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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE

CERTIFICATE OF COMPLIANCE

This Certificate is hereby granted to THE NEW I‘IERITAGE Tgﬁgﬁs, INC.
To operate HERITAGE TOWERS "

The total number of persons which may be

or the maximum capacity permittedby:t

Restrictions:

This certificate is granted in accordan

35 Pa.Code Chapter 2600: Persona

and shall remain in effect from _July 3.

unless sooner revoked for non-compliance with. applicable.

No: 127180

ISSUING OFFICER DIRECTOR

NOTE: This certificate is isstied for the above site(s) only and is not transferable
and shouid be posted in a conspicuous place in the facility.

PW&28 — 01/11




Vool pennsylvania
m DEPARTMENT OF PUBLIC WELFARE

JuL 0 5 2013

Mr. Steven Cherry, Executive Director
The New Heritage Towers, Inc.
Heritage Towers

200 Veterans Lane

Doylestown, Pennsylvania 18901

Dear Mr. Cherry:

As a result of the Department of Public Welfare’s (Department) licensing
inspection on February 14, 2013, February 15, 2013, May 1, 2013, May 17, 2013 and
June 17, 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 §5 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,

\g?(/
Ronald Melusky
Director

Enclosures
License
Violation Report

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120] 717.783.3670 | F 717.783.5662 | www.dpw.state.pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55

Pa.Code Chapter 2600

Page 1 of 22

PCH Name: HERITAGE TOWERS

Licanse Number: 127180

Address: 200 VETERANS LANE, DOYLESTOWN, PA 18901

00unty Bucks

Administrator: Donyale Showers

Region: SOUTHEAST

Legal Entity Nams: THE NEW HERITAGE TOWERS INC

Legal Entity Address: 200 VETERANS LANE, DOYLESTOWN, PA 18901

Certificate(s} of Occupancy
c2LP '
(6/08/2001
PA L&l

Staffing Hours
Resident Suppori: . Total Daily Staff: 74

Waking Staff: 58

Type of Inspection: Full : BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s)
Renewal

On-Site Inspections Dates and Department Representatives On-Slte
02/14/2013: McHale, Christine; Miller, Chevon
02/15/2013: McHale, Christine; Miller, Chevon

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details

Partial or Full Triggers: ' Random Indlcators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 76 - Number of Residents who:

Number of Resldents Served: 58

Secured Dementia Care Unit in Home: No
Arsa: .

Secured Dementia Unit Capaclty, if Applicable:

Nuinber of Resldents Served in Secured Dementla Care Unit,
if applicable:

Number of Current Hospice Residents: 0

biumber of Hosplce Resldents in [;ast year:

Receive Supplemental Sscurlty Income: 0

Are 60 Years of Age or Older: 59
Have Mental Uiness: O

Have an Intellectual Disabltity: O
Have a Mobliity Need: 15

Have a Physical Disability: 1
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Violation Report: 12718 - 0271472013 - McHals, Ghristine
PCH Name: HERITAGE TOWERS

1. REGULATION 85 Pa.Code §2600
2600.25(a)(1) - Prler to admission, or-within 24. hours after admlssion, a written resident-home contract {confract) between

the resident and the home shall be In place.

23, DESCRIPTION OF VIOLATION , .
Residents #7, 8, 8, 10, 11, 12, 13, 14, 15, 18, 17, 18, 18, 20 and 21 did not have a residant - home conlract completed,

3. PLAN OF CORRECTION (POC) (Attach pages as necassary. Remember that you must sign and date any attached pages.)
Include.steps to comact the vivlalion described above and slops to prevent a similar violallon from occurring again. If sleps cannot be completed

immediately, Include dates by which the steps will be compleled.

The New Heritage Towers Is a Confinuing Care Retirement Community that has independent living apartments, s Personal
Care Home {Heritage Towers), and a Skilled Nursing Facilily. Residents #7, 8,9, 10, 11, 12,18, 14, 18, 17, 18, 19, and 20
are Independent living residents belng served by Wesley Enhanced Living Doylestown Home Care Agency {License
#18563601), a home care agency which is separately licensed by the Pennsylvania Department of Health. Each resident has
a home care service agresment as required by Tille 28 Part IV Subpart H Chapter 611,

Heritage Towers Is In disagreement with the violation because the clted residents live on upper floors and recelve services
under a PA DOH Home Care License, in cooperation with a plan to have afl DPW licensed Personal Care services provided
on floors 2 and 3 of the CCRC high-rise building. This arrangement had taclt and verbal approval by the local llcensing office.
A change in this approval came through a telephone calt from the local office on (abaut) 3/1/2013 indicating that due fo a new
determination by DPW, additional violations would bs added to those perlatning to the 2/14/2013-2/15/2013 survey, that would
require consideration of persons served under the Home Care flcense would nsed to follow all DPW Personal Care rules and
regulations. We believe dual licansure is unnecessary for wellbeing and appropriate serving clients and that the sald divislon
by floor is appropriate.

