nennsylvania

DEPARTMENT OF HUMAN SERVICES
ROV 2 3 2015

Ms. Tracy Moorehead, Regional Director of Operations
Grainger AID OPCO, LLC

330 North Wabash Ave, Suite 3700

Chicago, lllinois 60611

RE: Allegheny Place
10960 Frankstown Road
Penn Hills, Pennsylvania 15235
License #: 444890

Dear Ms. Moorehead:

As a result of the Department of Human Services’ annual licensing inspections
on January 29, 2015 and January 30, 2015 of the above facility, the violations with
55 Pa.Code Ch. 2600 (relating to Persopal Care Homes) specified on the enclosed
License Inspection Summary were found.

All violations specified on the enclosed License Inspection Summary must be
corrected by the dates specified on the License Inspection Summary and continued
compliance with 55 Pa.Code Ch. 2600 must be maintained.

Sincerely,

bl (VL

Matthew J. Jones
Directog@i

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Strest. Room 831 | Marrisburg, PA 17120 717.783.3670 | F 717.783.5662 | www dhs state. pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Codc Chapter 2600

PCH Name: ALLEGHENY PLACE

Licensg Numlbser; 44489

LAddrcss: 108960 FRANKSTOWN ROAD, PENN HILLS, PA 15235

County: Aflegheny

Administrater: Cody Swarlz

Regmn WEST

I egaW Entity Name: CRAINGER AID ORPCOQ LLC

Legdl Entity Address: 10J(30 FRANKSTOWN ROAL, PENN HILLS, PA 15235

Certificate(s) of Ocgupancy
C-2LP
02/02/1998
l.abor and Induslry

WEST REGION Flz2iD QFFICH
Human Services Licansing

Staffing Hours
Resident Support: 0

Total Dally Staff: 45

¥¥aking Statf: 34

Type of Inspection: Full

BHA Docket Number:

Notice: Unanncunced

Reason(s) for Inspection(s)
Renewal, Incident

01/29/2016: Garrigan, Laurie; Georgoulis, Karen
01/30/2015; Garrigan, L.aurig, Georgowlis, Kaen

On-5ite Inspections Dates and Department Representatives On-Glte

Page 1 of 19

Of-5ite Inspection Dates and Inspectors, if Applicable

Other Details
Fartial or Full Triggery:

Random Indicalors:

Resident Demegraphic Data as of inspection Datos

Licensed Gapacity: 47

Number of Residents Served: 31

Secured Dernentia Care Unil in Homas No
Area:

Securad Dementia Unit Capacity, if Applicable:

Number of Rosidents Served in Secured Dementia Care Unit,
if applicable:

Number of Curront Hospice Residents: 3

Number of Hosplce Resldunts In past year: 7

Number of Resldents who:
Recelve Supplemeonlal Securlty Ingome; O
Are 60 Years of Age or Older; 28
Have Mental (Iiness: 2
Have an intefleclual Disabiiity: O
Have a Mobility Need: 14

Have a Physicat Dlsabliity: B
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1. REGULATION 55 Pa.Code §2600

2600.16(a) - The home shall immediately reporl suspecled abuse of a resident served in the home in accordance with the
Older Adults Protective Services Acl (35 P S, Sactions 10226 701 - 10225.707) and 6 Pa Code Sections 15.21 - 15.27
{refating to reporting suspected abuse) and comply wilhy the reguirements regarding restrictions on staff persons.

Za, DESCRIFTION OF VIOLATION

On 1/22/16 at approximately 3:00 PM, resident #1 notified staff member £, administrator, and staff member D
that while providing morning care to the resident during the week of 1/19/15, staff members A and C were
rough with transferring him/her and thal the resident was afraid of staff members A and C. The resident
requested the stalf members no longer care for him/her. Staff member £ assured the resident thal stalf
members A and C will no longer provide care o the resident,

On 1/22/15 at approximately 9:00 PM, staff person FF noticed a small red area, the approximate size of a
penny, on the back of resident #1's head.  Resident #1's family was present and stated that resident #1 aiso
had bruising on his/her hack. Staff person F examined the resident’s back and noted numeious
yellowish-green bruises to the lop-right shouider blade of resident #1, and one yellowish-green Druise on the
left side of the resident’s spine. Resident #1 told staff person F that during the week of 1/19/15, staff
members A and C threw the resident in bed, causing the resident to hif hisfher head off of the head board.
The resident also reported that stalf members A and C said, in a loud voice, "You will never gel out of here,
you will not help” and "You are going to stand here until you learn to stand by yourself." Resident #1 reported
to staff person F that hefshe was afraid of staff members A and €.

Staff members A and C provided unsupervised care 1o resident #1 on 1/23/15 at 6:00 AM.

The home did not report the allegation of abuse lo the Area Agency on Aging until 1/23/15 at 2:49 PM.

3. PLAN OF CORRECTION (POC) (Attach pages s nevessiey. Remgmber that y o nust sipn and datg any altached papes,)
ety sieps 10 conac! the vidlation duserbed sbuve and sleps lo prevent a similar violation from ccourdng agan. I staps Gunnol be comploted
mimediatoly, includo datas hy which the steps will be comploted.

Within 45 days of receiot of the plan of correction, all staff, including managerment will complete the Pennsylvania
Departiment on Aging Older Adull Pretective Services Act Seif Study course which can be |ocated at:

hitp:fiwww. poral.siate. pa. us/portaliserver ptcommunity/self study course/18031/unit_1_overview/616726
Self-study test results for all staff, including management shall be kept.y,? ol s

Please see pane 2% of YA Jov Qlon o Corveckien.

Repeat Violation: No Dato(s) ef Previous Violation(s):

Signature of Legal Entity Representative ,“J ] /7 o g

{Roquirod on EVERY Page) (il e f/

Printed Mame and Title of Legal Entity Represenmtfvo / g o . / /

{Reguired on EVERY Page) (/ L . / (/ N 'f(/--'/ % Date ¢y f,0¢ 14
A ( "'J' L 11 4

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW TH!S LINE|
The above pian of corfoction is approved as of mf'gﬁ’ﬂ— Pian of corregtion implemantation status as of /)- ,58 -5
{Date)

(Date)
D Fully Implementod
Fartially Inplemented - Adequate Progress 2

The above plan of correction was approved by wgmfﬁ . a ] Parially Iimplemented - Inadeauale 'rogress

~ (Initials) .

T T rL:_:] Novhinplemoniod
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On 01/23/2015 staff members A and C did not provide unsupervised care to resident #1. Med
tech on duty, -, provided the care to resident #1, Please see attached statement from med tech
(Aftachiment A). ED added an extra shift in the moming cffective 01/26/2015 to ensure siaff
person A did not provide direct unsupervised care to resident 1 (see altachment 1B).

On 01/23/2015 Executive Director (ED) conducted an investigation to determine the details of
the reported incident. ED interviewed staff person A and staff person C on 01/23/2015 about the
alleged abuse. It was identified that staff person C was an active participant in the abuse
allegation, and staff person A withessed the event and did not report if. {Sce attachment C)

Staff person C resigned from her position as a Resident Care Partner on 01/23/2015, Staff person
A was put on suspension ag of 01/30/2015 and subscquently relieved from her duties of the home
on 02/25/2015.

