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INITIAL COMMENTS H 000

Hooo
| An annual survey was conducted on 11/30/17, to
determine compliance with Title 228 DCMR,
Chapter 39 (Home Care Agency's Regulations).
The home care agency provides home care
services to one (1) patient and employs five (5)
staff. The findings of the survey were based on a
review of administrative records, (1) active patient
| record, two (2) discharged patient records, and

! five (5) employee records. The findings were also 1
based on one (1) patient telephone interview with
the active patient.

{ The following are abbreviations used within the
| body of this report:
1

DON - Director of Nursing
HCA - Home Care Agency
RN - Registered Nurse

3907.6 PERSONNEL H 162

H 162
At the time of initial employment of each
‘employee, the home care agency shall verify that
the employee, within the six months immediately
preceding the date of hire, has been screened for
! and is free of communicable disease.

This Statute is not met as evidenced by:

Based on record review and interview, the HCA
failed to verify newly hired employees, within the
six (8) months prior to hire, had been screened

! and were free of communicable disease for one
| (1) of five (5) employee records (RN #1).

Findings included:

| On 11/30/17, beginning at 9:54 AM, review of all
| of the HCA's personnel records revealed that RN _
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| #1 was hired 05/01/17. The RN's file showed a documents dre sebmilod with !
 health certification dated 06/05/17, thirty-five (35) Ay h o0 . |
days after initial employmerit. There was no &dﬁ/}dﬂ . i
documented evidence that the HCA obtained a
| health certfcate at the time of RN #1' Jhe. DoN ard QA coordinat ”2{ .;
| employment application. wik verify all applicatons and,
I During an interview on 11/30/17 at 1:52 PM, the dmm{“ for Com/? @mj’” i f i
| DON stated that the RN's last health certificate assqniag the new hire, tg wilt |
i had expired. Addittonally, the HCA would ensure all new hirés
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H 999;- FINAL OBSERVATIONS

{ The following observation was made during the

| survey process. It is recommended that this area

! be reviewed and a determination be made
regarding appropriate actions to prevent a
reaccurrence,

; Findings included: ;
| H
| On 11/30/17, starting at 9:54 AM, review of the

i HCA's personnel records showed that RN #1 was
!i hired and oriented to the facility on 05/01/17.

| On 11/30/17, starting at 12:08 PM, review of
| patients' medical records showed the following:

- - RN #1 conducted a supervisory visit with Patient
f #1 on 04/29/17;

1 - RN #1 conducted a supervisory visit with Patient

| #2 on 04/28/17; and |

. RN #1 conducted a skilled nursing visit and
| supervisory visit with Patient #3 on 04/28/17.
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On 11/30/17 at 12:49 PM, review of the HCA's
| policy entitled "Employee Orientation™ was
! conducted. The policy indicated, "All employees
| shall be required to complete an arientation
] program prior to the start of their assigned duties
{ and responsibllities.”

. On 11/30/17 at 1:40 PM, during an interview, the
| DON said that RN #1 was hired 05/01/17,
| however, was asked to perform skilled nursing

i and supervisory visits before the date of hire due
| to an agency staffing emergency. The DON said
| the RN was hired and oriented afterwards as the
' agency's Quality Assurance Specialist.
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