Family First Homecare
Participant Record Management Policy

Effective Date: 06/01/2025
Revision Date: _______________________________
Approved by: ________________________________
Signature: ___________________________________
Applies to: All staff, contractors, and volunteers involved in participant care

Purpose
The purpose of this policy is to ensure that participant records are complete, accurate, and up to date, in compliance with 55 Pa. Code Chapter 52 and other applicable regulations. This policy establishes procedures for maintaining participant records, documenting services, and updating records as needed to ensure proper service delivery and compliance with state and agency requirements.

Scope
This policy applies to all employees, contractors, and volunteers at Family First Homecare who are responsible for creating, maintaining, and updating participant records. It outlines the processes for ensuring that participant files are accurate and current to support high-quality care and regulatory compliance.

Policy
Family First Homecare is committed to maintaining complete, accurate, and timely participant records to ensure quality service delivery and compliance with 55 Pa. Code Chapter 52. Participant records must be regularly updated and reviewed to reflect changes in care plans, services provided, and participant needs.

Definitions
Participant Records: Documentation related to the care of the participant, including but not limited to medical histories, care plans, assessments, progress notes, incident reports, service delivery logs, and participant communications.

Complete Records: Records that contain all required documentation for participant care, including assessments, care plans, service logs, and reports.

Accurate Records: Records that reflect the true and correct status of the participant's care, needs, and services provided.

Up-to-Date Records: Records that are current, reflecting recent services, updates to care plans, or changes in participant health or circumstances.




Procedures for Maintaining Participant Records
Record Creation and Documentations 
Participant records must be created at the start of services, including an initial assessment, service plan, and all relevant participant information.

Staff members responsible for the participant’s care must update records daily to reflect the services provided, including any changes in the participant’s condition or needs.

Record Review and Update Process
All participant records must be reviewed and updated:
Monthly to ensure they reflect current care plans and services provided.
When significant changes occur in the participant’s health or service needs, such as a hospitalization or change in their care plan.

Care plans must be updated at least annually or whenever a significant change in the participant’s condition or needs occurs, and reviewed quarterly as part of the agency’s quality management process.

Documentation Requirements
Each participant’s record must include the following components, at a minimum:
1. Initial assessment and intake forms
2. Care plan, including goals, specific services provided, and frequency of services
3. Progress notes documenting services provided on each day of care
4. Incident reports, if applicable 
5. Communication logs reflecting interactions with participants, family members, and healthcare professionals
6. Service delivery logs, including time sheets and details of services performed by caregivers

All documentation must be signed and dated by the individual providing the care or completing the documentation.

Accuracy and Integrity of Records
Staff must ensure that all information entered into participant records is accurate, timely, and reflects the services provided.

Corrections to records must be made clearly, with the original entry left visible, and the correction signed and dated by the staff member making the update.

Record Storage and Confidentiality
Participant records must be stored securely, with physical records kept in locked file cabinets and digital records stored in password-protected systems.

Confidentiality policies, as outlined in the Confidentiality of Records Policy, must be followed at all times to protect participant privacy.

Auditing and Monitoring of Participant Records
Quarterly Audits
The Compliance Officer will conduct quarterly audits of participant records to ensure completeness, accuracy, and timeliness. These audits will focus on verifying:
1. That all required documentation is present and up to date.
2. That the care plans reflect the actual services being provided.
3. That progress notes, incident reports, and other documentation are properly completed and signed.

Corrective Actions for Incomplete Records
If incomplete or inaccurate records are found during the audit, the responsible staff member will be required to update the records immediately.

The Compliance Officer will track and monitor corrective actions to ensure that issues are resolved and do not recur.

Random Spot Checks
In addition to quarterly audits, the agency may perform random spot checks of participant records to ensure that records are being updated as required and that no records are missing key documentation.

Staff Responsibilities for Maintaining Records
Caregivers and Direct Service Staff
Responsible for completing daily progress notes and service logs, ensuring that all services provided are documented accurately and in a timely manner.

Supervisors and Managers
Responsible for overseeing the documentation process and ensuring that participant records are maintained in accordance with agency policies and state regulations.

Must review and sign off on participant care plans, ensuring they are accurate and reflect the participant’s current needs.

Compliance Officer
Responsible for conducting regular audits, overseeing corrective actions, and ensuring compliance with all record-keeping regulations.

Must ensure that all staff are properly trained on maintaining participant records and that any issues identified during audits are addressed promptly.

Training on Record Maintenance
Initial Training
All new employees will receive initial training on participant record-keeping during their onboarding process. This training will cover the agency’s policies on documentation, confidentiality, and updating records.
Annual Refresher Training
Staff will complete annual refresher training on the importance of accurate and complete record-keeping, with updates on any new regulations or changes to the agency’s documentation procedures.

Acknowledgment
All staff must sign an acknowledgment form confirming that they have received training on the agency’s record maintenance policies and understand their responsibilities.

Corrective Actions for Non-Compliance
Failure to maintain accurate, complete, and up-to-date participant records in accordance with this policy may result in disciplinary action, including termination of employment. Additionally, non-compliance may result in legal or regulatory penalties for the agency and responsible individuals.

Policy Review and Updates
This policy will be reviewed annually by the Quality Management Team and updated as necessary to ensure compliance with 55 Pa. Code Chapter 52 and any changes in state regulations or agency procedures.
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