ED did a sclf-study internet search on the topic of Elder Abuse & Neglect. Alter this self-study
internet search, ED presented an in-service to staff on 02/10/2015,

On 2/10/2015 a staff in-service was conducted by the ED that covers Elder Abuse & Neglect and
20 staff members were in attendance. See attached testing documentation and list of staff
members present, and the information that was presented (See attachment D-D17}).

On 03/19/2015 an additional in-service was conducted by Gateway Hospice on Elder Abuse with
18 staff members present. See attached testing documentation and list of staff members present,
and the information that was presented, (See attachinent E-124)

ED to immediately report an allegation of abuse to the Area Agency on Aging upon learning of
such allegation under the Older Adults Protective Services Act and within 24 hours to the
Department of Human Services to implement a plan of supervision or suspend staff.

There will be a mandatory monthly review of ACT-13 mandatory reporting of abuse guidelines
at monthly staff meetings in July, August, and Scptember and through self-study packets. Sign-in
shects will be maintained.

1D to round weekly to speak with residents to identify any further concerns regarding abuse or
neglect in the home, Regional team will conduct monthly interviews as well during their monthly
visits fo the community. Sce attached resident concern log (Attachment G).

Within 15 days of receipt of the plan of correction, the administrator or designated staff person will review all reported
incidents at least weekly to ensure any suspected abuse of a resident is reported in accordance with the Older Aduit
Protective Services Act (35 P.S. Sections 10225.701 — 10225.707) and 6 Pa. Code Sections 15.21 — 15.27.

iz/j"-._ﬁwz‘rz, g

L
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Within 80 days of receipt of the plan of correction, all staff will receive training in abuse reporting and prevention from
a Deparntment-approved outside source. o
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Violation Report: 44488 - 01/25/2515 - Garrigan, Laune
PCH Name: ALLEGHENY PLACE JEST REGION FELD OFEICE
1. REGULATION 55 Pa.Gode §2600 Humen Servicas Licensing

2600.15(b) - If there is an allegation of abuse of a resident involving a home's siaff person, the home shall immediately
develop and implement a plan of supervision or suspend the staff person inveived in the alfeged incidant.

2a. DESCRIPTION OF VIOLATION

On 1122115 at approximately 300 PM, resident #1 notified staff member E. administrator, and staff member D
that white providing morming care to the resident during the week of 1/19/15, staff members A and C were
rough with transferring him/her and that the resident was afraid of stalf members A and C. The resident
requested the staff members no longer care for him/her. Staff member £ assured the resident that staff
membters A and C will no longer provide care to the resident.

Cn 1/22/15 at approximately 9:00 PM, staff person F noticed a smali red area, the approximate size of a
penny, on the back of resident #1's head. Resident #1°'s family was present and stated {hat resident #1 also
had bruising on his/her back. Staff person F examined the resident's back and noted numerous
yellowish-green bruises fo the top-right shoulder blade of residenl #1, and one yellowish-green bruise on the
left side of the resident's spine. Resident #1 told staff person F that during the week of 1/15/15 staff
members A and C threw the resident in bed, causing the resident to hit his/her head off of the head board.
The resident also reporled that staff members A and C said, in a loud voice, "You wili never get out of here,
you will not help” and “You are going to stand here until you iearn to stand by yourself.” Resident #+ reportad
to staff person F that he/she was afraid of staff members A and C.

Statf members A and C provided unsupervised care to resident #1 on 1/23/15 at 6:00 AM.
Staff person A worked unsupervised in the home, including 1/23/15, 1/27/15, 1/28/45 and 1/29/15,

Staff person C worked unsupervised in the home on 1/23/15.

Pleast Set, pogc 3hob 18 for Pion of comveehion -

3. PLAN OF CORRECTION (PFQC) (Allach pages as accessary, Remember that you must sign and dite any anaghied pages.)
Include steps to corecl the viplation descrided above and steps lo prevent a similar vivlalicn tem ooeuming again. If steps cananol be completed
inwnodialely, include dates by which the steps will by compialed.

Immediately - If the home receives an allegation of resident abuse that involves a staff persen the home must
immediately suspend the staff person involved or place the staff person on a pfan of supervision that has been
approved by the Depariment. The staff person will remain suspended or on the approved plan of supervision until the
home receives approval from the Department that the suspension or supervision plan may be lifted. oA sl

Repeat Viglation! No Date(s) of Provious Vielation{s):
Signature of Legal Entity Representative 7/, 4 .f-
[Required on EVERY Page) /,.%}’/f/’ i i
7 Fo -
Primeq Name and Title of Legal Entity Representéftivg ) ‘ Eygc"u;_,hg{ Date ,
{Required on EVERY Page) (ol NERaes Ozikon ok /.‘:.‘:'/,-:’ff’ 1N

s

) DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The above plan of correction is appioved as of JQM Plan of correction implemantation slatus as of /0 "075_5
(

{Date) Bae)

D Sully implemented
Partialty Implemented - Adeguate Progrese S

The above plan of correction was approved by &Q D Partially Implemeonted - inadeguate Progress
8 Not Implementad
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On 01/23/2015 Executive Director (ED) conducted an investigation to determine (he details of
the reported incident. ED interviewed staff person A and staf! person C on 01/23/2015 about the
alleged abuse, 1t was identified that staff person C was an active participant in the abuse
allegation, and stalf person A witnessed the event and did not report it (See attachment C},

On 01/23/2015 staff members A and C did not provide unsupervised care to resident #1. Med
tech on duty, D,C., provided the carc to resident #1. Please see attached statement from med tech
(Attachment A). ED added an extra shift in the morning effective 01/26/2015 to ensure staff
person A did not provide direct unsupervised care to resident 1 (see attachment B).

Staff person C resigned from her position as a Resident Care Partner on 01/23/2015. Staff person
A was put on suspension as of 01/30/2015 and subsequently relicved from her duties of the home
on 02/25/2015.

On 03/19/2015 an in-service was conducted by Gateway Hospice on Elder Abusc with 19 staff
members present, See attached testing documentation and list of staff members present, and the
information that was presented. ED also attended this training (See attachment E-E24).

ED to immediately suspend any staff members who are involved in an allegation of abuse.

ED to immediately report an allcgation of abuse to the Arca Ageney on Aging upon learning of
such allegation under the Older Adults Protective Services Act and within 24 hours to the
Department of Human Services to implement a plan of supervision or suspead staff,

(’ }// /y N ( 21’/'( 177
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Viofation Report: 44489 - 01292015 - Garrigan, Laume

| PCH Name: ALLEGHENY PLAGE WEST NEGION FHELD OFFICE

HubarDervicas treemsing
1. REGULATION 55 Pa.Code §2600

2600.15(c) - The home shall immediately submit lo the Department's personal care home regional office a plan of
supervision or notice of suspension of the affected slaff person.

2a. DESCRIPTION OF VIOLATION
On 1/22/15 at approximately 3:00 PM, resident #1 notified staff member £, administrator, and staff member D

that while providing morning care to the resident during the week of 1/19/15, staff members A and C were
rough with transferring him/her and that the resident was afraid of staff members Aand C. The resident
requested the staff members no longer care for him/her. Staff member £ assured the resident that staff
members A and C will no longer provide care o the resident.

