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e Home Support Agency providgd care for six
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ptfessional and administratve stdff. A random
sdmple of six active client resords Jand 11

pgrsonnel records were selezted f
fifdings of the survey were ased
a@ministrative record review, and

sthff interviews.

Libted below are abbreviations use
bddy of this report:

DPN - Director of Nursing
HHA - Home Health Aide
HPA - Home Support Agency
RN - Registered Nurse
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AJreview of the facility's persannelfrecords was

tlnducted on 06/08/2021 beginnng at 2:25 PM,
d 06/11/2020 at 12:04 PM revedled the following:

The Director of Nursing's perspnnel record
owed a position descriptio1 entifed Director of
]Arsing. Further review of th> desgription revealed

signature and no date.

The Director of Commurity Rellations position
scription showed that the emplofee signed the
1scription on 05/17/2018. t shofild be noted that

Home Support Agency (HSA) qid not receive a
rpvisional license until 07/10/202(.

Home Health Aide (HHa) #1'§ personnel file

was no documented evidenc: that
S;is

4,
sh

faifed to maintain accurate person
DQ®N, the Director of Community R

Howed that she was hired 01 08/2

cription had been provided, rev
ned and dated by HHA #1

2/2020. There
A position
ewed and/or

Home Health Aide (HHA) #2'

personnel file

pwed that she signed his job dedcription on

02/2018. It should be noted thaf{the Home

nse until 07/10/2020

ression that since the agency

HAs #1 and #2

Sdpport Agency (HSA) did not recdive a provisional

Ddring an interview on 06/11.2020fat 12:10 PM, the
Administrator stated that she was Ynder the

s previously

licknsed as a Home Care Agency, phe did not have
tofequire past employees to se reljired for the new
licgnsed Home Support Agercy (H

SA).

| records for the
lations and

Atjthe time of the survey, the hom%;upport agency

1) The corrective action taken was we ugdated
all Job Description signatures to reflect the da
after we applied for the license for Office positjions
and Caregivers so that they are re-signed to
reflect the date after June 2020.

HHA HOME CARE, LLC D/B/A SMITHLIFE HONIE
! WASHINGTON, DC 20016
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2) In the future, if we apply for a new License or different
License type in DC, we will ensure that a new |Job
Descriptions are signed with the date after we|applied

for that new License type. All employees will be rehired
when apply for a new license.

3) The quality assurance program that will be
will include a review of all Job Descriptions to ensure
that they are signed after the date the license
should we apply for a licenses in the futu-e ag

mplemented

was applied fi
in.
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R 145 Cpntinued From page 2 R 145 1) The HR policy for hiring was reviewed with
our current HR Manager, and she signed it again
R 145 9409.2m Personnel R 145 acknowledging what was to be included in & complete
hiring record.
() Documentation of acceptdnce or
dgclination of the Hepatitis VVaccing: and 2) A workflow for onboarding was created as a cheat
Based on record review and ntervlew, the home sr;eﬁt fc:sthniH%%Zr:grﬁ;:jo;svelfev!trlgn?ggrIol?éation
sypport agency (HSA) failed to majntain accurate Werngye since irpiems PP

X . rocess to capture all documents required.
pqrsonnel records to include curreft documentation P P 9

o] acpeptance or declination f the| Hepatitis_ 3) As part of our monthly quality assurance eviews
Vv ccine for four of 11 persormel records reviewed done in the organization, now Employee files will
(Administrator, Director of Ccmmufity Relations, also be reviewed and spot checked.

Heme Health Aides (HHAs) £2 and #3). 07/06/2021
Aindings included:
Afeview of the facility's persennel fecords was

cgnducted on 06/08/2021 bejinning at 2:25 PM,
arjd 06/11/2020 at 12:04 PM revedled the following:

o

1.JThe Director of Community Rela}ions signed her
adeeptance or declination of -he Hepatitis Vaccine
fo§m on 06/06/2018. The HSA ' s Administrator
signed her form on 09/14/208, anfi HHA #2 signed
hgr form on 11/02/2018. It should e noted that the
H$A did not receive their provisionfl license until
07¥10/2020.

evldence of the Hepatitis Vaczine gcceptance or
dexlination completed and maintairjed in their
peysonnel record.

2] HHA #3 failed to have anv docag]ented

ring an interview on 06/1-/202(| at 12:10 PM,
thg Administrator stated that she whs under the
impression that since the agency wias previously
licgnsed as a Home Care Agency (HCA), she did
nof have to require past emplayeeq/to be rehired for
thq new licensed Home Support Agency
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sypport agency shall verify trat th

employee,

9909.6 At the time of initial emplqment, the home

within the six months immediately
ddte of hire, has been screered fo
cgmmunicable diseases.

