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El 000 INITIAL COMMENTS 

An annual survey was conducted at your agency 
from November 3, 2011, through November 4, 
2011, to determine compliance with Title 22 
DCMR, Chapter 39 (Home Care Agencies 
Regulations). The findings of the survey were 
based on a random sample of ten (10) clinical 
records based on a census of seventy-eight (78) 
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. 

-I 354 3914.3(c) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(c) The goals of the services to be provided, 
including the expected outcome, based upon the 
immediate and long-term needs of the patient .  

This Statute is not met as evidenced by: Based 
on a record review and interview, ft was determined  

that the agency failed to ensure the Plan of Care 
(POC) included the goals of the services to be 
provided, including the expected outcome, based 

 the immediate and long-term needs of the 
patient 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 that the POC did not include 
the goals of the services to be provided, including 

H 000 

H 354 

f?eCeect i 2/e/// 
eparbnent of Health 

Heath Rapidan& UceneirdAdiniritadon 
Intermediate Care Facilities Division 

899 North Capitol St, N.E. 
%%savior, D.C. 20002 

114, fw beet 
lie Plan I ' a  (C  
# 5 	 " 	

i _ 	 kic, 5  be er 
el, 	 Pt 'e 

acidenoti-i- erm "h 	
re Ile C.&  

"hp -e  

-/Fp 90 Q i s of -fink jp,n/i tee 

4-0  h e 
is 

	 a -e a(  • 

g 	 D i  "-etc 1-per 4'7d- 
7.e_ chnict--,- 

4 	 &- 	 Dirt c-Are -"Act  / / 
,ltJ n 	

A- 
ceA  all (.tied/!S 

re n e t-il C'el  
k 0  ID  

Oh 0.- tli Art-1 
‘,/

( 44/1  1 " `GI  9/4.94-r-c 41-14-1  
, /2 e oriobetAce  

C are, 	 Un-- - - 	 1 by  
Iv  ith ,ct_e Cr'w-ti c-- 'CP  

ii ern. (1% Keyar...A.,-, And item; ny  
Acthin 5 lye-,  A on ..) 

Jete. 446-4.13ftwed 1 all 42— 

11171 I 

PY I 
ur

I 	 , 
lAl 

Health Regulation & Licensing Administration 	 111Lt: 
	 (x6)DATE 

LABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

It coin 	 sheet or 7, SIAlt iPM 	 EY01111 



PRINTED:11/272011 
FORM APPROVED 

Health Regulation at Licensing Administration 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

X1) PROVIDERISUPPLIER/CLIA 
IDENRFICATION NUMBER: 

HCA-0053 

MM.L1RE 	 CONSTRUCTION 

A 'urn; 

(X3) DATE SURVEY 
COMPLETED 

11104/2011 B WING 

NAME OF PROVIDER OR SUPPLIER 

NURSING UNLIMITED SERVICE, V A NORTHEA 

STREET ADDRESS 

313 8TH STREET, 
WASHINGTON, 

CITY, STATE, ZIP CODE 

NE 
DC 20002 

MID 	 SUMMARY STATEMENT OF DEFICIENCIES 	 D 	 PROVIDER'S PLAN OF CORRECTION 	 (X5) 
PREFIX 	 (EACH DEFICIENCY MUST BE PRECEDED BY FULL 	 PREFIX 	 (EACH CORRECTIVE ACTION SHOULD BE 	 COMPLETE 
TAG 	 REGULATORY OR LSC IDENTIFYING INFORMATION) 	 TAG 	 CROSS-REFERENCED TO THE APPROPRIATE 	 DATE 

DEFICIENCY) 

H 354 Continued From page 

the expected outcome, 
immediate and long-term 

During a face to face 
Clinical Director and 
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was acknowledged 
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The findings include: 
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(h) Prognosis, including 

This Statute is not 
Based on record review 
agency's Plan of Care 
prognosis, including 
(2) of ten (10) patients 
and #6) 

The findings include: 

Review of Patient #5 
(POC) on November 
3:00 p.m., revealed 
prognosis, including 
patients. 

