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 R 000 9900 General Provisions 
 
9900  General Provisions 

 R 000 

An annual licensure survey was conducted 
10/16/2025 through 10/20/2025 to determine 
compliance with Title 22 B DCMR, Chapter 99. The 
client census at the time of survey was six. A 
sample of eight clients were reviewed, to include 
one home visit during this survey. The findings were 
based on record reviews, interviews, and review of 
agency's administrative records. 
 
 
Listed below are abbreviations used throughout this 
report: 
 
ADL - activities of daily living 
 
HHA - Home Health Aide 
 
HSA - Home Support Agency 
 
IADL - Instrumental activities of daily living. 
 
RN - Registered Nurse 
 
SOC - Start of Care 

  

 R 089 9906.2c1 Governing Body 
 
(c) Review and evaluate, on an annual basis, all 
policies and procedures governing the operation of 
the home support agency to ensure that services 
promote client care that is appropriate, adequate, 
effective and efficient. This review and evaluation 
shall include the following:  
 
(1) A review of feedback from a representative 
sample consisting of either ten percent (10%) of 
total District of Columbia clients or forty (40) District 
of Columbia clients, whichever is less,  

 R 089 
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Corrective Action:
The Governing Body immediately 
conducted a review of client 
feedback using a representative 
sample and documented the 
findings in the updated meeting 
minutes.  

Systemic Changes: A formal 
policy has been implemented 
that requires annual review of 
client feedback, with 
documentation included in the 
Governing Body meeting 
minutes. 
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 R 089 Continued From page 1  R 089 

regarding services provided to those clients; and 
Based on record review and interview, the 
Governing Body failed to evaluate and review 
feedback regarding services provided, from a 
representative sample of clients receiving services 
from the agency. 
 
Findings included: 
 
On 10/20/2025 at 10:15 AM, a review of Governing 
Body meeting minutes dated 07/18/2025 lacked 
documented evidence of a review of client feedback 
through an evaluation of services provided. 
 
During an interview with the Administrator on 
10/20/2025 at 12:29 PM, he verbalized his 
agreement of the findings.. 

  

 R 186 9911.1c4 Client Service Agreement 
 
(4) A requirement that all payments by the client for 
services rendered shall be made directly to the 
home support agency or its billing representative 
and no payments shall be made to or in the name of 
individual employees of the home support agency; 
and 

 R 186 

Based on record review and interview, the Home 
Support Agency (HSA) failed to ensure that service 
agreements specified that payments for services 
rendered should not be made to individual 
employees of the home support agency for five of 
five client service agreements reviewed, (Clients #1, 
#2, # 3,  #4, and #5).   
 
Findings included ...   
 
Review of the home support agency's records 
beginning 10/16/2025 through 10/20/2025  
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A standardized 
feedback tool and tracking log have been developed.

Monitoring/QA: The Administrator will audit Governing Body meeting minutes quarterly to ensure compliance. Results will be reviewed during Quality Assurance (QA) meetings.


Corrective Action:
All current client service agreements have been revised to include required language stating that payments must be made only to the agency. Updated agreements have been reviewed and resigned by all active clients or their representatives.

Systemic Changes: A 
standardized service agreement 
template has been implemented. 
Staff responsible for intake have 
been re-educated on requirements.
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 R 186 Continued From page 2  R 186 

showed signed service agreements by clients or 
client's representatives. The agency provided 
personal care services to each client, but the 
agreements failed to specify that payment for 
services rendered should not be made to individual 
employees.   
 
On 10/20/2025 at 12:35 PM, the administrator and 
his team were made aware of the findings. The 
administrator acknowledged the findings. 

 R 210 9913.3e Client Service Plan 
 
(e) Safety measures required to protect the client 
from injury. 

 R 210 

Based on clinical record review and interview, the 
Home Support Agency (HSA) failed to include in the 
patient's service plan safety measures required to 
protect the patient from injury for two of five clients 
sampled, (Patients #1 and #3). 
 
 
Referring to the agency ' s policy titled "Client 
Service Plan:  ...Each service plan will be 
person-centered and contain at a minimum safety 
measures required to protect the client from injury 
..." 
 
Findings included ... 
 
1. On 10/16/2025 at 01:51 PM, a review of Client 
#1's clinical record showed that the client had the 
diagnoses of hypertension, history of stroke, history 
of myocardial infarction, and hyperlipidemia. The 
client received personal care services eight hours 
per day four days per week to assist with activities 
of daily living (ADLs) and instrumental activities of 
daily living (IADLs).  
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Corrective Action:
Service plans for affected clients were immediately updated to include appropriate safety measures (cardiac precautions and bleeding precautions). 

Systemic Changes: A revised service plan template now includes a mandatory safety measures section based on the diagnosis. Nursing staff were retrained on individualized care planning. 

Monitoring/QA: The RN Supervisor will review all new and updated service plans weekly for 60 days, then monthly thereafter. Findings will be reported during QA meetings.

