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General Provisions

General Provisions
unannounced initial liceniure
rducted virtually 0610812C,J1,
1012021 and 06/1 112021 o <

iance wlth the Home S.r
,Tille 228 DCMR,

Home Support Agency
and employed 54

and administrat ve
of six active client

records were sele:ted
of the survey were based

record review, and

below are abbreviatioas
of this report:

- Director of Nursing
- Home Health Aide
- Home Support Agency

- Registered Nurse
- Cardiopulmonary Res

.2k Personnel

A position description signed

on record review and nterv
agency (HSA) failed :o

records to include
position descriptior s for
records reviewed

), Director of Communily
Aides (HHAs) #1 and *2.

care for six
to include
. A random

review. The
client and
six client and

throughout the

the employee;

, the home

documentation

of Nursing
, and Home
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to
lic

At
fa
D(
HI

tinued From page 1

of the facility's pers)n
on 0610812021 beqinni

0611112020 at 12:04 PM

The Director of Nursing's
a position descriptior

rsing. Further review of th 
=signature and no date.

The Director of Commurity
showed that the
on 0511712018. t

Home Support Agency (HSA)
sional license until 07

Home Health Aide (HHa) #1
that she was hired o r

no documented evidenc:
had been providd,

and dated by HHA #1

Home Health Aide (HHA)
that she signed his job
'18. lt should be noted
Agency (HSA)did not

se until0711012020
ng an interview on 06/1 1

nistrator stated that she was
that since the agancy

as a Home Care Agency,
past employees to :e

Home Support Agercy

time of the survey, the
to maintain accurate

, the Director of Commu rity

at2:25 PM,
the following:

Director of

signed the
be noted that
not receive a

personnel file

personnel file

the Home
a provisional

12:10 PM, the

previously
did not have
for the new

records for the

1) The conective action taken was we
all Job Description signatures to reflect ttre
after we applied for the license for Office
and Caregivers so that they are re-signel to
reflect the date after June 2020.

2) ln the future, if we apply for a new License
License type in DC, we will ensure that a new
Descriptions are signed with the date after
for that new License type. nlt employees will
when apply for a new license.
3) The quality assurance program that wil be
will include a review of all Job Descriptions to
that they are signed after the date the llcense
should we apply for a licenses in the futu'e

different

applied
rehired

s applied
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1.

) Documentation of

on record review and
agency (HSA) failed to

records to include
or declination rf

for four of 11 persornel
inistrator, Director of Cc

Health Aides (HHAs)f2 a

of the facility's personnel
on 0610812021 be tinni

OOl11l2O20 at 12:04 PM

Director of Communitl'
or declination of he

on 06/06/2018. The HSA's
her form on 09/14120'8,

form on 1110212018.|t shruld
did not receive their pro

10t2020.

HHA #3 failed to have an'
of the Hepatitis Vaeine

an interview on 06/1 '
Administrator stated that she

ion that since the agency
nsed as a Home Care Agency
have to require past empl:yee
new licensed Home Supprt

, the home

documentation

reviewed
Relations,

at2:25 PM,
the following:

signed her

HHA #2 signed
noted that the
license until

at 12:10 PM,
under the
previously

to be rehired for

1) The HR policy for hiring was reviewed witr
our current HR Manager, and she signed it
acknowledging what was to be included in a
hiring record.

2) A workflow for onboarding was created a5 a
sheet for the HR Manager to review, in addiion,
we have since implemented an electronic a
process to capture all documents required.

3) As part of our monthly quality assurance
done in the organization, now Employee file;
also be reviewed and spot checked.
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Fi

A

2.

tinued From page 3

the time of the survey, the

or declination of the
the Administrator, the Director

and HHAs #2and13.

.6 Personnel

,6 At the time of initial
agency shall verify tl'at

the six months immedbtely
of hire, has been screered

on record review and
agency (HSA)failed .o

ployee was free of all
in the six months immediately

date of hire for se ven
reviewed (Director of
of Community Relati :ns,

Home Health Aides (HH,rs)

included:

of the facility's persc nnel
on 06/08/2021 begi

0611112020 at 12:04 PM

The Home Support Agency's
sing (DON) was hired on 05/(
1412019, nine months prio- to
DON was screened and

The Home Support Agen,:y's

to maintain

Community

, the home
employee,

and is free of all

, the home
that each

diseases

1 1 personnel

Scheduler
#3, fI4 and #5),

at2:25 PM,
the following:

SA) Director of

date of hire,
free from any

1) The HR policy for hiring was reviewed wih
our current HR Manager, and she signed it
acknowledging what was to be included in a
hiring record.

