COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE

CERTIFICATE OF COMPLIANCE

This Certificate is hereby granted to_GRACE PARK L'TD
To operate GRACE PARK

DRRESS OF.SATELLITE SITE

{MAXIMUNM CAPACITY)

Restrictions: Secure Dement_l

and shall remain in effect from June 17;
unless sooner revoked for non-compliance with. appizcable aws and reguiatuons

No: 2(?7 %6@

ISSUING OFFICER RIRECTOR

NOTE: This certificate is issued for the above site{s) only and is not transferable
and should be posted in a conspicuous place in the facility. . PWB28 —01/11
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DEPARTMENT OF PUBLIC WELFARE JUN T 7 2013

Mr. George R. Loudon, President
Grace Park, LTD

1222 Lower Cherry Vailey Road
Stroudsburg, Pennsylvania 18360

RE: Grace Park
1170 West Main Street
Stroudsburg, Pennsylvania 18360

Dear Mr. Loudon:

As a result of the Department of Public Welfare's (Department) licensing
inspection on February 12, 2013, of the above personal care home, the violations with
55 Pa.Code Ch. 2600 (relating to Personal Care Homes) specified on the enclosed
Violation Report were found. '

All violations specified on the enclosed Violation Report must be corrected by the
dates specified on the Violation Report and continued compliance with 55 Pa.Code
Ch. 2600 must be maintained. As soon as each violation is corrected, notify the
Department's Regional Office of Human Services Licensing so that compliance can be
verified.

A regular license is being issued based on the enclosed Violation Report. Your
license is enclosed.

Sincerely,

{

Ronald Melusky
Director

Enclosures
License
Violation Report

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 | 717.753.3670 | F 717.783.5662 | www.dpw state.pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600 | Page10of7

PCH Name: GRACE PARK

License Numbar; 207380

Address; 1170 WEST MAIN STREET, STROUDSBURG, PA 18380

County: Monroe

Administrator: Mary Jane Dugas™ ™ “Region: NORTH w
Legal Entity Name: GRACE PARKLTD |
¥

Legal Entity Address: 1222 LOWER CHERRY VALLEY ROAD, STROUDSBURG, PA 18360 |
Certificate{s} of Occupancy

-1 -1

1041772005 08/15/2006 11/03/2011 .

Bor. of Stroudsburg Bor. of Stroudsburg Bor. of Stroudsburg

Staffing Hours
Resident Support: NA Total Daily Staff: 76

Waking Stafi: 57

Type of inspection: Full BHA Pocket Number:

Notice: Unannounced

. Reason{s) for Inspection{s)
Renewal

On-Site Inspections Dates and Department Representatives On-Site
02M12/2013; Patton, Leslie; Humimel, Jesse

Off-Site Inspection Dates and Inspectors, if Applicable

Qther Details
Partial or Full Triggers: ' Random ndicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 82 Number of Residents who:

Number of Residents Served: 61

Secur;éd Dementia Care Unit In Home: Yes

Area; part of 2nd floor

Secured Dementia Unit Capacity, if Applicahle: 22

Number of Residents Served in Secured Dementia Care Unit,
if applicable: 13 :

Number of Current Hospice Residents: 4

Number of Hospice Residents in past year: 4

Receive éupp[emenwl Security mcome: &
Are 50 Years of Age or Older: 61

Have Menta! lilness: 0

Have an Intellectusl Disabliity: 0

Have a Mobility Need: 15

Haye a Physical Disabllity: 0
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Violation Report! 20736 - 02/12/2013 ~ Patton, Leslie -
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2600
2600 96(13) Staﬁ‘ persons shall know the location of the first aid kit

2a, DESCRIPTION OF VIOLATION

Staff persort #1 was asked fo locate the first aid kitin the secured Dementia unit. Staff person #1 searched the cabinets in the
medication room, uncertain of its location, and at one point mistook the plastic case containing a breathing shield as baing the first aid
kit. Staff person #1 had to be given subtie hints from,staff person #2 in order io locate the first aid kit which was stored in a closet near
the dining room in the secured Dementia unit.

