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H 000 INITIAL COMMENTS H 000
An initial survey was conducted from September
12, 2017, to September 25, 2017, to determine
compliance with Title 22B DCMR, Chapter 39

- (Home Care Agency Regulations). The home

~ care agency provides home care services to

. seven (7) patients and employs twenty (20) staff.

+ The findings of the survey were based on a H335 3914,z (4 e o
review of administrative records, five (5) active achin o odol ress )‘.,I)‘LM:‘: (i?v s
patient records and seven (7) employee records. ._" F

' The findings were also based on four (4) home de ("‘ o pracdice has lm"“ f
visits, one (1) patient telephone interview and W e ! The descriphons of {"L
interviews with patients/family and staff. Services b be pe w:&of by He

3/\) ;\u..v'é! j’)d.f\ Ir\(_{haf(‘ l (aN *‘{\
Please note. Listed below are abbreviations used NP e ked Olr. A ¢o 7 of
" throughout this report. revised Poc ‘wl the Pof edelencdnm,
to be whljzed wH Abeds #1,
POC --- Plan of Care HZ, HY, BY HS a~d <l pHer
SN --- Skilled Nurse }
DON --- Director of Nursing i“r:,"tuﬂ\ EHL“:LN::};JE _55\
HCA --- Home Care Agency Che ~ '
PCA --- Personal Care Aide The messnre Hd will be qu i
. NG y.
H 355 3914.3(d) PATIENT PLAN OF CARE H 355 &lﬁf“& *‘fp yede Lf‘mi‘”’;”““‘
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- The plan of care shall include the following: & &‘t S(,:!f Mo~ of SA sorvices fo be

- (d) A description of the services to be provided, providsd, f b A
including: the frequency, amount, and expected The ¢orredive achon will be
duration; dietary requirements; medication r)wm\)re;{ by (mafw.h%d ‘\weg./d/
administration, including dosage; equipment; and mbernel cadit of wll neto PO
supplies; o easne Hhe Aa:afhor\ of

Services 'l‘a bg, pro ol p{ lr\:.,[h,;(,\\,ﬁ
f:ra vw\ J N"\Ow MQ w‘t‘c{ alw.«'ng\
is Cto«: A, of'{‘” t ke, Ip-‘.JCJ |
This Statute is not met as evidenced by: bt wwdibed dievs Quartely BA.
Based on record review and interview, the agency Diccrapsscien ‘v cém i )’w” h
failed to ensure that POCs included a description I po,u’;r doiin N
- of SN services to be provided for five (5) of five regd s
" (b) patients in the sample (Patients #1, #2, #3, for (orrf_(,har\ :
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#4, and #5). ‘
The finding includes:
. On September 12, 2017 and September 13,
2017, starting at 10:30 a.m., review of the clinical L HYAS 39 .50 The Pocs 10)25 )5
' records for Patients #1, #2, #3, #4, and #5 ! 1A .
. . . . heve been s Negl omd Inefinele
revealed POCs with certification periods from o ek ¢ j .
- May 31, 2017 through October 28, 2017. The B e Taploss, b
' POCs, however, failed to describe the services | . I =’ ey
the SN was to provide. SCheshons, A cofy o He ceussid
Poc and e POC Adendim o be
On September 13, 2017, at 2:00 p.m., interview whlized G Ahade #1702, # 32y,

#HS ondk all on\a/‘ Ciarronl o~ (w‘lm
Ah'o{h' (an lbc, w“o—dd/( 1~
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the DON/SN revealed that she conducts

head-to-toe assessments, medication reviews,

and supervision of personal care aides at least
. monthly. The DON/SN stated that she would
~ensure SN services are described on all POCs | The measimre pubia p he & prewd

' going forward.
going fo Fecorrence 1t fo ensire Mae nce

| of He Mfoldto{ POC Gm vzl

At the time of the survey, the HCA failed to ) ! o g
include SN services on POCs for Patients #1, #2, ‘ e bocles "’i‘@hﬂ‘*‘“ b of employecs
#3, #4 and #5. I e L\w‘se, ey ng e ey
L siadivns .
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The plan of care shall include the foll ; >
e plan of care shall include the following adite of Al Aew Pots 4