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

3) As part of our monthly quality assurance
done in the organization, now Employee file
also be reviewed and spot checked.
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3.

4.

5.

6.

nued From page 4

Relations was hi'ed
be noted that the hon e

did not receive a provbion
1012020. Review of her

a Tuberculin Screenng
0612812020. There wac no

that the Director of
screened and certified free

icable disease withir six
date of hire.

Home Support Agency's
. There was no dc

the agency's scheduler was

months prior to her date d hire

Home Health Aide (HHA #2
'12020. Review of HHA's

two Tuberculin Screening
1 1 107 12019 and 121912)20.

evidence HHA*2
certified free of any comnuni

six months prior to thei-

Home Health Aide (HHA. #3
1. Review of HHA's

a Tuberculin Screenirg
1211812020. There was no

HHA #3 was screered
of any communicable disease
to their date of hire,

Home Health Aide (HHA)#4
. Review of HHA's

two Tuberculin Screating
1211812020. There was no

that HHA #4 was
free of any communicable

months prior to their date of

ost17t2018. ft

license until

Relations

was hired
evidence

screened for

and certified
thin six months

;hired

1) The HR policy for hiring was reviewed witF
our current HR Manager, and she signed it again.
acknowledging what was to be included in a
hiring record.

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

3) As part of our monthly quality assurance
done in the organization, now Employee files will
also be reviewed and spot checked.
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1.

nued From page 5

Home Health Aide (HHA #S
712020. Review of HHA'g

two Tuberculin Screening
1211812O2O. There was no

that HHA #4 was

months prior to their date of

10.4 Admissions

0.4 Each home support
initial assessment by a regi

that the client does not
of the scope of persoral

assessment shall include a
of information provideJ by

t or the client representa-ive
data and shall take

personal care services a e
client. The assessment rrust
home support agency has the
necessary services in a s rfe

on record review and
nurse failed to determ

to provide services durng
nt for six of six clier ts

On 0610812021 at 8:35 Alr4,
record showed an

daled 0510712021, whicl- the
(HSA) Clinical Direcor
and Service care pan

lacked evidence rf a
tlme that personal care

shall conduct
nurse to
I Services
services.
visit and a

prospective
any other

to the time
lly provided to

to provide
consistent

the agency's
initial

#1,#2,#3,

of Client #1's
and Care

was their

visit prior to

1) Our Registered Nurse was informed that
information was not being captured in her iritial
of Clients. She added the information that uas
re-visiting the Clients as necessary.

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

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessaly

and

I agreed
new
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to

3.
cli
PI
su
thi
AS

thr
pr
pe

inl
cli
do
to

4.
cli

nued From page 6

provided to the client and
data related to the client

representative. The rurse
in the assessment if th
safe care, based gr

On 0610812021 at 10:30 rM,
clinical records showed rn
Plan" form dated 021112021

agency's (HSA) Clinbal
admission and Service care

lacked evidence of a
time that personal care

to the client and lac<ed a
data related to the client,

representative. The n :rse
in the assessment if the
safe care, based or the

0610812021 at 12:10 Pl4,
records showed an

Form dated 031301202' ,

agency's (HSA) Clinical
ir admission and Service Care

lacked evidence of a
time that personal care

to the client and lacLed a
nent data related to the cjient

nt representative. The nur:e alr
rument in the assessment f the

safe care, based o r the

0610912021at 8:30 AM
records showed an

a review of

client or the

was able
needs.

ich the home
said was

form. The
visit prior to

were initially

client or the

was able
's needs.

of Client #3's
and Care

the home
said was

n form. The
visit prior to

were initially

client or the

was able
's needs.

of Client #4 ' s

1) Our Registered Nurse was informed that
information was not being captured in her intial
of Clients. She added the information that wts
re-vlsiting the Clients as necessary.

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

3) As part of our monthly quality assurance, :ur
to spot check at least 5 Client records to ensJre
lnitial Assessments capture all the necessarf

agreed
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cl

to

b.

tn

cli

tinued From page 7

Plan daled 0211112021,
agency's (HSA) Clincal

admission and Service )are
t lacked evidence of a

time that personal care s
to the client and lac<ed
data related to the client

representative. The rurse
in the assessment if
safe care, based cn

0610912021 at 1 0:35 AI/,
records showed an

form dated 05/06/202 t,
agency's (HSA) Clini:al

ir admission and Service care
lacked evidence of a

time that personal care
to the client and lac ied a
data related to the client

tion provided by the
nt representative. The nurse

in the assessment if the
safe care, based rt the

0610912021 at 1:30 PM
ical records showed an As

form dated 101201202(' whi
agency's (HSA) Clinical

admission and Service care
lacked evidence of a

time that personal care s€
to the client and lacl.ed a
data related to the c ient

provided by the p
representative. The nurse

the home
said was

form. The
visit prior to

were initially

client or the

was able
's needs.

of Client #5 '

and Care
the home

said was
form. The

visit prior to
were initially

client or the

was able
's needs.

of Client #6 's
and Care

the home

form. The
visit prior to

were initially

client or the

1) Our Registered Nurse was informec
information was not being captured in rer
of Clients. She added the information trat
re-visiting the Clients as necessary.