2 

discharge planning, 

H 357  

renewal of 

Assistant . 
. 

p.m., it 

of Care 
and Home 

to 
of 

or 
revised' 

• 
H 359 

for two. 
#6 • 

the 
for the . 

ili i.bin 	 )1/4.e, C 04-en L.  , - . 
(ye 4- (03 	

Ilea l./A ifilticchuk 

Ornd_ L 1 ozn S i 'la thittni/64406 

Jet. gii-acknem- kier,all 02  

Ike fat h eet.& 

it- 1/43-enot. 	 /too 	&pct.,  

acid/2 ,nel ,.......r, 	 d-ND 	 re ited-  lbe t , 

prey 
neors , I AC-Lid. 	n  

ft  

	

re ha 6,1,  irciethei 	 Pb 	 `•se 

 eill tCel-e CD/er L ivrenct 

oc  P 	

C

i5tD 	 -ti- ZU 	 Ve icnCCA/IC   

re Vier-0 CYVICI 0  4 0-g 
S ! 

e ' 64-'6  . 
mar 	 o eat Oh 	 l_ loo,ev t 

- tivue (al 	 6A,,, 9 ccore a re 
14 camp/Jaya 	 t 

met as evidenced by: 

 

and continuation or 
on the POC. 

interview with the 
the Administrator on 

at approximately 3:10 
the aforementioned 
on the revised Plan 
Personal Care Aide 

Further interview 
would add an addendum 

to the re-evaluation 

services and continuation 
for the patients on the 

PLAN OF CARE 

include the following: 

rehabilitation potential; 

and interview, the 
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in the sample (Patient 
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H 359 Continued From page 3 

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

rehabilitation potential 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 prognosis, including rehabilitation 
potential for the patients on the revised POC. 

H 361 3914.3(j) PATIENT PLAN OF CARE 

The plan of care shall include the following: 

(j) Psychosocial needs of the patient; 

This Statute is not met as evidenced by: 
Based on record review and interview, the 
agency's Plan of Care (POC) failed to include the 
psychosocial needs of the patient 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 that provisions relating to the 
psychosocial needs of the patient was not on the 
POC. 

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 psychosocial needs of the 
patient was not on the revised Plan of Care Form 
for Medicaid Personal Care Aide and Home 
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H361 	 Continued From page 4 

Health Skilled Services. Further interview 
revealed the agency would add an addendum to 
include the psychosocial needs of the patients on 
the revised POC. 

H 362 3914.3(k) PATIENT PLAN OF CARE 

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: 
Based on record review and interview, the 
agency's Plan of Care (POC) failed to include 
prognosis, including rehabilitation potential 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 
prognosis, including rehabilitation potential for the 
patients. 

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 prognosis, including 
rehabilitation potential was not on the revised 
Plan of Care Fonn for Medicaid Personal Care 
Aide 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 

H 362 

Co  _tea  i.c. ,..e. 4- hi 	 dettgicill 
PNe J Q.LAA on c-rn  a  Li 

ANdryt , n5.bi-A-k-r) 

Zy4)(2_ . i°1Prtc111144 

cc'-)se nc, 
../ 

*1- 1-Z- 

t-r- 
(0 

1  t 1-1 h is 
0.0tni 

LIVI_ p Ian di car( 
lieckw. i  \,,_ 4,_1/45-  Oi‘A- * 

CA00 befaiN C"\n-ains\-52-  

-VD 	 Cr--L-C-s\t • 	 e:CA-Ce-- 

vnecAtv40) co 4(..7. t (CA. 

P (VCr -k".t vpc..tn_P 
3 v \s1/4)-( \ so 

\k&Q-  Q-L "ALL \t3 k C.C-C- 484-  

C/  \--%-n 5"- -S)r--r-i,:k 

SV-c1/43..\ 	 2.-e-Q, an_A c-A. 
OOLL c-kiNg as YLon_ 
0.)--VC, \-S) enSb-re.- 

CAM. l n4  

.A....) k, 	 k\-4:2_ cakeoik 
b, v\co,vicb ki.5CA-Qtairn 

0-"NN1, LC041:5 I. (9 Pk&Yr.L/15 nIttral 
‘-vg!"--- 	 Mi-r-Acima- 	 tii-m.. 