On 1/22/15 at approximately 9:00 PM, staff persen F noticed a small red area, the approximate size of a
penny, on the back of resident #1's head. Resident #1's family was present and stated that resident #1 also
had bruising on his/her back. Staff person F examined the resident’s back and noted numercus
yellowish-green bruises to the top-right shoulder blade of resident #1, and one yellowish-green bruise on the
left side of the residant's spine. Resident #1 told staff person £ that during the week of 1/19/15, stafl
members A and C threw the resldent in bed, causing the resident to hit his/her head off of the head board.
The resident also reported that staff members A and C said, in a ioud volce, "You will never get oul of here,
you will not help” and “You are going to stand here until you learn 1o siand by yourself" Resident #1 reported
to staff person F that he/she was afraid of staff members A and C.

Staff members A and C provided unsupervised care fo resident #1 on 1/23/15 at 6:00 AM.

The home did not submit a plan of supervision or a notice of staff suspension to the Department.

: A - ‘ >
f\wgsc&pca&%‘q of 19 &r plon of Cowrihion

. PLAN RECTION {POC) {Attuch piges as necessary, Remeber thal you mustsigy and daste any allached pages.)
Includa steps lo corroct the viclation described above and steps to prevail a sieitar violation from occurring again, 1 steps cannot he compleled
immediatoly, include dates by wiich the steps will bo complated.

Immediately - If the home receives an allegation of resident abuse the home will inmediately take the following steps:
« ‘Report the allegation of resident abuse in accordance with the Clder Adults Protective Services Act (35 P.S.
Sections 10225.701 — 10225.707) and 6 Pa. Code Sections 15,21 — 15.27,
+ Suspend the staff person or persons invoived in the alleged resident abuse or place the staff person on a plan of
supervision thal has been approved by the Department,
. » Report the allegation of residenl abuse to the Department.
© » Report the allegation of resident abuse to the resident and the resident's designate person. o ialwlti

Repeat Violation: No Date(s) of Previous Viekation(s}):

Signature of Legal Entity Representative Y ‘

(Reguired on EVERY Page) /Jf/éfk/{_//[[ (et L/?

Printed Name and Title of Legal Entity Rep'resérﬁ/tative\ 7 ffx‘fu Pid Date /)77 / ; '
(Required on EVERY Pago} { L=(J<,i SMoaai o copurt O iel2000

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of /_D_,QELJE__ Plan of coraction implementation stalus as of fogg ~[5'
(Date] T {Daw)

D Fully Implamonted
d Partially Implemented - Adequale Frogress S

The above plan of correction was approved by &B Partially Implemented - Inadequate Progress
: g

,,,,,,,, (nitials) |
[ —Not imprementzd
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On 01/23/2015 staff members A and C did not provide unsupervised care to resident #1. Med
tech on duty,-, provided the care to resident #1. Please see attached statement from med tech
{Attachment A). ED added an extra shift in the morning effective 01/26/2015 to ensure staff
person A did not provide direct unsupervised care to resident 1 (see attachment B).

On 03/19/2015 an in-service was conducted by Gateway Hospice on Elder Abuse with 19 staff
members present. Sce attached testing documentation and list of staff members present, and the
information that was presented. ED also attended this training (Sce attachment E-E24).

ED to immediately suspend any staff members who are involved in an allegation of abuse,

ED to immediately report an allegation of abuse to the Arca Agency on Aging upon learning of
such allegation under the Older Adults Protective Scrvices Act and within 24 hours to the
Department of nman Services to implement a plan of supervision or suspend staff.

if the home receives an allegation of resident abuse that involves a staff person the home must

immediately suspend the staff person involved ar place {he staff persen on a plan of superwsnonfthat has been ilthe |
approved by the Department. The staff person will remain suspended oron th approved planlpft supervision izn [ i
home receives approval from the Department that the suspensicn or supervision plan may be li ed. o w\wi¥

Immediately -

ithi [ ' i i t will complete the Pennsylvania
Within 45 days of receipt of the plan of correction, all staff, including managemen : .
Department gn Aging Older Adult Protective Services Act Self Study course which can be Iocate_ad at:
http:waw.portat.stale.pa.usfponal/server.mfcommun%tyfself study course/18031/unit_1 overview/616726 \6
Self-study test resuits for all steff, including management shal be kept. 1o
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Violalion Report: 44489 - 01/26/2016 - Garrigan, Cadric TEST REGION FIELD OFFICE
PCH Name: ALLEGHENY PLACE Human Services Licensing

i, REGULATION 55 Pa.Code §2600

2600 16(c) - The home shall report the incident or condition 1o the Departments personal Gare home regionai office or the
perscnal care home complaint hotline within 24 hours in @ manner designated by the Department. Abuse reporting shall
also follow the guidelines in section 2600.15 {relating to abuse reporting covered Dy law).

2a, DESCRIPTION OF VIOLATION
On 1/22/15 at approximately 3:00 PM, resident #1 notified staff member E, administrator, and staff member O

that while providing morning care to the resident during the week of 1/19/15, staff members A and C were
rough with transferring him/her and that the resident was afraid of staff members Aand C. The resident
requested the staff members no longer care for him/her. Staff member E assured the resident thal staff
mernbers A and C will no lenger provide care to the resident.

On 1/22/15 at approximately 9:00 PM, staff person F noticed a small red area, the approximate size of
penny, on the back of resident #1's head.  Resldent #1's family was present and stated that resident #1 also
had bruising on his/her back. Staff person F examined the resident’s hack end noled numerous
yellowish-green bruises to the top-right shoulder blade of resident #1, and one yellowish-green bruise on the
left side of the resident’s spine. Resident #1 told staff person F that during the week of 1/19/15, staff
members A and G threw the resident in bed, causing the resident to hil hisiher head off of the head board.
The resident also reported that staff members A and C said, in a loud vaice, "You will never get out of here,
you will not help” and “You are going to stand here until you learn to stand by yourself.” Resident #1 reported
to staff person F that hefshe was afraid of staff members A and C.

Staff members A and C provided unsupervised care to resident #1 on /23715 at 6:00 AM.

The home did not report the ailegation of abuse to the Department until 1/23/15 at 4:00 PM.

Pltase see poge 5* of 19 fov Pon of Corveckien
3. PLAN OF CORRECTION {POC) {Attach puges as necessacy. Remernber that you mustsign and date any alched pages.)
Include steps o correct the violation described above and steps lo prevant & similar vioialion from accurring again. If sleps canno! he cumpleled
immediatoly, include datas by which the steps will be compliatad,
The administrator or designated staff person will review all reportable incidents and conditions daily to ensure all
reporlable incidents and conditions are reperted to the Depariment in accordance with regulation 2600.16¢. s
@ 4
Within 15 days of receipt of the plan of correction, the administrator wifl develop and impiement written policy and
procedures 10 ensure all reportable incidents and conditions are reported in accordance with regulation 2680.16¢.
& ]f‘}b o
Within 30 days of receipt of the plan of correction, all staff persons will be educated on the home's palicy and’
procedures for reporting reporiable incidents and conditions 4 PIEIE

Repeat Viokation: No Date(s) of Provious Violation(s):
Signature of Legal Entity Representative -} _ o
{Itequired on EVERY Page} /’f»:f//ﬁjff L«C//j' ¢z La;fﬁ
Printed Name and Title of Legal Entity Repregent iKre ‘. f)((:l,u TN b e / / )
i v L ate o ' 0 ,
{Required on EVERY Page) (ﬁ((‘]:{.’ \_J(,'-{,’C-Z/? 7 /Q__g FLroh . { / X ANE
v
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The abave plan of corroction is approved as of % Plan of conection implermentaticn stalus as of }h-94.
a
Dale

Partially Implemented - Adequale Progress Sep

D Fully Implemented

The above plan of cosrection was approved by [:] Parflally Impteinonled - Inadequale Progress
~ {Initials)

¥ itids ENPUPU Y "
' NOT npremeieyd
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On 01/23/2015 staff members A and C did not provide unsupervised care to resident #1. Med
tech on duly,- provided the care to resident #1. Plcase see attached statement from med tech
(Attachment A). ED added an extra shift in the morning effective 1 126/2015 to ensure staff
person A did not provide direct unsupervised care to resident 1 (sce atiachment B3).