Bdsed on record review and nterv
sypport agency (HSA) failed 0 ver,

receding the
and is free of all

ew, the home
fy that each

erpployee was free of all comnuni«!able diseases

wifhin the six months immediately

eniployee's date of hire for seven d

regords reviewed (Director of Nurs
Di

Figdings included:

ector of Community Relations, A
and Home Health Aides (HHAs) #2

receding the

f 11 personnel
ng (DON),

gency Scheduler
#3, #4 and #5).

A
co
an

view of the facility's perscnnel

cords was

ducted on 06/08/2021 beginning at 2:25 PM,
H 06/11/2020 at 12:04 PM -evealed the following:

1.1 The Home Support Agency's {HSA) Director of
Nursing (DON) was hired on 05/05£020. On

DON was screened and c=rtifie
municable disease.

The Home Support Agenzy's D

free from any

08{4/2019, nine months prio- to hqr date of hire,

rector of
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Hsa 1) The HR policy for hiring was reviewed wih
( ): our current HR Manager, and she signed it again.
. . L acknowledging what was to be included in & comrplete
Afthe time of the survey, the HSAffailed to maintain hiring record.
adcurate and current documentatign of the
adceptance or declination of the H}patitis Vaccine 2) A workflow for onboarding was created as a cheat
fof the Administrator, the Director f Community sheet for the HR Manager to review, in addition,
Reglations and HHAs #2 and #3. we have since implemented an electronic aJplication
process to capture all documents required.
R 150| 9909.6 Personnel R 150

3) As part of our monthly quality assurance “eviews
done in the organization, now Employee files willrv

also be reviewed and spot checked.
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Cemmunity Relations was hi“ed or
should be noted that the hom e su
(HSA) did not receive a provisiona

dqted 06/28/2020. There was no d
evidence that the Director of Com
was screened and certified frze fr

hdr date of hire.

3.] Home Support Agency's Sche
30/2020. There was no dccum
thit the agency's scheduler was s
cegtified free of any communicable
siy months prior to her date cf hire

-

4.] Home Health Aide (HHA #2
11f07/2020. Review of HHA's pers
shbwed two Tuberculin Screening
dg
dapumented evidence HHA #2 wa
any certified free of any communic
within six months prior to thef date

sh
dafed 12/18/2020. There was no d
evjdence HHA #3 was screered fo
free of any communicable dissase
pripr to their date of hire.

04}30/2021. Review of HHA's pers

6. | Home Health Aide (HHA) #4 w|
6/

evidence that HHA #4 was sceen
ceftified free of any communicable
siximonths prior to their date of hirg

05/17/2018. It

port agency

license until

04/10/2020. Review of her personifel record
stjowed a Tuberculin Screenng Qfestionnaire

cumented
unity Relations
any

cgmmunicable disease withir six njonths prior to

uler was hired
ted evidence
eened for and
isease within

5.] Home Health Aide (HHA  #3 whs hired

nnel record

wed a Tuberculin Screening Questionnaire

cumented
and certified

within six months

s hired

8/2020. Review of HHA's persoirinel record
shpwed two Tuberculin Screening Questionnaire
dajed 12/18/2020. There was no ddcumented

for and
isease within
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1) The HR policy for hiring was reviewed witk

our current HR Manager, and she signed it again.
acknowledging what was to be included in a complete
hiring record.

2) A workflow for onboarding was created as a cheat
sheet for the HR Manager to review, in addition,
we have since implemented an electronic application
process to capture all documents required.

3) As part of our monthly quality assurance reviews
done in the organization, now Employee files will
also be reviewed and spot checked.
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Plgn
agkncy's (HSA) Clinical Direczor sa

nner.

lity to provide services durng th
essment for six of six clierts (C
#5 and #6).

dings included:
On 06/08/2021 at 8:35 AM, rev

ical record showed an Assessm
dated 05/07/2021, whict the h

d consistent

w, the

the agency's
initial

ents #1, #2, #3,

ew of Client #1's
ent and Care
pome support

ission and Service care @an fi
essment lacked evidence of a h
time that personal care service

was their
m. The
me visit prior to
were
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7. Home Health Aide (HHA4 #5 wWas hired
04/17/2020. Review of HHA's perspnnel record
shiowed two Tuberculin Screening Questionnaire
dqted 12/18/2020. There was. no dpcumented
eidence that HHA #4 was sereengd for and
cdrtified free of any communicable|disease within
si¥ months prior to their date of hir
_—_— 1) Our Registered Nurse was informed that additional
R171) 9910.4 Admissions R17 in)formatiog was not being captured in her iritial Lssessments
of Clients. She added the information that was njissing,
9410.4 Each home support agendy shall conduct re-visiting the Clients as necessary.
arj initial assessment by a registergd nurse to

2) A new RN Admissions policy was written-and
the RN and she signed it acknowledging the trai
that she understood.

