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- Ingleside at Rock Creek is filing this Plan of Correclion
R 000 |nitial Comments R 000 for the purposes of regulatory gamplianoe. This Center
i submitling this plan of correction to comply with
applicable laws and not as an admission or statement

0000 Initial Comments of agreement with the alleged deficiencies herein. To
An annual licensure survey was conducted on ren:%rh in “ﬂ’,ﬁ"é“"? mmla;ll fe?heral ?Ind Slatle
03/30/2022, 03/31/2022, 04/01/2022, 04/04/2022 ans, the Genlor wil lake the actions se

' ! Uy ! orth In (he following plan of lion. The followi
04/05/2022, and 04/06/2022 to determine lan of coraction consitutas the Gentérs allegation of
compliance with the Assisted Living Law (DC mpgaﬂcs such that all alleged deficiencies cited
Official Code § 44-101.01 et seq) and Assisted ﬂ%‘{gatgg_" or will be corrected by the date or dates

Living Residence Regulations, Title 22-B DCMR
{Public Health and Medicine) Chapter 101, The
Assisted Living Residence (ALR) provided care for
42 residents and employed 94 personnel, to include
professional and administrative staff. A sample of
15 resident records, 38 employee records and 12
private Duty Aides (PDAs) records were selected for
review. Two additional residents were added to the
sample, following a review of incident reports. The
records of two residents who died and a third
resident who was transferred also were reviewed.

The findings were based on observations,
interviews, and the review of resident and
administrative records.

R 074) 10108.2 Admissions RO74 | jissions
Complele all areas of the Intermedials Care Facilities Division
Admissiany Annual Madical Certification Form
10108.2 - e i )
. . X 1) Cerrective Actions ta Address Deficient Praclice:
Based an interviews and record reviews, the 1a. Raview/update forms identified as deficient during on site surve §10i2022
Assisted Living Residence (ALR) failed to ansure ) ) i .
1b. Reviaw Intermediato Cara Facilities Division Admission/ Anoual

that all areas on the Intermediate Care Facilities Madical Certificalion Forms for all Residents for completeness and
Division Admission/Annual Medical Certification Heranc 51012022
form was addressed by me physician. fOI' 11 of the 2) Systemic Changes to Ensure Deficient Practice Does not Recur:

18 re;idengts in the core sample (Residents #1, 2, 3, 2a fcm;:;:"n;sgnf 'oriance of haroughly reviewing form for

4. 5- ) 8- ' 10: 11- and 15) 2b. Retum incomplete forms lo provide for complelion prior to 6/23/2022
canducting residenl’s admission assessment

Findings included: 3) Quaiity Assurance Program to ba Implemented:

3a. Quartarly audils of Intermediate Care Facilitios Division Admission
Annual Medical Certifieation Forms

1. On 04/01/2022 at 12:13 PM, review of Resident ! ) .
#1's medical certification form dated 02/04/2020, 3. Presantation of fndings to QAP commidiee for determination of

showed no evidence that the resldent
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was screened for Tuberculosis. in addition, there
was no listing of the resident's medlcations

2. On 04/04/2022 at 11:20 AM, review of Resident
#2's medical certification form dated 09/17/2021,
showed that the physician did not list the resident's
medication and failed to indicate if the resident
required further medical evaluation or laboratory
services.

3. On 04/01/2022 at 10:05 AM, review of Resident
#3's medical certification form, dated 10/21/2021,
showed that the physician did not indicate if the
resident required laboratary services.

4. On 04/01/2022 at 09:40 AM, review of Resident
#4's medical certification form, dated 09/14/2021,
showed that the physician failed to document the
resident’s date of birth and present home address.
In addition, there was no documented evidence thal
the resrdent was screened for Tuberculosis and
behavior assessment.

5.0n 03/31/2022 at 04,38 PM, review of Resident
#5's medical certification form dated 06/18/2021,
showed that the physician failed to list the resident's
medications,

6. On 03/31/2022 at 4:13 PM, review of Resident
#7's medical certification torm dated 01/28/2022,
showed that the physician falled to indicate the
reason for the evaluation.

7. 0n 03/31/2022 at 4:33 PM, review of Resident
#8's medical certification Iorm dated 11/05/2021,
showed that the physician failed to indicate the
reason for the evaluation, and if the resident was or
was not exhibiting any signs or symptoms
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Continued From page 2

suggestive of communicable disease that could be
transmitted through casual contact.

8. On 04/01/2022 at 09:40 AM, review of Resident
#9's medical certification form, dated 05/05/2021,
showed that the physician failed to document the
reason for the evaluation, if the resident was in
need of or had a mammogram, pap smear,
colonoscopy, or a prostate-specific antigen (PSA).
In addition, the physician failed to address the
resident's behavior and to list the their medications
on the form provided.

9. On 04/01/2022 at 8:58 AM, review of Resident
#10's medical certification form dated 01/22/2021,
showed that the physician failed to list the resident's
medication on the form.

10. On 04/01/2022 at 4.:34 PM, review of Resident
#11's medical certification form dated 11/13/2019,
showed that the physician failed to document the
reason for evaluation, and if the resident needed or
has a PSA,

11. On 04/04/2022 at 11:20 AM, review of Resident
#15's medical certification form dated 03/13/2020,
showed that the physician did not document the
resident's temperature, allergies and the results of a
TB test.

On 04/01/2022 at approximately 1:30 PM, the
above findings were shared with the Director of
Wellness and Infection Control, who acknowledged
that the Intermediate Care Facilities Division
Admission/Annual Medical Certification form should
be filled out.

