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On 07/26/2023, the Department of Heallh, Health
Reguiation and Licensing Administration,
Intermediate Care Facilities Division (State Survey
Agency), received nolification that the residents of
the Assisted Living Residence (ALR) were '
transferred to the Skilled Nursing section of the
facility without proper notification to the department.

Based on the nature of the report, the State Survey Please start typing your responses here

Agency initiated an onsite inspection of the facility

on 07/26/2023 beginning 11:47 a.m., to determine Radd - | 81912073
compliance with the Assisted Living Residence Carrective Action: The 6-108's tor T
Regulatory Act of 2000. Per the Assisted Living residents 1, 2, 4, 5, 7 and & were

Administrator and the Director of Social Work, the

| eight residents of the Assisted Living Residence
(ALR) formally in the Shoemaker Court were moved
to make way for a beautification of the ALR wing of

reissued on Aug Y, 2023 and included |
tive residents right to challenge the ‘
tacilily’s decision to dischurge, transter {

the facility. or relocate the resident. Fach resident
was presented with the 6-108 and

Both the Social Worker and the Administrator copies e-mailvd to cach resident

informed the surveyors that each resident's tepresentative. On Aug 10, 2023, the

responsible party was nolified of the move, all staff of the DC Long Term Care

agreed and signed the required documents related Ombudsman office acknowledged

to the transfer. receipl of the re-issued &-108%,

Members ot the DC Long Term Care
Ombudsman met in person with
residents 1, 2,4, 5, 7 and 8, ta review
their right to challenge the discharge,
No resident or resident representative
initiated a challenge.

The findings of the invesligation were based on
observations, interviews, and raview of records.

R 544 Sec, 608d Discharge and Transfer R 544
) Gir i Changes: social work staff 1 .
(d) Before a resident may be discharged on an : ?fre"g“ = Tgw A“ sacial “D.rl‘ mrt Bi25/2023
involuntary basis, the ALR shall provide 30 days were educated on giving proper notice
written notice to the resident and surrogate of the and including ‘hle, ’3\5"1“'“}5 right to
planned discharge and make arrangements for the challenge the facility's decision to
discharge in consultation with the residant, the discharge. transfer or relocate the
surrogate, and lhe healthcare provider, Any resident with all [uture 6-108s.
involuntary discharge shall conform to the notice
and process established in title 1l of the
Heaith Regulation & Licensing Administration =
| ABORM!.‘%&Y_‘J:\'REC TOR'S OR PROWQEWTUPPUER ?ETE}ENTATWE'S SIGNATURE THILE ] d . )
- NN iAo aned) HANNSF A
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Health-Care Protection Act
Monitoring: The Director of Sovial /23,3023
Based on observations, interviews, and record Services will track all futurc 6-108's |
| reviews, the Assisted Living Residence (ALR) failed to assure proper notice is givenand |
| to properly notify the Department of Health of the the inclusion of the residents right
| discharge of the ALR residents to lhe skilled nursing to challenge the facility’s decision ta |
| facility wing of the facility building for five of the discharge, transfer or relocate, The |
eight residents of the ALR (Resident #1, #2, #3, #5, Director af Social Services will have |
#6, and #7). - 108°s reissued should stalf fail to |
_ . provide the resident right to
Findings included: challenge. The Director of Social
On 07/26/2023 at 12:10 pm, the Assisted Living S ey e e
Administratar (ALA), and the Director of Social 2:;:;3;:::: 'E’;:nl;:ir:tzzmmce ‘
Services informed the surveyors that Residents #1, ' -
2457 and8 u;t;r: transfer;ed (z the Skilled W544-2 :
Nursing Facili wing of the building. When . B . - i )
| asked ?hey ru:lyhfaf ind}icate% that the residgents | Correclive Aclion: The 6-108's for ] 8/2/2013
| and/or their representatives were nolified in a letter | residents 1,2, 3, 5, 6 and 7 were
| dated 05/01/2023, informing the residents that they reissued on Aug 9, 2023 via
| could relocale to the SNF or choose another ALR electronic form submission per DC
' Health website instructions with
1). Per the requirements of § 44-1002.02 - (d). The subscquent confirmation e-mail
! written natice required by subsection () of this received on submission, Each re-
| section shall be on a form prescribed by the Mayaor issued 6-108 was e-mailed to the DC
and shall at a minimum contain: Long Term Carc Ombudsman with .
canfirmation e-mail of receipt |
- A slatement in not !933 than 12-paint type that obtained for the Ombudsman’s
reads: “[y]ou have a right to challenge this facility's office.
| decision to discharge, transfer, or refocate you. If
| the decision is to discharge you from the facility or Systemic Changes: Al social work il T

