

