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refevant data in the "functional limi
the client service plan for four of si

ations" section of
client records

reyiewed (Clients #2, #3, #4, and #p).

Fndings included:

1.} On 06/08/2021 at 10:30 AM, rg
s Assessment & Care Plar shoy

view of Client
ed that the

igh cholesterol

" This section
tation,

Aspessment & Care Plan showed that the client had
diggnoses that included high =holegterol and

Urfhary tract infection. Continued r

shewed that the client ambulztes wjth a walker and
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rev

"fupctional limitations." This sectionfincluded the
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(In
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sufiport agency

urance, ambulation, speech, le
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he home
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1) Our Registered Nurse was informed that additional
(c] Functional limitations of the clignt; information was not being captured in her initial assessmentg
Bdsed on record review and staff iterview, the of Clients. She added the information that was missing,
hdme support agency (HSA) failed| to include re-visiting the Clients as necessary.

reviewed wit
ining and

2) A new RN Admissions policy was written ang
the RN and she signed it acknowledging the tr
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.
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cllent safety by failing to identify thg client's

faFd to direct the home heath aide in ensuring
fuhctional limitations.

3.§0n 06/09/2021 at 8:30 AM, revigw of Client #4's

Agsessment & Care Plan shawed
gnoses documented in he~ reca

hat the client had
rd. The client
Further review of

itations." This section incl. ded t
ions: amputation, bowel/b-adde
tracture hearing, paralysis, en

clipnt safety by failing to iden ify th
fugictional limitations.

41 On 06/09/2021 at 10:35 MM, re
#5s Assessment & Care Plan sho
clignt had diagnoses that inclided
hypertension Diabetes mellitLs. C
thg form showed that the client am
wdlker. Further review of the “orm
titled "functional limitations." ~his s
thq following options: amputacion,

port agency failed to direct the

(HHA) in ensuring client safety by f

thg client's functional limitations.

Op 06/10/2021 at 3:00 PM d uring
thg Clinical Director, she ackrowle

defcient practice and stated tat thg agency will

reWew and update the care p&n to

e following
(Incontinence),

=~

in ensuring
client's

iew of Client

ed that the

igh cholesterol,
tinued review of
ulates with a
howed a section
ction included
wel/bladder

ome health aide
iling to identify
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ged the

eflect the
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1) Our Registered Nurse was informed that additional

of Clients. She added the information that was missing,
re-visiting the Clients as necessary.

information was not being captured in her initial agsessments

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

3) As part of our monthly quality assurance, our DDN agreed
to spot check at least 5 Client records to ensure that new
Initial Assessments capture all the necessary infotmation.
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ID
PREFIX
TAG

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

(X5)

R 208 | Centinued From page 13

fuctional limitations of all cliznts.

R 209 9913.3d Client Service Plan

(d§ Activities permitted; and

hdme support agency (HSA) faile
refevant data on the "activities per
thp client service plan for one of si
refiewed (Client #4)

ndings included:

s a wheelchair for ambulstion.
wed a section titled "activties

Or
the
deiicient practice and stated #hat th

06/10/2021 at 3:00 PM during &

reyiew and update the care p-an to
acjivities permitted for the client.

R 211| 99113.4 Client Service Plan
99113.4 A registered nurse shall re|

evgluate the service plan at least e

to include
itted" section of
client records

Bgsed on record review and staff(i{terview, the

Of 06/09/2021 at 8:30 AM, review|of Client #4's

that the client
urther review

rmitted." This

iled to identify
e home health
achieve their

n interview with

Clinical Director, she ackr owledged the

e agency will
reflect the

iew and
ery ninety

R 208

R 209

R 211

1) Our Registered Nurse was informed that additipnal

of Clients. She added the information that was mi
re-visiting the Clients as necessary.

sing,

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

to spot check at least 5 Client records to ensure that new
Initial Assessments capture all the necessary infofmation.
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R 211

Ce¢ntinued From page 14
(9p) days.