ED did a self-study internet search on the topic of Elder Abuse & Neglect. After this self-study
internet search, ED presented an in-service fo staff on 02/10/2015,

On 2/10/2015 a staff in-service was conducted by the ED that covers Elder Abuse & Negleet and
20 staff members were in attendance. See attached testing documentation and list of staff
members present, and the information that was presented (See attachment D-317).

On 03/19/2015 an additional in-service was conducted by Gateway [{ospice on Elder Abuse with
18 staff members present. See atfached testing documentation and list of staff members present,
and the information that was presented. ED also attended this in-service (See attachment E-E24),

ED to immediately repott an allegation of abuse to the Area Agency on Aging upon learing of
such allegation under the Older Adults Protective Services Act and within 24 hours to the
Department of Humnan Services to implement a plan of supervision or suspend staff.

There will be a mandatory monthly review of ACT-13 mandatory reporting of abuse guidelines
at monthly staff meetings in July, August, and September and through self-study packets. Sign-in
sheets will be maintained.

LD to immediately suspend any staff members who are involved in an ailegation of abuse,

ED to round weekly to speak with residents to identify any further concerns regarding abusc or
neglect in the home. Regional team will conduct monthly interviews as well during their monthly
visits 10 the community. Sce attached resident concern log (Sce attachment G)
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RECEVED
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Violation Repart: 44489 - 01/29/201% - Garrigan, Laune WEST EGION FELD OFFICE
PCH Name: ALLEGHENY PLACE Human Services Licensing i

1, REGULATION 55 Pa.Code §2600 ‘
2600.23(a) - A home shall provide each resident with assislance with activities of daily living as indicated in the resident’s

assessment and support plan,

2a. DESCRIPTION OF VIOLATION

On 9/26/14 at approximately §:30 AM, staff member G transferred resident #4 from the bed to wheelchaly
utiiizing a Hoyer ft. At 10:20 AM, resident #4 was assessed for swelling and deformity of the right hip.
Resident #4 was taken to the hospital and admitted with a right hip fracture, requiring surgery. Resident #4's
support plan, dated 51013, reauires the assistance of two direct care staff persons 10 transfer the resident

toffrom from bed {o wheelchair utilizing 2 Hoyerutt. .

3. PLAN OF CORRECTION (POC) (Atach papes as accessary. Remember thal you must sign and date any altached pages.)
include sleps to correct the violalign described above and Sleps io prevent a simitar violation ko occuring again, I stops cannot he completed
imrnedialely, include fales by which the steps will be complated.

Staff re-trained on use of hoyer 1ift conducted by ED and CSM on 06/09/2015,
ED and CSM to tram new staff members upon hire on correct usage of a hoyer lift.

See attachments F-F3,

Immediately — The administrator or designated staff person wilt review all medical evaluations, assessments and

support plans to ensure resident mobility and transfer needs are accurately identified. Any resident record identtified

through this process as not reflecting the residents current care needs, an update or new assessment and support
Jan will be completed immediately.

P P w‘v\ﬂ\g

Immediately — All direct care staff will review all current resident assessments and supports plans fo ensure they are
informed and able to safely meet the residents care needs. If through this review a direct care staff person identifies a
cara need or adaptive equipment that they are unfamiliar with, staff will nolify the administrator or designated
supervisor and training will immediately be conducted. o0 P

\0\'1"‘ \’
Repeat Violation: No Date(s) of Previous Yiolation(s):
Signature of Legal Entity Representative 7%/ o
{Required on EVERY Page) /i //}fK//({ /fz‘
Printed Name and Title of Legal Entity Reprgj,senf:;tivq_) 7 Fagiotidd Date /) o e
{Reguired on EVERY Pago) ( (?////f\)‘{l{ )/ /ﬂ i [{;"f i o fle 200

J
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction ts approved as of M Plan of carection implementation stalus as of /0’07 e

{Dale) (Gate)
[}, Fuly implemented
[jpamally Implemented - Adequate Progress S#P

The above plan of corection was approvesd by _éw r_'j Fartially Implemeniad - Inadequale Progress

_____ {Initials) .....{._.
Ej Not Tmplementad




RECEIVED

JuL 102085 Page 7 of 19

Violation Report: 44489 - 01/29/2015 - Garrigan, Laurie AEST 1 N
FCH Name: ALLEGHENY PLACE Humarn é’g‘,}wp;i{ ;HEP%LCE

1. REGULATION 55 Pa.Code §2800
2800.26(b) - The quality management plan shall address the periodic review and evaluation of the following:
{1) The reportable incident and condition reporting procedures.
{2y Complaint procedures.
{3) Staff person iraining.
(4) Licensing viclations and pians of correction, if appiicable.
{5} Resident or family councils, or both, if applicable.

2a, DESCRIPTION OF VIOLATION
The home has not conductad a quality management review since 9/12/13,

3. PLAN OF CORRECTION {POC) (Altach pages as necessary. Remember it you must sign and diste any afiached pages )

Includle steps to corroct the violation described ahove and steps fo prevent 8 simitar violation from ocourring again. If steps canno! be completed
immadigtely, metude dotos by which the steps will he compleled.

ED to conduct a quality management on 07/10/2015,

EL will conduct a qualily mavagement review quarterly.

See altachment N-N2,

Within 15 days of recelpt of the plan of correction, the administrator will devise and implement a system to ensure a
quality management review is conducled at least annually The guality management review will include reportable

incident and condition reporting procedure, complaint procedure, staff person training, licensing viclations and plans
of correction and resident council. Documentation of the review shall be kept. At

Repeal Violation: No Date(s) of Previous Vieolatlon{s):

Signature of Logal Entity Representative },J -

{Required on EVERY Page) //t(//(”ft' T f{

Printed Name and Title of Legal Entity Representd " o ¢ Ciilnn Date o o
(Roguirad on EVERY Paqe} (‘((,fj{‘d( iw-, a7 FIETANTY O 1 /,'(,,.i /,-,,—’(,*f 2

v
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above pian of correction is approved as of M Pian of corection implementation siatus as of_m
(Date) (618

Fully Implemenigd
Pariglly Implemeanted - Adeguate Progress £

The above plan of correction was approved by _é}m U Partially trmpiementad - inadequate Progress

(Indtialsy | S
' T Not implemented




HECEIVED

g1 Q2018 Page 8 of 19

Violation Report 44489 - 01/29/2015 - Garrigan, Laurie
PCH Name: ALLEGHENY PLACE NEST MFGIONFIELD OFFICE e

£ Oony Si
1. REGULATION 55 Pa.Code §2600 P& Senvices Licensing
2600.42(b) - A resident may not be neglected, intimidated, physically or verbally abused, mistreated, subjected to corporsl
punishment or disciplined in any way.

7a. DESCRIPTION OF VIOLATION
On 1/22/15 at approximately 3:00 PM, resident #1 notified stafl member E, adminisirator, and staff member D

that while providing morning care to the resident during the week of 119/15, staff members A and C were
rough with transferring him/her and that the resident was afraid of staff members Aand C. The resident
requested the staff members no longer care for him/her. Staff member £ assured the resident that staff
members A and C will no longer provide care to the resident.