However, If the violalion remalns, the plan o correst is as follows;  The Personal Care Adminlstrator will prescreen Resldents
#7,8,9, 10, 11, 12,1314, 15,16, 17, 18,19, and 20 and present the appropriate residents with ihe option of becoming a
resident of Heritage Towers Personal Care Home or remalning independent. The PC Administrator will prepare resident
home contracts for each resident who chooses to become a resident of the personal care hore, and put it in place within 24
hours after admission, All prescreening and resident home contracis will be completed by April 10, 2013, Going forward,
WEL Doylestown residents who request assistance with ADL's will be pre-screened and will have Resldent Home Contracts
established in adherence with the current personal care admission pracedure. I order to ensure compliance the PC
Administrator will review the admission documents of all personal care residents to verlfy prescreening and resident home
contract has heen completed, and report findings in the Quality Management Program Meetings,

Resident #15 Is a resident of the Herltage Towers Personal Care Home, and has a Personal Care Home Agreement in place
effective 2/11/2013, Resldent #21 discontinued recelving services effective 1/16/2013, Corrections are not required for
Residenis #15 & 21.

Repeat Violation: No Date(s) of Previous Vialation(s):
Signaturo of Legal Enfity Representative . . p g .
{Regulted on EVERY Page) /L "?g,(.h; Pttrzertoq
< star o
Printed Namie and Title of LegairEntity Reprosuntatf{fe ‘E‘bﬂ'ﬁols{fu < :—J best f Date o /, /g ol
Required-on EVE ace pgrs‘m af Case Aedorenis /}__& o0

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! |
12

The above plan of correction is approved as of iu—‘}— Plan of correction implementation status as of I'I |
{Date} (Date)

D Fully implamented

Parially Implsmented - Adequale Progress
(nifials)

The above plan of correction was approved by

I:j Partially implemented - Inadequate Prograss

Not tmplemented
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Violation Report: 12718 - 02/14/2013 - McHale, Chrlsline
PCH Name: HERITAGE TOWERS

1. REGULATION 68 Pa.Code §26800
2600.25(b) - The conlract shall be signed by the administrator or a designee, the resident and the payer, if different from
the resident, and cosigned by the resident's designated person If any, if the resident agrees.

2a. DESCRIPTION OF VICLATION
- The contract for resident #1 was not signed by the resident. Additionally, the home had a rate increase effective 171713, Aleiter
dated 11/16/12 documented this change and was not signed by the resident,

- The contract for resident #2 dated 11/30/12 was not signed by the resident. The resident's confract stated that the resident was
unable 1o sign. The resident was able to sign their support plan dated 12/8/12, The home did not make any additional attempts to
have the rasldent sign the contracl. Additionally, the homs had a rate Increase effeclive 1/1/13. A teller dated 11/30/12 documented
this change and was not signed by the residenl,

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

Include steps to correct the violalion described above and steps to prevent a similar viofalion from oceurring agaln. If steps cannof be completed
immedialely, inchide dates by which the staps vill be complatad,

Resident #1 has a Power of Atiorney. Care services and cost information was discussed with the resident for verbal
authorization. Resident #1 directs staff to obtain signatures from the Power of Attorney for decuments that have any financial
raferences. The Power of Attorney for Resident #1 signed the resident-home contract on the day before admission lo the
personal care home, and signed the 2013 Rate Increase Notice on 11/21/2012. The resident-home contract and the 2013
Rate Increase Notice for Resident #1 was signed by the resident on 2/22/2013.