Bdsed on record review and ntervlew the home

sqrvice plan at least every ninety
offthe six clients in the sampk (Cli
#).

r?\i/stered nurse (RN) review=d a

Fipdings included:

1.JOn 06/08/2021 at 10:30 Al4, re
Sqrvice Agreement and Assessm

evaluated the
0) days for three
nts #2, #4, and

sypport agency (HSA) failed io eanre that the
(

ew of Client #2's
t & Care Plan

shppwed a start of care date of 02/11/2021. Further

reyiew of the record showed hat a
survey, the nurse had not reviewed
the service plan as required by the
legst every ninety (90) days.

the time of
and evaluated
regulation, at

2.f0n 06/09/2021 at 8:30 AM revigw of Client #4's

Sqrvice Agreement and Assessme
shbwed a start of care date o° 02/1
reyiew of the record showed -hat a
sufvey, the nurse had not revieweg
th] service plan as required Lty the
leqst every ninety (90) days.

3.Pn 06/09/2021 at 1:30 PM revieg
Sdqrvice Agreement and Assessme
shpwed a start of care date o™ 10/2
reYiew of the record showed that a
sufvey, the nurse had not rev ewed
the service plan as required kty the
legst every ninety (90) days.

Ddring interview on 06/10/2021 at §
Clipical director stated that ths hom
ag;ncy (HSA) will follow-up with th
thqt service plans are reviewed and
90}days as required by the rejulati

t & Care Plan
/2021. Further
the time of
and evaluated
regulation, at

W of Client #6's
t & Care Plan
/2020. Further
the time of
and evaluated
regulation, at

:00 PM, the

e support

RN to ensure
evaluated every
n.

R 211

information was not being captured in her initial as
of Clients. She added the information that was mi
re-visiting the Clients as necessary.

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

1) Our Registered Nurse was informed that additional

3sessments
5Sing,

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

ng and

ON agreed
at new
mation.
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SUMMARY STATEMENT CF DEFIJIENCIES

a
#1

Fi

re
for
on
of
by

3.

.IPn 06/08/2021 at 10:30 AM, rev

rce of payment;

epted by the home suppo-t ag
ices for six of six clients in the
#2,#3, #4, #5 and #6).

dings included:

n 06/08/2021 at 8:35 AM revid

ices.

ords including the Assessment ¢

02/11/2021. The form failed to
he date of service inquiry, and t
the home support agency o rec

Dn 06/08/2021 at 12:10 PM, rev

hdme support agency to receive sqrvices, and

Bdsed on record review and ntervfew, the home
sypport agency (HSA) failed -0 endure that client
refords contained date of service ipquiry, date

cy to receive
ample (Clients

w of Client #1's
L Care Plan"

ovide evidence
e date accepted
to receive

, showed the client was admit:fd to the agency

ew of Client #2's
Care Plan

ovide evidence
e date accepted
bive services.

M, showed the client was edmit:id to the agency

ew of Client

(X4) ID D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (RACH DEFICIENCY MUST BE PRECEDED BYJFULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING IBFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 211 i R 211
Cpritiued From page 18 1) Our Registered Nurse was informed that additional
Afthe time of survey, the home support agency information was not being captured in her initia| assessment
fajled to ensure that the RN condulted an on-site of Clients. She added the information that was missing,
SaLIpervision of the home health aidg for three of the re-visiting the Clients as necessary.
sif clients in the sample (#2,4 anql#6). 2) A new RN Admissions policy was written and reviewed wi
the RN and she signed it acknowledging the trgining and
R 217| 9914.2a Client Records R 217 that she understood.
(2} Admission data, includiny nanfe, address, date 3) As part of our monthly quality assurance, our DON agreed
ollservics inaul de'lte of birh. se ’next of kirlw to spot check at least 5 Client records to ensure that new
ndme and cgntgét information ’oft ' client ’ Initial Assessments capture all the necessary information.
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SUMMARY STATEMENT CF DEFldIENCIES

#]
p

's records including the Assessrents & Care

an form, showed the client was gdmitted to the
adency on 03/30/2021. The form fgiled to provide
eyidence of the date of service ingliry, and the date
agcepted by the home suppat agdncy to receive
sqrvices.

4.10n 06/09/2021 at 8:30 AM, revi
refords including the "Assessmen
fojm, showed the client was admit
or] 02/11/2021. The form failed to
offthe date of service inquiry, and
byl the home support agency to re

w of Client #4's
& Care Plan"

e date accepted
ive services.

5.J0n 06/09/2021 at 10:35 Al4, re
regords including the Assessmentg & Care Plan
fo§m, showed the client was admittpd to the agency
or§ 05/06/2021. The form failed to grovide evidence
of khe date of service inquiry, and the date accepted
byjthe home support agency -o reckive services.

ew of Client #5's

6.[0n 06/09/2021 at 1:30 PM revigw of Client #6's
regords including the Assessments|& Care Plan
fofm, showed the client was edmittgd to the agency
onf10/20/2020. The form failed to drovide evidence
of the date of service inquiry, and the date accepted
byjthe home support agency o recgive services.