4 

Ca-Of 

n pc  
% 

-1/41/4.4-‘ 

LQ-nC.C2- 

&Or 

c-iit 
Health Regulation & Licensing Administration 
STATE FORM 
	

EY0111 
	

If continuation sheet 5 of 7 



PRINTED: 11/27/2011 
FORM APPROVED 

• 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIEFUCLIA 
IDENTIFICATION NUMBER: 

HCA-0053 

in)NUIFIE 

A ELUDE 
B. WING 

CONSTRUCTION 
(X3) DATE SURVEY 

COMPLETED 

11/04/2011 
NAME OF PROVIDER OR SUPPLIER 

NURSING UNLIMITED SERVICE, T/A NORTHE) 

STREET ADDRESS, CITY, STATE, ZIP CODE 

313 8TH STREET, NE
WASHINGTON, DC 20002 

(X4) ID 	 SUMMARY STATEMENT OF DEFICIENCIES 	 ID 	 PROVIDER'S PLAN OF CORRECTION 	 (X5) 
PREFIX 	 (EACH DEFICIENCY MUST BE PRECEDED BY ULL 	 PREFIX 	 (EACH CORRECTIVE ACTION SHOULD BE 	 COMPLETE 

TAG 	 REGULATORY OR LSC IDENTIFYING INFORMATION) 	 TAG 	 CROSS-REFERENCED TO THE APPROPRIATE 	 DATE 
DEFICIENCY) 
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H 363 3914.3(I) PATIENT PLAN 

The plan of care shall 

(I) Identification of 
managing emergency 

This Statute is not 
Based on record review 
determined that the 
Plan of Care (POC) 
employees in charge 
situations for two (2) 
sample (Patient #5 

The findings include: 

Review of Patient 
(POC) on November 
3:00 p.m., revealed 
identification of employees 
emergency situations. 

During a face to face 
Clinical Director and 
3, 2011, at approximately 
acknowledged the identification 
charge of managing 
not on the revised 

Medicaid Personal 
Skilled Services Further 

OF CARE 

indude the following: 

employees in charge of 
situations; 
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and interview, it was 

agency failed to ensure the 
included identification of 
of managing emergency 

of ten (10) patients in the 
and #6) 

#5 and #6's Plan of Care 
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interview with the Assistant 
Administrator on November 
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Plan of Care Form for 
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in charge of managing 

on the revised POC. 
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H 364 Continued From page 6 

(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. 

H 364 

e:CD 

L 
v nCA-5 1/40 c en. C1/4:›\c\enasm 

'hp “-N-C-).AAsz. AANSI-__ 
ern eThe vIco prbes-oco\o. 

rke- e--\rtno1/4\ --b LT  c_  

°•1- 	 s. 	 P\-5-5 L.. -1/4-td-N,St-- 

\ cr--c-\ c--a."-C %t - 

0--.- `Q i3.1.- Q 	 &Nu,. 
Oita. CY \00 irAim V3 az..e,D 

e ivsLAcc_. act.  A- c&, 
A CCLIC CX.A- t n CANN-0 

La k.-.41/\ AA.Q._ CAE \-e-iCca_3-e_A- 
0 ‘ -) Occo1/4_ 1 .-W\ ka_liz9t47-04 

es-iN-, Lvc....€-Asi. 1 - 	 PrA 

5-e_Z- 	 davi \-t Mitl 	 lt-1 

\---vc 

cciA) tic,. 
, 

k--0 

U, 1?1c,n5 
t-nce 

en4 ,154,40  

44 01,4N. -a_. 

ealth Regulation & Licensing Administration 
STATE FORM 6699 EY0111 If continuation sheet 7 of 7 


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7

