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H 000 INITIAL COMMENTS H 000

An annual licensure survey was conducted on 
10/02/2023, 10/03/2023, 10/04/2023, 10/05/2023, 
10/06/2023 and 10/10/2023, to determine 
compliance with Title 22 B DCMR, Chapter 39 
(Home Care Agency Regulations). The Home Care 
Agency provided home care services to 248 
patients and employed 284 staff. The findings of the 
survey were based on the review of administrative 
records, 12 active patient records, three discharged 
patient records, 15 personnel records, and a review 
of the agency's response to complaints and 
incidents received. The survey findings were also 
based on the completion of eight patient phone
interviews and two home visits.

Listed below are abbreviations used throughout this 
report:

HCA - Home Care Agency
HHA - Home Health Aide
POC - Plan of Care

H 364 3914.3(m) PATIENT PLAN OF CARE

The plan of care shall include the following:

(m) Emergency protocols; and...

This Statute  is not met as evidenced by:

H 364

Based on record review and interview, it was 
determined that the home care agency (HCA) failed 
to include emergency protocols specific to patient 
diagnoses in the plan of care (POC) for one of the 
12 active patients included in the sample (Patient 
#2).

Findings included: 
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H 364Continued From page 1H 364

1. On 10/02/2023 at 1:00 PM, a review of Patient
#2's clinical record showed two plans of care (POC)
with duration periods of 06/03/2022, through
05/31/2023, and 06/01/2023 through 05/31/2024.
The patient's diagnoses included Hypertension,
Diabetes, and Congestive Heart Failure. The POC
showed physician's orders for skilled nursing visits
every month for 12 months to conduct skilled
assessments, teach disease management, and
medication management, and report to the
physician vital sign ranges that exceed a blood
pressure of 160/90 or lower than 90/60, a pulse rate
greater than 110 or less than 60, a temperature
greater than 101 or less than 96. A continued
review of the Plan of Care showed that the patient
was receiving Metformin 500 milligrams (mgs) daily
for diabetes management. The patient was also
receiving Metoprolol 50 mgs daily and Lasix 20 mgs
daily for heart failure management. A further review
of the POC showed no documented evidence of
parameters relating to emergency protocols for
congestive heart failure or diabetes mellitus that
would warrant emergency intervention.

At the time of the survey, the home care agency 
failed to ensure that the patient's plan of care 
included emergency protocols including reference 
ranges to warrant emergency intervention relating to 
the patient's diabetes and heart failure.

During the interview with the DON on 10/10/2023, at 
2:00 PM the deficiency was acknowledged.

H 435 3916.3 SKILLED SERVICES GENERALLY

Skilled services shall be provided in accordance 
with a plan of care, as outlined in section 3914.

H 435
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1.Capital Care Inc Home Health agency has
identified the beneficiary’s POC dated
06/01/2023 through 05/31/2024 that did not
include emergency protocols including reference
to the patient’s diabetes and heart failure.  The
POC was updated with the emergency protocols
and faxed to the physician for signature(see
Attachment updated POC).  Assigned RN staff
reviewed the updated POC with beneficiary and
PCA. All nurses were retrained by the DON
during a nurse’s In-service on 10/31/2023(see
attachment nurse In -service training sign in
sheet &agenda) on the importance of
documentation ranges to warrant emergency
intervention relating to patient’s applicable
diagnoses.

2.Capital Care Inc’s Quality Assurance nurse will
review all POC to determine if they include
emergency protocols that warrant emergency
intervention relating to patients with applicable
diagnoses. If the emergency protocol was not
included on the POC, the QA RN will contact the
assigned RN staff to discuss the deficient finding
with the requirement, the RN staff will correct the
POC within 1 business day.  The QA nurse will
conduct a review of the policy with all RN staff
quarterly to ensure compliance.

3.Moving forward Capital Care Inc will perform
quality audits on a sample size to measure
compliance. Capital Care Inc’s QA RN will
perform audits to ensure that all POC include
emergency protocols intervention related to all
applicable diagnoses. The audit will be overseen
by the DON.

10/31/2023

12/11/2023

12/11/2023
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H 435Continued From page 2H 435

This Statute  is not met as evidenced by:

Based on record review and interview, the home 
care agency failed to ensure that skilled services 
were provided in accordance with the plan of care 
for two of the 12 active patients in the sample 
(Patients #8, and #9).

