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On April 6, 2016, the Department of Health/Hea!th (l

Regulatlon and Licensing UA/
Administration/Intermediate Care Facilities

Division received an inspection report dated
March 3G, 2016, from the Department of Health
Care Finance (DHCF,) regarding their recent
environmental findings at Joye Assisted Living.
The result of their inspection revealed the facility
had numerous environmental concerns identified :
that required immediate attention.

Additionally, on April 6, 2016, a former employee *
contacted this office to make a complaint |
regarding the environmental status of the home

and to report that there were unlicensed [
personnel working in the home. The complainant J.
further alleged that the home was without |
adequate food and the residents received meals :
not in accardance to the menus. '

Based on the information received, the
DOH/HRLA conducted a investigation on April 8,
2016, to determine compliance with Assisted
Living Law "DC Code 44-101.01". At the time of
the investigation, no enviranmenta! concerns

were identified. The home appeared clean and
there was adequate food in the house to comply
with the daily menus. An investigation of the
facility's employee credentials revealed licensure
deficiencies as reflected in this report. 1

The findings were based on observations, record
review, staff and administrative interviews.

Note: Listed below are abbreviations used
throughott the body of the report.

ALA- Assisted Living Administrator
Heaith Requlation & Licensing Administration
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ALR -Assisted Living Residence
CNA-Certified Nursing Assistant

DHCF- Department of Health Care Finance
DOH/HRLA- Department of Health/Health
Regulation Licensing

HHA- Mome Health Aide

PPD --- Purified Protein Derivative

TME --- Trained Medication Employee

R 598 R 598

Sec. 701d11 Staffing Standards.

{11) Maintain personnel records for each
employee that include documentation of criminal
background checks, statemeants of health status,
and documentation of the employee's
communicable disease status;

Based on record review and interview, the ALR
failed to document three (3) of six (6) employee's
communicable disease status (Employees #3, #5
and #8), and failed to document criminal
background checis for two (2) of six (6)
employees. (Employee #3 and #5)

The findings inciude:

1. On April 8, 2016, beginning at 3:25p.m., a
review of Employee #3's personnel recard
revealed no documented evidence of his/her
communicable disease or health status. The
record also failed to document that a background -
check had been completed.

2. On Aprit 6, 2018, beginning at 3:25 p.m.
review of Employee #5's personnel record
revealed there was no documented evidence of
his/her communicable disease or health status.
The record also failed to document that a
background check had been completed.
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R602 Sec. 701f Staffing Standards. R602 |
(f) Employees shail be required on an annual I
basis to document freedom from tuberculosis in a :
communicable form.
Based on interview and record review, the ALR '
failed to ensure that all employees was annually
tested free from tubercutosis (TB) in a
communicable form, for four () of six (6) staff.
(HHA#1, HHA#2, HHA#3 and CNA 1) , I
ing i Al emplogece Q@,a_gufﬁltb
The finding includes: Lo | A - )D J

On April 8, 2016, beginning at 3:25 p.m., a review
of personnel records revealed there was no
documented evidence of current PPD [TB] skin
test for the above employees.
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R&02 Continued From page 3 R602 |
In an interview with the ALA at 5:00 p.m. he/she [
indicated they would follow up with the staff and :
provide evidence that the staff was free from |
tuberculosis in a communicable farm. It should
be noted the surveyor did not received the )
information prior to the submission of this report.
R 605 Sec. 701g2 Staffing Standards. R 605
(2) Possess current and appropriate licensure
and cerlifications as required by law;
Based on interview and record review, the ALA ‘
failed to ensure that all staff possessed [
appropriate certification and appropriate licensas :'
prior to employment for two (2) of six (6) staff lg[t@
records reviewed (Employees HHA #3 and HHA t{;b,)«:p 3
#4). pAC2E

The finding include:

1. On April 6, 2016, at 337 p.m., HHA#3's
personnel file was reviewed and did not reveal a
HHA certification.

2. 0n April 6, 2016, at 3:40 p.m., HHA #4's
personne file was reviewed and did not revealed
a HHA certification.

During an interview with the ALA at 5:10 p.m. the
ALA indicated that he/she would check with the
HHAs to determine the status of their certification. .
It should be noted that the surveyor did not
received the information prior to the submission

of this repart.
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