Health Requlation & Licensing Administration

PRINTED: 12/08/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION
IDENTIFICATION NUMBER: A BUILDING:
HCA-0083 B, WING

(X3) DATE SURVEY
COMPLETED

. 12/05/2017

NAME OF PROVICER OR SUPPLIER

MAXIM HEALTHCARE SERVICES

1100 NEW JERSEY AVENUE, SE SUITE 845
WASHINGTON, DC 20003

¢
STREET ADDRESS, CITY, STATE, ZIP CODE M\ .'b("

X410 | SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION Lo
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACYION SHOULD BE | COMPLETE
TTAG | REGUI ATORY-OR 1-SC IDENTIFYING INFORMATION) — ———TAG- .._._.cmss.-REEEREHQEID_T_Q_.T_HE_;&E_I’_RQE.RF&TE —i} ., DATE

DEFICIENCY) [
1 | _‘

H 000] INITIAL COMMENTS | Hoo

1 An annual survey was conducted from 12/4/17,

i through 12/5/17, to determine compliance with

I the District of Columbia's Home Care Agency

| Regulations (Title 22 B DCMR Chapter 39). The
' home care agency provides home care services |
! for twenty-eight (28) patients and empioys one |
| hundred twenty-eight (128) staff including |
. professional and administrative staff. The findings |
| of the survey were based on a review of

| administrative records, fourteen (14)

| incident/complaint reports, eight (8) active patient
‘ records, two (2) discharged patient records and

| ten (10) employee records. f

' The findings were aiso based on one (1) home
| visit and thirteen (13) telephone interviews with
| patients/family and staff. |

J_ Listed below are abbreviations used throughout |
| the body of this report.

| ADHD -Attention Deficit Hyperactivity Disorder
| ADL/IADL - Activities of Daily Living/fnstrumental
i Activities of Daily Living
| DME- Durable Medical Equipment
{ G-tube - Gastrostomy tube
| HCA - Home Care Agency
HHA - Home Health Aide
I POC - Plan of Care
| RN - Registered Nurse
| ROM - Range of Motion
SN - Skilled Nurse
! SOC - Start of Care

| Each ciinical record shall include the following

.i
| !
H 279 3911.2(s) CLINICAL RECORDS i H 279
& \ : l
| information related to the patient: i

|

Compliance.

By submitting this Plan of
Correction the agency does not
admit the allegations in the survey |
report or that it violated any ]'
regulations. The agency is
submitting this Plan of Corrections I|
in response to its regulatory
obligations and commitment to ‘ .
compliance. The agency further
reserves the right to contrast any
alleged findings, conclusions and

' deficiencies. The agency intends to
request that this Plan of Correction
service as its Credible Allegation of |

l?
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H 279 Continued From page 1 | H279 By submitting this Plan of j
‘ (s) Documentation of training and education Correction the agency does not i
| given to the patient and the patient's caregivers, admit the allegations in the survey ||
- report or that it violated any | !
:l regulations. The agency is | 1:
' P —— y ib submitting this Plan of Corrections !
| This Statute is not met as evidenced by: ; g ,
| h ' ’ in response to its regulato. i
| Based on interview and record review, the HCA ) P A g , i 5
. . A | obiigations and commitment to |
' failed to ensure the nursing staff provided ! complia Th rth
| documented evidence of specific training and | ompliance. The agency further |
educational instructions to the patient and the | reserves the right to contrast any |
' patient's caregivers for four (4) of ten (10) alleged findings, conclusions and |
patients in the sample (Patients #1, 2, 3,10). deficiencies. The agency intends to |
| request that this Plan of Correction [
: Findings included: service as its Credible Allegation of !
| ) . Compliance. |
' The HCA failed to ensure its SNs documented , ducated !
i the specific training and educational instructions All active staff were re-educated on
| given to the patient/caregiver as ordered by the policy for educational 12/22/2017
| POC as evidenced below: documentation. Field Support team
| mailed out reminder letters for the ,
n 1. On 12/04/17, at 11:30 AM, review of Patient DOCS to active staff’s homes about |
| #1's POC showed a SOC date of 65/05/16, anda | education documentation. i ‘
i certification period of 10/27/17, through 12/25/17, | i !
{ The patient had‘dlagnos_es that included ! Clinical Supervisors and DOCS to |
postsurgical malabsorption, gastrostomy status, | review with staff at monthly 12/27/2017 |
| retinopathy of prematurity, and hemangioma. ! supervisory visits/recertificati
| The POC showed a documented order for the SN | P y Uit/ iecendjications: |
| to instruct the patient/caregiver on the following: | . ' '
; | Clinical Supervisors/DOCS will in
| ADL NADLS; - service staff during first quarter of i ~
| Bowel management; : 2018 to documentation policy. ! 1/31/2018
| Dietary requirements; § ! ’
! Emergency i'nterventions; | Chart audit to be done guarterly by
! Home e programs; i Quality Improvement Nurse and
; E?J!dpir:t\;irglsifgnagemem' ; DOCS of 75% - 100% of charts with 1/31/2018
il \ ' t -1009 <
{ Medication regimen; and ‘ hres!;o Id of 90-100% of
 Skin integrity management. ‘ COmPROnCS
| On 12/04/17, beginning at 11:40 AM, review of | -
Heallh Regulation & Licensing Administration
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| Patient #1's "Nursing Flow Sheets" dated