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
Initial Assessments capture all the necessary information.

reviewed with
+ing and

DON agreed
that new

07/06/202
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ially provided to the client and I4cked a review of

dgcument in the assessment if the fagency was able
to

3.[Pn 06/08/2021 at 12:10 PM, revjew of Client #3's
cIiEicaI records showed an Assessihent and Care
Pl&n Form dated 03/30/202" , whi

support agency's (HSA) Clinical Di
thgir admission and Service Care
aspessment lacked evidence of a lome visit prior to
th¢ time that personal care service§ were initially
prgvided to the client and lacked a feview of
peftinent data related to the client gnd any
infprmation provided by the p-ospeftive client or the
clignt representative. The nurse algp failed to
dofument in the assessment f the hgency was able
to provide safe care, based 01 the §lient ' s needs.

4. Dn 06/09/2021 at 8:30 AM. revi
cliical records showed an Assess

of Client#4's
ent and
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R 171| Centinued From page 6 R 171

1) Our Registered Nurse was informed that additipnal
of Clients. She added the information that was missing,

re-visiting the Clients as necessary.

the RN and she signed it acknowledging the train
that she understood.

ng and

to spot check at least 5 Client records to ensure that new
Initial Assessments capture all the necessar+ information.

7/06/2021
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information was not being captured in her inkial assessments

2) A new RN Admissions policy was written and reviewed with

3) As part of our monthly quality assurance, >ur QON agreed
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dg
to

6.
cli
pl
su
thg

sipport agency's (HSA) Clincal Difector said was

re Plan dated 02/11/2021, whigh the home

ir admission and Service zare glan form. The
ome visit prior to
were initially

tive client or the
failed to

On 06/09/2021 at 1:30 PM revidw of Client #6 ' s
ical records showed an Assessthent and Care
n" form dated 10/20/2020' which the home
bport agency's (HSA) Clinieal Difector said was

as|

do

thq time that personal care service
pr@vided to the client and lacked a
peftinent data related to the cient gnd any
infprmation provided by the p-ospe
clignt's representative. The nurse a}so failed to

ir admission and Service care pfan form. The
essment lacked evidence of a bme visit prior to
were initially
eview of

tive client or the

ument in the

1) Our Registered Nurse was informec that|additional
information was not being captured in er initial assessm
of Clients. She added the information that was missing,
re-visiting the Clients as necessary.

2) A new RN Admissions policy was witten| and revieweq
the RN and she signed it acknowledging the training and
that she understood.

3) As part of our monthly quality assurance

to spot check at least 5 Client records o ensure that new
Initial Assessments capture all the neczssary information

7/06/2021

BEnts

with

our DON agreed
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R 171 Cpntinued From page 8 R171
; . 1) Our Registered Nurse was informed that additional
agsessment if the agency wes ablg to provide safe information was not being captured in her iritial assessments
cqre, based on the client ' s needs| of Clients. She added the information that was mjissing,
re-visiting the Clients as necessary.
Op 06/09/2021 at 2:30 PM, r=viewjof the agency's
pqlicy for accepting or denyirg serfice was 2) A new RN Admissions policy was written and feviewed with
cqnducted. The policy stated that requirement for the RN and she signed it acknowledging the training and
agmission would be based 01 the fletermination, that she understood.
ddring the initial nursing assessment of the )
adency's ability to provide care. 3) As part of our monthly quality assurance, our DON agreed
to spot check at least 5 Client records to ensure that new
ob 06/10/2021 at 3:28 PM, during fn interview, the Initial Assessments capture all the necessary information.
agency's Director acknowled3jed tHe findings. The
Director said that she will follow-ug with the nurse to 7/06/2021
erfsure the information is documenged moving
fofward.
Afjthe time of the survey, the homd support agency
(HBA) failed to provide docurentafion that the
registered nurse assessed if he agency could
prpvide services to each clier t safdly during the
inifial assessment.
R 206| 994 3.3a Client Service Plan R 206
(@] The scope and types of servicds, frequency
angl duration of services to be provided, including
any diet, equipment, and transportdtion required;
Baged on record review and intervigéw, the home
support agency (HSA) failed b incl§ide diets
cofisistent with the nutritional needq of clients, as it
relgtes to their diagnoses, in cix of gix active
redords reviewed (Clients #1, #2, #3, #4, #5 and
#6].
Firings included:
1. | On 06/08/2021 at 8:35 AM, revlew of Client #1's
Asgessment & Care Plan showed afstart of

