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' An annual survey was conducted st your agency | ! ;
from January 8. 2013, through January 10, 2013, j Health D?Partment of Health
te determing compliance with Titls 22 DCMR, | Inte Regulation & L| ;
Chapter 38 (Home Care Agencies Reguiations). niermediate Care Facllitiog Division
The findings of the survey were based on & : 899 North Capitol St, N.E.
random sample of ten (19) clinical records based | Washington, D.C. 20002

an-a census of twenty (20) patients, ten (10} i :
personnel files pasad on & census of ninety-one i .
{91) employees and three (3) homae visits. The
findings of the survey ware based on :
observations in the home, interviews with ggency |
' staff ang patient intervisws as well as a raview of

e sl crpor e i i ket Administrative Officer will re-educate

internal staff ¢n the discharge process and

H 271 3911 2tk) CLINIGAL RECORDS H 271 information needed on the summary
' | including intermittent visits. Reference
Each elinical record shall include the following attachment #1; HH-CL- 021.4

informadion relaled to the patient: Due date: 02/06/2013

{k} Discharge summary, including the reason for - _ : s )
termination of services and the effective date of Director of Clinical Services/Clinical Designee

discharge: { will complete 100% focused patient chart
: review of discharges within the past 60 days
to ensure proper information was

i Tnis Statute s not met 35 evidenged by

Basedion e reviewsnd vl iorvions. e | . documented. An update will be sent to the
home gare agency (HCA) falled to have a | - physician if non compliance is found.
discharge summary for one (1) of three {3} . Buedate:; 02/06/2013

discharged patienis. (Patlent#7)
Compliance will be monitored by Director of

| The finging includss: : i s ¥
% Clinical Serviges/Clinical Designee or

' On January 8, 2013, review of Batient #7's | . Administrative Officer/Designee during the
zecarf:;g;artir;_g &;&é appmx}ﬁﬁatf:gnﬁgggf gf?a'}e f . discharge process and ongoing quarterly
FEVERHE & 8K TSIy Wil 3 : H Fmal s i dnyt ] gean BF
(POC) dated August 21, 2012, The pian of care | | mt{ed‘xcﬁ recor .d reviews. Contfm.se_d‘atiaiff B
indicated the patient would be discharged after | education on the discharge process will occur

 four visits. There was no decumented evidence of | - das needed.

a désgmrge summary in the record at the time of ! Due i)ate Ongoing.
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Continued From page 1

this survay.

During an interview with the Chiniclan on January ;
8, 2013, at approwmately 12:00 p.m., itwas H
reveaied the HCA does not wiite & crfachargs
summary for patients who received five visits or
lass from the apency. The Clinician indicatad the
agency would start wiiting dischargs summaries
for all patients who received senvicas from the

agency.

3917 2{c) SKILLED NURSING SERVICES

. Duties of the nurse shall include, ata miniraum,

accordance with the pian of care;

| Reviaw of Patient # 8's POC dated November

_at approximately 12:10 pan., revealed the home

the following:

{c) Ensuring that patien needs sre.metin

This Statute is not met as evidenoed by

Rased on interview and record review, the Home
Care Agency's (HCAs) nurse failed o ensure that |
patient needs are met in accordance with the plan
of care {POC) for one (1) of (10) patients in the
sample. {Patient #8) i

The finding Inciudes.

11, 2012, to January 8, 2013, on January §, 2013,

- health aide (HHA; to provide service for five () to | .

sight (&) hours, four (4) to seven (7) days aweek. a

* Review of Patient #8's HHA time shests revealed |

oniy four hours of services were provided oo

11713012, 1145/12,11/20/12, 11/22/12,12/01/12,

173713, 1/4/13.
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Administrative Officer will re-educate
internal staff on the importance of providing
care as established into the care plan. internal
staff will be re-educated on the missed shift
policy process.

Due date 02/06/2013.

Admm‘istratwéz Officer/ Designee w:i[
complete 100% focused medical recor d
review on missed shifts.

Due Date: 04/01/2013.

Compliance will be monitored by Director of
Clinical Services/Clinical Designee or
Administrative Officer/Designee through
quarterly medical record review. Continued
staff education on the missed shift policy
process will occur as needed.

Due Date: Ongoing
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During & interview with the Administrator on
January 8, 2013, at approximately 1°30 p.m., it
| was revealed there was an issue with the evening
| HHA groviding services g5 orderad. There was no
- documented evidence skilled nursing services
was consistently ensuring that patient needs are
being provided in accordance with the POC,

|
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