At the time of the survey the, ALR failed to ensure
all sections of the Immediate Care Facilities Division
Admission/Annual Medical Certification

R 074
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forms were completed by the physician, as required.
R 108] 10110.1 Required Policies and Procedures R106 ' [eyand Procedus Comply wilh OC Laws Regarding COVID
5

10110.1 An ALR shall develop and implement
dated, written policies and procedures concerning
its operation which shall be consistent with the Act,
this chapter, and all other applicable District or
federal law,

Based on observations, interviews and record
reviews, the Assisted Living Residences (ALR)
failed to implement its policy titted "COVID-19
Vaccination Palicy for Employees” (DC and VA)
dated 08/30/2021, to mitigate and prevent the
spread of COVID-19, for eight of the eight staff
(dentified as employees of the ALR (Staff #1, 2, 3, 4,
5,8, 7 and 8).

Findings included:;

According to District Law 22-B DCMR 11200 at seq
every licensed healthcare facility may not employ,
contract, or grant privileges or credentials to
employees, contractors, or volunteers who are not
fully vaccinated. in addition, the healthcare facility
must keep documentation of employee vaccination
or granted exemption. Following the emergency
legislation, the facllity adopted a policy titled
COVID-19 Vaccination Policy for Employees (DC
and VA) dated 08/30/2021. According to the
facilities internal policy, employees who had not
received an exemption and had not completed their
vaccine series by 11/01/2021 would be "placed on
an unpaid administrative leave of absence pending
receipt of the necessary vaccination or approved
exemption. Such employees will receive a written
warning and

Naccination for Health Care
1} Corrective Action to Address the Deficient Practice:

1a. Vaccinatlon and exempt statuses of employees idanlified during the|
survey werg reviewad, All non-exempt nlnol;wngo compliant with the
vaccination pelicy. Employees seeking exemplion werea found not
to have requested exemplions through the DC Portal

1b. An audil will be completed by HR for all curent amployees lo
ensure all employees ellher have COVID vaccinations or
been granted sxemplions

1c. Exempl empioyees will be required ta request an exemption
thi & cnrspc% Postal, and provide evidence of helr request to

IRC's HR depariment
2) Systemic Changes 1o Ensure Deficient Practice Does Not Recur:

2a. $r. VP of Human Resourcas will train the IRC Human Resources
Diractor and the HR Coordinator on Inglaside’s and DC's COVID
vaccination and exemnplion policies

2b. All new staff will be reguired 1o show proof of vaccination upon hire

2¢. Human Resources Director will complete an audit of new
employee's COWID vaccinalion slalus weekly for 1 month, foliowed
onlhs

by manthly for 3 mi

3} Quality Assurance Py
submilted oauaneﬁy o
audit pariod (Seplember, 20221
i turiher audita/ aclions are |

im (o be Implemented: Audit findings will ba

8 QAP| Commities. Al the completion of the
ha QAPI Committes wfﬁ‘de!ennhe

4/62022

5/9/2022

6/1/2022

5/11/2022

6/23/2022
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natification...will be considered a refusal to
comply..." The palicy also siated that if the
employee had not submitted proof that they were
fully vaccinated and had not received an approved
exemption by 11/29/2021 they would be considered
"to have refused to comply with this policy and to
have voluntarily resigned. Their employment would
be terminated.”

On 04/01/2022 the facility provided a list of 13
employees vaccination status, and on 04/04/2022 at
12:35 PM, the Human resources Director provided a
comprehensive list of every employee's vaccination
status. The list identified 14 employees who had not
completed the vaccination series.

On 04/04/2022 beginning at 3:21 PM interview with
the Human Resources Director revealed that she
and the Director of Wellness and infection control
had begun updating the facility's employee
vaccination data base. Per lhe human resources
director, emails were sent to facility managers
beginning on 03/04/2022 in which the managers
were given the names of staff still needing
vaccination, and informed that an on-site
vaccinations would be available. The request for
copies of said e-mails was made by the survey
team.

Discussion with the administrators during a meeting
on 04/4/2022 at 4:35 PM revealed that a corporate
officer (name not disclosed) reportedly granted
exemptions to some employees (names not
available). The survey team sent a follow-up email
on 04/05/2022 requesting the names, titles and the
nature of vaccination exemptions requested. On
04/06/2022, the administrator reptied, “request had
been "forwarded to headquarters for follow-up."
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At the time of the survey, the facility failed to take
necessary actions to comply with the District of
Columbia Laws requiring COVID-19 vaccinations for
all healthcare workers.

R 110 REQUIRED POLICIES AND PROCEDURES

R 110f 10110.2¢ Required Policies and Procedures Policies and Procedures Guiding Ihe Use of Privale Duty Aidss

110.2 . . 1) Corrective Actions to Address Deficient Praclice: 4152022
10110. () Private duty nurses, aides, and other 1a Oblain cﬂmnmel files from nurse staffing agencies employing

healthcare professionals. PDAS during the survey

1b. Ensure each filo conteins credentialing information, background
10110. 2(C) cnafii avidence of fu:eedum from nu':%mum uim:f:gs
Including tuberculosis, COVID vaccination/ axampt status, and
relavant raining

Based on observations, interviews and record
1c. Slare files alectornically al Ihe facility

reviews, there was no evidence that the facility

developed and implemented policies and 2) Systemic Changes to Ensure Deflcient Praclice Does Mot Recur. | 5/31/2022
F;ocedu;es guiding the use of private duty aides 2 R pamies 10 Sequlatory requirements when sefecling