|

| to transfer you to another facility and you think you

should not have Lo leave, you or your representative]
have 7 days from the day you receive this notice to
inform the Administrator [Residence Director, if a
community residence facility] or a member of the
staff that you are requesting a hearing and lo
complete the enclosed hearing request form and
mail it in the preaddressed envelope provided. If
your are

staff were cducated on using the DC
Health electronic submission for all
[uture 6-108s to assuare the
department's receipt.
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! mailing the hearing request form from the facility,

| be considered the date of mailing. If, insiead, the

| will be held no later than 5 days after the request is

| prepare for your move if you are being discharge or
' lransferred te another facility, and at least 3 days to
| prepare for your move if you are being relocated to

' -"To help you in your move, you will be offered

| additional support from the Long-Term Care
{ Ombudsman program. If you have any queslions al

1

the day you place it in the facility's oulgoing mail or
give it lo a member of the siaff for mailing shall be
| considered the dale of mailing for purposes of the
| time limit_ In all other cases, the postmark date shall

decision is to relocate you within the facility and you
think you should not have to move to another room,
you or your representative have only 5 days to do
the above "

- "If you ar your representative request a hearing, it

received in the mail, and, in the absence of
emergency or other compefling circumstances, you
will not be moved before a hearing decision is
rendered. If the decision is against you, in the
absence of an emergency or other compelling
circumstances you will have at least 5 days to

another roam within the facility .

counseling services by the staff, assistance by the
District government if you are being discharged or
transferred from the Facility, and, at your request,

all, please do not hesitate fo call one of the phone
numbers listed below for assistance.”

At 12:40 pm, a review of 8-108 forms signed by
either the residents or responsible parties provided
by the facility for Resident's #1, #2, #4, #5, #7, and
#8 showed the following:
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Services will track all future 6-108'x to
assure the form is sent via electronic
subtnission and the e-mail recept .
generated by proper submission. The |
Director of Social Services will take
inumediate corrective aciions tor |
proper submission shonld the 6-108's
be sent incorrecy. The Director uf |
Sacial Services will repoit findings at :
the Qualiny Assurance and
Performance Improvement
Commitres.
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a. A review of Resident #1's 8-108 form showed the
residents representative, gave permission via
tetephone for the transfer on 05/12/2023. The form
showed the resident was transferred to SNF on
05/11/2023, one day before the permission was

| obtained. The copy of the 6-108 form provided did

not include the residentls right to challenge the
facility's decision to discharge, transfer, or relocate
the resident, as required by the DC Code §
44.1003.02 (dj.

b. A review of Resident #2's 6-108 form showed the
resident signed the form on 07/18/2023, and the

| responsibie party (RP) was also informed via

telephone on the same date. The form indicated the
resident was transferred to the SNF on 07/18/2023,
The copy of the 8-108 form provided did not include
the residents right to challenge the facility's decision
to discharge, transfer, or relocate the resident, as
required by the DC Code § 44-1003.02 (d).

¢. A review of Resident #4's 6-108 form showed the
residents representative, gave permission by phone
far the transfer on 04/01/2023. The form indicated
the resident was transferred to the SNF on
04/01/2023. The copy of the 6-108 form provided
did not include the residents right ta challenge the
facility's decision to discharge, transfer, or relocate
the resident, as required by the DC Code §
44-1003.02 (d)

d. A review of Resident #5's 8-108 form showed the
resident signed the form on 07/18/2023. The form
indicated the resident was tranefarrad to the SNF on
071712023, one day after the Iransfer, The copy of
the 6-108B form provided did not include the

| residents right to challenge the facilily's decision to

discharge, transfer, or
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| refocate the resident, as required by the DC Code §
44-1003.02 (d).

