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H 000 INITIAL COMMENTS H 000
An annual survey was conducted at your agency
from November 3, 2011, through November 4, ec Z-LUEQL | 2 / f/l y
2011, to determine compliance with Title 22 epertment of Health
DCMR, Chapter 39 (Home Care Agencies Health Regulation & Licansing Administraion
Regulations). The findings of the survey were Intermediate Care Faciities Division
based on a random sample of ten (10) clinical 809 Nosth Capitol ¢, N.E.
records based on a census of seventy-eight (78) Washington, D.C. m
patients, ten (10} personnel files based on a
census of one hundred and fifty one (151)
employees and three (3) home visits. The
findings of the survey were based on
observations in the home, interviews with agency
staff and patient interviews as well as a review of
patient and administrative records.
- 354 3914.3(c) PATIENT PLAN OF CARE H 354 cart fw Pf**ff"at

’ﬂwe plan bghas been ”7/’/'

The plan of care shall include the following:

#5ard HE e lbect
(c) The goals of the services to be provided, cddendum o an
including the expected outcome, based upon the { of 1he servis unﬂ Ij
immediate and long-term needs of the patient; oc tS

+o be provided:

This Statute is not met as evidenced by: Based

on arecord review and interview, it was determined /. p Dirte hor ]
that the agency failed to ensure the Plan of Care The clomcc Sl !
(POC) included the goals of the services to be y ¢ Drirr chr ZH%
provided, including the expected outcome, based 9305 fan 4 RA all charrs
upon the immediate and long-term needs of the yeview g/ o
patient for two (2) of ten baFeL
(10) patients in the sample. (Patient #5 and #6) on a men j ' 7 s ‘Z
o _ ensurc. Hhnk Jicencl
The findings include: Al uyvf 1!
care “aréd ¢

Review of Patient #5 and #6's Plan of Care whth Ze Ctihen bj
(POC) on November 3, 2011, at approximately ({2 (A Kfj ;Jaﬁm tnd s, ”
3:00 p.m., revealed that the POC did not include A > A or d
the goals of the services to be provided, including ¢ /: on; i 2 od 2
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H 354 Continued From page 1

the expected outcome, based upon the
immediate and long-term needs of the patient.

During a face to face interview with the Assistant
Clinical Director and the Administrator on
November 3, 2011, at approximately 3:10 p.m., it | H 354
was acknowiedged the goals of the services to be
provided, including the expected outcome, based
upon the immediate and long-term needs of the
patient was not on the revised Plan of Care Form
for Medicaid Personal Care Aide and Home
Health Skilled Services. Further interview
revealed the agency would add an addendum to
include the goals of the services to be provided,
including the expected outcomes for the patients

on the revised POC. H 357
H 357 3914.3(f) PATIENT PLAN OF CARE % | /
fonls s cnol sy | il
The plan of care shall include the following: /}’ % o &
o
(F) Provisions relating to the reevaluation of é]g £47) &0[0/ WUM A ' mﬂD""y
services, discharge planning, referral of services Incboade- ﬁ/DV/ Sti§ L

and continuation or renewal of services;

to e deschege fln
gl copt Nt an a/)’ff?“gﬂ

This Statute is not met as evidenced by:

Based on a record review and interview, it was % Ww:
determined that the agency failed to ensure the
Plan of Care (POC} included provisions relating 7/1!& 0 /‘ A (0,0 D/ rfc,/{m endl
to the re-evaluation of services, discharge : 5 A alg
planning, referral of services and continuation or /45 {J/ ,{.;4(4/
beon &
renewal of services for two (2) of ten (10) patients 54 . all CA"/{T
in the sample . (Patient #5 and #6) ﬂg‘/’( W en e Q /1"
/D
The findings include: on 4 et
Review of Patient #5 and #6's Plan of Care Ensie. 4 atd / “ns
(POC) on November 03, 2011, at approximately cane. are N Cw,f/‘ﬂ‘xp
3:00 p.m., revealed that provisions relating to the 7
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H 357 Continued From page 2
re-evaluation of services, discharge planning,

services was not included on the POC.