DAs), for 13 of the 13 PDA's currently working
with residents (PDAs #1, 2, 3, 4, 5,6, 7, 8, 9, 10, 2" ﬁﬁiﬁ?”&ﬂrf&% i
L 1' 12' ane 13)‘ 2c. Secure written agreaments wilh Freferrad Staffing Agencies and

required necessary information on PDAs assigned to IRC
Findmgs included: 2d. Develop palicies that address use of PDAs at IRC
u ogr. menled: 6/23/2022
[Cross-reference to 10118.2 (b) and 10118.4] On 3)32u;":,:,|5:a:x:: e e e
03/30/2022, surveyors observed eight (8) private - o )
duty aides (PDA'S) providing services to the 3b, &;;Iblor:_'l'rs!fndmgs to QAP for detenmination of further audits/
residents during lunch: PDAs #1, 2, 3, 4, 5,8, 7,
and 8. 1t was later revealed that there was a total of
13 PDAs currently working in the facility, empioyed
by two nurse staffing agencies (NSAs).
On 04/01/2022 at 10:22 AM, the Human Resource
(HR) Director said there were no personinel filgs
maintained in the facility for the PDAs. On
04/04/2022 beginning at 12:07 PM, the Assisted
Living Administrator (ALA) confirmed that there
were no PDA personnel files maintained in the
Assisted Living Residence (ALR). The ALA said she
did not have credentialing information or evidence
of PDA
Health Regulatlon & Licensing Administration
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Continued From page 6

screening for tuberculosis and other communicable
diseases readily available. instead, she obtained
the information from their employers after the
survey team requested the information. Moments
later, the ALA said there were no written
agreements or contracts with the two NSAs. When
asked if the PDAs received training on the rules and
regulations that apply to ALR's, the ALA said that a
charge nurse would provide orientation training for
the PDA on the unit. When asked if training
materials, nursing notes or other documentation
was available to verify PDAs were informed of ALR
regulations, the ALA said she "doubts the charge
nurses keep a record of that training." At 12:25 PM,
surveyors requested the facility's policies and
procedures regarding PDAs. No additional
information was presented for review before the
survey ended on 04/06/2022,

At the time of the survey, the facllity failed to provide
avidence that it had developed and was
implementing policies and procedures that
addresses the use of private duty aides.

101186.15f Staffing Standards

10116.15f. A healthcare practitioner's written
statement as to whether the employee bears any
communicable diseases, including communicable
tuberculosis.

Based on interviews and record reviews, the
Assisted Living Residence failed to show evidence
that each employee had obtained a written
statement from a healthcars practitioner within the
past 12 months declaring them free from
communicable diseases, for 11 of the 21 staff
whose health screening/ physician's certification
was requested (Staff #8, 7, 10, 11,

R 110

R 281
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12, 14, 17, 18, and 21, the Assistant Director of
Nursing, and the Assisted Living Administrator.

Findings included;

On 03/30/2022 at 9:30 AM, surveyors met the
concierge (Staff # 6) and the Director of Wellness
and Infection Control (Staff # 2) in the lobby, and at
9:56 AM, met with the management team, including
Staff #1, 3, and 5. Observations beginning at 11:53
AM, showed the following employees working with
residents on the 2nd and 4th floors: Staff #7, 8, 9,
10, 11, 12, 13, 14, 15, 16, and 17. On 03/31/2022 at
12:40 PM, surveyors met additional managers: Staff
#18, 19, 20, and a maintenance employee (Staff
#21) who was observed cleaning the elevator.

On 03/31/2022 at 4:15 PM, the surveyors requested
documentation showing that each employee had
obtained a statement from a heaithcare practitioner
saylng that he or she was free of communicable
disease. A follow-up request was made on
04/01/2022 at 3:31 PM.

On 04/01/2022 beginning at 8:50 AM, review of
personnel records revealed the following:

1. There was no documentad avidencs that Staff
#1,4,6, 10, 12, 17, and 21 had been screened by a
healthcare practitioner for communicable diseases.

2. There was no evidence that Staff #7, 11, 14, and
18 had been screened by a healthcare practitioner
within the past 12 months, declaring them free from
communicable disease. The most recent healthcare
practitioner's signatures were from the years 2017,
2018, 2013, and 2019, respectively.
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1} Comective Action to Address to Deficient Praclice;
During interview on 04/01/2022 beginning at 10:08 ta. Arrang hava been confirmed with health care providers frong 5/23/2022
AM, the Human Resources Director stated that Conaibls Do sy canoas Cenler (on oe provdento
"everyone" at the time of hire must obtain a purified haieivey saps
protein derivative test (PPD) or a chest x-ray. i rxmﬂ’.ﬁm,:mms?mwmﬁ“@w“ﬁmm
Annually t[mereaﬂer, the employee would complete a e e st ;&{mﬁ% ;!gg;;,;'gg;gﬁ -
tuberculosis symptoms checklist (self-check) and retumed (0 IRG for fiing
have their checklist “signed-oﬂ' by a medical 2) Systemic Practice to Prevent Recurrence:
professional" and agreed to forward the policy to the 2a. Require compiatad health screening form that documants frsedonr 5/23/2022
survey team. Eﬂnﬂ communicable disease as condition for empleyment for new
2b. Davelop monitonng system lo track submisslan by all staff of
Additional requests were made for employee heaith annual health screaning documantalion
certificates on 04/06/2022 at 11:31 AM and 1:41 2e. Conduct quarterty audits to determine compliance
PM; however, no new Information was made 3) Quality Assurance Program lo bs Implemanted: 62312022
available for review. Comamtieh Wi Gamina o) Commites 3 uerters
In a follow-up email sent to the Assisted Living
Administrator (ALA) on 04/06/2022, surveyors again
requested the agency's policies regarding employee
health screenings for communicable diseases. The
ALA said that she was unable to locate stich a
palicy. The ALA copied the facility's Human
Resources Director on her email; however, no
additional information was forwarded for review.
At the time of the survey, there was no evidence
that the Assisted Living Residence (ALR) required
each employee to obtain a healthcare practitioner’s
statement at the time of hire and annually
thereafter, certifying that he or she is free from
communicable disease. In addition, there was no
evidence that the ALR developed and implemented
written policies and procedures regarding
employees being screened for communicable
diseases.
R 282 10116.16 Staffing Standards R 282
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Resources (HR) Director stated that aides who
worked in the Assisted Living Residence were not
required to have cardiopulmonary resuscitation
(CPR) certification. The HR Director explained that
each unit had a nurse on duty around the clock and
all nurses were expected to maintain a current CPR
certification. The HR Director said that she would
consult with their payroll office and submit a list of
the nurse’s names and their CPR certification
status. At 2:21 PM, the HR Director informed the
survey team that she was "unable to access that
spreadsheet on CPR certifications." The HR
Director further indicated that her predecessors had
left prior to the day she was hired (in February
2022). She agreed to contact the corporate office in
Maryland to request for assistance.