e. A review of Resident #7's 6-10B form showed
that the resident's representative, gave permission
by phone for the transfer on 05/10/2023. The form
indicated the resident was transferred to the SNF on
1 05/09/2023, one day bafore the phone consent was
obtained. The copy of the 6-108 form pravided did
not include the residents right to challenge the
facility's decision to discharge, transfer, or relocate
the resident, as required by the DC Code §
44-1003.02 (d).

f. A review of Resident #8's 8-108 form showed that
the resident's representative, gave permission by
phone for the transfer on 05/10/2023. The form
indicated the resident was transferred to the SNF on
! 05/08/2023, two days before the verbal cansent was
obtained. The copy of the 6-108 form provided
failed include the residents right to challengs the
facility's decision to discharge, transfer, or relocate
the resident, as required by the DC Code §
44-1003.02 (d).

At the time of the investigation, the ALR failed to

ensure the residents/responsible parties were

| provided with adequate natice, informing them of
their rights to challenge the facility’s decision to

| discharge, transfer, or relocate the residents, as

' required by Code of the District of Columbia §

{ 44-1003.02 (d).

2. On 07/26/2023 at 12:10 pm, the Assisted Living
[ Administrator (ALA), and the Director of Social
| Services informed the surveyors that Residents #1,
| #2, #3, #5, #6, and #7 were transferred to the
| Skilled Nursing Facility (SNF) wing of the
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building. When asked they further indicated that the
residents and/or their representatives were notified
in a letter dated 05/01/2023, informing the residents
that they could relocate to the SNF or chocse
another ALR.

Per the requirements of § 44-1003 02(e) copies of
the written notice required by subsection (a) of this
| section shall be placed in the resident's clinical

| record and shall be transmitted to the Mayor's
designee and, if the resident's care is paid in whole
or in part through Medicaid, the Director of the
Department of Human Services ("DHS", and the
Long-Term Care Ombudsman.

At 1:55 pm, a review of provided resident records
showed the following:

a, Resident #1's 6-108 form was daled 05/12/2023,
and the resident was transferred to the SNF on
05/11/2023. There was no indication that the
Department of health received copies of the written
notice required by subsection (a) of this section.

b. Resident #2's §-108 form was dated 07/18/2023,
and the resident was transfarred to the SNF on
| 07/18/2023. There was no indication the
Department received copies of the written notice
| required by subsection {a) of this seclion.
|
c. Resident #3's 6-108 form was dated 07/18/2023,
and the resident was transferred to the SNF on
07/18/2023. There was no indication the
| Department received copies of the written notice
| required by subsection (a) of this section.

d. Resident #5's 6-108 form was dated 07/18/2023,
and the resident was transferred to the SNF on
07/18/2023. There was no indication
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| and the resident was transferred to the SNF on

|

|
|
i

the Department received copies of the written notice
required by subsection (a) of this section,

e. Resident #6's 6-108 form was dated 04/27/2023,
and the resident was transferred to the SNF on
04/27/2023. There was no indication the
Department received copies of the written notice
required by subgection (a) of this section

f. Resident #7's 6-108 form was dated 05/10/2023,

06/08/2023. There was no Indication the
Department received copies of the written notice
required by subsection (a) of this section.

Copies of the written notice required by subsection
(a) of this section (6-108 forms) for Residents #1, 2,
3,5, 6, and 7 were not sent to the depariment, but
were handed to the surveyors onsite, during the
visil.

At the time of the investigation, the ALR failed to
properly nolify the Department of the discharge of
the ALR residents to the skilled nursing facility wing
of the facllity as required by Code of the District of
Calumbia § 44-1003.02 (e)
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3425 Western Avenue. NW. Washington. DC 20015
202.9606,6667 - fax 20236203060 - www Hdhhome.org

Sent via Email and US Mail
August 28, 2023

Vanessa [, Mattox
Program Manager
Health Regulations and Licensing Administration

DC Health
899 North Capitol St NE, 2™ Floor
Washington, DC 20002

Dear Ms. Mattox:

I'hope this letter finds you well and enjoying the summer months, Enclosed please find the Plan of Correction
addressing the findings from the survey conducted July 26, 2023,

If you have any questions or concerns, please feel free to contact me at 202-966-6667, extension 3309, or via
e-mail at shargreaves@alldhhome.org, '

e

—Y o |
Susan h” [largreaves. MSA, LNHA

Administrator
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