Resident #2 has a Power of Altornay. Care services and cost information was discussed with the resident. Documentation on
Resident# 2 resident-home contract Indicated resident was “unable fo sign” the document when it was presented for
signature. The Power of Atiorney for Resident #2 signed the resident-home contract and the 2013 Rate Increase Notice on
1113012012, the day of admission. Resident #2 is currently recsiving care in a skilled nursing facllity. When Resident #2
returns to Heritage Towers Personal Care Home, we will make 3 addilional attempts within 7 days beginning the day of her
arrival lo oblain a signafure acknowledging receipt of these documents, and document efforts to obtain signature,

Since July 2012, the current quality review procedure has been effective at verifying presenca of the required admission
documents on 100% of newly admitled residents. In order to ensure compliance with obfaining resident signatures or
documenting multiple attempts to obtain resident signatures, the quality review of new admission documentation will flag
documents that are not signed by residents. Personal Care Staff will make 3 additional attempts within 7 days beginning the
day of admission to obtain a signature on required documents, If a resident refuses to sign or is unable to sign, efferts to
obtain the signafure will be documented in detail and include a witness signature, The Personal Care Administrator wil
monitor and report performancs in the Quality Management Program mestings.

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

“Signature of Legal Entity Reprdashiative 7 ..
(Requirest on EVERY Page} ¢ . j,)ﬂ‘ﬂ{.ﬁw_y /{_,@--r_*.,‘--n,_a/

{ e
Printed Name and Title of Legal Entity Ré[grasentative

sy ; y Date
(Required on EVERY Page) ™y g A< S //ro Lot f,‘,g rsoienf (j’wr. //]l/f‘.m,”m,“}y 3 // v f#er
Y :

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of correction Is approved as of ..z([ﬂé}-m Plan of correclion implementation status as of 5 , | b ||3
Dats)

D Fully Implemented

[E Partially Implemented - Adequate Progress
__@: D Partially Implemented - Inadequate Progress

Inifials
(il ] Notimplemented

The above plan of correction was approved by
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Violation Report: 12718 - 02/14/2013 - McHale, Chrisline
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa.Code §2600 : )
2600.25(g) - A copy of the signed contract shall be given to the resident and a copy shall be filed in the resident's record.

2a, DESCRIPTION OF VIOLATION
A copy of the contract for resident #1 In the resident’s record was incomplele and only contained four of approximately 30 pages of the
contract,

3, PLAN OF CORRECTION {POGC} {Attach pages as necessary, Remomber that you must sign and date any attached pages.)

Inciude steps to correct the viclation described ahove and steps fo prevent a similer violation from oceurring agein, If sleps cannot be compleled
fmmediately, include dates by which the steps wiil be completed,

The missing pages of the resident home contract for Resident #1 were placed in the resldent's record on 2/15/2013,

Since July 2012, the current quality review procedure has heen effective al verifying presence of the raquired admission
documents on 100% of newly admitted residents. The Personal Care Administrator monitors the effectiveness of this process
for verifying a copy of the signed contract is filed in the residents’ records by reviewing the records of newly admitted
residents and fracking performance In the Quality Management Program meetings., :

The Personal Care Administrator will monitor and report performance in the Quality Management Program meetings.

The Personal Care Administrator completed an audit of resident records for residents admitted since January 1, 2012 fo
identify admissions agreement items that may be missing from residents’ records, including contracts, complaint procedures,
residents’ rights, fee schedules, and civit rights compliance notices. ltems are missing will be reviewed with each respsciive
resident and/or the Power of Attorney, with appropriae signalure obtained. If efforls fo oblain a signature are not successful,
wle_ will provide detailed documentation of efforts and obtain a wilness signalure, Al residents' records will be complete by
3/29/2013. :

Repeat Violation: No Date(s) of Previous Violation{s):
Signature of Legal Entity Reprosentative \5 g,
{Required on EVERY Page} ‘ .ofk_. ‘)Jw-ﬂl-(!--—«()\-‘ ~/( /-\.fr;‘_x..g..._,
T T
Printed Name and Title of Legal Entity Repmsenta,!wg | Dato
{R?F!}',lred,,?n EYERY meelbm,w fe _Sdcw(,—_)’ r)a sictinf (hre /} elst20 10 05TV fomer 3 // TR

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The ahove plan of correction s approved as of —%-p%' Plan of correction implementation status as of & llb l! 3
ate
Date

[] Fully Imptemented

%') [2} Partially implemented - Adequate Progress
D Parlially implemented - Inadequate Progress

[ ] Not implemented

The above plan of correclion was approvad by
{Inilials)
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Violation Report: 12718 - 02/1472013 - McHale, Christina
PCH Name: HERITAGE TOWERS
1. REGULATION 85 Pa.Code §2600

2600.41(e) - A statement signed by the resident and, If applicable, the resident's designated person acknowledging recelpt
of a copy of the informatlon specified In § 2600.41(d), or documentation of efforts made fo oblain signature, shall be kep!

in the resident's record,

28, DESCRIPTION OF VIOLATION ) _
-Resldent #2's record did nof contain a statement sighed by the resident acknowledging receipt of & copy of the resident rights and

complaint procedures.