(I) Identification of employees in charge of | NS The el feahon of-

managing emergency situations; é»ﬂf?u\ eel ﬂh: ¢ Lv«rj)e._ c,ﬁ muwvj:"ﬁ
Mbar\c. Si kf}or\{ e if\({&-\t)&){.
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This Statute is not met as evidenced by: Awdied diaeing Guate ly QA
Based on record review and interview, the agency Discreponcics ool be ’»“f“”) e
failed to ensure that POCs included identification d Hhe DoN or s g e Pl

of employees in charge of managing emergency Correcos

situations for five (5)
of five (5) patients in the sample (Patients #1, #2,
#3, #4, and #5). |
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This Statute is not met as evidenced by:
Based on record review and interview, the agency
failed to ensure that POCs included emergency

" protocols for five (5) of five (5) patients in the
sample (Patients #1, #2, #3, #4, and #5).

' The finding includes: |

- On September 12, 2017 and September 13,
: 2017, starting at 10:30 a.m., review of the clinical
' records for Patients #1, #2, #3, #4, and #5
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May 31, 2017 through October 28, 2017. The A “y P wl. The pocs
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POCs, however, failed to include the employees pm!‘u B | H
. N N N Fa o A Wi &
responsible for managing emergency situations. NL.L\AMJ W e PO ﬂih M‘:J;;
On September 13, 2017, at 2:00 p.m., the |, 42,2389, #5 anl ol
DONY/SN stated during interview that employees Corrod o hA R A peN, Sea
_ responsible for emergencies would be included Madaimeds 1« 1
on POCs going forward.
m messnie 'H\A¥ wm L( .,..‘
: At the time of this survey, the HCA failed to 1~y P'l—.& prevedt re Lv\m‘* ence
include employees responsible for emergencies | will be b ernse e N(. of
for the patient records sampled. | e wphered  POC whith jhelides
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Personal care aide duties may include the
following:

(f) Observing, recording, and reporting the
patient's physical condition, behavior, or
appearance;

This Statute is not met as evidenced by:
Based on record review and interview, the
agency failed to ensure PCAs observed and
recorded the patient's physical condition,
behavior or appearance for five (5) of five (5)
patients in the sample (Patients #1, #2, #3, #4,
and #5).

The finding inctudes:

On September 12, 2017 and September 13,
2017, starting 11:30 a.m., review of the clinical
records for Patients #1, #2, #3, #4, and #5
revealed a lack of documented evidence the
PCA(s) observed and recorded the patient's
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showed POCs with certification periods from May
31, 2017 through October 28, 2017. The POCs, [
however, failed to include emergency protocols.
HS‘M 34,15, |D("F‘) The ;‘c"i‘{v.-)y 'or (0/15,|7
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- physical condition, behavior or appearance.
On September 13, 2017, starting at 2:30 p.m., ' :
interview with the DON/SN revealed that she L HUsa 2407.2(D The cowredive  1ojishy
would ensure all PCAs observe and document achba .'mplmwd ed o addess Hre
patients' physic_al condition, behavior or [ deficiedt /amchu_ s },,U{{,_,M
appearance going forward. ard  docwmatl flae re- instriaction
. ':MI.U-\ f - 1A !'h«r.-h.u
- At the time of the survey, the HCA failed to ' “é:{ fv"‘,{’\; ciu.p}, 2 u,f z};ﬁ}ﬁ, ‘;l;;;j‘ 41 “
. ensure PCAs observed and recorded h ~ -'a‘# i dodil Le b '
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 Patients #1, #2, #3, #4 and #5. SRR Ry IBEITE Wit pe
i ‘ I"-'—-ae:(:~t—-+'f{ andh ﬂZ\/a...l W—M w%\\k"/ﬁ
H 459 3917.2(i) SKILLED NURSING SERVICES - H459 howrs of pebed L discherse fo
| _!’{\l, %UMQ .
- Duties of the nurse shall include, at a minimum, | The mecsnre thab wil] be Pt
the following: Plece b preved recorence il
. ‘ be 1o ersure docametition shooin
(i) Patient instruction, and evalutaion of patient | evidece of Ha pehisds inehruchon
instruction; and L ond evaluation of He PR PR
WSN@‘{IB ,_-,V(-. q,-\_i"'f‘rg,..c+li)f\ .
. ; i C The hve ache “ b
This Statute is not met as evidenced by: ‘ 2 'ﬁf C_’:?‘ Lb dosh rj" Ll be
' Based on record review and interview, the skilled Lo °1 € li: e ""_ﬁ "“""H"‘y
nurse failed to evaluate the teaching provided for | inderra A‘Ww pa ekt IL l"‘?-_ '
two (2) of five (5) patients in the sample (Patients ey Eesle i 9““*"}“’/ Quiliby
#1and #2). AsSinranct Audids  ond an on
U'\‘jc)i)\s bes i € ]'1) NS iare
. The findings include: doc ameh Do of Ha ewidorce
' thel SA/ evah‘a—"«u{ Hae pr-h"m*i
1. On September 12, 2017, at 11:30 a.m., review wdostndhin o€tk f,,wwtw(
of Patient #1's clinical record revealed a il He ?N,;L,,{ +o Lﬁ; M
. i 540 I.S A f{.
Comprehensive Assessment dated August 24,
2017, which indicated that the SN instructed on
medication adherence. The nursing note,
i however, lacked evidence that the SN evaluated
- the Patient #1's understanding of the teaching
provided. |
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2. On September 12, 2017, at 2:30 p.m., review
of Patient #2's clinical record revealed a
Comprehensive Assessment dated June 27, ‘
2017, which indicated that the SN instructed on
daily weight logs. The nursing note, however,
lacked evidence that the SN evaluated the
patient's understanding of the teaching provided.