On 04/04/2022 beginning at 1:55 PM, a review of
the staff schedule for the period 04/01/2022 through
04/04/2022 showed the names of ten nurses who
had worked at least one shift during the 4-day
period. On 04/06/2022 at 11:30 AM, surveyors
asked the HR Director to forward

3) Quality Assurance Program to ba Implementad

Audtt findings to be presentad to QAPI Commiltes quarterly. Atthe
end of tho audil period lSdler_ember. 2022), the Committes will
determine the need for additional sudits! aclions
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R 282| Continued From page 9 R 282 Empﬁ?ae‘?:“fﬁ" Cortifcalion Stalus
10116.16 Employee records shall be made 1) Camective Action to Address Deficient Praclice: Snaizozz
available for review by the Department of Health 1 %Tﬁ?gﬂ?ﬂz}fﬁf;ﬁ'gﬁ;ﬁﬁg’,m@wﬁ%%};’3@.13%_
upon request during any inspection of an ALR that G200 s baan mdaesiad (2 subaniet e 1 HR)
is authorized by the Act or this chapter. e et Sl oy man Rasowoss gteient | sr1or2022
Based on observations, interviews and record SeTlesteniBTe dontlied
reviews, the facllity failed to make available for T o acgmts, smployses e o fawd PR
i y i implernentation of GPR classes | under devalopment in
review sach smployee's cardiopulmonary congboration with e Collacivs Bvgay Ut s Aol
resuscitation (CPR) certification status, for ten (10) Inat classes wif start June and neid weekiy unil al smployeas
. . urrent cel
of the ten nurses whose CPR certifications were R
requested for verification (Staff #4, 7, 8, 33, 35, 38, S T )b SRS
37- 38- 39: and 40)- 2) Systemic Changas to Ensure Deficient Practice Does Not Recur: Spea2z
o X 2a. Sr. VP of Human Rasources will educate IRC's Human Resource
Fmdmgs included: Director and HR Coordinatar an company CPR cerification policy
20. Human R Directar will an audit of CPR cartifica-
On 04/01/2022 beginning at 10:08 AM. the Human tion waakly far one menth followed by manthly for thrae months
i ! 6/23/2022
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R 282 Continued From page 10 R 282
evidence that the 10 nurses identified as having
worked on those four days had current CPR
certifications. No adaditional information was
provided for verification.
At the time of the survey, the facility failed to make
available for review the records of each nurse in
order to verify his or her CPR certification status.
R 296( 10118.2b2 Private Duty Healthcare Professionals | R 296 Naiananc of parEonnc! ey n 6 el for PDAs thalconai
curment i certifications.
10118.2b2 A copy of the registration, certification, 1) Cormactive Actions to Address Deficient Practice: 41512022
"CGI"ISE, or other authorlzation required for the 1a Oblain &Ersonnel fites from nursing staff agencias employing PDAs
nurse, aide, or olther healthcare professional to ] . .
lawully practice the healthcare-related services "0 ecks, owonc o hear el ca Sy vund
being rendered in the District of Columbia. bl o s A axampt dalus, and
1c. Stora files slectronically at the facility
Based on observations, interviews and record
reviews, the Assisted Living Residence failed to 2) Syslemic Changes to Ensure Deficient Practice Does not Recur 53112022
ensure that each priva!e duty aide {PDA) 2a mmﬁmll%ggglaww fequiremants when selscting nurse
maintained an accurate and current personnel 2b, Eiielop e o Prafacied Nurss Staling Adsncies sl oot
record with the Assisted Living Residence, to aulalorytequaments an forwhom IR s coqured
include his or her current credentials, for eight (8) of documan _ _
the 8 PDAs observed on site and the five (5) other 7 et nocessany omion o POAs sosed i 0es o7
PDAs (not Opsewed) as reported by the Assisted 2d, Develop policies that address use of PDAS at IRC
Living Administrator (PDAs #1, 2, 3, 4, 5,6,7, 8, 9,
10: 1 1. 12' and 1 3) 3} Quality Assurance Program to be Implemanied; —
Ja. Monthly audils
Findings included: 3b. Submil findings to QAP for detarmination of further audits/ actions
Surveyors observed residents eating lunch on
03/30/2022 beginning at 11:53 AM. Interviews with
the Human Resources (HR) Director later revealed
that eight (8) of the aides who were observed
working with residents during that lunch period were
private duty aides (PDAs), and not employed by the
Assisted Living Residence (ALR). They were PDAs
#1,2,3,4,5,6,7 and 8.
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Continued From page 11

On 04/01/2022 at 10:22 AM, when asked for the
personnel folders, the HR Director said there were
no personnel fites maintained in the facility for
PDAs. At 2:09 PM, lhe HR Director said the
Assisted Living Administrator (ALA) had “reached
out to the vendors," adding “this HR office does not
do anything with PDAs," and directed the surveyors
to the ALA for any additional information.

0On 04/04/2022 beginning at 12:07 PM, interview
with the ALA revealed that there were 17 Personal
Care Aides (PCA's) working in the ALR. The ALA
confirmed that there were no personnel files for
PDAs maintained in the ALR. The personnel
information, including current credentials, that was
given to surveyors for review that morning
(04/04/2022) was received from the PDA's
employers (two nurse staffing agencies) following a
request made by the ALA during the survey.