When completing a medication audit with staff persen C in the 1st floor medication room, staff person C was asked to locate the first
aid kit. Staff person G also begen to look in the cabinets in the medication room and had o be teld by staff person B that the first aid kit
was not located in the medication room. The staff person was abie to indicate a first aid kit is present in the dining room and kitchen

closet.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remermber that you must sign and date any attached pages,)

Include steps to correct the violation described above and steps to prevent a stmifar violation from pocurring again. If steps cannct be completed
immediately, include dates by which the steps wili be completed.

S@AMQMMM#Aw

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

S‘Egnature of Legal Entity Representative <
(Required on EVERY Page) O\ eopn D¢ .
[

Printed Name and Title of Legal Entity Representative Dat '
{Required on EVERY Page) Ay o TRWE B Gt E’“‘Eb\fdw ate 4 l‘ }30 (2

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

The above plan of correction is approved as of b’ '7 l’b Plan of comection implementation status as of (ﬂ IZ h 3.
(Date) - (Date)
Fully Implemented

Partially Implemented - Adequate ﬁrogrws

The abave plan of carraction was approved by M\

3 Partially implemented - Inadequate Progress
{Initials) ‘

Not implemented

HiE] -8
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Attachment regarding violation number 2600.96 {b) — staff persons shall know the location of the first aid kit.

ATTACHMENT A

Due to the fact that this is an isolated issue and not a repeat violation, | would respectfully request an appeal regarding
all or part of this cited violation.

The reason for the regulation is to that staff may receive or may access a first aid kit quickly in the event of an
emergency.

The citation surrounding this “violation” leads one to believe that my staff is not familtar with the location of our first aid
kits.

Staff person “#1” did not mistake a brand new CPR breathing shield as a first aid kit. This staff person is quite familiar
with how to differentiate between a breathing shield and a first aid kit. She was trying to expose the inspector to this
larger device (smaller shields are in the first aid kits} as also available to the staff should they need it in addition to our
regular first aid kits. The report as written by BHSL does not reflect the atmosphere of the SCDU at the time of the line
of questioning by the inspector. 1 would like to note that in the midst of questioning, this staff person whom has worked
with me for over six years was greatly distracted by a resident hollering out so loudly that it caused a distraction where
she thought the resident was in distress. The situation caused her to be greatly distracted, nervous, and rather
flustered. Her instinct was to care for the resident. While | am confident and knowledgeable that our resident was well
attended to | am also confident that this staff person {who actually helped to identify the original locations of our first
aid kits) is exceptionally familiar with all of these locations. '

In reference to “Staff person C”; this staff person did, in fact, cite specific locations of our first aid kits. She did not
indicate to the inspector the kit located in the “grab bag” due to the fact that what the inspector is referring to as our
“grab bag” is actually our disaster bag and while it does include a first aid kit we do not routinely break open the disaster
bag to obtain the first aid kit when there is another located nearby as identified by “Staff person ¢”,

The plan of correction:

As is customary in our community; orientation and on-going education does and will continue £0 occur as part of our
training and will continue to include the locations and familiarity of the locations of all of the first aid kits. ! will also
continue to display the poster in the staff area which identifies all'of the locatiens of our first aid kits. As of the date of

this report | have attracted more attention to the poster through the use of color and have already personally reviewed
the locations with “Staff person C” and "Staff person 17,

Again, | respectfully request that you consider‘y appeal of this viclation since it is not a repeat violation and appears to

be isolated.
N
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Violation Report: 20736~ 02/12/2013 - Patten, Leslie
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2500
2600.185(a) - The home shall develop and implement procedures for the safe storage access, securrty distribution and
use of medications and-rmedical equipment by trained staff persons..