-Residenls #7, 8, 9, 10, 11, 12, 13, 14, 15, 18, 17, 18, 18, 20 and 21 did not sign a statement acknowledging seceipt of a copy of the
resident rights and complaint procadures.

3. PLAN OF CORRECTION (POC) (Aitach pages as necessary. Remember that you nust sign and date any attached pages.)
Include sleps (o correct the viclation dasoribed above and staps fo pravent a similer violatfon from ocouning again. If stops vannot be compleled

immediataly. nchyce dalos by wilel Jhe staps will be complated, , . :
Documentalion on Resident # 2 resident-home contract Indicated she was "unable to sign” the document when it was presented for

signalure. Receipt of Resldents Rights and Complalnt Procedure was acknowledged by the Power of Attorney on the day of admission.
Resident #2 is currently rocelving care In a skilled nursing faollity. When Resident #2 retums to Hetilage Towers Personal Care Home, we
will make 3 addiional attempts within 7 days beginning the day of her arrival to oblain a sighature acknowledging recelp! of these
documents, and document efforts to obtaln slgnature. :

Resldents #7, 8,9, 10, 11,12, 13, 14, 16, 17, 18, 19, and 20 are Independent living residents being served by Wesley Enhanced Living
Doylestown Home Care Agency {License #18563601), a home care agency which is separately licensed by the Pennsylvanla Depariment
of Health, Documents provided for home care agency clients comply with the regulations that govern home care agencios - Tille 28 Part IV
Subpart H Chapter 611, Thase regutations do not require home care clients fo provide slgnatures to acknowledge receipt of documents,
Heritage Towers Is in disagresment with the violation becauss the clied residents live on upper floors and recelve services under a PA
DOH Home Care License, in cooperation with a plan to have all DPW licensed Personal Care services provided on fioors 2 and 3 of the
CCRC high-rise building. This arangement had tacHl and verbal approval by the local licesing office. A change In this approval came
through a telephone calf from the focal office on (aboul} 31172013 Indicating that due to a new determination by DPW, additional violations
would be added to those perlalning fo the 214/2013-2/15/2013 survey, hat would require consideration of parsons served uncler the
Home Care license would need to follow all DPW Personal Care rules and regulations, We belleve dual licensure is unnecossary for
wellbaing and appropriate serving cllents and that the seld divislon by fioor Is appropriate.

However, if the violation remains, the plan fo correct is as follows: By 4710/2013, the Personal Care Administrator will prescreen Residents
#7,8,9,10, 11,12, 13 14, 15, 16, 17,18, 19, and 20 and present the appropriate residents with the option of becoming a resident of
Heritage Towers Personal Care Home. The PC Administrator wilt prepare resident home contracts for each resident who chooses o
becoma a resldent of the personal care homa, and put It in place within 24 hours after admission, A copy of the Residents Ri?h!s and
Complaint Proceduire is provided with each resident home contract. The PC Administrator will obtaln resident and, if aprlfcab e, designated
person signatures acknowledging recelpt of the Residents Rights and Complaint Procedures. In order to ensura compliance the PC
Administrator will review the admission documenls of each resident who enroll in the personal care home fo verily approprate
dacumentation of acknowledgments, and report findings In Quallty Management Program Meeting.