2) A new RN Admissions policy was
the RN and she signed it acknowledgirg
that she understood.

3) As part of our monthly quality assunnce
to spot check at least 5 Client records .o
lnitial Assessments capture all the

missing,

training and

our DON
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(a

nued From page 8

if the agency wes
, based on the client's

0610912021 at 2:30 PM,
for accepting or denyir g

. The policy stated that
would be based or the

the initial nursing asse
ability to provide cre.

0611012021 at 3:28 PM, drring
Director acknowled;ed

said that she will
the information is

time of the survey, the
failed to provide

nurse assessed if he
services to each clier t

3.3a Client Service Plan

The scope and types of
duration of services to be
diet, equipment, and tran

on record review and i

agency (HSA) failed tr
with the nutritional

to their diagnoses, in six of
, reviewed (Clients #1, #2,

On 061081202'1 at 8:35 AH,
& Care Plan shoryed

to provide safe

the agency's

requirement for

of the

interview, the
findings. The

the nurse to

support agency

dudng the

frequency
, including
required;

, the home

of clients, as it
active
,lA,#5 and

of Client #1's

1) Our Registered Nurse was informed that
information was not being captured in her iritial
of Clients. She added the information that was
re-visiting the Clients as necessary.

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

3) As part of our monthly quality assurance, our
to spot check at least 5 Client records to ensure
lnitial Assessments capture all the necessary
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4.

date of OSl07l2O21. The
did not document the clent's

review of the form
" under which was did or

duties to be performed by the
"e.9." cooking and med

was left blank. There was
form included dietary needs

0610812021 at 10:30 AUI,
& Care Plan showed

of 0510712021. The
not document the client's diag

of the form showed a
which you have diet or
to be performed by the

." cooking and meal
left blank. There was no

dietary needs specilc to

0610812021 at 12:10 Ptt,
& Care Plan fo m

date of 05107l2O21.The
form did not document t re

review of the form sh:wed
under which you hav: d

the duties to be performed by
, "e.9." cooking and mea

was left blank. There lriras
form included dietary nee Js
nt.

0610912021 at 8:30 AM
& Care Plan form

date of 0510712021. The
form did not document the

review of the form showed
under which you

iagnosis.
section titled

evidence that

of Client #2's
start of care
rts & Care Plan
is. Further
titled "Meals"
diet, and the
Health Aide,
This section

that the form

of Client #3's
a start of
ts & Care

diagnosis.
section titled
specialdiet,
Home Health

evidence that

of Client #4's
a start of

t's diagnosis.
section titled

1)Our Registered Nurse was informed thd
information was not being captured in her
of Clients. She added the information that rvas
re-visiting the Clients as necessary.

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

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

reviewed

DON agreed
that new
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tinued From page 10

diet or special diet, anc the
by the Home Heath

meal preparation. This
was no evidence that .he
needs specific to the

On 0610912021 at 10:35 Avl,
& Care Plan fcrm

date of 0510712021.The
form did not document he

review of the form
under which you harc

the duties to be performed by
, "e.9.," cooking and meal pre

was left blank. There was
form included dietary neds

0610912021 at 1:30 PM
& Care Plan fo,m

date of 0510712021.The
n form did not document tte

review of the form sh,:wed
under which you hav: diet

the duties to be performd by
r, "e.g.," cooking and med pre

was left blank. There ryas
form included dietary neels

ng an interview on 06110f2021
director stated that the

nurses capture all the required
their assessments to

3.3c Client Service Plan

, "e.9.," cooking
was left blank.

of Client #5's
a start of

t's diagnosis.
section titled
special diet,
Home Health

evidence that

of Client #6's
a start of

t's diagnosis.
section titled
specialdiet,
Home Health

evidence that

3:00 PM, the
support

and ensure
information

client's diet.

1) Our Registered Nurse was informed that
information was not being captured in her initial
ol Clients. She added the information that was
re-visiting the Clients as necessary.

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

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

..wed with
and

I agreed
new
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