2a. BESCRIPTION OF VIGLATION

itis the home's policy that all narcotic medications be counted by two staff persons at the beginning and end of each shift and staff is
to document the current number of narcotics on the narcotic count log, Resident #1 is prescribed Fentanyl patch 25meg, of which there
was a box opened and being used as well as a full unopened box containing & patches in the first floor medication cart, Staff person C
stated the unopened box of patches is counted at the beginning and end of each shift, bul staff is not documenting having counted the

unopened box of patches per the home’s policy.

3. PLAN CF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.}
Include steps to correct the violation described above and steps to prevent a similar violatfon from oocuring again. if steps canmt be completed
immediately, include dates by which the sleps will be completed.

Repeat Viclation: No Date{s) of Previous Vloiatlon(s)

Signature of Legal Entity Represe
{Retjuired on EVERY Pade)

_Printed Name and Title of Legal Entity Representatlve ‘\ Date -
[ng!”!gd on EVERY Page} AN M;stiwb\-ﬁ/@»% \L%f_‘. b, Fteskzy L\\\ \7._9\"3

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

The above plan of correction is approved as of —H—J—Z”i Plan of correction implementation status as of g 4[ 7!/3
. ate) _ ' Date]
Fully Implemented

Partially Implemented - Adequate Progress

The abeve plan of correction was approved by /VM Partially Implemented - Inadequate Progress

{Initiais)

Not Implemented

OO0




ATTACHMENT B

Attachment regarding violation number 2600.185 {a) — The home shall develop and implement procedures for the
safe storage, access, security, distribution and use of medicaticns and medical equipment by trained staff persons.

The importance of this regulation is to monitor the identifiers in the regulation with continuity and consistency to insure

safé storage and misdication dccountability anid management thereof, While there actually WAS & signiature log page i1

place for the narcotics overall, there was no individual page accounting twice daily at shift change for the unopened
container,

| believe the medication technicians felt that signing for the narcotic medications cverall, in their entirety, on the main
" signature narcotic log (as maintained in addition to the individual forms) did suffice to account for the unopened
medication. There was no pattern of this behavior; all medications are accounted for,

Plan of Correction:

To correct the matter as noted, a single page identifying the unopened medication and quantity were addad to the
narcotic count binder. The resident has since passed away and the medication is no longer present in the PCH. Future
medications management of all uncpened narcotic medicine will be maintained in the same manner as those that are
opened and accounted for: by utilizing a narcotic count form. In an effort to prevent any further occusrrence, the Clinical
Care Management staff will oversee proper use of the forms with the medication technician staff.

e The Mamiudador wdl Mo dar 6(;/ Mao»lls CW"‘U,QFBU.ACL:

N:;\IW)B




Paged of 7
Violation Report: 20735 - 02/12/2013 - Patton, Leslie :
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2600
2600.187(a) - A medlcahon record shall be kept to include the followmg for each resident for whom medications are
4-administered: - . B s

(1) Resndent’s name.

{2) Drug allergies.

{(3) Name of medication.

{4) Strength.

(5) Dosage form.

(6) Dose.

(7) Route of administration.

(8) Frequency of administration.

(9) Administration times.

(10) Duration of therapy, if applicable.

{(11) Special precautions, if applicable.

(12) Diagnosis or purpose for the medication, including pro re nata (PRN).

(13) Date and fime of medication administration.

(14) Name and initials of the staff person administering the medication.

2a. DESCRIPTION OF VIOLATION -

Resident #2 Is prescribed Apidra insulin with two different orders for administration based upon the resident’s blood sugar reading
before each meal and at bedtime. The staff did not sign or initial the: resident's Medication Adrinistration Recard 1o indicate insulin
was administered on ihe following dates and times:

8:00am on 2/1/13, 2/6/13 and 2/8/13

5:00pm on 21113, 212113, 2/9113, and 21M0A13

8:00pm on 211/13, 21213, 2/5/13, and 2/8/13- 2/1013

3. PLAN OF GORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages )

Include steps to correct the violation described above and steps fo prevent a similar viofation from ocourring again. If sfeps cannot be completed
immediately, include dales by which the steps will be compieted.

