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H 000 INITIAL COMMENTS H 000
An annual survey was conducted from March 2, | By submitting this POC the agency
2016 through March 7, 2016 to determine | does not admit the allegations in the
compliance with the District of Columbia's Home | survey report or that it violated any
Care Agency Regulations (Title 22 DCMR regulations. The agency is submitting
Chapter 39). Th'e Home pare.Agency pfowdes this POC in response to its regulatory
home care services to thirty six (36) patients and bligations and commitment to
employs one hundred fifty three (153) staff. The obligatl e
findings of the survey were based on record compliance. The agency further
review and interviews with patients and staff. reserves the right to contrast any
alleged findings conclusions and
The following are abbreviations used within the deficiencies. The agency intends to
Bedy SFthiseport: request that this POC service as its
HCA - home care agency | Credible Allegation of Compliance.
HHA - home health aide '
LPN - licensed practical nurse
POC - plan of care
RN - registered nurse
H 390
H 380 3915.6 HOME HEALTH & PERSONAL CARE | H390
AIDE SERVICE For employees # 1, 2 and 3 like all 01/15/2016
After the first year of service, each aide shall be | employees then’r CE hours were:
required to obtain at least twelve (12) hours of | checked following the completion of
continuing education or in-service training 2015 per company policy. These
annually, which shall include information that will employees in question were re-
help maintain or improve his or her performance. educated on 1/15/16 regarding the
This training shall include a component . importance and requirement of
specifically related to the care of persons with } . .
disabilities. completing their CE hours in the
future.
This Statute is not met as evidenced by: All HHA’s will be re-educated as 4/30/16
Based on record review and interview, the HCA stated above by Field Support Staff or
cach HIAA cbimined at loost s 191 haurm of i . L
v ours o g
continuing education or in-service training Iett: r to their hc'>me_ Adotessiasyeliias
annually for three (3) of seven (7) certified HHAs verbal communication when they
in the sample. (HHA #1, #2 and #3) come into the office.
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H 390 Continued From page 1 H 390 During each quarterly audit internal 03/14/2016
Field Support team members
The findings include: ’ specifically our Field Support Specialist
_ ‘ will review and audit employees files
On March 2, 2016, starting at 1:42 p.m., review of J and see if they are tracking for their
the aforementloneq HHA employee records | completed requirements hours. If not
revealed the following: : ) . .
| tracking appropriately employees will
1. HHA #1 was hired on March 28, 2014; he/she | be contacted with the conversations
had six (8) hours of training for 2015. | logged and additional training
assigned
2. HHA #2 was hired on January 16, 2014; he/she .
had six (8) hours of training for 2015. During monthly meetings on employee 03/17/2016
requirements Field Support team will  Ongoing
3. HHA #3 was hired on Jun_e 2, 2014; he/she had review employee files and pending
no documented hours of training for 2015. | information. During review we will
During an interview with the business l also mcprporate EhEskson U.]e.lr
development manager om March 3, 2016, at 2:30 transcript and amount of training
p.m. he/she stated that the agency is aware that | hours completed. If found to be
each HHA has not completed the required twelve tracking negatively employees will be
(12) hours of training. The business development reeducated and conversations will be
manager also stated that disciplinary action form ;
had been issued to all non-compliant employees. logged in the employee files.
i i Currently i
H 458 3917.2(h) SKILLED NURSING SERVICES Hasg | Wewill continue to follow the urrently in
company corrective action policy place
Duties of the nurse shall include, at a minimum, concerning yearly CE requirements. In  Ongoing
the following: the beginning of each new year all
Maxim employees will be checked for

(h) Reporting changes in the patient's condition to
the patient's physician;

This Statute is not met as evidenced by:

Based on record review and interview, it was
determined that the LPN failed to inform a
physician of a change in a patient's condition for
one (1) of four (4) active patients in the sample.

completion of the CE credits and if
found out of compliance will be
disciplined per policy.