Resident #15 became a resldont of the Heritage Towers Personal Care Home effective 21112013, and has a sighed Residents' Rights -

-and Complalnt Procedures. Resident #21 discontinued services 1/16/2013, Corrections not needsd for #15 & 21, =
Repeat Violatlon: No T Dato(s) of Previous Violation(s): I l [ :

Signature of Legal Entity Ropresentative . <. /.
{(Required on EVERY Page) (:18*? vuﬁr.r-(%_, i, /g_(.*..‘,_,_,L-{,,‘_",

{ Uty R tative  Danyale Sheweny
Printed Name and Title of .eggl_.En y Roprasontative ey d . . Date y / /Zn['s

[Redulred on EVERYPeste) /3y sy (v A dufesetradrs
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE|

The above plan of correction is approved as of _2/ 1 )—}— Plan of correction Implementation status as of 5] 7 I }'E
ale, " Date

Fully Implemented
'Parﬂaliy Implemented - Adequate Progress

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

{Initials)

LOORO

Not Implemented
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"Vicialion Report: 12718 - 021472013 - Moklale, CRilsing
PGH Name: HERITAGE TOWERS

4, REGULATION 55 Pa.Godo §2600 .
2600,60(a) - Slaffing shall be provided to meot the needs of the residents as speclfied In the resldent's assessinent and
support plan,

¥

2a, DESCRIPTION OF VIOLATION :
The home's 11719112 letter from Flre and Life Safety Solullons that reads In part, “In my oplnion residents in your bullding
that ere not In areas affected by smoke and flames are In areas of refuge, These resldents must still be removed from
thelr rooms to be consldered as-particlpating In the drill,* On 2/16/13 al 6:00 A, the Dapariment observed a fire dril
conducted al the home, There were four staff persons present in the home at that ime. The staff persons ware able to
evacuate residents from the area "affected” by simulated smoke and flames within the time speoifisd by the fire safely
experts leler dated 6/10/12. Following the evacuation from the slimulated affected area, It was discovered thal soveral
residents In the unaffeoted areas did not leave thelr rooms because they were unable o do so without asslstance. There
was Insufficlent staffing fo ensure that all residents would evasuate and participate in the svent of an aolual fire.

3, PLAN OF CORRECTION {POC) (Atinoh pages as necossary, Remember that you must sigh and date any attached pagos.)
fiohida steps o comaof tho vivlallon deseribed above end steps fo provent o Simitar violation from esovring ageln. If slops cennol ba comploled
. Inmadiaiely, Includo dales by which the slaps will be complefed,

The New Herifage Towers is a Continulng Care Retirement Community that has independent {iving apartments, a Personal
Care Home (Herltage Towers), and a Skilled Nursing Facllity. Al (100%) of Personal Gare Home tesidsnts paricipated in the
. Fire Drill conducted on February. 15, 2013, Resldents who did not evacuats to fire safe areas in the dill are independent living
residents baing served by Wesley Enhanced Living Doylestown Home Care Agency (License #18563601), ahome care
agency which Is separately licensed by the Pennsyivania Department of Health, Title 28 Part IV Subpart H Chapter 611 which
regulates home care services does require reskdents to evacuate during fire drills,

- |. On (about) 3/1/2013, the local ficensing office of DPW made & new determination: Independent Living residents recelving

.| persunal care sewvices by Wesley Enhanced Living Doylestown Homs Care Agancy must have services delivered in -~

' compliance with Chapter 2600 Personal Care Homes. The local licensing offlce indicated additional violations would be added
o those pertaining to the 2/14/2013-2/16/2013 survey,

The PC Administrator will review the staffing schedule.each waek fo ensure that adequate staff is assigned to meet the needs |
of all of the parsonal care home residents by 5/30/13. Documentation wiil be maintained o verify with the Department that
thare is adequale staffing for all personal care residents that have service neads or require assistance to evacuate during a
fire drill. All residents receiving personal care services through the Home Care license will be assessed to determine thelr
care needs and a Porsonal care contract will be inftlated within 24 howrs of the pre-gereening assessment by 6/10/43, The
PG Administrator will plan for staff training on evacuation procedures inclusive of in-services, walkthrough drills for staff, and
fire drills Involving residents. The PC Administrator wit collaborate with the flre safety expert to develop & plan and scheduls
for conducting fire drills at an increased frequency over the next 3 months, or until the evacuetion fime goal is achleved on the
11pm - 7am shift.

The Personal Care Administrator and the Dirsclor of Faciliies will monitor adherence o fire drl procsdures utilizing the Quality
Management Program Meelings. :

Repoat Violatlon No Data(e) of Previous Vivlatlon{s).