Monitoring/QA: The Office 
Manager will review 100% of 
new service agreements prior to 
activation. Monthly audits will 
be conducted for compliance and 
reported to the QA committee. 
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 R 210 Continued From page 3  R 210 

The clinical record showed that the client received 
Metoprolol 50mg per day [hypertension medicine] 
and Atorvastatin 40mg per day for heart disease. 
The plan of care lacked cardiac precautions and 
protocols to guide the aide in protecting the patient 
from injury in the event of a cardiac emergency. 
 
2. On 10/16/2025 at 01:28 PM, a review of Client 
#3's clinical record showed that the client had the 
diagnoses of hypertension, history of stroke, 
hypothyroidism, atrial fibrillation, thyroid cancer, 
pacemaker, osteoarthritis, and knee pain. The client 
received personal care services six hours per day 
two days per week to assist with activities of daily 
living (ADLs) and instrumental activities of daily 
living (IADLs). The clinical record showed that the 
client received Pradaxa 150 mg (blood thinner 
medicine) and Aspirin 81 mg daily for the diagnosis 
of Atrial Fibrillation. The plan of care lacked 
bleeding precautions and protocols associated with 
the use of the blood thinners to protect the patient 
from injury. 
 
On 10/20/2025 at 11:22 AM, the Registered Nurse 
was interviewed. She confirmed and acknowledged 
the findings. 
 
During an interview with the Administrator on 
10/20/2025 at 12:29 PM, he verbalized his 
agreement of the findings. 

 R 211 9913.4 Client Service Plan 
 
9913.4 A registered nurse shall review and 
evaluate the service plan at least every ninety (90) 
days. 

 R 211 

Based on record review and interview, the Home 
Support Agency (HSA) failed to ensure that the  
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Corrective Action:
Client #3’s service plan has been reviewed and updated. Documentation of all attempted and completed visits has been reinforced.

Systemic Changes: A tracking system (calendar and alert system) has been implemented to ensure timely 90-day reviews. Policy updated to require documentation of refused visits. 

Monitoring/QA: The Administrator will conduct monthly audits of service plan review dates. Compliance rates will be tracked and addressed in QA meetings. 


Corrective Action: Client #5’s record has been corrected to remove inaccurate diagnoses and equipment. A full reassessment was completed.


4/17/2026
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 R 211 Continued From page 4  R 211 

Registered Nurse (RN) reviewed and evaluated the 
service plan at least every ninety (90) days for one 
of five clients sampled, (Client #3). 
 
 
Referring to the agency ' s policy titled "Client 
Service Plan:  ...The service plan shall be reviewed 
on a quarterly basis from the date of the 
implementation of the service plan or whenever 
there is a revised assessment based upon a change 
in the client ' s needs or goals ..." 
 
Findings included ... 
 
On 10/16/2025 at 01:28 PM, a review of Client #3's 
clinical record showed that the client had the 
diagnoses of hypertension, history of stroke, 
hypothyroidism, atrial fibrillation, thyroid cancer, 
pacemaker, osteoarthritis, and knee pain. The client 
received personal care services six hours per day 
two days per week to assist with activities of daily 
living (ADLs) and instrumental activities of daily 
living (IADLs). The record showed an initial service 
plan dated 10/15/2024 with no further review or 
update until 03/18/2025. The record lacked 
evidence that the Registered Nurse (RN) reviewed 
and updated the service plan at least every 90 days. 
During an interview with the RN on 10/20/2025 at 
11:17 AM, she stated that she scheduled twice in 
January 2025 to visit and reassess the client, but 
she refused. She acknowledged the lack of 
documentation to confirm her statement. 
 
During an interview with the Administrator on 
10/20/2025 at 12:29 PM, he verbalized his 
agreement of the findings. 

Health Regulation & Licensing Administration 
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Systemic Changes: A 
documentation verification 
process has been implemented, 
requiring RN review of all 
assessments for accuracy before 
finalization. Staff re-educated on 
documentation standards.  

Monitoring/QA: Monthly chart 
audits (minimum 10% of active 
clients) will be conducted to 
ensure accuracy. Results will be 
reported to the QA committee. 


4/17/2026
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 R 215 Continued From page 5  R 215 

 R 215 9914.1 Client Records 
 
9914.1 Each home support agency shall establish 
and maintain a complete and accurate client record 
of the services provided to each client in 
accordance with this chapter and accepted 
professional standards and practices. 

 R 215 

Based on record review and interview, the Home 
Support Agency (HSA) failed to establish and 
maintain a complete and accurate record of the 
services provided for one of five clients sampled, 
(Client #5). 
 
Findings included ... 
 
On 10/16/2025 at 11:07 AM, a review of Client #5's 
clinical record showed that the client had the 
diagnoses of hypertension, diabetes mellitus, high 
cholesterol, arthritis, and bilateral shoulder pain. 
The client received personal care services five 
hours per day two days per week to assist with 
activities of daily living (ADLs) and instrumental 
activities of daily living (IADLs). The assessments 
and service plans included the diagnosis of diabetes 
mellitus, a glucometer as part of the client ' s 
medical equipment, and blood sugar parameters 
with interventions to follow for abnormal readings. 
There was no diabetic medication or a diabetic diet 
order for the client, nor were blood sugar readings 
included in the nursing assessments. 
 