|
|
i
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H 458 Continued From page 2 H 458
(Patient #6)
. , H 458
The findings include:
- : Clinical Supervi ere re-educated  3/7/16
On March 3, 20186, starting at 2:00 p.m., a review LU SAPCRYISOISIRELE (€56 )
of Patient #6's POC with certification period of by Director of Clinical Services on vital
December 26, 2015 through February 23, 2016, sign ranges and communication to
revealed that the patient had diagnoses of MD'’s as identified on the Plan of Care.
chronic respiratory failure, quadriplegia, and
gastro-esophageal reflux disease. Further review - . ) 3/14/16
of the POC revealed that the physician ordered Clinical Nurses _0',1 isease !'e
the skilled nursing services sixteen (16) to twenty egucated by Clinical S.UPe""'SO"S and
four (24) hours per day for five (5) to seven (7) Director about following Plan of Care
days per week. The POC documented to notify vital signs ranges, documentation,
to physician if the patient's temperature is greater communication and interventions per
than 100.6 degrees Fahrenheit, pulse less than policy
70 beats per minute or greater than 110 beats per ’
minute; and a respiratory rate less than 20 - . i . 4/8/16
breaths per minute or greater than 30 breaths per Director of Clinical Services to review ,
minute. adherence of Plan of Care with new Ongoing
_ ' employee’s during weekly orientation
On the following date, Patient #6's pulse was as well as with all clinical staff by letter
outside of the prescribed range: sent to their home addresses and
- December 29, 2015 (126 beats/minute at at when they enter the office on a
8:00 a.m.) weekly basis while focusing on vital
- December 30, 2015 (130 beats/minute at at signs parameters with notification.
12:30 a.m.)
- December 30, 2015 (127 beats/minute at at
6:00 a.m.)
- December 31, 2015 (121 beats/minute at at
12:30 a.m.)
- December 31, 2015 (115 beats/minute at at
10:30 a.m.)
- January 1, 2016 (120 beats/minute at at 9:00
am.)
- January 2, 2016 (112 beats/minute at at 6:00
am.)
- January 6, 2016 (112 beats/minute at at 6:00
am.)
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H458 Continued From page 3 H 458 CiinicaI-Supewl.sor Wl"‘ contact the MD 3/14/16
) for patient # 6 immediately as well as Ongoing
- Jar;uary 9, 2016 (121 beats/minute at at 6:00 | MD for all patients to review the vital E
a.m. ) ) .
- January 10, 2016 (116 beats/minute at at 8:00 | sign ranges identified and change
am.) range or include sustained vital sign
- January 13, 2016 (115 beats/minute at at 6:00 over a timeframe in the Plan of Care
a.m.) per MD orders to be completed by
- January 15, 2016 (120 beats/minute at at 4:15 calling MD and reiterate at the time of
p.m.) . next supervisory visit or recertification
- January 16, 2016 (150 beats/minute at at 3:00 iod
am) period.
- January 16, 2016 (112 beats/minute at at 6:00 " . ,
a.m.) Director of Clinical Services will do a 3/14/16
- January 20, 2016 (115 beats/minute at at 12;00 second review of all Plan of Care for Ongoing
a.m) , contents of appropriate vital sign
;Jr:r;uary 20, 2016 (123 beats/minute at at 6:00 ranges prior to sending to MD for
o signature.
_ On the following date, Patient #6's respirations
were outside of the prescribed range: Ql nurse will do ongoing weekly 3/9/16
monitoring during Focus chart review Ongoing
- December 29, 2015 (34 breaths/minute at 8,00 for 100% of nursing documentation
a.m.) .
- December 30, 2015 (38 breaths/minute at 12:30 Sme'tte.d ar.]d fOHOYV up'
a.m.) communication of vital signs
- January 1, 2016 (40 breaths/minute at at 9:00 parameters that are outside of the
a.m.) | Plan of Care per MD orders. QI nurse
- January 2, 2016 (38 breaths/minute at at 6:00 | to review Nurse flowsheets and re-
) educate staff nurses as needed and
;J;r;uary 2, 2016 (32 breaths/minute at at 8:00 give focus review to Director of Clinical
- January 6, 2016 (36 breaths/minute at at 6:00 Services.
am.)
- January 9, 2016 (38 breaths/minute at at 6:00 Director of Clinical Services, Clinical 5/31/16
am.) _ Supervisors and QI Nurse to complete
a.m, i o
- January 13, 2016 (38 breaths/minute at at 6:00 SiiComPIBHORIOFVItel Siris ReramEters
am.) and notification of outside of the
- January 16, 2016 (38 breaths/minute at at 3:00 ranges through communication to MD
a.m.) for the month of April and May 2016.
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H458 Continued From page 4 | H458
- January 20, 2016 (38 breaths/minute at at 3:00
am.)
At the time of review, the record failed to provide
evidence that the skilled nurse notified the
physician of the patient's elevated respiratory and
pulse rate.
On March 3, 2016, starting at approximately 3:15
p.m., during a face-to-face interview, the clinical
director acknowleged the findings stating that the
nurses should have reported the abnormal values
to the physician.
H 459 3917.2(i) SKILLED NURSING SERVICES H 459 H 459
Duties of the. nurse shall include, at a minimum, Director of Clinical Services re- 3/14/16
the following: "
educated and reiterates all staff
(i) Patient instruction, and evalutaion of patient including the staff that provides
instruction; and services to Patients #1, 2 and 3, the
’ importance of documenting
educational events on the nursing flow
This Statute is not met as evidenced by: | sheets.
Based on interview and record review, the nurse 6
failed to provide patient teaching for four (4) of Director of Clinical Services re- 3/ 14/‘1
four (4) patients in the sample. (Patients #1, #2, educates and gives examples of Ongoing
#3and #4) . nursing flowsheets to new employees
The findings include: || during new orientation in regards to
On March 3, 2016, starting at 11:14 a.m., a the importance of documenting
review of Patients #1, #2, #3, and #4's record was educational events on the Nursing
conducted. The POC for each patient Flowsheets.
documented that the skilled nurse would visit the
patient every thirty (30) days and as needed to
provide education in all aspects of care. Further
review of the records revealed monthly nursing
flow sheetsfor each patoents current certification
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H 459 Continued From page 5 " Has59 Clinical Supervisors reiterates the 3/14/16
importance and re-educates the Ongoing

perioid that documented details of each nurse
visit. The nursing flow sheets failed to document
that the patient and/or caregivers received
education from the nurse.

Nursing staff during ongoing
Supervisory and Recertification visits.

‘ Spot checks of Nursing Flowsheets for ~ 4/30/16

g{:e Sgﬁhw?{hzg?biﬁgfg'&;n‘?c‘glmsg;;}ces documentation of educational events  Ongoing
i ini ! .

he/she stated that all nurses have been instructed tc? be mo"'tofe,d Snes a. eekby

to provide and document patient education and Director of Clinical Services for one

their level of understanding. The Director of month.

Clinical Services further stated that the agency's

nurses would receive additional training for Ql nurse will monitor 75% of nursing 4/3/16
patient teaching. flowsheets for documentation of Ongoing

educational teaching per the Plan of
Care during Focus Chart Review on a
weekly basis and re-educated nurses
as needed for one month.
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