{ 10/20/17, through 11/25/17, showed no

! documented evidence that the SN provided the

| patient/caregiver with training and/or educational
| instructions related to any of the patient's

. diagnosed health care conditions.

2. On 12/04/17, at 12:65 PM, review of Patient
| #2's POC showed a SOC date of 1/23/15, and a
i certification period of 11/09/17, through 1/07/18.
! The patient had diagnoses that included
dysphagia, autistic disorder, congenital
| malformation of the larynx, encounter for
| attention to gastrostomy and supraventricular
| tachycardia. The POC showed a documented
| order for the SN to instruct the patient/caregiver
! on the following:
| ADUIADLS;
| Bowel training regime,
| Diet maintenance;
| DME care;
 Fall prevention and ambulation safety measures;
| Fluid intake management;
| Medication management;
| Puise oximetry;
| ROM exercises; and
| Routine G-tube care.

} On 12/04/17, beginning at 1:05 PM, review of

| Patient #2's “Nursing Flow Sheets" dated 11/9/17,
I and 11/11/17 through 11/16/17, showed no

| documented evidence that the SN provided the

' patienticaregiver with training and/or educational

| Instructions related to any of the patient's

| diagnosed health care conditions.

| 3. 0n 12/04/17, beginning at 1:30 PM, review of
| patient #3's POC showed a SOC date of 4/15/14,
I and a certification period of 11/25/17, through

| alleged findings, conclusions and

Correction the agency does not
admit the allegations in the survey
report or that it viclated any
regulations. The agency is
submitting this Plan of Corrections
in response to its regulatory
obligations and commitment to
compliance. The agency further !
reserves the right to contrast any |

deficiencies. The agency intends to
request that this Plan of Correction
service as its Credible Allegation of
Compliance.
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i
|
|

| autistic disorder; cerebral palsy, unspecified

' convuisions, unspecified asthma, ADHD, and

" encounter for attention to gastrostomy. The POC
- showed a documented order for the SN to

l instruct the patient/caregiver on the following:

! ADLAADLs;
| Bowel management:
| Dietary requirements;
| Fall prevention strategies;
Fluid intake management;
| Maintaincefimprovement of short term memory,
i Medication regimen for high risk medications;
i Progressive exercise/ROM; and
Seizure precautions.

| On 12/04/17, at 2:35 PM, review of Patient #3's

! "Nursing Flow Sheet" dated 11/25/17, showed no

| docurmented evidence that the SN provided the

| patient/caregiver with training and/or educational

| instructions related to any of the patient's
diagnosed health care conditions.

| 4. On 12/04/17, at 3:30 PM, review of Patient

' #10's POC showed a SOC date of 6/01/14, and a
| certification period of 10/19/17, through 12/17/17.
' The patient had diagnoses that included