DJ
Clj
we
clig

Fing an interview on 06/10/2021
nical Director said that the Jates
Fe the date they began prowviding
nts.

services to the

Atfhe time of survey, the homr e sugport agency
failed to ensure that the client recorfis contained
dafe of service inquiry, and dzte ac’E?pted by the
hofne support agency to receive sefvices for six

1) Our Registered Nurse was informed that additi
information was not being captured in her initial assessments
of Clients. She added the information that was missing,

re-visiting the Clients as necessary.

(X4) ID D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BYJFULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING IBFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
R 217 | Cpntinued From page 16 R217

pnal

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

ng and

3) As part of our monthly quality assurance, our QON agreed
to spot check at least 5 Client records to ensure that new
Initial Assessments capture all the necessary infofmation.
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R 217

R 218,

R 225

pntinued From page 17

the six clients in the sample, #1
b.

2,3,4,5, and

i+ O

9914.2b Client Records

() Source of referral;
Blsed on record review and intery
Slipport Agency (HSA) failec to erfsure that client
rgcords contained the source of r%iarral to the

Hpme Support Agency for one of §ix clients in the
sgmple (Client #5).

ew, the Home

n

hdings included:

—_

JOn 06/09/2021 at 10:35 A, reiew of Client #5's
rerords including the Assessmentd & Care Plan
fofm failed to provide evidence of fhe client's source
offreferral. Further review of -he client's record
sHowed that the Assessments & Chre Plan form
was completed on 5/07/2021, whidh was also the
dgte that the client's services begah. There was no
ddcumented evidence of the clientk source of
referral to the agency.

Dgring an interview on 06/10.2021fat 3:00 PM, the
Clnical Director stated that ttre HS| will review their
dgcumentations and ensure that thg nurses capture
allithe required client informazion djiring their
aspessments to include the saurcefof client referral
to khe agency.

Atfthe time of survey, the homme sugjport agency
faijed to ensure that the client's recprds contained
thq source of referral to the ajencyfor one of six
clignts in the sample, (Client #5).

99114.2i Client Records

R 217

R 218

R 225

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

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

sessments

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

ng and

DN agreed
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ID
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R 225

R 226

(ontinued From page 18

(f History of sensitivities a1d allgrgies;
sed on record review and inte
spipport agency failed to ensure t

aflergies for one of six clients in th sample (Client
#).

Flndings included:

1] On 06/09/2021 at 10:35 AW, re{iew of Client #4's
clinical record, showed an Assessfnent & Care Plan
fgrm dated 05/07/2021. Undsr thefsection for
Ajlergies, nothing was check=d or Hocumented to
inflicate that the Client had cr did fJot have any
allergies. On 06/10/2021 at £:00 during an
inferview, the Clinical Services Dirfctor stated the
adency will review their documentdtion and ensure
thit the nurses captured all te reduired client
information including sensitivities dnd allergies
ddring the initial assessment visits

fajled to ensure that the clierc recofd contained
higtory of sensitivities and allargieq for one of seven
clients in the sample #4.

Afthe time of survey, the horme SL(jport agency

9914.2j Client Records

()] Medication list;
Bdsed on record review and intervigw, the home
support agency (HSA) failed "0 enslre that each
clignt records included a list cf the §lient's current
mgdications, for six of the six client$ in the sample
(Clients #1, #2, #3, #4, #5, ard #6)

Firdings included:

Or]03/31/2021, starting at 9:27 Al\zlsreview of the
redords for Clients #1, #2, #3, #4, #6, and #6 was

R 225

R 226

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

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

3) As part of our monthly quality assurance, oy
to spot check at least 5 Client records to ensur]
Initial Assessments capture all the necessary i

ditional
| assessment
missing,

07

d reviewed wigh
aining and

r DON agree
e that new
hformation.
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suppprt agency (HSA) failed to =nsur that the RN
condticted an on-site supervisian of ts'e home

health aides (HHASs) for three of the six clients in the
samfile (Clients #2, #4 and #6).
Findihgs included:

