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R 000 Initial Comments R 000
| An annual licensure survey was conducted on

| April 13, 2011 to determine compliance with

| Assisted Living Law " DC Code § 44-101.01"

" The sample sizes were five(5) residents records
| based on a census of five(5) residents and six(6)
| employee records based on a census of six(6)

- employee. The deficiencies cited were based on .
| record reviews and staff interviews.

R 481; Sec. 604b Individualized Service Plans
I

. R 481

| (b) The ISP shall include the services to be

- provided, when and how often the services will be
provided, and how and by whom all services wili

| be provided and accessed.

| Based on record review and interview , it was
determined the facility failed to document on the

| individualized Service Plan (ISP) for two (2) of

| five (5) resident's when and how often services

| will be provided. (Resident #4 and #5 )

" The findings include:

| 1. On April 13, 2011, a review of resident #4's

| record at approximately at 2:30 p.m. reveaied an
ISP dated January 10, 2011. Further review of l

| the record revealed a Plan of Treatment from a l

. home care agency with a start of care date of

' September 17, 2009 indicating that the resident l

| receives personal care aide services eight (8) '

- hours a day five (5) days a week.

' There was no indication when and how often
| personal care aide services were to be provided .
. on the ISP.

. During a face to face interview with the General l
| Manager on Aprii 13, 2011 at approximately 1:00
‘= p.m., he indicated that he was not aware that the l

|
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R 483‘ Sec. 604d Individualized Service Pians l

i (d) The ISP shall be reviewed 30 days after
admission and at least every 6 months thereafter.

| The ISP shall be updated more frequently if there .

is a significant change in the resident's condition. |

| The resident and, if necessary, the surrogate l

- shall be invited to participate in each I
reassessment. The review shall be conducted by |

| an interdisciplinary team that includes the

resident's heaithcare practitioner, the resident,

the resident's surrogate, if necessary, and the

| ALR.

| Based on record review and interview, it was

| determined that the facility failed to review the
Individuaiized Service Plan (ISP) for two (2) of

‘ five(5) resident's in the sample. (Resident #1, #2,
#3)

| The findings include: .
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R481| Continued From page 1 Ra81 10, ) e d Prwvn /)474, { |
| personal care aides services were to be included |
, onthe ISP. J 1_ .
; v H#+&
| 2. On April 13,2011, a review of resident #5's l The ISP P“‘ E%" én |
record at approximately 1:15 p.m. revealed an js b Ei [) va’ ?LD
| ISP dated December 30, 2010, however, there ;Z * & Senites
| was no indication of when and how often clar}'f, tern: pm ol ‘ jg
_ personal care aide services were to be provided . fe ety ed -F' rm J 4 ! _
| on the ISP. Core O ide Jnl«ts\fg’" f}’lp&s | //
. o incheded o177 |
' During a face to face interview with the General are Sev/rees Fri \
+ Manager, on April 13, 2011 at approximately 1:15 for thl“""' J ‘
' p.m., he indicated that resident #5 has been tome. Care Ardec .
| receiving personal care aides services from a |
. home care agency for a couple a years. He aiso
| indicated that he was not aware that the personal ;
- Care aides services were to be included on the ;
ISP's. |
|
' R 483
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' 1. On April 13, 2011 at approximately 10:00 a.m., :Z—ﬂd‘,y;a/uglizal Servie p/M s
| a record review of Resident #1's record revealed _ L and in Yhe
| an ISP dated June 30, 2010. Further review of 44 ¥hrs Fitne ” {
| the record revealed that the ISP had not been w}«r e Yhe Tsb* Fo‘r e
' updated at the required six month intervals. ‘p J I— W7 Cﬂmf /7 Wi !
‘ resident o1
| He r@%urrmm}i 4
; -
| During a face to face interview with the General ﬁ g5 See. 62 o J 7[
Manager on April 13, 2011 at approximately ¢ 56 Fest M)(' Lt,o ariy 35
1 10:30 a.m., he indicated that he was aware that e ‘L 115)0 25 “ J«
e December 2010 (six month update)ISP had fl o & /
. not been done. b7 e thie /
l 2. On April 13,2011, a review of resident #2's WWJ‘ Jmiss Tovr TSP .
| record at approximately 11:00 a.m. revealed the ¢ fo tred |
| resident was admitted on December 1, 2010. &) 3o TSP |
| The record contained an updated pre-admission 74 IsP }
ISP. There was no evidence the ISP had been B 6 7 +5p
| reviewed thirty (30) days after admission of the K n;f’,’apnj aﬂ’ﬂ? € |
resident. @ 9 '
' 3. On April 13, 2011, a record review of resident
‘ #3's record at approximately 11:30 a.m. revealed |
an ISP dated June 23, 2010. Further review of i
i the record revealed that the ISP had not been
updated at the required six month intervals.
| During a face to face interview with the General !
| Manager, on April 13, 2011 at approximately
| 12:00 p.m., he indicated that he was aware that
the December 2010 (six month update)ISP had |
! not been done. ;
R 593 Sec. 701d6 Staffing Standards. R 5903 |
| (B) Assure that there is at least one staff |
. member within the ALR at all times who is
| certified in first-aid and CPR; |
_Based on staff interview and record review, the
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R 593 Continued From page 3 R 593 £5 3 6&0_ . 70/{@
' ALA failed to ensure that a CPR certified staff 5 4 % 5%(}# .
was available within the ALR at all times. % &t Jeas e
| (Employee #3 (General Manager) ;:F “?f::w fﬁr ;s ae,-#ﬂ:al. ‘
| & . J
: The finding includes: in OPR, Ficst Qi { at all ‘ 3,,
|
, On April 13, 2011, beginning at approximately e "‘54 4# oo dH’ a_pr'}/ |
1 11:00 a.m., a review of six personnel records The 3 ) \ 5 0
- revealed that employee #3, who was the only i3 220/ /’)ﬁ«s $¢on C'.er i
' staff on duty at the time of the survey, did not i iT&rL ﬁl’J and CPI, /J& |
| have current CPR certification on file. N 7ﬂ f bis car J Lhat ‘ //
f5pladed We aAre
| The General Manager (GM) acknowleged the {3 ‘/f ;Sgup,J Lo him- Lred :
finding by indicating he was in the process of in ¥he frueP—Sf) 0,£ re |
| renewing his CPR certification. ;Onbf* e will Mﬂfsy \L: |
shefed M Seothn |
R 595/ Sec. 70148 Staffing Standards. R 595 "Ij@-’ ;“ZI & i
. o
|
| (8) Assure that each employee has a - Sen Told8 |
L 595 - J
| background check pursuant to federa!l and # Sttndords i
' District law executed at the time of initial Sfaf “;7 y £ (, Parsmal’
 employment, “The E [Z"’jp’ée' A i
Based on staff interview and record review, the Petords 'hths been ¢ / \
| Assisting Living Residence (ALR) failed to ensure J*D ey hrsCr "f'" “ dri |
' all staff had comprehensive background checks b ‘ Wd a};w/— and is |
| for one of six staff. (Employee #6) il ;Sl'c. ad Hirs J,,jﬂg, }
| The finding includes: |
| On April 13, 2011, beginning at approximately .
1:00 p.m., a review of personnel records revealed l |
Employee #6, did not have a criminal background ;
| check on file for review. ' }
R 600 Sec. 701d13 Staffing Standards. . R 600 |
| (13) Complete the training required by section . |
| 702 and 12 additional hours of training, annually, |
. conducted by a nationally recognized organization| |
|
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R 600" Continued From page 4 R 600 - oedl. 70/0, /3

