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INITIAL COMMENTS

An annual survey was conducted at your agency
on Fabruary 4, 2010, through February 12, 2010,
to determine compliahce with Title 22 DCMR,
Chapter 38 (Home Cars Agencles Regulations),
The findings of the survey wers basad on a
random sample of nine{g) clinical records based
an a census of twenty-nine (29) patients, one
(1)discharge dlinicai record, ten (10) personnel
files based on a cansus of sixinen employess
and two(2) home vieits. The deficiencies cited
during this survey were based on internisws
conducted with agency steff and review
administrative records,

3913.2(a) COMPLAINT PROGESS

A written summary of the complaint process shall
be disseminated as follows:

(a) Given to the patient or his or her
representative upon acceptance o denial of
servicew; and...

This Statute s not mst as avidenced by:
Based on interview and record verification, the
Hame Care Agency's (HCA) policy fafled to
ensure a wiltten summary of the complaint
prooess was given to the patient or his or her
representative,

The finding includes:

Review of the Compilant/Grievance Process
Policy on February 4, 2010, atapproximate|y
10:35 a.m., revealed the HCA did not ensure a
written summary of the complaint process was

H 000

H 331

In a case where a patient is denied
services- a copy of our complaint
process policy & a completed
HHABN #1, which is for denial
of services, will be mailed to the
patient/family,

All staff wili be in-serviced on
this new policy.
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given to tha patient or his or her representative
upon denial of services,

During 3 fac to facd intarview with the ciftacat
diregtor on February 4, 2010, at 10:59 a.m.. it
was acknowlodgod that the policy did not nclude
a written summaty of the complaint process that
was giveh to the padent or his or her
represoniotive upon danks of services.

Thers was no documantad evidence the HCA
ansured & written surmmary of the complaint
procass was given ta the patient or his or her
representative upan denial of services.

3913.3 COMPLAINT PROCEBS

The wisphane numbser of the Home Health
Hatiine melnteined by the Department of Hexith
shall be powtad In the homae care agency's
operating office In a place where i is Visible o alt
ataff and visitors.

Tris Gtatute is not metas evidenced by:

Based on an obgorvation and intarview, 1t wad
datermined that tha home care agency failed ©
post the talephone number of the Home Health
Hotlihe maintained by the Dapartment of Health
(DOH) in ths agency's operating office in @ place
visihle to etaff and visitors.

Tha finding includes:

During observation at the homa health agency
on February 4, 2010, at approximatsly 10:060
».m.. it waz obsarved that the telephone number
ofthe Home Mealth Holline meintained by the
Deapartment of Health (DGH; was nat pested [n
the opemting office in & place visible to staff and

H 331
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Case managers from each Tearp
will monitor this.
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i Dept. of Health Hotline
visitors. phone number is now
During @ face to face interview with the clinical visibje.to all staff & visitors
dirsctor on February 4, 2010, at approximately as they enter D.C. office.
14:05 atn., # was acknowledged thet the
telsphone number of the Home Health Hotine
mairtgined by the DOH was not pasted inthe All steff will be in-serviced
:gr“:ﬁ :i':m“ﬂ‘"“"“"“‘““ visiblo to on where D.C. Dept. of Health
Hotlinc number is in office.
An obeorvation on February 12, 2010 at
approvimately 8:00 am. ravealed that the
sgenhey l:d pu:ed thy Home Hoalth Hotline D.C. case manager will make @
malrtalnad by the Depariment of Heaith (DOH) sure Dept. of Health Hotline
in Its operating offica visibie to staff and vieitors. cantinues to be visible to all 1
H 334] 3043.4 COMPLAINT PROCESS H3M & visitors ta the office. EJ.'_MOIN
Acomplaint rmay ba prasented omily of kn
writing. New Policy/Procedure was
Thie Stetute is nat met as evidenicsd by, written for paticot
Based on record review and intsiview, the Home complaint/grievances, It
Care Agency (HGA) fallad 1 inciude that a stutcs that a complaint or
complaint may be prasentod orally or in witting in grievance can be done
it's Complaint Policy. orally or in writing.
The fnding Includes: (See attached new policy)
Record review conducted on February 4, 2010,
stapproximatoly 10:35 a.m., of the agency's All Staff will be in-serviced
poliey and procedures, rovealad & policy entitied and given a copy of the new
*Patients Complaint/Grisvancee’ which falled to po'icyfp«rmdme' A
include thet a campliant may bs presanted orally .
or in writing. L_/.
intarview with the cinlcal director on February 4, Case tianagers will monitor
2010, at approximately 17:45a.m., their Teams for this; along
acknowledged the finding. with the P.L Birector. Ey 4/30/10
Hoaiith Reguiation Admirdetration
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Hame Care Agency (HCA) faled % anturs the family
establishment of o writtert policy to respond to o ’
complaint within fourtesn (14) calandar days of

fta reomipt, and document the response,
All staff will be in-serviced

The finding includes: 0n new policy & procedures,

Review of the agency's Patient

Compliant'Grievance Poliey an February 4, .. .