Health Regulation

STATE FORM

Licensing Administration

6899

DHJP11

If contnuation sheet 9 of 21



PRINTED: 07/01/2021

FORM APPROVED
Health Redllation & Licensing Administratidn
STATEMENT Of DEFICIENCIES (X1) PROVIDERHSUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF ORRECTION IDENTIFIATION NUMBER: COMPLETED
A. BUILDING:
H3A-00§4 B. WING 06/11/2021
NAME OF PROYIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4000 ALBERMARLE STREET, NW
HHA HOME[CARE, LLC D/B/A SMITHLIFE HOWE ’
’ WASHINGTON, DC 20016
(X4) ID SUMMARY STATEMENT CF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BYFULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING I{FORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 206 | Cpntinued From page 9 R 206

cdre date of 05/07/2021. The Ass
Pfan did not document the clent's
F

ssment & Care

sis. Further
titled "Meals"

ies to be performed by the Homge Health Aide,
"elg." cooking and meal preparatiop. This section

wds left blank. There was no evidehce that the form
ingluded dietary needs specific to the client.

n 06/08/2021 at 12:10 PI4, review of Client #3's
Agsessments & Care Plan form sh@wed a start of
cape date of 05/07/2021. The-Assepsments & Care
Plgn form did not document t1e clignt's diagnosis.
Fyrther review of the form showed | section titled
als" under which you hav= dietfor special diet,
the duties to be performed by fhe Home Health

seftion was left blank. There wvas rp evidence that

cific to the

n 06/09/2021 at 8:30 AM . revidlv of Client #4's
wed a start of

t's diagnosis.
section titled
als" under which you

1) Our Registered Nurse was informed that add|tional
information was not being captured in her mnitial assessmentsi
of Clients. She added the information that vas missing,
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and| reviewed wit
the RN and she signed it acknowledging tre trajning and
that she understood.

3) As part of our monthly quality assurance, our| DON agreed

to spot check at least 5 Client records to ensure| that new
Initial Assessments capture all the necessary information.

7/06/2021

Health Regulation
STATE FORM

k Licensing Administration

6899

DHJP11

If contimuation sheet 10 of 21




PRINTED: 07/01/2021

FORM APPROVED
Health Redulation & Licensing Adminstratidn
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF $§ORRECTION ICENTIFIQATION NUMBER: COMPLETED
A. BUILDING:
HSA-00f1 4 B. WING 06/11/2021
NAME OF PROYIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

HHA HOME|CARE, LLC D/B/A SMITHLIFE HO'IE

4000 ALBERMARLE STREET, NW
WASHINGTON, DC 20016

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT CIF DEFIEIENCIES
FACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMRTION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

R 206

R 208

Cbntinued From page 10

ve diet or special diet, anc the duties to be
pgrformed by the Home Heath Aide, "e.g.," cooking
apd meal preparation. This sectior] was left blank.
There was no evidence that -he fofm included
diptary needs specific to the client
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Agsessments & Care Plan form shbwed a start of
cqre date of 05/07/2021. The Assdssments & Care
Plan form did not document the clignt's diagnosis.
Firther review of the form showedja section titled
"Meals" under which you hawe dietjor special diet,
arjd the duties to be performed by fhe Home Health
Aigle, "e.g.," cooking and meal pregaration. This

n form did not document the clignt's diagnosis.
her review of the form showed | section titled
als" under which you havz dietfor special diet,
the duties to be performed by the Home Health
e, "e.g.," cooking and med pre i
tion was left blank. There was
form included dietary needs sp
nt.

evidence that
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Clipical director stated that the home support

aggncy will review their docurentafions and ensure
thg nurses capture all the required §lient information
dufing their assessments to ircludefthe client's diet.

During an interview on 06/1 0f202"tTF 3:00 PM, the

9913.3c Client Service Plan
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1) Our Registered Nurse was informed that additid
information was not being captured in her initial as
of Clients. She added the information that was mi
re-visiting the Clients as necessary.

2) A new RN Admissions policy was written and r¢
the RN and she signed it acknowledging the traini
that she understood.

3) As part of our monthly quality assurance, our D
to spot check at least 5 Client records to ensure th
Initial Assessments capture all the necessary info
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