Do

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

Signature of Legal Entity Representativa-™ g T
{Required ot EVERY Page} G\\\Cﬁ“‘h G AR g

Printed Name and Title of Legal Entity Representative ‘
Qu T et

{Required on EVERY Page) FAR fg TR Ty Coe Date \ L llii

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

The above plan of corection is approved as of _tLU—l.’-(; ~ Plan of comection Implementation status as of 9 4! g 4[ 3
ale

{bate)
' [ Fully Implemented '

. Partially Implemented - Adequate Progress

(Initials)

The above plan of correction was approved by /VV" E] Partially Implemented - Inadequate Progress

Not Imptemented




ATTACHMENT C

o

Attachment regarding viclation number 2600.187 (a) — A medication record shall be kept to include the following for
each resident for whom medication are administered: resident name drug allergies, name of medication, stren th

" dosape form, dose, route of administration, frequency of administration, administration times, duration of thera

special precautions, diagnosis or purpose of for the medication, Date and time of medication administration, and

name and initiaf of the staff person administering the medication.

The importance of this regulation is fo oversee the management of medication delivery.
The staff did not sign the Medication Administration Record to indicate insulin was administered.
The electronic Medication Administration Record (EMAR) as documented reflected an accuchek as a straight order.

The EMAR did therefore refle_ct a separate order for the insulin which was noted as a PRN or as needed medication due
to the fact that the amount of insulin to be administered, if any at all, was based on an accuchek sliding scale as needed.

The EMAR system works in a fashion similar to that of a traffic stop light. If the indicator on the EMAR is green, all is
good; if the indicator on the EMAR is yellow, there is caution to follow up on such as the results from administering a prn
may need to be entered post administration etc,; If the indicator on an EMAR is red then there is an issue urgent in
nature reguiring Immediate attention. The medication techniciars refer 1o this as their “dashboard” system.

The medication technicians have acknowledged that they were administering the insulin according to the sliding scale as
ordered however they failed to sign for the dosage on the dates noted.

Plan of Correction:

As of the date of our state inspection, 2/12/2013 our pharmacy has corrected the manner in which the accuchek and
insulin orders are noted in the EMAR system.

The EMAR now prompts an accuchek reading entry and sighature upon administering any insulin and the units self-
administered.

All Clinical Care Managers and Medication Technicians will follow proper protocol and procedure when administering
medications. The monitoring will include use of the “dashboard” to assist in identifying any outstanding issues in the
midst of a medication pass. This will allow for extreme accuracy for the recording of signatures and prevent future

violations, | (\/\/L{\\n \\'b
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Violation Report 20736 - 0271272073 - Pallon, Leshe
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2600

2600.231(b) - A resident shall have a medical evaluation by a physician, physician's assistant or certified registered nurse

practitioner, documented on a form provided by the Department, within 60 days prior-to admission. - Documentation shall - -1~

Include the resident's diagnosis of Alzheimer's disease or other dementia and the need for the resident to be served in a
secured dementia care unit. :

2a. DESCRIPTION OF VIOLATION

Resident #3 was admitted to the secured dementia unit on 11118412, The resident's medical evaluation dated 11/19/12 was not

cempleted within 50 days prior to resldent # 3's admission to the Secured Dementia Unit as required. The medical evaluation aiso
does not indicate a diagnosis of Alzheimer's disease or Dementia and does not specify the need for the resident to ba served within a
Secured Dementia Care Unit. ' '

3. PLAN OF CORRECTION (FOC) (Attach pages as nocessary. Resember that you must sign and date any attached pages)

Include steps fo correct the violation desaribed above and steps fo prevent a similar viclstion from oceurring again. 1 steps cannot be complefed
immedialaly, inchde dates by which the steps will be completed, .

g:_‘.