2010, st npproximately 10:36 a.m., revealed tha This will be monitored by
oaje managers & P.I. Direstor,

HCA did not ewtablish o written palicy to respond
to a complaint within fourtesn (14) calendar cays
of its recaipt, and to document the response.

Further review of the policy indicatad "staff will,
wihin the limits of thelr rolw, make every effort to
resolve comphiints and will seek help from their
supervisor for asalstanca in esaiving the
complaint aa necessary. Ifthe complaint is
reschved at this love), the einff mombor or
supervisor will documont the complaint ond
resolution in the complaint log within 72 houre™.

During & face io face interview with the cilnical
director on February 4, 2010, at approximately
11:20 a.m., i was acknow/edged the HCA did not
establish a written poliey to respond o 4
compiiant within fourieen (14) calendar days of
ita recsipt, end to document the responsse.

These was ne documented evidoncs the HCA
established a wiitten policy to respond to a

FORM APPROVED
STATEMENT OF DERICIENCIES ‘ 0L3) DATE SURVEY
AND PLAN OF ECTION o) %PF:MUA (L) MULTIPLE CONBTRUCHAN COMPLETED
A BULDING
B, WING
HCA0013 0211212040
NAME OF PROVIDER OR SUPPLIER : STRERT ADDRESS, CITY, STATE, ZIP GODE
AMERICARE.IN-HOME NURSING CARE ﬁgﬁmm.“'ﬁg et W, 2D FLGOR
P BUMMARY STATEMENT OF DEFIIENCIGE o PROVIDER'S PLAN OF CORREGTION o)
PREFIX {EACH DERCIENGY MUST BE PREQEDED BY FIl, PREFIX (EACH CORRECTIVE ACTION SHOULD RiE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) T GROBS-REFERENCED TO THE APPROPRIATE Ltd
DEFIGENCY)
Haﬁ 3812.6 COMPLAINT PROCESS | nass

The homs care agancy shatl tespond & e

complalnt within fourtesn (14) calendsr deye of .

its ropeipt, and shall documsnt the iseponse., The pohcyfpro?edure for

patienit complaints has been
changed from 30 celendar days
This Statute is not metas evidenced by t0 14, The resolution will be
Based on kterview and mecord verification, the written & mailed to patient

By 4/30/10
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H335| Confinued From page 4 H335
comphklnt within fourtean (14) calondar days of
1ta receip, and to document the responae,
H 411 3915.11(f) HOME HEALTH 3 PERSONAL CARE H411
AIDE SERVICE
Tolotre i aido s may Inckido the Dur Home Health Aides will be
’ wstructed to write 4 note on
{f) Observing, recording, and reporting the the bottom of their check-off
patient's physical condition, behavior, or list for each of their vigits ~
appearance; regarding patient’s physical
condition, behavior and/or
sppearance.
This Staiute s not tnet as evidenced by;
Basod an a recond review and interview, it was
detaimined that the agency failed to snsure
home heaith aldes reavided, and roported on the
patiente phyelcal cendllion, Behavior or Our Home Heath Aides
e (ortsam 2 of bwo (2) pairts in the will be in-serviced on need
sample. (Patients #3 and #5) . !
to write something on each
The findings include; of their check off visit nofes- @}(L
regarding patients physical
1. Review of Patient #3's madioal record on condition, behavior and/or
February 4, 2010, at approximately 12:55 p.m., appearance. They will be
revenled the home health akde had not recorded i!fl::ﬂﬁt&d ifthﬁ;jéomﬂﬂt
and reporied the patient's physical condition, Ing besid od
behavior, or ¢ppearanea ta the agency. a‘“yﬂl B DESIdes u go
cutcome for patlent they
During 8 face fo face Intarview with the dinicsl need to call case manger
director on February 4, 2010, at approximately while at the home.
1:30 p.m., t wae acknowladged the home health
aide had not recarded and reported the patent's
physical condition, behavior, or appeerance in
the agency.
There was ne decurnentad evidenca tha home
Feaih Reguiation Admunietration
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health aide recorded and reported the patient's
physical condition, behavior, or appsarance

the agency

2. Review of Patient #5's medical record on
February 4, 2010, at approximately 1:50 p.m.,
revealed the home health aide had not recorded
and reportsd the patient's physical condition,
behavior, or appearance to the agency.

During a face to face interview with the clinical
dinector on February 4, 2010, at approximately
2:20 p.m,, it was acknowledged the home health
aide had not recorded and reported the patient's
physical condition, behavior, or appearance to
the agency.

There was no documented avidence the home
health alde recorded and reported the patient's
physical condition, behavior, or appearance to
the agency

H 411

The DC Auditor will check
Home Health Aide notes
every two weeks.

P1 Dir. will perform follow-
up check of Home Health
Aide notes every three months.

By 4/30/1
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