} that possesses experience in training staff in
dementia care, such as the Alzheimer's Disease

| and Related Disorders Association, on managing
residents who are living with cognitive
impairments.

‘ Based on record review and interview, it was
revealed that the Assistant Living Facility failed to

‘ provide documentation that four of six staff
members had not received the required annual

‘ 12 hour training. (Staff #1, #2, #4 and #6)

‘ The finding inciudes:

" On April 13, 2011, at approximately 12:30 p.m., a
. record review of the Assistant Living Remdence

- (ALR) personal records revealed that four of six
 staff had not received the annually required 12

| hours of training, Staff #1, #2 #4 and #6.

R 981! Sec. 1004a General Building Interipr

| (a) An ALR shall ensure that the interior of its

* facility including walls, ceilings, doors, windows,
equ:pment and ﬁxtures are maintained

w structurally sound, sanitary, and in good repair.
Based on observatlon and staff interview, the

| ALR failed to ensure the interior of the facility was
maintained in a safe, clean, orderly, attractive and
| sanitary manner for five of five residents in the
 facility.

The finding includes:

| During an environmental inspection of the facility
| on April 13, 2011, at approximately 10:00 a.m.,
the foHDwmg observatlons were made:

\ 1. The carpeting in common areas, located on the
' first and second floor, had soiled spots.
|
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| 2. in the second fioor bathroom, the porta potty

. seat cover had rust on the frame around the top.

' The toilet seat was worn and the wall fo the left of

| the toilet at the bottom, evidenced chipping and
peeling paint.

.‘ 3. The iinen closet floor has a spill of an unknown

| substance. Also, the linens were faded and in

" need of replacement. The House Manager

| indicated he has new linens but has yet to put it

“on the residents beds.

4. Inthe middie of bedroom #3 occupied by .

| resident #1 and #4, the carpet had stains and

“resident #4 does not have a lamp.

| |

~ 5.1n the kitchen, the window fan had evidence

- of accumuiated dust on it. The refrigerator
contained uniabeled food and was not in its

| original packaging. The fight buib in the

 refrigerator was also out,

~At. approximately 2:15 p.m. the above cited

| concerns were acknowledge by the facllity

- General Manager who indicated the deficiencies

‘ wili be abated once they receive the (SOD)
statement of deficiencies.
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