At the time of the survay, the facility failed to ensure
that a personne! filfe was maintained in the facility
for each private duty aide, to include the aide's
current license or certification

10118.2b4 Private Duty Healthcare Professionals

10118.2b4 A healthcare practitioner's written
statement as to whether the nurse, aide, or other
healthcare professional bears any communicable
diseases, including commuricable tuberculosis; and

Based on observations, interviews and record
reviews, the Assisted Living Residence failed to
ensure each private duty aide (PDA) maintained an
accurate and current personne! record with the

R 298

R 298
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R 298| Continued From page 12 R 298 Naed for Hualthears wmmsa???gmupm Hire and Annually

Assisted Living Residence, to include a healthcare
practitioner's written statement declaring each aide
free of communicable disease, for eight (8) of the 8
PDAs observed on site and the five (5) other PDAs
(not observed) as reported by the Assisted Living
Administrator (PDAs #1, 2, 3, 4, 5,6, 7, 8, 9, 10, 11,
12, and 13).

Findings included:

(Cross-reference ta 10118.2(b)(2)). On 03/30/2022
beginning at 11:53 AM, the surveyor team observed
eight private duty aides (PDAs #1, 2, 3, 4, 5, 6, 7,
and 8) assisting the residents with their lunch,

On 04/01/2022 at 10:22 AM, when asked for the
personnel folders of the private duty aides, the HR
Diractor said there were no personnel files
maintained in the facility for PDAs. At 2:09 PM, the
HR Director said the Assisted Living Administrator
(ALA) had "reached out to the vendors," adding
“this HR office does not do anything with PDAs,"
and directed the surveyors to the ALA for any
additional information.

On 04/04/2022 beginning at 12;07 PM, interview
with the ALA revealed that there were 17 Personal
Care Aides (PCA's) working in the ALR. The ALA
confirmed that there were no personnel files for
PDAs maintained in the ALR. The personnel
information, including current credentials, that was
given to suirveyors for review that morning
(04/04/2022) was received from the PDA's
employers (two nurse staffing agencies) following a
request made by the ALA during the survey.

At the time of the survey, the facility failed ta

0 Ensure Freedom from Communicable Diseasa 41522022
1) Corractive Actlon to Address the Deficient Praclice:
1a Oblain personnel files far those PDAs Included in the survey samply

1b. Ensure each file contains credentialing i ion, backg
checks, evidence of freadom from i b including
lubarculosis, COVID vaccnations exempt stalus, and relevant
Irafning

1e. If POA is exempt from COVID Vacci uire that
exemphion status hos boen applied for u-nmséﬁqoc portal, requira
2vidance of outine losting a3 required by DC Heallh 1{3.. weeakly)
for inclusion In PDAS file, require stalement from haai

praclilioner, updated annually, that clears PDA from T8 and olhar
communicable disease. |f PUA is exempl from standard T8 testing
dud 1o BCG vacclne or olher reasons, require sialement from
haslihcare practiioner, updaled annually, that clears PDA from T8 6/31/2022
and olher co icable di Ab of any of the above
documentalion will disqualify a PDA from working at IRC

¥21d, Store fites elactronically al the facility

) Systemlc Changes to Ensure Deficient Practice Does not Recur:

2a Y requi when salecting nurse

e famifies 1o ’
stalfing agencies! PDAs
2b. Develap list of Preferrad Nursa Staffing Agencies that meet reqguia-

tory requitemsnts end for whom IRC has required documentation

2c Secura wnlten agr with Pref Staffing A i
faquire necassary informalion on PDAs assignad to IRC

2d. Devetop operational protocols thal address the use of PDAS at IRCH

6232022

and

3) Quality Assurance Program to be Implemented:
3a, Monlhly audits of new PDAs files
3b. Submit audit reports 1o QAR commiltea quarterly

]
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R 298| Continued From page 13 R 298
ensure that a personnel file was maintained in the
facility for each private duty aide, to include a
statement written by a healthcare practitioner saying
the aide is free of communicable diseases.
R 301 10118.2b5b Private Duty Healthcare Professionals | R 301 myg;:n'gﬂngifg’m;f;g’gﬁ:‘gn T e
ymmadiato nuporvisor
10118.2b5b. (B) The name and telephone number 1) Corractiva Actions to Address Ihe Identified Deficient Practice: 411512022
of the private nurse, aide, or other healthcare 1a C;ﬂ\:’?_ﬁzs on hg_'ve been oblalned from agencies employing FDAS
professional's immediate supervisor: and o
1b. Filas are currant and contain crodentialing inft i ]
chacks, evidence of freedom from communicable disease including
lubercuiosis, COVID vaccination stalus, relavant raining, and nama
of immediate supervisor
Based on observations, interviews and record tc. Files are stored electronically in the facliity for each individual
reviews, the Assisted Living Reslidence failed to 2) Systemic Changes (o Ensura Deficient Practico Doss notReour: | /340002
ens_ure'that each pfl\f'ﬂte dUlV aide (PDA) 2a. Educale families regarding regulatory requirements
malnta’n?d an accu_rate and currentl pEfsonnel 2b. Devalop list of Pre‘!arrug Staffing Agencies that address regulations
record with the Assisted Living Residence, to and pravide requested information
include the name of his or her immediate 2¢. Secl.:rclaj agresrganls \luilI; Pr;meluwﬁtafﬂng Agencies that address
" N ({ i
supervisor, for eight (8) of the 8 PDAs observed on rea e T
site and the five (5) other PDAs (not observed) as 2d. Devalop pofidas regarding use of PDAS atIRC
3) Quality Assurance Program lo be Implemsnted: 612312022

reported by the Assisted Living Administrator (PDAs
#1,2,3,4,5,6,7,8,9, 10, 11,12, and 13).

Findings included:

[Cross-reference to 10118.2(b)(2)] On 03/30/2022
beginning at 11:53 AM, the surveyor team observed
eight private duty aides (PDAs #1, 2, 3, 4, 5, 6, 7,
and 8) assisting some of the residents with their
lunch.