On 1/22/15 at approximately 9:00 PM, staff person F noticed a small red area, the approximate size of a
penny, on the back of resident #1's head  Resident #1's family was present and stated thal resident #1 also
had bruising on his/her back, Staff person F examined the resident's back and noted numerous
yeilowish-green bruises to Ihe top-right shoulder blade of resident #1, and one yellewish-green bruise on the
left side of the resident’s spine. Resident #1 toid staff person F that during the week of 1/19/15, staff
members A and C threw the resident in bed, causing the resident 10 hit his/hor head off of the head board.
The resident also reperted that staff members A and C said, in a foud voice, "You will never get out of here,
you will not help” and "You are going to stand here until you learn o stand by yourself,” Resident #1 reported
to staff person F that he/she was afraid of staff members A and C,

Staff members A and C provided unsupervised care to resident #1 on 1/23/15 at 6:00 AM,

3, PLAN OF CORRECTION (FOC) {Atuwh pages as vecessary. Reprember thal you mustsign and dute any sunched popes.)
include staps (o correct the viofation described above and steps lo prevont o sinitar violalion lrom occurring agein. If sleps cannof be completed
immediately. include datas by which the steps will be compleled

All direct care and management staff, including the administrator will receive training In resident rights, abuse
prevention and reporting from a Department-approved outside source within 30 days of receipt of the plan of
coirection. Documentation of training shail be kept. Wo\**\‘g

1

Immediately — The administrator will atiend at least one resident council meeting per menth to address any care
needs ar resident right concerms that are reported.  oue | y)z4h17

Pleage Ste pooc. 8L 10 B Pvnal Correchon .

Repeat Viclation: No Sate(s) of Provious Violatlon(s}):
e S e Gdjf e
Printed Name and Title of tegal Entity Repr ,Sﬂﬂia{{’e s ! Y f.\*- fiod Date s - / / e
{Required on EVERY Pagye) ///M DN ERTAPA. { 7 Jie 20 1S
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of %L Piah of careclion implementation status as oua -4 -
Dale)

Fufly implemented
Partially Implemented - Adeguale Progress S4+?

The above plan of correclion was approved by Partially Implemenied - Inadeguate Progress

(loHtials)

RGN

Nol Tvplemented




poge 8%F 11 RECEMER
10 2015

VEST EEGION fimy s
2600.42(b) UM Sonvs ey

On 01/23/2015 staff members A and C did not provide unsupervised care to resident #1. Med
tech on duiy,-pmvided the care to resident #1. Please sce attached statement from med tech
(Attachment A). ED added an extra shift in the morning effective 01/26/2015 to ensure staff
person A did not provide direct unsupervised care to resjdent 1 (see attachment B).

ED did a self-study internet search on the topic of Elder Abuse & Neglect. After this sclf-study
internet scarch, ED prosented an in-service to staff on 02/10/2015.

On 2/10/2015 a staff in-service was conducted by the ED that covers Elder Abuse & Neglect and
20 staff members were in attendance, See attached testing documentation and list of staff
members present, and the information that was presented (Sce attachment D-D17).

On 03/19/2015 an additiona) in-service was conducted by Gateway Hospice on Elder Abuse with
18 stafl members present. See attached testing documentation and list of staft members present,
and the information that was presented. ED also attended this in-service (See aitachment E-E24).

ED to immediately suspend any staff members who are involved in an allegation of abuse.

ED to immediately report an allegation of abuse to the Area Ageney on Aging upoun learning of
such allegation under the Older Adults Protective Services Act and within 24 hours to the
Department of Human Services to implement a plan of supervision or suspend staff.

There will be a mandatory menthly review of ACT-13 mandatery reporting of abuse gunidelines
at monthly staff meetings in July, August, and September and through self-study packets. Sign-in
sheets will be maintained,

7. /d.'

[C//’( /7 k/ 2{/’55’// & Zdi/{y )%2{,7% ﬁ /515

Fegonel Woctnsiooy dgporal of on off Goviechion.  Susie, Plock (54) |
BV /NI FR Y
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Viciation Report: 44488 01/29/2015 - Garrigan, Laurie
FCH Name: ALLEGHENY PLACE

1. REGULATION 55 Pa.Code §2600
26G0.65(f) - Training topics for the annual training for direct care staff persens shali inchide the following:
(1) Medication self-administration training.
(2) Instruction on meeting the needs of the residents as described in't
medical evaluation and support plan,
(3) Care for residents with dementia and cognitive impairments.
(1) Infection control and general principles of cleantiness and hygiene an
provention of decubitus uicers, incontinence, malnutrition and dehydration.
(5) Personal care service needs of the resident.

(6) Safe managament lechniques
(7) Care for residents with mental iiness or mental retardation, or bolh, if the population is served in the home.

he preadmission screening form, assessment tool,

d areas associgted wilth immaobility, such as

2a. DESCRIPTION OF VIOLATION
Direct care staff person B, hired oo, did not receive annual training in the following topics during the 2014

training year

* Instruction on mesting the needs of the residents &s described in the preadmission screening form,
assessment tool, medical evaluation and support plan

* Personal care setvice needs of the resident

3. PLAN OF CORRECTION (POC) (Altach pages as necessary. Remnember thal ywir niust sign and date smy atached pages.)

Include sleps (o corract the violation doscribed above and steps to pravent & simifor viclation from occurring agaii if staps cannol be campigled

immadialely, include dates by which ihe steps vill be compivted.
Staff person 13 completed required training related to meeting the needs of the residents as

described in the preadmission screening form, assessiment tool, medical evaluation and support
plan on 02/24/2015.

Staff person B to complete personal care service needs sel=study packet by 07/10/2015.
Training calendar to be followed for all required staff trainings by all staff members,

ED to ensure all current staff complete required trainings as noted on training calendar.

Within 15 days of receipt of the plan of correction, the administrator will review all current staff training records to
ensure all staff persons have completed the required training in accordance with regulation 2600.65(f) during the
2014 training year or thus far in the 2015 training year 1o ensure all direct care staff receive Ihe necessary training to
successfully provide essential resident care services. Any staff person identified through this review as not having
had received the required training under regulation 2600.65(f) training will be provided immediately. '7"0\5\\?\‘3

Repeal Violation: No Date(s) of Previous Violatian(s|:

Signature of Legal Entity Representative o I 2

(Required on EVERY Pagel (&’{Qj« % (ﬂjé/

Printed Name and Title of Legal Entity Repfesentativo, - {,’,u/u‘f‘;»-» Date 3
{Required on EVERY Page) dd:“ L - foanre Vo i _ U@./j@ /g e

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The ahove plan of correction is approved as of 10_'38:&.— Rlan of conection implementation status as of fp. 99 -
(DB‘B) (Da|e]
Fully implemanted
Partially Implemented - Adoquale Progress Sl

The above plan of correction was approved by D Partialy Implemented - Inadegquate Progress
{Initials) -

e -"-'—Eﬂ“- Not-implemented




RECEIVED

JUl Lo 2618 Page 10 of 19
Vialation Report: 44489 - 01/29/2075 - Garigan, Laurie i Senies Lot -
ViTRlah RGPt 44480 DT - Human Services Licensing o

1. REGULATION 55 Pa.Code §2800

2500 87 - The home's rooms, haliways, interior stalrs, outside steps, oulside doorways, porches, ramps, evacuation
routes, outside walkways and fire escapes shall be lighted and marked to ensure that residents, including those wilh vision
impairmenis, can safely move through the home and safely evacuale.