Clinical Director and the Administrator on

was acknowledged the aforementioned
provisions was not on the revised Plan of Care

Health Skilled Services. Further interview

services, discharge

POC.

H 359 3914 3(h} PATIENT PLAN OF CARE

The pian of care shall include the following:

(h) Prognosis, including rehabilitation potential;
This Statute is not met as evidenced by:
Based on record review and interview, the
agency's Plan of Care (POC) failed to include
and #6)

The findings inciude:

Review of Patient #5 and #6's Plan of Care
{POC) on November 3, 2011, at approximately

patients.

referral of services and continuation or renewal of

November 3, 2011, at approximately 3:10 p.m., |t

3:00 p.m., revealed the POC did not include the
prognosis, including rehabilitation potentia! for the .

' H357

During a face to face interview with the Assistant

Form for Medicaid Personal Care Aide and Home |

revealed the agency would add an addendum to :
include provisions relating to the re-evaluation of

planning, referrat of services and continuationor -
renewal of services for the patients on the nevnsed |

| H350

prognosis, including rehabilitation potential for two
(2) of ten (10) patients in the sample. (Patient #5 -

g.j;,da e Critenc
Jet b Hea [+ Kegudetron
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H 359 Continued From page 3 H 359 C_r,_/_a_ﬂ b Set by Hea It
During a face to face interview with the Assistant ﬂ. R ok l ;
w VlarZe ML,
Clinical Director and Administrator on November 3 VLL I Cﬂcl J
3, 2011, at approximately 3:10 p.m., it was f}d A INS l(a_,ﬁu’j ’

acknowiedged the prognosis, including
rehabilitation potential was not on the revised

Plan of Care Form for Medicaid Personal Care Aide 6& %fnym/tf« T and g
and Home Health Skilled Services. Further interview
revealed the agency would add an addendum to
include the prognosis, including rehabilitation
potential for the patients on the revised POC.

H 361 3914.3(j) PATIENT PLAN OF CARE H 361
The plan of care shall include the following:
(i} Psychosocial needs of the patient; 7A e /) lee n 9 ey € A—/ i "] ’( (—
# W
| . . pPaben F # Somd % & un(jo.j
This Statute is not met as evidenced by: U cL
Based on record review and interview, the Lo ol
agency's Plan of Care (POC) failed to include the }l “o éeﬁn
psychosocial needs of the patient for two (2) of ten 'fb [ M 4e

(10) patients in the sample. (Patient #5 and #6)

Fsychaose ik naeds § +&

apeyrhs
Review of Patient #5 and #6's Plan of Care 0)

{POC) on November 3, 2011, at approximately U(
3:00 p.m., revealed that provisions relating to the 47\_2, ’ u‘p ! ]
psychosocial needs of the patient was not on the ‘e ’) ek mr.(

The findings include:

1

POC. P5sisken b Dive for Shat
During a face to face interview with the Assistant

Clinical Director and Administrator on November 3, ltriec cnd QA oo{
2011, at approximately 3:10 p.m., it was Chap moon +hE
acknowledged the psychosocial needs of the 3 On e

patient was not on the revised Plan of Care Form /:)a [o7)) f——o ENG el W @l |

for Medicaid Personal Care Aide and Home

Covnfl ol o 144 AL
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H361 Continued From page 4 H 361 ci/hL@fl w sef bj ACCUL‘H'\
Health Skilled Services. Further interview p\,_pj wdehon end Liwag,
revealed the agency would add an addendum to j
include the psychosocial needs of the patients on f’}\d vy r’)S’h’tJ\ «7)
the revised POC,
dee. Alcchmint#L+z
H 362 3914.3(k) PATIENT PLAN OF CARE H 362