On 04/01/2022 at 10:22 AM, when asked for the
personnel folders of the private duly aides, the HR
Director said there were no personnel files
maintained in the facility for PDAs. At 2:09 PM, the
HR Director said the Assisted Living Administrator
(ALA) had "reached out to the

3a. Manthly audits with findings presented to QAP Committee for
review and detarminalion it furthar audits! actions are
required
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Continued From page 14

vendors,” adding “this HR office does not do
anything with PDAs," and directed the surveyors to
the ALA for any additional information.

On 04/04/2022 beginning at 12:07 PM, interview
with the ALA revealed that there were 17 PCA's
working in the ALR. The ALA confirmed that there
were no personnel files maintained in the ALR for
PDAs. The personnel information that was given to
surveyors for review that morning (04/04/2022) was
received by emall from the PDAs' employers (two
nurse staffing agencies) after surveyors requested
the information. When asked about contact
information for the PDAs' immediate supervisors,
the ALA replied: "we have a contact at the
company, but{ don't know if it's their immediate
supervisar."

Althe time of the survey, the facility failed to ensure
that a personnel file was maintained in the facility
for each private duty aide, to include the name of
the aide's immediate supervisor.

10118.2b5c Private Duty Healthcare Professionals

10118.2b5¢. (C) A copy of the agency's license or
other authorization to operate in the District.

Based on observations, interviews and record
reviews, the Assisled Living Residence failed to
ensure that each private duty aide (PDA)
maintained an accurate and current personnel
record with the Assisted Living Residence, to
include a copy of their employer's license to aperate
in the District of Columbia, for eight (8) of the 8
PDAs observed on site and the five (5) other PDAs
(not observed) as reported by the Assisted Living
Administrator (PDAs #1, 2, 3,4, 5,6, 7, 8, 9, 10, 11,
12, and 13).

R 301

R 302
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. Privale Duty Hoallhcare Professionals . . )
R 302| Continued From page 15 R 302 m:ﬁmxﬁzﬁ?ﬁ&m gggﬁ:: meé‘aaﬂll_ln il;nat include evidence
1) Corrective Aclions to Address the Identified Deficient Practice:
Fmd;ngs includad: 1a. Ea:e;g:::gggm Egge"?eegs lsgtyamad from agencies employing 411512022
[Cross-refer to 10118. 2(b)(2}] OI"I 03{30!2022 1b. PDA files have been updated lo includa agency business licensas
beginning at 11:53 AM, the surveyor team observed 1ochiesars Qored.cniskeciecimalcay
Sighl private dUl)f aides (PDAS #1‘ 2‘ 3. 4. 5. 6. ?. 2) Systemic Changes to Engure Deficient Practice Does nat Recur: sra12022
and 8) assisting some of the residents with thelr 2a. Develop istof Preferred Saffing Agencies thal, smong other
lunch. quirements, are licansed in Di
2b. Secure agresineris willi lwse agencies that inciude copies of
carent business licenses
On 04/01/2022 at 10:22 AM, the Human Resources 3) Quality Assurance Progeam to be Implemented
Director said there were no personnei files 3. Moninly e audis i fnioge presenid fo e OAP) Commitee | ¢ .o
maintained In the Assisted Living Residence (ALR) e roauad e 4 celens ffuer audialactons
for the PDAs and directed surveyors to the Assisted
Living Administrator (ALA) for any additional
information regarding PDAs.
During interview on 04/04/2022 beginning at 12:07
PM, the ALA revealed that there were 17 PCA's
warking in the ALR and confirmed that there were
no personnel files for private duty aides maintained
in the ALR. The personnel information that was
given to surveyars for review that morning
(04/0412022) was received by email from the PDAs'
emplayers (two nurse staffing agencies) after
surveyors requested the information. When asked if
the two nurse staffing agencies were licensed in the
District of Columbia, the ALA replied: " haven't
seen their license."
At the time of the survey, the facility failed to ensure
that a personnel file was maintained in the facility
for each private duty aide, to include evidence
showing that their employer is currently licensed as
anurse staffing agency in the District of Columbia.
R 306/ 10118.4 Private Duty Healthcare Professlonals R 306
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R306) Continued From page 18 R 306 itien mmdm Inciue requ:'emenls for compliance with
Feguiations on reporling
10118.4. An ALR shall have a written agreement 1) Corractive Action to Address Identified Deficient Praclice: 411512022

with each private duty healthcare professional
providing healthcare services on the ALR's
premises, or the agency that employs him or her, if
applicable, requiring the private duty healthcare
professional to report the following events to the
ALR and describing the procedurs by which such
reporting shall occur:

Based on observations, interviews and record
reviews, the Assisted Living Residence failed to
have a wrilten agreement or contract with two (2) of
the 2 nurse staffing agencies that provided private
duty aides, for eight (8) of the 8 PDAs observed on
site and the five (5) other PDAs (not observed) as
reported by the Assisted Living Administrator (PDAs
#1,2,3,4,56,7,8,9, 10, 11, 12, and 13).

Findings included:

Surveyors observed residents eating lunch on
03/30/2022 beginning at 11:55 AM. Interviews with
the Human Resources (HR) Director later revealed
that the eight (8) aides who were observed working
with residents during the lunch time were private
duty aides (PDAs), and not employed by the
Assisted Living Residence (ALR).

On 04/04/2022 at 12:32 PM, the Assisted Living
Administrator (ALA) said the facility did not have
wrillen agreements or contracts with the two nurse
staffing agencies (NSAs) that depioyed PDAS to the
facility. No additional information was shared before
the survey ended on 04/06/2022.