2a. DESCRIPTION OF VIOLATION '
On 1/29/15 at 1:02 PM, there were four inoperable emeérgeney lights nexi to bedrooms #132 thru #137 during

an electrical power cutage, posing a safely hazard to the residents,

3, PLAN OF CORRECTION {POC) (Atlach prtges as necessary. Remember tha you must sign and date any atlached pages.)
Wichude steps 1o corract the violation describod above and steps to pravent a simifar viofation from ogourring again, I steps cannot e compleled
immadiately, includeg dales by which tho steps will be compietod.

Bmergency lights were ordered on 02/02/2015 to replace the four lights that were defective
during the power outage. Please see atfached for order confirmation.

The lights were physicaliy replaced by the Maintenance Technician (MT) on 02/05/2015 when
they were delivered to the community.,

ED and MT (o test emergency lights i building on a bi-week]y basis to assess working order,
and ED fo order new lights as needed and document accordingly.

See attachment H-H ],

Repeat Violation: No Dato{s) of Previous Violation(s):
Signature of Legal Entity Representatlve ./ L 74,,“_ -
{Required on EVERY Page) ”(///,:/ A T })
A ~1 A
Printed Name and Title of Legal Entity Represontative, S Erewdive Date /. / ‘/. e
(Roquired on EVERY Page) (,.‘{u;:'d e 2T Al it g (7 e foes

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The ebove plan of correction is approved as of

e Plan of corgation implemeantation status as of /)
(Date) AL

. (ate)
D Fully Impiemented

Partially tmplemented - Adeguale Progress 5140

The above plan of coraction was approved by K L:l Partially implemented - inadsquate Progress

initial
{nitigls). ... '*"'“E"'Nol Tplemenicd
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Jur 12018 Page 11 of 19
Vioiation Report: 44480 - 0172972015 - Garngan, Laurie CUEST HEGION FIELD OFFICE
PCH Name: ALLEGHENY PLACE Hurnzn Services Licensing

1, REGULATION 55 Pa.Code §2600
2600.86(b) - Hot waler temperalure in areas accessible to the resident may net exceed 120°F.

2a. DESCRIPTION OF VIOLATION
On 1/29/15 at 10:47 AM, the hot water temperature in the sink at the setving counter in the dining room was

123.2 degrees Fahrenheait.

On 1/29/15 at 11:10 AM, the hot water temperature in the sink at the commen bathroom by the living room
was 122.9 degrees Fahrenheil,

On 1/29/15 at 11:40 AM, the ho! water temperature in kitcheneite sink in resident bedroom #1086 was 1232
degrees Fahrenhet, '

3, PLAN OF CORRECTION {PQC) (Altach pages ity neecssiry. Temesmber tiat you must sign and date any atiched piges.)
include steps fo correvt the violation doscribed above and sfeps to prevent a sicnilar viclation from occuning again. If steps cannal be completed
immodialely, include dales by which the steps wifl o complefed.

Immediately on 01/29/2015 the water tanks were adjusted to lower the temperature by the MT.
Since the time of survey, MT has conducted at least bi-weekly checks on water temperaturcs and
they have all been within regulation.

FD has reviewed the temperature checks and confirmed that they are less than 120.0 degrecs
Fahrenheit in the appropriate common areas and resident rooims.

MT will continue bi-weekly checks of water temperatures to ensure they are below 120.0
degrees Iahrenheit, and the 1D will also check for proper temperatures.

Please see attachments I - 1-8.

Within 15 days of receipt of the plan of correction, all staff persons will be educated on safe hot water temperatures
and the risk of unsafe water tlemperatures to residents. o i

Ropoat Violation: No Datelg} of Previous Yiclation{s}:

Signature of Legal Entity Representative T 7&’4
[Required on EVERY Page) ['(, 7y J‘/:;é(, g,

7 e
Printed Name and Title of Legal Entity Ropr/s;ﬁent}!\tive
{Required on EVERY Page} % It

s

FACLLT / / ‘

‘ R T i Date p° J018
(ki Sqpra e L1/ f2els

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correclion ts approved s of AL
o T N — g4

[] ,Fully Implemented
Z‘ Partialy Implemented - Adequate Progress Syp

The above plan of correction was approved by Partially Implemented - inadequala Progress

T Tnitiale) |

] MOUTmEmE it
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1.0-2645
Vidiation Report: 44489 - 01/29/2015 - Garrigan, Laurie ’
PCH Name: ALLEGHENY PLACE. WEST AECUN RS CRFICE

Human Servicos Licensi
1. REGULATION 55 Pa.Code §2600 AN weivices Licensing
2600.95 - Furniture and equipment must be in good repair, clean and free of hazards.

2a. DESCRIPTION OF VIOLATION ‘
On 1129715, 12 of the 20 dining room chairs were loose and wobbly, posing a safely hazard to the residents

3, PLAN OF CORRECTION [POC)Y [Atiach pages iy NCCessary. Remember Ul yotl mist sipa and date sy atached pages.}
fnclude steps (o correcl the vivlation daseniod above and steps o prevent & similer viclahion from cecurring again. i sieps cannol he compieted
inediately, inctude dates by which the sleps will be completed.

Immediately on 01/29/2015 MT reviewed chairs in question and tightened 9 of them (o make
them sturdy. 3 chairs that were unable to be fixed by the MT were removed from use by
residents.

MT and ED have identified chairs which need tightened since time of survey. and MT has fixed

them accordingty.

MT and ED used furniture medic on 07/02/2015 and had 15 chairs professionally refurbished
and lightened to ensure maximu sturdiness.

MT and ED to asscss additional chairs in the future aud remove them when necessary to protect
the safety of residents and have refurbished.

Sce Attachment J.

Within 15 days of receipt of the plan of correction, all staff persons will be educated on reporting and of fepairing
furniture and equipment that is not in good repair, not clean or is hazardous. Any piece of furnifure identified as
hazardous or not in gocd repair will be immediately removed untit repairs are made. s (phas|U

Repeat Violation: No Date{s) of Previous Violation{s):
Signaturc of Legal Entity Representative e // 7{
{Required on EVERY Pagg) i) A e o
; : 4
Printed Name and Title of Legal Enlity Represent/ative " (Y Date é / /;?C’f 5"
ired on EVERY Page) {4, | . N f IR T L 2116 /4
{Required on EVERY Page (C.-/{U.'\:i!b(’- M} ot ( U(J({ Pl

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correstion is approved as of MZ.“L’)—:_. Plan of correction implemnentation status as of fa. 79~
[:l Fully Implemented
Z! Partially Implementsd - Adequale Progress Cup
The above plan of correction was approved by . D Parlially Impiemented - Inadeguale Progress
{Initials} ey )
" o Ty Nottmplermentied
b -
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T

Violation Reporls 44489 - §1/29/2015 - Garrigan, Laune e
PCH Name: ALLEGHENY PLACE iU il OFFICE

FHURAHOCHVICES Lrwnamg
1, REGULATION 55 Pa.Code §2600
2600.96(2) - The home shall have a first aid kit that includes nonporous disposable gloves, antiseplic, adhesive bandages,
gauze pads, thermometer, adhesive tape, scissors, breathing shield, eve coverings and tweezers.

