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R 000 Initial Comments 

On September 19, 2012, the State Surveying 
Agency's Intermediate Care Facilities Division 
(ICFD) received notification from the Department 
of Health Care Finance via email alleging that 
Joye Assisted Living Services, located at 5131 
Call Place SE, failed to maintain the environment 
in a safe and sanitary manner, and in accordance ry 
with the needs of its residents. According to the '  
complaint, an unannounced visit was conducted 
by DHCF personnel on September 19, 2012, and 
"major issues" were identified in the physical 
environment. 

Based on the nature of the complaint, an 
environmental investigation was initiated on 
September 24, 2012, at the facility located 6417 
Kansas Avenue, N.W. also operated by Joye 
Assisted Living Servicesto ensure the health and 
safety of its residents. 

The identified deficient practices are cited 
throughout this report. 

R 971 Sec. 1003a.Ceneral Building Exterior 

(a) An ALR shall ensure that the exterior of its 
facility, including walkways, yards, porches, 
chimney, gutters, downspouts, paintable 
surfaces, and accessory buildings are maintained 
structurally sound, sanitary, and in good repair. 
Based on observation and interview, the facility 
failed to ensure the exterior of the facility was 
maintained in good repair. 

The finding Includes: 

On September 24, 2012, beginning at 1:28 p.m., 
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R 971 	Continued From page 1 	 ' 	R 971 

observations conducted at the facility revealed 
numerous bags of trash and boxes were stored 
on the side of the facility, near the front walkway. 
Only one trash can was available for storage of 
garbage. 

R 981 Sec. 1004a General Building Interior 	 R 981 

(a) An ALR shall ensure that the interior of its  
facility including walls, ceilings, doors, windows, 
equipment, and fixtures are maintained 
structurally sound, sanitary, and in good repair. 
Based on observations and interview, the 
assisted living residence (ALR) failed to ensure 
that the interior of the facility was maintained 
sanitary, and in good repair for seven of seven 
residents in the facility. 	(Residents #1, #2, #3, #4, 
#5, #6, and #7) 

The findings include: 

RI 
During the inspection on September 24, 2012, 
beginning at 1:33 p.m., the following concerns 
were identified: 

1. The right brake handle was missing from the 
wheelchair located in the sitting room. Interview 
with the staff revealed that the wheelchair 
belonged to Rident #2, who was currently in the es  
hospital. 

2. Resident #5's clothing were stored in a long 
chest that was approximately two feet deep and 
that had no drawers. Additional clothing were 
stored on the open shelves in the corner, and in in ` 
his closet. Interview with the ALR staff at 2:08 
p.m., revealed that the resident was vision 
impaired and that he was directly supported by 
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R 981 	Continued From page 2 	 R 981 

staff. 

3. Interview with the ALR staff at 3:12 p.m., 
indicated that the basement exit door would not 
open. Observation of the basement exit door 
confirmed that the cylinder was stuck in the lock, 
preventing the door from opening. The 
administrator, who was present during the 
observation indicated that she would replace the 
lock immediately. Maintenance personnel 
removed the upper lock from the door. Further 
observation of the basement exit door however , 
revealed that the bottom lock on the door did not 
secure the door. Maintenance was still working 
on the lock when the surveyors exited the facility 
at 3:30 p.m. 

4. The bathroom located in the basement, where 	R iq.  1 
Resident #1's bedroom was located, lacked a 	1-1 , 
source of natural or mechanical ventilation. 

5. There was an accumulation of dust around the 	5 • 
edges of Resident #1's bedroom, which was 
located in the basement. 

6. The cover on the sump pump located in 
Resident #1's bed room was not level with the 
floor, which created a potential trip hazard. 

7. Several holes were observed in Resident #3's 
mattress. 

8. Items were stored directly on the floor in the 
linen closet. 

9. The lamp in Resident #5's bedroom was not 
operable. 

10. Several bags of clothing were stored directly 
on the floor in the closet in Resident #2's 
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R 981 	Continued From page 3 	 R 981 
it 	to 

bedroom. Dust was observed on the floor where 
the bags were stored. 

11. The food preparation area of the kitchen, 
including the range top was poorly lit. This 
created a potential for unsafe food handling 	

1 practices. 	 .4 i 

12. The Teflon coating on the interior of several 
cooking pots was very worn and chipped. 

13. An large open space was observed at the 	4- 1  a • 
back of the cabinet under the kitchen sink, which 
was approximately five inches long by 10 inches 
wide. This created a potential risk for pest and the 
accumulation of dust and debris. 

tt 113.  14. Mildew was observe on the underside of the 
rubber mat in the bath tub. 
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