Signature of Legal Entity Representative M /&4%(_,__(«
{Reagulrod op EVERY Pagis} y/ _
/ i T
Piinted Nawmo and Titlo of Logal Enfity Roproaanlath’e : bate / / .
{Ronulred on BVERY Pane) " ree af ¢ S bevuee S, Poroit fure Meonssity él SN S EYETS!
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

Tho above plan of correction Is approved s of —5?0 ?r Pian of correction implementation siatus as of b |71 |13
ato _’(\ﬂg)—'a
] Fully tmptomentod

@ @ Parilally Implomontod - Adeguate Progress

[] Pertially imptemented - nadequalo Progress
[] Notimplementad

The above plan of correction was approved hy
(Inltials)
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Violation Report: 12718 - 0214/2013 - McHale, Christine
PGH Name: HERITAGE TOWERS

1. REGULATION 55 Pa.Cote §2600
2600.65(b) - Within 40 scheduled working hours, direct care staff persons, ancillary staff parsons, substitute personnel and
volunteers shall have an orientation that includes the following:

(1) Resident rights.

(2) Emergency medical plan, '

{3) Mandatory reporting of abuse and neglect under the Clder Adult Protective Services Act (36 P.S. §§

102256.101-10225.5102).
(4) Reporting of reportable incidents and conditions.

2a. DESCRIPTION OF VIOLATION
Anclllary staff person A, hired on 4/15/12 did not receive orientalion In lhe home's emergancy medical plan and repering of reportable
incidents.

3, PLAN OF CORREGTION (POC) (Atiach pages as neccssary, Remember that you must sign and date any attached pages.)
Include steps lo comect the violation described above and steps to prevent a simifar violation from ocourring again. f steps cannot be complsled
Immediiately, include datas by which the sleps wilf be complsted.

Anclllary staff person A will complete training on the Heritage Towers-Personal Care Home Emergency Medical Plan and the
Procedure on Reporting Reportable Incldents by 3/20/2013.

By 3/15/2013, the Personal Care Adminlstrator will complete a 100% audit of all Personat Care Ancillary Staff records to
identify and train staff who have not received training in the Emergency Medical Plan and the Procedure on Reporting
Reportable Inidents. Ancilfary Staff will complete training by 3/29/2013.

In December 2012, the Personal Care Administrator began participating in new hire orientation for ancillary slafl. During fhis
orientation, the Personal Care Administrator or designee orlents all new staff to the Heritage Towers Personal Care Home
emergency Medical Plan and the Procedure on Reporting Reportable Incidents. The Personat Care Administrator will monitor
the effectiveness of this process for educating new anciliary staff orientation fo the Emergency Medical Plan and Reporting
Reportable Incidents within thelr first 40 scheduled working hours by reviewing staff training records and tracking
petformance in the Quality Management Program meetings.

Repeat Violatlon: Yes Date(s) of Previous Violation(s): 02/16/2012

Signature of Legal Entity Representative ,.C% 7 7.
(Required on EVERY Page) (Do Mo A AR
il ‘f

J
Printed Name and Title of Lagal Entity Ropresentali\'f

{Boguired on EVERY Page} 1, . /ﬁ,‘_‘i/{(‘ cots /,2,_’,‘@,““ / Care Aeres sipiir Date 3 / o /[2 o
T 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]

The above plan of corraction ls approved as of %L Plan of correclion Implementation status as of 5 ) 7 !{§
e -
ate

Fully implemanted
Parlially Implemented - Adequale Progress

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

(imtials)

LU

Not Implemented
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Vioiatlon Repert: 12718 - 02/14/2013 - McHale, Christine
PCH Name: HERITAGE TOWERS

1. REGULATION &6 Pa.Code §2800 ;
- 2600.65(g) - Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be trained annually In the following areas:
(1) Fire safety completed by a fire safety expert or by a staff person {rained by a fire safety expsrt.
(2) Emergency preparedness procedures and recognition and response to crises and emergency sifuations.
(3} Resldent rights. .
(4) The Older Adult Protective Services Act {36 P. S. §§ 10226.101-10226.5102).
{8) Falls and accident prevention.
{8) New population groups that are being served at the home that were not previously served, if applicable.

2a. DESCRIPTION OF VIOLATION
- Direct care staff persons B and C did not recaive training In five safaty by a fire safety expert, emergency preparedness, and the
Older Adult Protective Services Acl during fraining year 2042, .

