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|

' assessment.

. Based on record review and interview, the |

 Assisted Living Residence (ALR) failed to have

 the resident's Individualized Service Pian (ISP) !
written by a healthcare practitioner for one (1) of

| three (3) resident's in the sample. (Resident #1)

The finding includes:

|
|
|
. On March 31, 2011, at approximately 3.0 5 p.m., l
' a record review of Resident #1's record revealed |
i an ISP dated December 4, 2010. Review of the l
, ISP revealed no evidence that the ISP had been |
' written by a healthcare practitioner. |
I
I
l
|
|
|

A face to face interview with the
' Administrator/CEQ on March 31, 201 1, at
; approximately 3.07 p.m. revealed she had a
' Health Care Practitioner that made home visits,
t According to the Administrator/CEO, she had
 flagged the document so that when the Heaith
 Care Practitioner made her next visit she would
' sign the ISP.

At the time of the survey, the ALR failed to ensure,|
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| Code § 44-101.01 " The following deficiencies a Washington, D.C. 20002 i
| were based on record reviews and interviews.
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. found to be in substantial compliance at the time | .
 of this inspection. i :!
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" Personnel
!
(1) Is capabie of self-administering his pr her
i bwn medications;
' Based on interview and record review, the
| Assisted Living Resident (ALR) failed to perform
an initial assessment to identify that three (3) of
- the three (3) residents included in the sample
| was capable of seif-administering medications.
| (Resident's #1, #2, and #3).

.- The findings include:

 Interview with the Administrator/CEO on April 1,

£ 2011 at approximateiy 3:58 p.m., was conducted

. to ascertain information regarding if the residents
I had been assessed to self-administer medicatipn.
. Further interview with the Administrator/CEQO

' reveaied she had not completed self medication

; assessments, but did have a tool to assess the

' residents.

¢ At the time of the survey, there was no

. documented evidence that the ALR performed an
' initial self-administering medication assessment

I for Resident's #1, #2, and #3.

i
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- An annual licensure survey was conducted Ma

! 31, 2011 through April 1, 2011 to determine
compliance with the Assisted Living Law " DC |

i Code § 44-101.01 " The following deficiencies
were based on record reviews and interviews.

| The sample sizes were three (3) resident records,

, and three (3) employee records. The facility was

| found to be in substantial compliance at the time

. of this inspection.
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R 125 4701.5 BACKGROUND CHECK REQUIREMENT | R125
- The criminal background check shal disciose the |
| criminal history of the prospective empioyee or |
. contract worker for the previous seven (7) years, |
l'in all jurisdictions within which the prospective
empioyee or contract worker has worked or
resided within the seven (7) years prior to the
; check.

- This Statute is not met as evidenced by:

- Based on the review of personnel records, the

; agency failed to ensure criminal background

* checks for all jurisdictions in which the employees
i had worked or resided within the seven (7) years

' prior to the check, for one (1) of the three (3) staff
; employed. (Empioyee #1)

!
i
!
: The finding includes; ‘
| Review of personnel records on April 1, 2011 '
_ beginning at approximately 2:17 p.m., revealed
 that Employee#1 was hired on December 4,
2010. Further review of the record revealed the
resident had a background check from the
. District of Columbia dated November 10, 2010.
} At the time of the survey, a background check
: had not been obtained for this employee (7) years|
* prior for aii jurisdictions within which the :

i
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