The plan of care shall include the following:

{k) Safety measures required to protect the
patient from injury;

This Statute is not met as evidenced by: -ﬂ\L p lﬁ[\ (J} Cuxt Q.\’ ! ‘ h ll -

]
Based on record review and interview, the oA j
agency's Plan of Care (POC) failed to include Qdd'@(\k. RS G-r\&ﬁ: L 5

prognosis, including rehabilitation potential for two

(2) of ten (10) patients in the sample. (Patient #5 {j\(,() bQQf\ 0\/{\/‘\94‘%.
and #6)
1o R eale

The findings include:

¢ MeUsU) (2AxTS
Review of Patient #5 and #6's Plan of Care P(”D\'C.C/\- e P thend P&n«
(POC) on November 3, 2011, at approximately T
3:00 p.m., revealed the POC did not include the \5 ‘\6 '
prognesis, including rehabilitation potential for the

patients. A4 Q&mmuh}\ Viedeac

During a face to face interview with the Assistant N %5'3&5&‘4\\:@ ok
Clinical Director and Administrator on November _

3, 2011, at approximately 3:10 p.m., it was %\‘\“’\\ Q-'Q'\S‘ e C"“-—\ Q ﬂc
acknowledged the prognosis, including O\X\_ ‘-‘)\1\9«&55 Q(-W\ %
rehabilitation potential was not on the revised

Plan of Care Form for Medicaid Personal Care Coirce. XD €NsiL ‘\‘Lm}
Aide and Home Health Skilled Services. Further .

interview revealed the agency would add an At D (/U\'V?\ oS,
addendum to include the prognosis, including O L o ¢cf l*ﬁ(fu\ 8—&

:zclaslzgt:tgg potential for the patients on the b‘ﬁ 1) \ ‘\7'\'7 P\q{) Q Ay |
o Liconsnd Adamust

aze Moo B e AP
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H 363 Continued From page 5
H 363 3914.3(1) PATIENT PLAN OF CARE

The plan of care shall include the following:

(I) Identification of employees in charge of
managing emergency situations;

This Statute is not met as evidenced by:
Basad on record review and interview, it was
determined that the agency failed to ensure the
Plan of Care (POC) induded identification of
employees in charge of managing emergency
situations for two (2) of ten (10) patients in the
sample. (Patient #5 and #6)

The findings include:

Review of Patient #5 and #6's Plan of Care
(POC) on November 3, 2011, at approximately
3:00 p.m., revealed the POC did not include the
identification of employees in charge of managing
ermergency situations.

During a face to face interview with the Assistant
Clinical Director and Administrator on Novernber
3, 2011, at approximately 3:10 p.m., it was

acknowledged the identification of employees in
charge of managing ernergency situations was
not on the revised Plan of Care Form for

Medicaid Personal Care Aide and Home Health
Skilled Services. Further interview revealed the
agency would add an addendum to indlude the
identification of employees in charge of managing
emergency situations on the revised POC.,

H 364 3914.3(m) PATIENT PLAN OF CARE

The plan of care shall include the following:

H 363
H 363

H 364

Dee %?5 w20\
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{m) Emergency protocols; and...

This Statute is not met as evidenced by:
Based on record review and interview, it was
determined that the agency failed to ensure the
Plan of Care {POC) included the emergency
protocol for two (2) of ten (10) patient's in the
sample. {Patient #5 and# 6)

The findings include:

Review of Patient #5 and #6's Plan of Care
{POC) on November 3, 2011, at approximately
3:02 p.m., revealed the POC did not include the
emergency protocols.

During a face to face interview with the Assistant
Clinical Director and Administrator on November
3, 2011, at approximately 3:10 p.m., it was
acknowledged the emergency protocol was not
on the revised Plan of Care Form for Medicaid
Personal Care Aide and Home Health Skilled
Services. Further interview revealed the agency
would add an addendum to include the
emergency protocol on the revised POC.
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