- Anclllary staff persons D and E did not receive training In fire safety by a fire safety expert and emergency preparedness during
training year 2012,

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you musl sign and date any uftached pages.)
Include steps lo correct the violation described above and sleps fo provent a similar viclation from cccurring again. If steps cannot be compleled

___lomardialely. include datas by which the sfens will ha comnlafad,
Fire Safety Training that was completed by Direct Care Staff B and C and Ancillary Staff D and E was not conducted by a fire
safely expert, By 4/14/2013, Direct Care Staff and Ancillary Staff will receive Fire Safety Training by a Fire Safely expert or
by a staff person trained by a Fire Safety Expert.
The Personal Care Administrator will review the fire safely qualifications of trainers of fire safety prior fo enlisting the trainer
to lead fire safety {raining. ‘

The summary description of the training on Abuse completed by Direct Care Staff B and C did not specify (hat the education
material included the Older Adult Protective Services Act {35 P.S. §§ 10225.101-10225.5102), By 4/14/2013, all Direct Care
Staff and Ancillary Staff will receive training on the Older Adult Protective Services Act (35 P.S. §§ 10225.101-10225.5102).
The Personal Care Administrator will review the course description to verify that it includes education on the Older Adult
Protective Services Act (35 P.S, §§ 10226,101-10225.5102) prior to utilizing the course for training staff.

By 3/29/2013, Direct Care Staff B and C and Ancillary Staff D and E will receive training on the facility Fire and Emergency
Disaster Plans and Procedures, Annually, the Personal Care Administrator will lead a review of the Fire and Emergency
Disaster Plans and Procedures during the first quarter of each year,

The Personal Care Administrator will monitor staff completion of annual education requirements by reviewing staff lraining
records and tracking performance in the Quality Management Program meetings.

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

Signature of Legal Entit}' Reprosgfilative /.
{Required on EVERY Page) / &Fw,., ;f/.«é-/ ﬂ C s i

’/
Printed Name and Title of Legal Entity Rer%esenla}{vu Date
(Required on EVERY Page) /)., sty e W ety S sctend (e j;f,mﬂ ;5,,6@,&-,,

30 frer3

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

The above plan of correction is approved as of %@?— Plan of correction implementation status asof 5 17| 13
ale —'\5%—'
ato

Fuily implemented

Partially Implamented - Adeduate Progress

The above plan of correclion was approved by @
{Initials)

Partially implemented - inadequate Progress

Not Implemented

OO
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Viclation Report: 12718 - 02/1472013 - McHale, Chrisline
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa,Code §2600 ) o
2600.82(c) - Polsonous materials shail be kept locked and-inaccessible to residents unless all of the residents fiving in the
home are able to safely use or avold polsonous materials.

2a, DESCRIPTION OF VIOLATION :

A hotite of ‘Micro Munchers Deodorizer!, with 8 manufacturer's labet Indlcating “H ingested drink farge quantity of water and gel medical
ald,"” was found unlocked and accessible 1o resldents In the elghth floor 'housekeeping closel.' Resldents of the home, including
residents #2, #3, and #4, have not been assessed capable of recognizing and using poisons safely.

3. PLAN OF CORRECTION {PQG) (Attach pages as necessary, Remember that you must sign and dats any attached pages.)

Include steps to corract the violation described above and steps lo pravent a simitar violalion frem occurring again. If sleps cannot be compleled
immedialely, include dates by which the staps vill be completed,

-The lock on the housekeeping closet was engaged but not functiohing pfoperiy. allowing Il fo be bypassed with moderale
effort. The malfunctioning lock was replaced on 2/114/2013.

By 3/15/2013, housekeeping staff will be educated on the importance of securing poisonous materials in the home. The
education will focus attention on: _
* Reporting malfunctioning locks or other conditions that may allow security measures to be bypassed
* Ifa storage space cannot be secured from resident access, poisonous materials will be removed from that space.
»  Signs will be posted In targeted locations throughout the building reminding staff to immediately report
malfunctioning locks and any condition that may present a hazard,
In order to ensure ongoing compliance:

A designee of the Director of Facilities complstes a physical plant check daily, which includes checking the locks on
communily doors, The Director of Facliies will educate designees conducting such checks to evaluate whether a
malfunction exisls that will allow a lock to be bypassed with moderate effori. The Director of Facilities will report to the
Personal Care Administrator each episode of finding polsonous materal thal is accessible by residents. Additional

corrections and monitoring will be developed and implemented until the home consistently achieves 100% compliance on a
daily safely checks.