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

—

Signature of Legal Entily Representative (7
{Required on EVERY Page) L6 .——'—*“«’W

Printed Name and Title of Legal Entity Representative « $ :
[Required on EVERY Page} MWW{ Thadg Bk Q%}Zm Tk | Date L\\ \ \\3
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of —Euzltlﬂ_} _ Pian of correction implementation status as of 22 / 7{ /_a
{Date) o Date)
' Fully Implemented
‘ Parfially implemented - Adequate Progress
The above plan of correction was approvéd by Partially Implemented - Inadequate Progress
initials;
( ) Not Implemenied




ATTACHMENT D

Attachment regarding violation 2600.231 (b) — A resident shall have 3 medical evaluation by a physician, physician’s
assistant or certified registered nurse practitioner, documented on a form provided by the Department, within 60
days prior to admission. Documentation shall include the resident’s diagnosis of Alzheimer’'s’ disease or other

.. dementla and the need for the resident to be served in a secured dementia.care unit. . .

Thank you for allowing me the opportunity to elaborate on this matter. | am respectfully requesting an appeal of this
cited violation.

This resident was not required to reside in our Secure Care Dementia Unit (SCDU) however she did choose to do so.
The resident’s screening was completed on October 8“‘, 2012
She was observed to be a hit forgetful but had no other impairments or diagnoses.

She was originally admitted to our PCH on October 11, 2012,

The resident had 2 DME completed on QOctober 22, 2012,

She had no diagnosis noted on that DME because there were no clinical findings at that time,

She seemed to wander because of the sheer size of our community. She began visiting residents in our SCDU. The

" smaller setting seemed to satisfy her socially and she did not wander around trying to find something to do or someone
she knew to chat with. Overall she began to flourish when she spent time in the SCDU. As a matter of fact when she
was interviewed by the inspector during our inspection she did indicate she moved there because it was a smaller place
1o live and she liked it.

She was not required to transfer to our SCDU but she and her family opted for The Garden House {(our SCDU) and she
did move there on 11/16/2012, '

Her screening was also completed on that date and does reflect “wandering” as an indicator. “Wandering” is actually
one of the “behaviors exhibited” on the form as provided by DPW and was/is an indicator of an “other dementia”.

She did have a DME completed October 22", 2012 upon first admission to the home.

Because her admission to the SCOU was not a reguirement but a choice made by the resident the initial DME did not
indicate that the resident needed to be served in a SCDU, nor had she been clinically diagnosed with any dementia.

The DME was completed in accordance with a resident who does not REQUIRE a SCDU as was the case here.

In the event that BHSL is not willing to consider the appeal of this violation, we do understand the importance of the
regulation and have already had the resident further evaluated by her physician and nurse practitioner and an updated
DME is present on her chart in the home. This corrective action occurred on 2/19/2013 post inspaction. It is always our
goal to be 100% compliant. The Executive Director and Clinical Care Management staff will continue to oversee
admissions and the paperwork thereof are completed with accuracy and in a timely fashion in accordance with our
regulations.

/ \
4(;}, 3 (\"ﬁ[’,“b
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FViolation Report: 20736 - 02/12/2013 - Patton, Leslie
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2600
2600.231(g) - An individual who does not have a primary dsagnos:s of Alzhelmeﬁs dlsease or other dementla may reSIde in-
1-tHe secured demientia care unit if desired by the resident. -

(1) The individual shall have a medical evaluation by @ physician, physician’s assastant or ceftrﬂed regtstered nurse
practifioner, documented on a form provided by the Department, within 60 days prior to residence or 30 days aﬂer
residence.

{2) If the medical evaluation shows that personal care services are needed, the requirements of this chapter apply.

(3) The Individual shall have access to and be sble fo follow directions for the operation of the .

key pads or other iock-releasing devices to exit the secured dementia care unit.

2a. DESCRIPTION OF VIOLATION

Resident #3 was admitted to the secured dementia care unit or 11/16/12. The resndant s preadmission screening dated 11/16/12
states the reason for the resident leaving cutrent residence was due o wandering. The resident does not have a diagnosis of
Alzheimer's disaase or other Dementia as recorded on the resident's medical evaluation dated 11419/12. Department Representatives
interviewed resident #3 and determined that the resideni was unaware that the resident was residing in a lecked unil. The resident
also did not comprehend the electronic key pad mechanism in order to exit the unit, which is required for a resident to reside on a
secured unit without a diagnasis of Alzheimer's disease or Dementia.

a. PLAN OF CORRECTION {POC) (Attach pages as necessary, Remember that you must sign and date any aftached pages.)
Include steps to correct ihe viokation describad above and steps lo prevent a similar violatlon from oceurring again, If steps cannot be completed
immediately; include dates by which the steps will ba completed.

