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INITIAL COMMENTS 

An annual survey was conducted at your agency 
on September 27, 2012 to September 28, 2012, 
to determine compliance with Title 22 DCMR, 
Chapter 39 Home Care Agencies Regulations. 
The following  deficiencies were based on record 
reviews, staff interviews, and a patient interviews. 
The sample sizes were fifteen (15) patients 
based on a census of three hundred (300) , 
fifteen (15) employees based on a census of one 
hundred eleven (111) employees and two (2) 
home visits. 

3915.10(f) HOME HEALTH & PERSONAL CARE 
AIDE SERVICE 

Personal care aide duties may include the 
following:  

 
(f) Observing, recording, and reporting the 	i 

patient's physical condition, behavior, or 
appearance; 

This Statute is not met as evidenced by: 
Based on record review and interview, it was 
determined that the agency failed to ensure 
personal care aides (PCA's) recorded on the 
patient's physical condition, behavior or 
appearance for six (6) of fifteen (15) patients in 
the sample. 	( Patient #1,#2, #3, #10, #11, and 
#12) 

The findings include: 

On September 27, 2012, a record review of 
patient's records #1, #2, #3, #10, 

10:39 a.m. and ending  at approximately 1:30 
p.m., revealed the Personal Care Aides (PCAs)  
• • 	A 	. 	• 	• 	 • 

#11 and #12 records starting at approximately  
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' had not recorded the patient's physical condition, 
behavior, or appearance in the medical record. 

During a face to face interview with the 
Administrator on September 27, 2012, at 
approximately 3:00 p.m., she was made aware of 
the findings and indicated a new time sheet has 
been developed which includes the patient's 
physical condition, behavior and appearance. 
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Home Care Partners' new combined 
Verification/reporting form 
implemented on October 1 , 201 
attached sample) . 
The form will be checked twice: 
by the scheduler and case 
manager to ensure that both the 
client condition reporting 
section and the task and time 
verification section are 
thoroughly uumpleted. 
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