2a. DESCRIPTION QF VIOLATION
Cn 1/29/15, the first aid kit in the medication room did not include fweezers.

3. PLAN OF CORRECTION (POC) (Altach pages as nceessary. Remember thal y ou prust sigh and date any atached pages.}
Inctude steps to comrect o violation deseribed above and steps (o prevent 8 swntar violation from occuming again, If sleps cannot oe completed
mmumedialely, includs dates by which the steps will be con mpislod

On 1/30/2015 ED added tweezers to the first aid kit in the medication room.

On this date, the first aid kit was zip tied to ensure alt items stayed within the kit unless and

EIMEIZENCy arises,

CSM to conduet weekly audit of first aid kit to inventory supplies. Please see atlached audit
sheet.

CSM and ED to replace inventory in the event the first aid kit needs to be utilized by staff

persons,
See Attachment K,
Repeat Violatian: No Date(s) of Previous Viplation{s): J
Signature of Legal Entity Repmsentative 7 7 .
{Reguired on EVERY Page) (}} SRR
i/
Printed Name and Title of Legal Entity Repr?sentative Y f . Bate - .
Sl M ORI Ae U/ fro f20105
{Required on EVERY Pagn) £ P, k/ﬂ’tlt e L f/n/f%\. { e

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of curection is approved as of 10-dg-15 Plan of corraclion implementalion status as of f§-98 =/
(Date) B

D Fully fmplemented
Parlially implemented - Adeguate Progross $¢

The above plan of correction was appraved by [j Parially tmplemenied - Inadequate Progress

Initials
(Initials) _mﬁAw-E—Nﬁ*‘ith’T”“”‘“’d




RECEIVED

Jul 10 201 Page 14 of 19
:
Violation Report: 44489 - 01/2972075 - Garrigan, Laurie WEST REGION HELD OFFIGE
PCH Name: ALLEGHENY PLACE Hluman Services Licensing

1. REGULATION 55 Pa.Coda §26G0 ‘
2600.100(b) - The home shall ensure that ice, snow and obstructions are remeved from ou
recreational areas and exterior fire escapes.

tside wallkways, ramps, steps,

7a. DESCRIPTION OF VIOLATION _
On 1/29/15, approximately 4-6" of wet leaves and light snow covered the congrete pad oulside the emergency.

exit door by bedroom #123. —

3. PLAN OF CORRECTION (POC} (Attuch pages as hevessaty. Renrember thid you st sipn andd date any attached pages.)

Inciude sleps to corec! the vivltion deseibed above et sieps lo provent a sinilar vislalion from occurring again. I sleps cannat he compieled
immedialely, include datos by which the Steps will be compleled.

Immediately on 01/29/15 MT removed the leaves fromn the concrete pad outside the emergency
exit door by room #123,

MT and ED to make weckly rounds of buijding to ensure all emergency exit outdoor zones are
ciear ol hazards to ensure a safe egress in the event of an emergency.

Haousekeeper also checks emergency outdoor zones five times per week fo ensure they are free
from hazards, and clcans them as necessary. Please see aitached housekeeping task sheet
(attachment L).

be educated on reporting and or removing any

ithi i i sons will
Within 15 days of receipt of the plan of correction, ali staff per O e ontolior fe 5capes.

ice, snow and obstructions from outside walkways, ramps, steps, recreationa
Documentation of this education shall be kept. 5 phat)S

Raepeat Violation: Yes Date(s) of Previous Violation{sk: 1211672013

Signature of Legal Entity Representative ?_7 s M e
{Required on EVERY Page} A S ;;’/-Z/J)

Printed Name and Title of Legal Entity R:;rese_nlat‘r‘(re ! ; Iy Date  £/7 / /o / 04
(Required on EVERY Page) Fyufie  Artecion. (L0 /UL 7yl

|4
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The ahove plan of correclion is approved as of jﬂ__(%ﬁ:l{f,ﬁ Plar of corrgction implementation status as ol _fg-38-15
ate (Dale!

The above plan of correction was approved by Partiaily Impiemenied - Inadequate Praograss

(Initiats)

D Fully Iinplemented
ﬁ Pactially Implemenled - Adequale Progress S0
L]

Not Tmplemented
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Violalton Report: 44489 - 01/28/20715 - Garrigan, Laurie
PCH Name: ALLEGHENY PLACE WEST SR UM ML OEEICE

e O
1, REGULATION 55 Pa.Code §2600 Huma Ecivices Licsnsing
2600.162(c) - Menus, stating the specific food being served at each meal, shall be prepared for 1 week in advance and
shall be followad. Weekly menus shall be posted 1 week in advance in a conspicuous and public piace in the home.

2a. DESCRIPTION OF VIOLATION
On 1/29/15, the menus posted in the home were dated 1/18/15 to 1/31/15, and did net include a menu posted

1 week in advance.

3. PLAN OF CORRECTION (POC) (Auuch pages as necessary, ftamember 1hal you must sign and date any attached pages.)
Inchide steps fo correct the viofalion described above ang sleps lo prevenl a sinifar viclation froni o¢ouring again. I steps ceniiu! bu comploled
immediately, incliile dates by which the sleps wifl be complated

Immediately on 1/29/2015 the menu was correctly posted fo show the current week’s menu and
the following weeks menu.

Weekly menu print-outs arc available to Chef’s in the home, and they are replaced every Sunday
to reflect the current week’s menu, and the following week’s menu. '

ED will ensure each Monday that the correct menu is posted for the current week and following
week.,

Repeat Violation: No Date{s) of Previous Viofation(s):

Signature of Leyal Entity Representative ;‘7 " J\/ 7
{Required on EVERY Pags) Iy L(Z AN é

n’) -
Printed Name and Title of Legal Entity Representat(ve pate - /. / e
(Required on EVERY Paney {/‘ Lt .f«)ur’( foi L(]l// j{b LZ/)/ i i ,-/Mj Y
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The abave plan of carrection is approved as of _[0:(‘%%1%2- Plan of carection implementation stafus as of J))- ,5
ate
(Dale

9/ Fully [mplemented
[V] Pailiady Inplemented - Adequate Progress 4P

The above plan of cerrection was approved by D Parialy Implemented - Inadequale Progress

_{inilials).. ...
{ S [_] Nol implemenied
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Violation Report: 44489 - 0172972015 " Garngan, Laurie

PCH Name: ALLECHENY PLACE WEST REGION FIELD OFFICE
MO EVITES UCGnSlng

1. REGULATION 55 Pa.Code §2600 ‘ ‘
2600.171(b){5) - f staff persons or volunteers of the home provide transportation for the residents, the vehicle must have a

first asd kit with the contents in § 2800.96 {relaling to first aid kit).

2a. DESCRIPTION OF VIOLATION ’
On 1/29/15, the first aid kit in the van used to transport residents did not Include eye coverings.

3. PLAN OF CORRECTION (POG)Y (Altach pages o Decossary, Rentember that you miustsign and date any attachicd pages.)
Include stops lo correct the vivialion describad above ant steps [0 prevent a similar viclation front oceurting agadt if steps canned be cumpletsd
itnmodialely, include dates by which the steps will be compleled.

On 01/30/2015 eye coverings were placed in the first aid kil located in the transport vehicle by
the ED and MT.

The kit was sealed shut by the MT and ED to ensure all items remained within the kit unless
needed.

Home does not currently have a transport vehicle, but upon the delivery of a transport vehicle,
ED will install a first aid kit with the appropriate materials.