At the time of the survey, there was no evidence
that the facility entered into written agreements with
agencies employing PDAs requiring compliance
with regulations on reporting

1a. Obtained written agreements from staffing agencies
1b

POAs credentials
fc File agreaments electronically at the facility

requiremarts

cradentials as of wrilten agreement
3) Quatity Assurance Program to be Implamented:
3a Monthly file audits

3b. Findings presented to QAPI Commilae for review. The
wlill detenmine if further audits/ actions are raquired

Incorg q Ural ad PDAs reporting respansiblii-
lies (med erors, abuse/ neglect allegations) and any changes in

Rl Systemic Changes to Ensure Deficiant Practice Daes not Recur 5/10/2022
2a Redquire from staffing agency evidence of FDA training on reporting

2b. Requira statfing agency lo report ta IRC any changes in staff's

6/23/2022

Commiltee
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101194a A completed criminal background
check for unlicensed professionals performed in
accordance with D.C. Official Code §§ 44-561 et
seq. and 22-B DCMR §§ 4700 et seq., which shall
be free from conviction of an offense listed in 22-B
DCMR § 4705.1, or their equivalents, within seven
(7) years prior to the criminal background check
uniess permitted under § 22-8 DCMR § 4705.2.

Based on Interviews, the Assisted Living Residence
failed to show evidence that it obtained a criminal
background check that meets the standards and
requirements as prescribed by 228 DCMR §§ 4700
et seq. from each companion, (number unknown)
currently visiting facility residents.

Findings included:

During an interview with the Assisted Living
Administrator (ALA) on 04/04/2022 al 12:21 PM, the
ALA stated thal some residents had companions
who came into the facility on a regular basis to play
cards and socialize. Typically, the companion was
someone the family had known prior to the resident
being admitted, and that the role played by the
companions was important and such relationships is
usually encouraged by the facility.

At 12:25 PM, the ALA said she was unaware of any
facility policies and procedures that would

1) Corractiva Actions ta Addrass Deficient Practice;
b nocordin'g o DC -551, 22-b OCMR
4700 ¢! seq. and 22.8 DCMR, 10118,

1b. Determine that companions Identified during surver cornprise the
total number of companions servicing residents at IRC

1¢. Infom anH companion unable ta meat rs&ulow requirements of
Lheir Inabliity to sarve as companions al IRC

1a Rﬁuh‘e c:énpanbons tdenlified duilng survaz‘la obtain criminal

1d. Educate families, . guardians, and other susrog ol I
of the requiremant lo oblain ciminal background checks pricr o
Ihe Individuar's accepting rola of companion
2) Systemic Changes lo Ensure Deficienl Practice Does nol Recur;

2a Davelop operaling policy that includes requirement for criminal
background checks for companions

2b. Educate staff, residents, familigs, guardians, and other swrogates
an policy

2c. Maintain elecironic files on site for all companions that include
evigence of crimvnal background checks

3) Quality Assurance Program lo be Implemented:

3a Audit companion filas before service is initiated to ensure caminal
background checks have bean campleted

3b. Report audit findings to QAP Committee quarterly
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medication errors, reporting abuse, neglect,
incidents such as changes in the resident's
condition, and reporting changes in the PDA's
credentialing. [Also see 10118.2(b)]
R 319 10119.4a Companions R 319 | round Checks

81022

81412022

6/23/2022
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provide guidance regarding the companion
services, and currently does not have an exact
number of companions currently visiting the
Assisted Living Residence (ALR). She said she
would look for applicable policies and procedures.

At 12:30 PM, when asked if the companions
obtained criminal background checks when they
first presented themselves to the ALR, the ALA
replied "no." The ALA described companion
arrangements as "informal," adding that
companions were asked to show evidence of their
COVID-19 vaccination status and are required to go
through the COVID-19 screening process each time
they entered the facility.

On 04/04/2022 at 1:21 PM, the Director of Weliness
and Infection Control, who was facilitating the
survey, agreed to get the number of companions
currently visiting facility residents. No additional
information was made avaitable before the survey
ended on 04/06/2022.

At the time of the survey, the facility failed to ensure
that companions obtained a criminal background
check that mel the standards and requirements as
prescribed by 22B DCMR §§ 4700 et seq.

R 326 10120.1 & 2 *Unlicensed Personnel Criminal R 326
Background Che

10120.1 No ALR shall employ or contract an
unticensed person for work on the ALR's premises
until a criminal background check has been
conducted for that person.

10120.2 An ALR shall implement and comply with
the criminal background check standards and
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R 326 Continued From page 19 R 326 o i
[} Corrective Aclion 1o Address Delicient Practice:
requirements for unlicensed personnel prescribed 1a Background chacks have boan on schoduied or compiseaor sall | 671312022
. ied surve e
by D.C. Official Code §§ 44-551 et seq. and 22-B O Hoallhrecavod s on SE0LA. Cotseat sactti Sl
DCMR §§ 4700 ot seq. ﬁl:slemenl QOutstanding Ilems will be added to emplayaes personne
Based on interviews and record reviews, the 1o. An auditwill be cormpleled by Human R of cu S710/2022
Assisted Living Residence failed to show evidence :g%‘?;:%f.‘:;”&“é.ﬁ::&’f:'m o s
that procedures _were de_veloped.arl\d 'mpiemented 2) Systemic Changes to Ensure Daficlant Praclice Doss Not Recur:
to ensure compliance with the criminal background 2 Br: VP of Hriir Rwoiies Wil eucats IAC'S Hiiindi Fasiuiiss
check requirements prescribed by 22B DCMR §§ Diraclor snd Coornalar | o ndurs Scarues background cacks &
4700 et seq,, for five of the seven non-licensed a0 el 1 e mpiope R o s BlOyTEN, | 611112022
employees whose records were reviewed (Staff #3, 3) Quality Assumace Pragram {o be implemented:
12. 18. 19. and 20)- 3a. Human Resaurces Directar will 21 audit of employee files
far ane month fallewed by monlhly for three months snam0es
indi i - 0. Findings will be submittad to the QAPI Commiliee far The
Fmdlngs |ncI Uded' Cgrnlnn?:.?ee will be dclemung if ﬁlﬂhur audils and/or “rue;_'e‘wm
requir

On 04/01/2022 at 8:50 AM, a review of the facility's
personnel records was conducted. Seven
employees were identified who did not possess a
professional license issued through DC Health. Of
those seven employees, there was no evidence that
the facility had obtained "eligibility statements”
issued by DC Health for five of the unlicensed
employees, verifying that they were cleared to work
in a healthcare facility.