A home visit was conducted on 10/17/2025 at 02:46 
PM. During an interview with the client, she 
indicated that she was not diabetic and did not have 
a glucometer. 
 
During a telephone interview with the Registered 
Nurse (RN) on 10/20/2025 at 11:17 AM, the RN 
stated that the patient was not diabetic and was  
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Corrective Action: Client #5’s record has been corrected to remove inaccurate diagnoses and equipment. A full reassessment was completed.

Monitoring/QA: The RN Supervisor will submit a monthly supervision report to the Administrator. Random audits will be conducted to verify compliance, with findings reviewed in QA meetings.
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 R 215 Continued From page 6  R 215 

not on anti-diabetic medications. When informed 
about the diabetes mellitus and glucometer listed in 
her assessments and service plans, she did not 
respond (was quiet). The Office Manager who was 
onsite confirmed the findings with her. She stated 
that she would schedule a reassessment visit with 
the client and update the records. 
During an interview with the Administrator on 
10/20/2025 at 12:29 PM, he verbalized his 
agreement of the findings. 

 R 310 9918.2 Personal Care Services 
 
9918.2 Each home health aide shall be supervised 
by a registered nurse. On-site supervision of 
personal care services shall take place at least 
once every ninety (90) days. 

 R 310 

Based on record review and interview, the 
registered nurse (RN) failed to conduct on-site 
supervision of personal care services at least once 
every ninety (90) calendar days for four of five 
clients sampled, (Clients #2, #3, #4, and #5). 
 
Findings Included ... 
 
Per the agency's policy titled "Personal Care 
Services: "The Registered Nurse who is in charge 
of the home health aide shall supervise the aide 
while on duty at an onsite location at least once 
every ninety (90) calendar days ..." 
 
1. On 10/16/2025 at 12:23 PM, a review of Client 
#2's clinical record showed that the client had the 
diagnoses of hypertension, diabetes mellitus, high 
cholesterol, and myelitis. The client received 
personal care services seven hours per day seven 
days per week to assist with activities of daily living 
(ADLs) and instrumental activities of daily living 
(IADLs). The clinical record lacked  
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Corrective Action: All overdue 
supervisory visits have been 
completed and documented for 
affected clients.
  
Systemic Changes: A 
supervision schedule, tracking 
log, and electronic reminder 
system have been implemented 
to ensure visits occur every 90 
days. Policy reinforced with 

Monitoring/QA: The RN 
Supervisor will submit a 
monthly supervision report to the  
Administrator. Random audits 
will be conducted to verify 
compliance, with findings 
reviewed in QA meetings.

4/17/2026
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 R 310 Continued From page 7  R 310 

documented evidence that the Registered Nurse 
(RN) conducted onsite supervision of the services 
for the month of September 2025. 
 
2. On 10/16/2025 at 01:28 PM, a review of Client 
#3's clinical record showed that the client had the 
diagnoses of hypertension, history of stroke, 
hypothyroidism, atrial fibrillation, thyroid cancer, 
pacemaker, osteoarthritis, and knee pain. The client 
received personal care services six hours per day 
two days per week to assist with activities of daily 
living (ADLs) and instrumental activities of daily 
living (IADLs). The clinical record lacked 
documented evidence that the Registered Nurse 
(RN) conducted onsite supervision of the services 
for the month of September 2025. 
 
3. On 10/16/2025 at 01:08 PM, a review of Client 
#4's clinical record showed that the client had the 
diagnoses of hypertension, history of stroke, and left 
sided weakness. The client received personal care 
services 12 hours per day five days per week to 
assist with activities of daily living (ADLs) and 
instrumental activities of daily living (IADLs). The 
clinical record lacked documented evidence that the 
Registered Nurse (RN) conducted onsite 
supervision of the services for the month of October 
2025. The RN conducted the last supervisory visit 
on 07/08/2025. 
 
4. On 10/16/2025 at 11:07 AM, a review of Client 
#5's clinical record showed that the client had the 
diagnoses of hypertension, diabetes mellitus, high 
cholesterol, arthritis, and bilateral shoulder pain. 
The client received personal care services five 
hours per day two days per week to assist with 
activities of daily living (ADLs) and instrumental 
activities of daily living (IADLs). The clinical record 
lacked documented evidence that the Registered 
Nurse (RN) conducted onsite  
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 R 310 Continued From page 8  R 310 

supervision of the services for the month of 
September 2025. 
 
On 10/20/2025 at 11:32 AM, the Registered Nurse 
was interviewed. She confirmed and acknowledged 
the findings. 
During an interview with the Administrator on 
10/20/2025 at 12:29 PM, he verbalized his 
agreement of the findings. 
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