Findings included: 

1. On 10/05/2023 at 11:00 AM, a review of Patient
#8's Plan of Care (POC) with a service period from
02/01/2023 through 01/31/2024 showed the patient
had diagnoses to include Chronic Kidney Disease,
Congestive Heart Failure, and Hypertension. The
POC included orders for skilled nursing services
once a month for skilled assessment and
evaluation, teaching the patient management of
their disease process, medication management,
supervising the home health aides, and reporting to
physician vital sign ranges that fall outside of the
following established parameters: a body
temperature below 96 or greater than 101, a pulse
less than 60 or greater than 110, blood pressure
greater than 160/90 or less than 90/60 and a weight
gain of greater than two pounds in 24 hours or five
pounds in one week. A Further review of the clinical
record showed that the patient was being treated
with Metoprolol 100 milligrams (mgs) two times
daily, Spironolactone 25 mgs two times daily, and
Lasix 20 mgs. daily for congestive heart failure.

A continued review of the clinical record showed 
that the skilled nurse visited the patient on 
06/09/2023, 07/14/2023, 08/12/2023, and 
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1.Capital Care has reviewed the skilled nursing
visit notes of patient #8 and #9 and is unable to
retrospectively correct the documentation to
include the weigh for all patients with CHF.
Moving forward, CCI will ensure that the RN staff
visit notes include the weigh for all patients with
CHF. If RN unable to weigh the patient, then, the
reason will be documented on the visit note. All
nurses were retrained  by the DON during a
nurse’s In-service on 10/31/22023 on the
importance of weight monitoring for disease
management.

2. CCI’s QA RN will reinforce the use of scales
provided to the RN staff and reinforce the
provision of weight log (see attachment  patient's
weight log) to the patients during RN’s In-service.
This log will be reviewed on the a monthly basis
during RN’s visit and will notify the physician of
any discrepancy.

3. Moving forward CCI will perform quality audits
on all RN monthly visit note to measure
compliance. CCI’s QA RN will perform audits to
ensure that all RN skilled visit note include
documentation of weight or reason if unable to
weigh the patient for all patients with CHF.  The
QA RN will contact the assigned RN staff to
discuss the deficient finding with the requirement
and the RN staff will correct the skilled visit note
within 1 business day.  Weight monitoring tool
was added to our Monthly QA tool on 12/6/2023
to ensure compliance (monthly QA tool).

10/31/2023

12/11/2023
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H 435Continued From page 3H 435

09/20/2023, with no documented evidence of the 
patient's weight to alert the physician of any weight 
gain that may necessitate emergency intervention.

2. On 10/05/2023 at 11:40 AM, a review of Patient
#9's Plan of Care (POC) with a service period from
12/15/2022 through 11/30/2023 showed the patient
had diagnoses to include Diabetes Mellitus,
Congestive Heart Failure, and Hypertension. The
POC included orders for skilled nursing services
once a month for skilled assessment and
evaluation, teaching the patient management of
their disease process, medication management,
supervising the home health aides, and reporting to
physician vital sign ranges that fall outside of the
following established parameters: a body
temperature below 96 or greater than 101, a pulse
less than 60 or greater than 110, blood pressure
greater than 160/90 or less than 90/60 and a weight
gain of greater than two pounds in 24 hours or five
pounds in one week. A Further review of the clinical
record showed that the patient was being treated
with Metoprolol 100 milligrams (mgs) daily,
Spironolactone 50 mgs daily, and
Hydrochlorothiazide 25 mgs daily for congestive
heart failure.

A continued review of the clinical record showed 
that the skilled nurse visited the patient on 
06/16/2023, 07/07/2023, 0821/2023, and 
0930/2023, with no documented evidence of the 
patient's weight to alert the physician of any weight 
gain that may necessitate emergency intervention.

At the time of the survey, the agency failed to 
provide skilled services as ordered on the POC for 
Patients #8, and #9.
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H 435Continued From page 4H 435

During an interview with the Director of Nursing on 
10/10/2023 at 2:00 PM, the deficiency was 
acknowledged.
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