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

Signature of Legal Entity Representative - & ?"*‘)ﬂ

{Required on EVERY Page) % G‘«‘Lu; NI e

Printed Name and Title of Legal Entlty Representative r B Dat

{Required an EVERY Page) WA e Sherve, TR | T e . N edoe ate ‘{\ L\i{}

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

The above plan of correction is approved as of L{ 174} 5 . Plan of correction implementation status as of "{ ! l 7/ !3

Date) {T5te)

Fu!ly implemented
Partially Implemented - Adeguate Progress
Parfially Imptemented - Inadequate Progress

The abeve plan of correction was approved by M_
(initials)

OOo&U

Not Implemented




B D\E e
Attachment regarding Regulation 2600.231 {g) — An individual who does not have a primary diagnosis of Alzheimer’s
disease or other dementia may reside in the secured dementia care unit if desired by the resident. (1) The resident

shall have a medical evaluation by a physician, physician’s assistant or certified registered nurse practitioner,

ATTACHMENT E

. documented.on a form provided by the Department, withinn60 days. prior to residence or 30 days afterresidence. (2} - -

If the medical evaluation shows that personal care services are needed. The requirements of this chapter apply. (3)
The individual shall have access to and be able to follow directions for the operation of the key pads or other lock-

releasing devices to exit the secured dementia care unit.

The violation indicated reflects that the “Department Representatives interviewed resident #3 and determined that the
“resident was unaware that she was residing in a locked unit.” ‘

Interestingly enough when the resident was interviewed by the inspector; the inspector advised the Executive Director
that she told him she lived there because she liked the smaller environment- which was accurate. We do not refer to
The Garden House as a “locked unit” although it is recognized as a SCDU. The residents who have apartments in this
area are not restricted from the remainder of the building. There area number of our residents who visit in other areas
of our biilding and vice versa.

The resident who was previously referred to in 2600.231 (b) does have access to the key pads and has on occasion
entered the code in and been able to voluntarily exit The Garden House Into other areas of the personal care home.
Since the resident was not able to perform this task under the watchful eye of the state inspector we have re-educated
her on the practice of entering the code for the fock release mechanism. The alternative is to depress the handle for
more than twenty seconds and the door will release automatically.

Plan of Correction;

Subsequently on a DME completed in February, the resident did have extensive testing completed with her physiciah
and nurse practitioner and has an updated DME on file with a clinical diagnosis of dementia and her RASP was updated
accordingly. ' :

The Clinical Care Manager’s and Executive Director will insure that all resident’s admitted to the SCDU that DO NOT have
a diagnosis of Alzheimer’s disease or Dementia and are residing in the SCDU voluntarily; that they do have the
appropriate education for ongoing use of the electronic key pad mechanism in order to exit the unit. In the eventthat a
resident is residing in the SCDU and they are unable to manage the key pad mechanism without assistance we will have
them further evaiuated for any new clinical findings and update their RASP accordingly.

/\N\q} \’1“3
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Viohation Repart 20736 - 02/12/2013 - Patton, Leslie
PCH Name: GRACE PARK

1. REGULATION 55 Pa.Code §2600

2600.236 - Each direct care staff person working in a secured dementia care unif shall have & hours of annual training
related to dementia care and services, in addition ta the 12 hours of annual training specified in § 2600.65 (relating fo - -
direct care staif person fraining and orientation). i

2a. DESCRIPTION OF VIOLATION :
Staff person D {hired 9/11/08) provides direct care services in the secured Dementia unit of the home. The staff person complated 2 of

the 6 additional house of training required o be related to Dementia care and senices during the 2012 training year.