ED and MT to check bi-weekly to ensure all items are within the transport vehicle,

Sce attachment K.

Repeat Viclation; No Date(s} of Previous Vielation(s):

Signature of Logal Entity Representative

? ;; .

(Reguired on EVERY Page} /ttdé/i"/ jéf[f Lptoly s
Printed Name and Title of Legal Entily Rapresanté’tjive //\ ’jj' e Dat / o
(Required en EVERY Pagol £y, )y forecti it ‘iCAI( AT o N7 / P10 f00
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI e

- 0. .
The shove plan of correction is approved as of w_ﬁﬂ_ii_ Plan of coraclion implementation status ay of {0 «O?g - f:)
T (Date]

{Date)
[ ] Fully impiemented
| Z Paritally implemented - Adeguate Progress g,'a

The above plan of correction was approved by 5& ¥ - [} Partially implemenitad - Inadequate Progress

(initials)..
] Notimgeznented
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| Viotation Report: 44488 - G1/26/2015 - Garngan, Laurie R .
PCH Name' ALLEGHENY PLACE -NII:JS\ HEGON FRLL OFFICE

1

Herr Servivesticensing

1. REGULATION 55 Pa,Code §2600
2600.1B4(z) - The original container for prescription medications shall ba labeled with a pharmacy label that includes the
following:

(1} The resident's name.

(2) The name of the medication.

(3) The date the prescription was issued.

{4) The prescribed dosage and instruclions for administration.

{6) The name and litle of the prescriber.

2a. DESCRIPTION OF VIOLATION
The following medications belonging to resident #3 were not labeled with the name and title of the prescriber:

* Omeprazole-20mg capsule
* Acataminophen-500mg

3. PLAN OF CORRECTION (POC) (Altach popes is necussary, Remenber il you must sign aned dinte woy atlached pages.)
include steps to currect the violation described above and sleps o prevent a similar viokation from vocurring agaim, if steps cannol be compleled
irmmadialely, inohida dates by which the steps wil be compietod,

Immediately, the CSM updated the label on resident #3's medications to show the name and title

of the prescriber.

On 05/07/2015 training was completed by the ED and CSM on Administering Medications the
right way. Sec attached document for training (attachment M),

On 06/16/2015 a medication technician refresher course was provided through RUK properties.
This refresher training re-trained technician on properly documenting uew medication orders,
how to discontinue medications and auditing the carts to ensure medications are labeled correctly
with the prescribers name and title,

Weekly MAR to cart audits will be conducted by the med techs, ED or CSM to ensure all
medications are labeled correctly.

Repeat Viglation: No Date{s) of Previous Violation{s}):

Signature of Legal Entity Representative I y
{Required on EVERY Page) /{{/f;,é ,J(, coid,
g e 9

Printed Name and Tille of Legal Entity Representativé/ (/ - J/ o bt : ’/ / ‘
{Reguired on EVERY Pagg) (,C'{',jc-‘,“,f“(, 2 den ,G(/t&.f 2L iT sl plies SIS

DEPARTNENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

{Uate) {Datel
D Fully lmplemented
Parlially Implementad - Adequale Progiess _Siy@

he above plan of correction was approved by D Pastially Implemenied - Inadequale Progress

tnitials)——
Al

The above plan of correction is approved as of M&L Plan of correction implementalion slatus as of /a 'Jﬁ’ /5

D Not Implemented
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Violation Report; 44489 -01/25/2075 - Gamgan, Laurig e GOl EIE] 1 (AR
PCH Namo: ALLEGHENY PLACE oD OFFICE
- VTR OUET 15

1. REGULATIGN 55 Pa.Code §2600

2600.225(a} - A resident shall have a wrillen initial assessment thal is documented on the Department's assessment form
within 15 days of admission. The administrator or designee, or a human service agency may complete the initial
assessment.

2a. DESCRIPTION OF VIOLATION
Resident #3's assessmen, dated 1/16/15, does not include an assessment of the resident's medication needs.
Resident #3 does not self-administer medications.

3. PLAN OF CORRECTION (POG) (Auach pages @ necessary. [Lemember that you must g and date aay auiched pages.)
inchide staps to correct the violation descriied aliove and steps to provenl a similar violation from occurring agawt. If steps cannot be completed
immediately, include dates by which the sleps will be completed.

Resident #3°s assessment was updated on 06/26/2015 to reflect the resident’s medication needs
by the CSM.

ED and CSM to review each assessment before finalization to ensure all required ficlds are

entered correctly.

CSM will assess each resident for medication management and ensure it is appropriately
documented on the resident assessment and support plan by 07/20/2015.

Repeat Violation: No Date(s) of Previous Violation(s):

Signature of Legal Entity Representative o i e
{Required on EVERY Page} /{J'_g‘(c_f’f ‘//ﬁ( L ézf/

Printed Name and Title of Legal Entity Reprosent" wve /] 7 Yoo Date 5y . L
(Required on EVERY Pagel v, £ ¢ ‘/jp‘-mm}&/_ c’(f/gj AR [ e e L fre R0

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of M‘%é:tjﬁ);ﬁ Plan of cormection implemenlation status as of /5)@5’/‘;
ale
(Date)

D Fully implemented
}a Parially Implementad - Adequale Progress Say

The above plan of cerrection was approved by 51_'3;2 . D Partislly Implernented - Inadegquate Progress

Pitials) e

[_J Not lmplemented
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Viclation Report: 44489 - 01/20/2015 - Garrigan, Laurig
PCH Name: ALLEGHENY PLAGE WEST REGION FIELY QFFICE

Hurrarr Services LIS
1. REGULATION 55 Pa.Code §2600
2600.225(c) - The resident shall have additional assessments as follows:
(1) Annually.
(2) f the condition of the resident significantly changes prior to the annual assessment.
(3) At the request of the Department upon cause to believe that an update is required.

2a. DESCRIPTION OF VIOLATION
The mosl recent assessment for resident #4 was completed on 5/1 0113

3. PLAN OF CORRECTION {RPOC) (Altach pages us nyeussary. Remember that vou must sign and dite any attached pages.)
Ingitde sieps te cotrec! the violation describod above ard sleps o praven( o simitar violalion rom ocowring again. i sleps cannal be completed

immediately, includo dates by whick the steps will be completed.

Resident #4’s assessment cannot be corrected in the home due to her no longer residing here as

of J2014. On 7/2/2015 resident assessments were up to date,

EDD and CSM to monitor resident TICKLR system to ensure that all assessments arc updated in

the allotted time frame.

ED and CSM to monitor TICK LR monthly to anticipate renewal assessments in order for them

to be completed within the allotted time,

Repeat Violation; No Date(s) of Provious Viclatienis): |

Signature of Legal Entity Representative N gl

{Required on EVERY Page) (et ,{//’/V s éz

Printed Name and Title of Legal Entity ch‘resentati% Ao g\/ L oo /7 //0 /_) o
(Required on EVERY Pago} £ 1/, s ,{,)W,dw_u(/bdu-‘-\_ LU vijie e

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE}

- -

The abave plan of correction is approved as of

M—u)—ﬁ—-&— Pian of corection implementation status as of [§-34-15
(Date) Data}
D ully Implemented
Partially imptemented - Adeguate Progress por

The above pian of cerraction was approvod by ggd}jf D Partially Implemanted - Inadeqguale Progress

e (Initials) f_..

D Not Impiemenied