- encephalopathy, quadriplegia, epilepsy, chronic

! respiratory failure with hypoxia, and altered

| mental status. The POC showed a documented

| order for the SN to instruct the patient/caregiver
on the following:

{ ADL/NADLs:

Bowel management;

Dietary requirements;

Fall prevention strategies;

Fluid intake management;

| Maintaince/Improvement of short term memory,

Correction the agency does not
admit the allegations in the survey
report or that it violated any
regulations. The agency is !
submitting this Plan of Corrections | l
in response to its regulatory [ &
obligations and commitment to |
compliance. The agency further [
reserves the right to contrast any [
alleged findings, conclusions and
deficiencies. The agency intends to

| request that this Plan of Correction ]
service as its Credible Allegation of
Compliance.
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H 2795: Continued From page 4 H 279 ! B;: submitting this Plan of | ,
| - . Lo ., Correction the agency does not -
! Medication regimen for high risk medications; . I | S
| Progressive eiercise/ROlSl; and admit the allegations in the survey 5_
| Seizure precautions. report or that it violated any :
i regulations. The agency is i
| On 12/04/17, at 4:00 PM, review of Patient #10's submitting this Plan of Corrections |
| "Nursing Flow Sheets" dated 10/20/17, through in response to its regulatory ll
: 11/25/17, showed no documented evidence that - obligations and commitment to -[
5 the SN provided the patient/caregiver with training - compliance. The agency further
. tand)'ort‘edt:'ca;:'onaal |nsct1n:1ctic|;t:;s related tg’ t{:my of | reserves the right to contrast any i
.i he patient's diagnosed health care conditions. alleged findings, conclusions and |
| On 12/04/17, 4:45 PM, interview with the clinical deficiencies. The agency intends to | |
' supervisor said that all SNs will be re-trained to request that this Plan of Correction | |
| ensure all patients/caregivers are given specific service as its Credible Allegation of | |
i training and educational instructions as ordered Compliance. g
| by the POC. !
At the time of the survey, the HCA failed to
| ensure all SNs documented specific training and
| educational instructions to all of the
‘ patients/caregivers as ordered by the POC.
H 411 3915.11(f) HOME HEALTH & PERSONAL CARE | H 411 *
i AIDE SERVICE DOCS AND C'I1inica.l Supervisor will | 12/20/2017 |
| Home health aide duties may include the re-educate the Clinical staffon |,
| following: documentation policy to include ||
the ABC’s (appearance, behavior !
| (f) Observing, recording, and reporting the and condition) of each patient i
| patient's physical condition, behavior, or during orientation, before new |
I appearance; case is discuss on PSO (patient t
specific orientation sheet) and |
during monthly supervisory i
] . o isi tificati isits, !
! This Statute is not met as evidenced by: Visits/recertification visits |
| Based on a record review and interview, the HCA . !
‘ failed to ensure that each HHA observed, DOCS teach and discusses POC | 112/20/2017 |

| recorded and reported on the patient's physical

condition, behavior or appearance, for one (1) of |

adherence during orientation of all
new staff.

!
]
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Chart audit to be done quarterly by |
Quality improvement Nurse and
DOCS of 75% - 100% of charts with
! Findings included: threshold of 90-100% of
i compliance. ' |
| On 12/4117, at 2:25 PM, review of Patient #7's, | !
' | "Aide Weekly Notes” dated 10/16/17, through |
| 1171 9/17, showed that the HHA failed to observe
i and document the aforementioned patients'
| physical condition, behavior or appearance in the
| clinical record.

1

. the three (3) patients who had an HHAin the
| sample. (Patient #7)
|

1/31/2018

| On 12/4/17, at 3:30 PM, interview with the clinical
' supervisor said that the agency would conduct an |
! in-service with all of the HHAs on how to i
document the patients' physical condition, '[
' behavior or appearance in the clinical recorg. ;

1

At the time of the survey, there was no evidence |
| the HHA documented the patients’ physical .
condition, behavior or appearance in the clinical
| | record.
1
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