3. PLAN OF CORRECTION {POC) {Attach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps fo correct the violation described above and steps to prevent a sienflar violation from occuring agaln. If steps cannof be compieted
immadiately, include dates by which fire steps wilf be completed.

T

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

Signature of Legal Entity Representative - ‘
Reguired on EVERY Page > %@W

Printed Name and Title of Legal Entity Reprasentative . N Date
(Reguired on EVERY Page) \\ eSS e niesy Ve, Dk sebov a A\ \ \B

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

The above plan of correction is approved as of (L!Jat } Plan of correction implementation status as of 2%:{ %{ 63
ate)

Fuily implemented

(initials)

Partially Implemented - Adeguate Prograss

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

ula)-|n

Not implemented




ATTACHMENT F

Attachment regarding Regulation 2600.236 — Each direct care staff person working in a secured dementia care uni
shall have 6 hours of annual training related to dementia care and services, in addition to the 12 hours of annual
training specified in 2600.65 (relating to direct care staff person training and orientation.

tam l.'espé.ctfully“t;édué.stih.g an z.ap.ipea.l of the citation for this “violation” in lieu of the fact that the employee did have
many hours aver and above the required training for dementia care and services.
According to the description of the violation; Staff person D (hired 9/11/06) provides direct care services in the SCDU of

the home, The staff person completed 2 of the 6 additional hours of training required related to Dementia care and
services during the 2012 training year.

The importance of this regulation is noted so that we continue on the cutting edge of great care for our elderly
population.

The employee incurred the following training for the calendar year 2012 as referred to in this “viclation”:

Hearing Disorders and Myths 1 hour
Diabetes Care and Insulin Management {actual 4 hour class} only counts for 2 hours
Falis, Accident Prevention and Reporting, Incident reports & reportable incidents 1 hour

Personal Care Services, Pre-admission screening, ADL's, DME, RASP, Resident rights,

Resident handbook, resident agreement, 1 hour
Emérgency Preparedness, Safe Management Technigues 1 hour
Resident Rights/OAPSA 1 hour
Fire Safety Training 1 hour
Oral Healthcare : 1 hour
Dementia Tips with ADL's 1 hour
Infection Control ' 1.5 hours

Dementia/Alzheimer’s geriatric series

(DPW only recognfzes 2 hours of this toward dementia) 5.25 hours
Medication Administration 1.5 hours
Sub-Total 18.25 hours

PLUS TRAINING COMPLETED 2/17/2013 as noted below {per recommendation of inspector to make up for dementia
training "missed” for 2012.)

Dementia Care effects of medication 1 hour
Dignity and Sexuality Issues with Dementia .5 hour
Dementia Care and Hydration .5 hour

Dementia Care Health Complications 5 hour




CF ﬁc@%ﬁ u.i_cﬂ—\

Dementia Care Aggressive Behaviors 1 hour e DNTador
Dementia Care Sun downing ‘ 1 hour
Grand Total 2012 Training including “make-up” training 22.5 hours

The requirement is that the staff has an additional 6 hours of training related to dementia care AND SERVICES. The
training provided pre-inspection is reflective of dementia care and “services”.

Pecple that have memory impairments also have other issues requiring the skills of a caregiver. | believe that even
residents with dementia/Alzheimer’s ar other memory related impairments that may reside in a SCDU have hearing aids,
aral heaith care needs, etc. and wouid benefit from any of the training this employee has attended, Thus the term
“services” as noted in the regulation.

t believe this employee has had adequate training in dementia care and services to satisfy the training requirements as
set forth in the regulation and again, respectfully request that this violation be rescinded.

Plan of Correction;

inthe event that the BHSL will not allow service training and waive this citation the following plan of correction will be
followed:

For all future training the Executive Director will insure that there is appropriate wording in the title of the training to
indicate that it covers dementia and Alzheimer’s resident care. All staff will have an additional 6 hours of training in
addition to the 12 base hours required.
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