On September 13, 2017, at 3:30 p.m., interview
with the DON/SN revealed that she would ensure
all skilled nurses evaluate and document all
teaching provided for patients going forward.

At the time of the survey, the agency's skilled |
nurses failed to provide evidence that evaluations '
of patient were conducted.
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STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Name of Facility:

Open Systems Healthcare, Inc.

Street Address, City, State, ZIP Code: Survey Date:
1220 12" St. SE, Suite 350
Wash., DC 20003

September 12, 2017-
September 25, 2017
Follow-up Dates(s):

with Title 22B

DCMR, Chapter 39 (Home Care Agency

Regulations). The home care agency provides home care
services to seven (7) patients and employs twenty (20)
staff. The findings of the survey were based on a review
of administrative records, five (5) active patient records
and seven (7) employee records. The findings were also
based on four (4) home visits, one (1) patient telephone
interview and interviews with patients/family and staff.
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4701
Background Check Requirement
4701.2 Each facility...shall cause each prospective employee

or contract worker who will have, or foreseeably may
have direct patient, resident or client access, to
undergo a criminal background check that shall
reveal the criminal history, if any, in the District of
Columbia and the fifty (50) states. Finger printing or
live scan shall be performed in the District of
Columbia utilizing the Metropolitan Police
Department (MPD) or a private agency. The
criminal background check shall be performed,
following finger printing or live scan, by the MPD
and FBI in an FBI-approved environment. The
results of the criminal background checks shall be
forwarded to the Department of Health.

Based on the review of personnel records and interview,
the agency failed to obtain a fingerprint or live scan for
one (1) of seven (7) employees in the sample (Director).

@\ \»»L)l,.,),,, uw?.r_d\f { w\wﬂ\_ 2




* % % %M_M ww%aﬂwww %_w DEPARTMENT OF HEALTH
[a— COLUMBIA HEALTH REGULATION & LICENSING
mzmwﬁ. ADMINISTRATION

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION
The finding includes:

On September 12, 2017, starting at 2:00 p.m., review of
the Director’s personnel file showed that he was hired
on January 3, 2017. The continued review of his
personnel file revealed a criminal background check had
been conducted by E-verify on January 5, 2017. The
file, however, lacked documented evidence of an FBI
criminal background check.

On September 12, 2017, at 2:20 p.m., interview with the
Director revealed that he visits patients” homes with the
DON when a patient starts services. Additionally, he
indicated that he had a criminal background check
conducted. However, it was not an FBI fingerprinting or
live scan.

At the time of the survey, the agency failed to ensure the
Director had an FBI fingerprinting or live scan

conducted.

It should be noted that Chapter 47 was amended to
require F'BI fingerprinting, effective December 2012,
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