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« An annual survay was conducted at your agency "
" on April 18, 2011 to determine compllance with CARE AIDE SERVICE
* Title 22 DCMR, Chapter 38, The findings of the
survey were based on a random sample of twenty All aides were contacted
i {20) clinical records based on a census of three regarding the identified
! hundred ninety-nine (399) patients and twenty ot '
* {20) personnel fiies basad on a census of four :eﬂc:enc:es and the referenced !
hundred thirty-seven (437) empioyees. The ocuments were requested. All !
* findings of the-survey were based on interviews aides will be inserviced by the
with agency staff, a review of patient and Clinical Manager/Director of
- administrative records,patient Interviews as well Nursing on the need for
i a5 obsarvatlons In patient homes, - .
observing, recording, and
H 419 3915.11(f) HOME HEALTH & PERSONAL CARE | H 411 reporting the client’s physical

AIDE SERVICE

Home health aide duties may Include the
following:

* (f) Observing, recording, and reporting the
* patlent's physical condition, behavlor, or
" appearance;

- This Statute is nol met as evidenced by:

. Based on a record review and intendew, it was

* determinad that the agency failed to ensure home
heaith aides (HHA) recorded, and reported on the
patient's physical condition, behavior or
appearance for nine (9) of nine (9) patients
receiving HHA services in the sample, (Palient
#3, #4, #5,#46, #8, #1315, #16 and #1 N

_ The findings include:
' Review of Pafient #3, #4, #5, #6, #8, #13 #15,

{ #16 and #17's. medical records on April 13, 201 1,
between 11:30 a.m, to 4:00 p.m., revealed no

condition, behavior or
appearance.

The registered nurse will
supervise the aide monthly and
The Cilnical Manager/Director of
Nursing will review all clinical
records on a quarterly basis to
ensure that the aides are
complylng with reporting the
client’s physical condition,
behavior or appearance, Staff
who fall to comply wili be
suspended or terminated,

Berhan Home Health Care Agency
recognizes that any identified
deficient practice may potentially
affect other clients. The
corrective action to ali identified
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SUMMARY STATEMENT OF DEFICIENCIES

Dutles of the nurse shall Include, at a minimum,
- the following:

{i) Patient instruction, and evalutaion of patient
instruction; and

This Statute is not met as evidenced by:
Based on interview and record review, the
facility's skilled nursing staff falled to ensure
documentation of patient instruction, and
evaluatibn of patient instruction for five (5) of
twenty (20) patients in the sample. (Patient # 3,
#4 #6, #12 and #14)

The finding includes:;

Review of Patlent# 3, #4, #6, #12 and #14 's
Nursing Clinical Notes on April 18, 2011 between
12:10 pm to 3:45 pm revealed the skilled nurse

: documertted patient instruction, however there

. wWas nb documented evidence the skilied nurse
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evidence the home health aldes (HHA) had 3915.11(f} HOME 1 05/20/11
, recorded and reported the patient's physical HEALTH & PERSONAL
- condition, behavior, or appearance to the agency. CARE AIDE SERVICE
E During a face {o face interview with the Director {Continued)
" of Nursing (DON) and Administrator on April 18,
2011, at approximately 4:05 p.m., It was revealed deficlencies will be appled across
the HHA's had been trained {o document and the board to all clients and/or
report on Patlent #3, #4, #5, #C, #8, #13,#15, . :
#16 and #17's physlcai condftion, behavior and Staﬁ, to improve the quaiity of
appearance on a dally basis, however the services rendered. i
documentation pragram had not been :
" implemented at the time of the survey. .

SERVICES

All professional staff were
contacted regarding the identified
deficiencies and the referenced
documents were requested. All
professional staff will be
inserviced by the Clinfcal
Manager/Director of Nursing on
the need to ensure
documentsation of the training and
education given to the patient and
the patient’s caregiver and the
evaluation pf the
client/representatives
understanding of the

, specifically evaluated the instructions given to
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" Pafent# 3, #4, #5, #12 and #14.

During a2 face to face Interview with the Director
of Nursing {DON} and Administrator on April 18,
2011, at approximately 4:06 p.m,, it was

i acknowledged there was no avidence that the

. skifted nurse specifically evaluaied the

! Instructions given to Patient # 3, #4, #6, #12 and
#14.

SERVICES (Continued)

interventions taught such as on:
wound care management
medication management
dietary regime/management
. safety in the home

. oxygen therapy safety

. coordination of care

. Community resources
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The Clinical Manager/Director of
Nursing will review ali
documentation on 3 quarterly
basis to determine compliance
with the conditions pf '
participation for home care. Staff
will be notified of the findings and
requested to correct/submit the
deficient documents. Staff who
fail to correct the deficiency will
be suspended until the required
documents are submitted.

Berhan Home Health Care Agency
recognizes that any identified !
deficlent practice may potentially
affect other clients. The
corrective action to all identified
deficiencies will be applied across
the board to ali clients and/for
staff to improve the quality of
services rendered.
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