1. Or] 06/08/2021 at 10:30 AM, review
Servife Agreement and Assessment

of Client #2's
L Care

(X4) ID SUMMARY STATEMENT CF DEFI§IENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BYJFULL REGULATORY PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG ORLSC IDENTIFYING ILFORM TION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 226 i
Cgntinued From page 19 R220 1) Our Registered Nurse was informed that additjonal
cqnducted. The records lacked evifience of a list of information was not being captured in her initial assessments
médications for each of the cients reviewed. of Qlignts. She qdded the information that was m(ssing,
re-visiting the Clients as necessary.
O .0.6/10/2021 aé 2:?7dP1Mh] rewlelW pf the agency’s 2) A new RN Admissions policy was written and feviewed with
pojicles wag conducted. The Jolicyjror the RN and she signed it acknowledging the traj ing and
dofumentation in an electronic health record stated that she understood.
thgt the health record would contairy all the client's
medications. It should be noted tha the agency's 3) As part of our monthly quality assurance, our DON agreed
asyessment and care plans containkd a designated to spot check at least 5 Client records to ensure that new
arga to list medications. Each clienfls assessment Initial Assessments capture all the necessary inf rmation,
failpd to document their current medication list.
7/06/2021
Onj06/10/2021 at 4:00 PM duiing ag interview, the
Clilical Services Director ackrowledged the
fingings.
At the time of survey, the home supjort agency
faildd to ensure that each client's redord contained a
list #f the client's current medicationd, for six of six
cliegts (Clients #1, #2, #3, #4, #5, ard #6)
1) The RN initiated the 90 day review for the Clights
R 310 991§.2 Personal Care Services R 310 that were found to be missing theirs. In addition, she
checked that all New Clients and current Clients
9914.2 Each home health aide shalbe supervised were on her Schedule in ClearCare every 90 da
by afregistered nurse. On-site Supervision of for a review.
i | least ;
perspnal carg S?Mgg‘;; ghaél take plade at leas 2) As part of her initial assessment, she is
Oncq evary ninety { RS creating a re-occuring shift every 90 days on thei schedule
Basqd on record review and intzrvied the home

for the RN visit.

3) As part of the Clinical Quality Assurance review monthly,
the DON will review and spot check Client's charts in ClearCark
to ensure they have a supervisory visit completed every
90 days.

)
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PRINTED: 07/01/2021
FORM APPROVED
Health Rerulation & Licensing Admirl'stratiEn
STATEMENT QF DEFICIENCIES (X1) PFOVIDEHUSUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OFCORRECTION IDENTIFIEATION NUMBER: COMPLETED
A. BUILDING:
FSA-0q14 B-WING 06/11/2021
NAME OF PRQYIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4000 ALBERMARLE STREET, NW
HHA HOMH CARE, LLC D !
R LC D/B/A SMITHLIFE HOME WASHINGTON, DC 20016
(X4) 1D SUMMARY STATEMENT 9F DEFIEIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREEIX FACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ORLSC IDENTIFYING NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 310| Qontinued From page 20 R 310
Plan showed a start of care Jate df 02/11/2021. The 1) The RN initiated the 90 day review for the_()lients
sessment & Care Plan dic not document the tl';]at ‘zeéetr?ttm(ljl tNo beglnllss;ng thde|rs. In "t“gg.'t' ? she
cllent's diagnosis. Further re siew df the form checxed that all New -1en's and current Clients
. i i . were on her Schedule in ClearCare every 90 days
sllowed that the client was receivi g service for for areviow
2qhrs/7 days a week. Furthe revidw of the record ’
slowed that at thg time of strvey, the nurse had not 2) As part of her initial assessment, she is
Ccqnducted an onsite supervisory vfsit since the date creating a re-occuring shift every 90 days on their schedulel
offadmission. for the RN visit.
2.J0n 06/09/2021 at 8:30 AN, revigw of Client #4's 3) As part of the Clinical Quality Assurance review monthly
Sgrvice Agreement and Assessm t & Care Plan the DON will review and spot check Client's charts in Clear{are
sHowed a start of care date of 02/141/2021. The to ensure they have a supervisory visit compléted every
A{sessment & Care Plan form doclimented that the 90 days.
clipnt had diagnoses of high choledterol and a 7/06/2021
pgcemaker. Further review o the férm showed that
thg client was receiving services fol 8hrs/ 7 days a

the time of survey, the nurse 1ad n t conducted an

wlek. Further review of the record fhowed that at
ongite supervisory visit since -he ddte of admission.
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