Recards showed the following;

1. Staff #3's personnel record lacked evidence of a
DC Heaith “eligibility statement" clearing her for
employment, although the record contained a report
dated 09/29/2021, showing that Staff #3 passed a
background check that was obtained through a
private company.

2. Staff #12's personnel record showed the
employee received orientation training in August
2018. The record lacked evidence of an "eligibility
statement"” issued by DC Health, nor was there
evidence that the facility sought another background
check at the time Staff #12 was hired.
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3. Staff #18's personnel record showed that on
05/22/2018, DC Health informed the applicant that
he must be fingerprinted. There was no "eligibllity
statement” in the record and no evidence that Staff
#18 was fingerprinted and completed the process
through DC Health.

4, Staff #19's personnel record contained a series of
emailed communications with DC Health, with the
most recent email dated 01/30/2020 in which DC
Health granted the applicant’s request for a 15-day
extension to get fingerprinted. There was no
evidence that he fallowed through with
fingerprinting, nor was there evidence that the
facility obtained a background check that was
obtained through a private company.

5. Staff #20's record showed no evidence that the
ALR received an “eligibility statement" issued by DC
Health, nor was there evidence that the facility had
another background check performed.

On 04/04/2022 at 4:35 PM, the findings were
discussed the facilily management. The Assisted
Living Administrator and the Human Resources
Director acknowledged an "eligibility statement"
issued by DC Heaith, and that there was no
evidence that the facility had another background
check performed.

At the lime of the survey, the Assisted Living
Residence failed to ensure all staff had
background checks as required.

10122.1 On Site Medication Review

101221 The on-site medication review by a
registered nurse that s arranged to occur every
forty-five (45) days, pursuant to § 903 of the Act
(D.C. Official Code § 44-109.03), shall include

documentation of any changes to the resident's

R 326

R 330
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R 330| Continued From page 21 R 330 Assessment of Resdents Reponse to Medication
. " o 7 . . 1) Corractive Actions to Address Deflcienl Practice: 51142022
medication profile, including changes in dosing and WO NS o S ki i o e
any medications that have bean added or Were Updato 1 refett residents fespeross e mmome'® ~VeY
discontinued, . 454 views for o 8 wera raviewed and updated to
" . " ™ i
Based on record reviews and interviews, the facility Changos, discaninuad iads. ok and sk socccsces s hase
falled to ensure that the Registered Nurses ottt oo i » e
. H 1}
:J':JY‘IISISteg.ﬂV ta‘SSEfSS?IC‘: 9??:: reasslden.tds retSPO':ﬁe to 2) Systemic Changes 1o Ensure Deficient Practice Does Not Recur: 51512022
elr meaication for afthe residents in the N .
3 2a, Traln RN to document resident responses to meds during 45-day
sample (Residents #1, 2, 3,4,5,6,7,8, 9, 10, 11, med raviews
12, 13, 1 4, and 1 5). 2b. Assign consistent RNs to complete 45-day reviews
3) Quallly Assurance Pragram to be implemenied: 812312022
Fmdmgs included: 3a Audit medicatlon review documentation quartarly x3 quarters to
detenmine compliance
i I L 3b P | audit findings to QAPI C ttee. Tha C it ifl
1. Review of Resident #1's record on 04/01/2022 at dolemin il oY Sl actin am gy CoMMites wi

12:13 PM revealed that the nursing staff reviewed
the resident's medication regimen monthly, however
there was no evidence that the resident's response
to her medications was assessed.

2. Review of Resident #2's record on 04/01/2022 at
11:20 AM, revealed that the nursing staff reviewed
the resident’s medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed,

3. Review of Rosident #3's record on 04/01/2022 at
10:05 AM, revealed that the nursing staff reviewed
the resident’s medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed

3. Review of Resident #4's record on 04/01/2022 at
9:40 AM, revealed that the nursing staff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.
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4. Review of Resident #5's record on 03/31/2022 at
4:39 PM, revealed that the nursing staff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

5. Review of Resident #9's record on 04/01/2022 at
9:49 AM, revealed that the nursing staff reviewed
the resident’s medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

6. Review of Resident #10's record on 04/01/2022
at 8:58 AM, revealed that the nursing staff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

7. Review of Resident #11's record on 04/01/2022
at4:34 PM, revealed that the nursing staff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

8. Review of Resident #12's record on 04/01/2022
at 2:54 PM, revealed that the nursing staff reviewed
the resident’s medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

8. Review of Resident #13's record on 04/01/2022
at 1:20 PM, revealed that the nursing staff reviewed
the resident’s medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications
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was assessed.

10. Review of Resident #14's record on 04/01/2022
at 3:40 PM, revealed that the nursing staff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

11. Review of Resident #15's record on 04/01/2022
at 1:42 PM, revealed that the nursing slaff reviewed
the resident's medication regimen every 45 days,
however there was no evidence that the resident's
response to the medications was assessed.

During interview on 04/01/2022, the Director of
Wellness and Infection Control acknowledged the
findings. The Director stated that she identified the
deficient practice when she joined the ALR and had
put a document in place for the nurses, that
captures the assessment of the resident's response
to their medications.

At the time of the survey, the ALR failed to ensure
the nurses consistently assessed each resident's
reaction to their medications,

. ) FORM APPROVED
Health Requlation & Licensing Administra. |
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING:
ALR-0010 BIAING 04/08/2022
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3050 MILITARY ROAD NW
INGLESIDE AT ROCK CREEK
WASHINGTON, DC 20015
(x4)10 SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
R 330| Continued From page 23 R330

Health Regulation & Licensing Adminisiration

STATE FORM

B E]

TTYR11

If continualion sheet 24 of 24




