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R 000 Initial Comments R 000 *{ /ﬁ
An annual licensure survey was conducted on partment ”
March 7, 2011 through March 9, 2011 to M Batior; § Of Hea
~determine compliance with Assisted Living Law " iate Crra Fa Divis n
. DC Code § 44-101.01 " The sample sizes were Norts, Caplio] §t, N & fon
- three (3) residents records based on a census of | Mﬁ'ﬁbﬂ, D.C. 2000
. three(3) residents and one (1) employee records
- based on a census of one (1) employee. The
I deficiencies cited were based on record reviews
" and staff interviews.
R 421 Sec. 602a Resident Agreements R 421 &:{ At
: (EONF BORGT I en F
(a) A written contract must be provided to the C 5 re ?
resident prior to admission and signed by the A #ﬁaﬂ‘ m "W’?
. resident or surrogate, if necessary, and a
. representative of the ALR. The nonfinancial
portions of the contract shall include the following: /0 wl‘l 4, EM ab /J/ﬁ A aj / /
| Based on record review and interview, the facility
 failed to provide a Resident Agreement for three % pﬁd//dé e % ﬂ// ‘
(3) of three (3) resident's. (Resident's #1 #2 and (55 1E0AS R 10k -/é /)({/;,
#3
) ’9/&/ ¢d b Mo fosiclenss
' The findings include: /ﬂéju g,gq Ate~
On March 7, 2011, at approximately 10:00 a.m., a ] C/ '
review of the aforementioned residents’ files / 4 & ﬂdéﬁéﬂ/ﬂ 10 // d A d
. revealed that there was no documented evidence £ &,)/ O/ /V‘A’ / 7
- of resident agreement. e, 3 (d dfc{f L%l{/
f q 7£d CNSLte Kusicl
During a face to face interview with the Assistant 1 /W ment Pl 3, /SpEd g
. Living Administrator on March 7, 2011, at J1 I &Wé‘/ |
" approximately 11:00 a.m., the finding was 1M ZK’Q/ lf@&ld
acknowledged.
R 471 Sec. 604a1 Individualized Service Plans R 471
[3 LR a/w /] Q/&(Vé’/d vy ﬂ/ﬂ//af//
) An ISP shall be deveiop d for each j Nt/ |
reSIdent prior fo 9glmls)s|on | 6 1aUp, / ZJ@” _ZS £ 4 3/ |
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R471 Continued From page 1 - R4T1

Based on record review and interview, the facility '
failed to develop Indivdualized Service Plans
(ISP) for three (3) of three (3) resident's prior to
admission. (Resident's #1 #2 and #3)

The findings include:

On March 7, 2011, at approximately 10:00 a.m., a i
review of the aforementioned records revealed
that there were no documented evidence of ISPs |
for review. ;

During a face to face interview with the Assistant
Living Administrator on March 7, 2011, at
approximately 11:00 a.m., the finding was
acknowledged.

R 705 Sec. 802b Medical, Rehabilitation, Psychosocial . R705 N
Assess. ,f}/ /Re Sielenily VYA A
! 'y : A
(b) The ALR shall maintain resident information CO//Q‘“’{ g&" Aﬂ é /”A_/, L, s 4'% /1
cnd |

obtained from a standardized physician's yc,[w S00.4 N—f s

statement approved by the Mayor. The - ' AL S, #
information shall include a description of the ! M‘dn@ 2w y= e
applicant's current physical condition and medical : by & m ) 4 ﬂﬂWJ/@/
status relevant to defining care needs, and the | ﬂ"/
applicant’s psychological and cognitive status, if

- so indicated during the medical assessment. : 7/4&/ dﬂ _/d ‘
Based on record review and interview, it was ’ /,
determined the facility failed to ensure resident's GCAoe Ld// 4 04\‘-’4—[
information was on a standardized form approved . /0/ & /Uf e Coref W
by the Mayor for three (3) of three (3) resident's in # P : f
the sample. (Resident #1, #2, and #3) &G a,@/[, c/d

; ENSCHE _{;6 -
The fiindings include: é’a//@/,&«hﬂ é///%ﬂﬂéaﬁl (/ 0

| Syel. ‘ |
On March 7, 2011, at approximately 10:00 a.m,, a. O j xfogdc/'a’/’ %@J Mentf
review of the aforementioned records revealed 0 6;; / '
the facility had completed a history and physical - PP éﬂal b Y<Lhe s O
examination, however the medical forms that did ; 2 VJIV
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R 705

- not contain all the required information needed.

available for review.

R801§

" review by a registered nurse every forty-five (45)
- days to supervise the adminstration of

. (TME]} for one of one employee. (Assistant Living
. Admistrator, ALA)

. The findings include:

- adminstration records at approximately 10:45
" a.m_revealed the Assistant Living Admistrator

“March 7, 2011, at approxiamtely 11:00 a.m., the

Continued From page 2

During a face to face interview with the Assistant
Living Adminstrator were informed that the ?
Medical form used to document the mdical history
were not the required government forms, there

fore all the required medical information were not

Sec. 903 1 On-Site Review.
{1) Supervise the administration of medications
by Trained Medication Employees;

Based on record review and interview, it was
determined the facility failed to arrange an on-site

medications by the Trained Medication Employee

On March 7, 2011, a record review of

{ALA) is the TME for the facility. Further review !
of the record revealed there was no documented
evidence of an on-site review of the TME

performance in the administration of medications
by a registered nurse every forty-five (45) days.

During a face to face interview with the ALA on

finding was acknowledged.

R 705

R 801
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R 802 Sec. 903 2 On-Site Review.

R 802
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R802 Conti | 7
Continued From page 3 ; R802 /. /é" 1[/’4¢///$Z7 ,(,/”,45 o ‘f ﬂef[f wel/
(2) Assess the resident's response to ' /AHa / udgc omp /c)_ Z/&;\J &? o,
medication; and .
Based on record review and interview, it was St &S ol Y ﬁe’V/L@ Aane
determined the facility failed to arrange an on-site ,ZL’Y 1/en /- s
review by a registered nurse every forty-five (45) - /” anige”
Medic o Lo may § 2e1)

days to assess the resident's response to
medications.

The findings include:
On March 7, 2011, a record review of

adminstration records at approximately 10:45
a.m. revealed there was no documented

evidence of the registered nurse assessments of -

the residents’ response to medications.

During a face to face interview with the ALA on
March 7, 2011, at approxiamtely 11:00 a.m., the
finding was acknowledged.
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