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

{Redulred on EVERY Page} _ (e Al

Signature of Legal Entity Répresentat[ve - _ ' ] Z-
'5)’;-.»;& () ‘7/@!;:7“,,-..,-«.__,)

) 7
Printod Name and Title of Legal Entity Reppesenta%e

: . , Dat
(Requirod on EVERY Paqe;l}b(_‘ AN fe "/’ cled s /@’J:‘f-ﬁmf (e /'7?"/1:/:1? L 5frod e e ?/ y/; a7 3
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of f( ; )’ Plan of correction implementation stalus as of 5 I 7 i‘IS
8 ale

D Fully Implemented

@' [] Partially implemented - Adequate Progress

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

itials —
(nitials) L:} Not Implemented
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Violation Report: 12718 - 02(14/2013 - McHale, Christine
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa,Code §2600
2600.103(q) - Food shall be stored in closed or sealed containers,

2a. DESGRIPTION OF VIOLATION
A bag of minl chicken cordon bleu, a bag of hamburgers, and a bag of flounder fitlets In the large walk-In freezer in lhe home's main
kitchen were opened and unsealed.

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

Includa steps lo correct the violation dascribed above and stsps to pravent a similar violation from occtirring agafn. If steps cannot be completad
immaediately, include dales by which the slteps will be compleled.

The unsealed food items were {abeled or discarded on 2/15/2013.

On 2/19/2013, the Director of Dining Services educated food service staff on the proper sealing and labeling of frozen foods,
T{ae Director of Dining Services monitors staff adherence to proper sealing and labeling of open frozen food items. The ’
Dlrz:ector of Dining Services will report the findings to the Personal Care Administrator each month for the next 3 months or
until 100% compliance Is achieved, The frequency on ongoing monitoring will be determined through the Quality

Management Program.
The cQ,(:tuiwc.&F—D - Sornces el MantFor Hie Yood, Sfred on o weudb basis
o tnsuve @t sood 13 pfofr-wb seaded .

Gw

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

Signature of Legal Entity Representative

e N &
(Requ]red on EVERY Page) (.-t..‘.;“w:'a-_c;*.(’.{./(?(,g_c',).‘.hg-._‘d-v-‘ 7

Printed Narne and Title of Legal Entity Representah/(e / Date 3/ /
(Reguired on EVERY Paqe}bo sl B /{ oty ﬂe Sl (iM y /44;*”{5 /7( Prrre | 1Y jol 3

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

The above plan of correctlon is approved as of _%_L!_L}... Plan of correction implementation status as of Q (B) ‘!}
‘ ate) Date)
g} Fully Implemented _ -
@ [7] Patially Implemenied - Adequate Progress
E] Partially lmplemented - Inadequate Progress

[ ] Wotimplemented

The above plan of correction was approved by
{Initials)
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Violation Report; 12718 - 02/14/2013 - McHale, Christine
PCH Name: HERIYAGE TOWERS

1. REGULATION 55 Pa.Code §2600

2600,107(d) - The wiitten emergency procedures shall be reviewed, updated and submitted annually to the local
emergency management agency.

2a. DESCRIPTION OF VIOLATION
The home's written emergancy procedures have not been submitted fo the munlc!pal emergency management agency since 2010,

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

Include steps lo correct tha violation desecribed above and steps fo pravant a slmilar viefation from oceurring again. If steps cannol be complated
immadlately, include dates by which the steps will he complelad,

The Personai Care Admmlstrator submilted a copy of the Fire and Emergency Disaster Plaris and Procedures to the Bucks
County Emergency Management Director on 2/18/201 3

Annually, the Personal Care Administrator a copy of the Fire and Emergency Disaster Plans and Procedures to the Bucks
County Emergency Management Director during the first quarter of each year, Completion of this task annual task will be

validated using the Quality Management Program.

Repeat Violation: No . { Date(s) of Previcus Violation(s):

Signature of Legal Enfity Representative . oo L
!Reguired on EVERY Page) i A 75‘1-:»;-/“’-(v-h-y"/ff Iy

7
Printed Name and Title of Legal Entity Repmsantati\fé ) Date -
fRf‘(-EUh‘B(f on EVERY Paqei f )(»JH/ /L’ gﬁr ALty S v/"[ PR fC‘“f h ﬂ‘j"‘ﬂﬂl 3/)”"(1{5')’ 3/"{%’0/3

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

The above plan of correction Is approved as, of g Li— Plan of correction implementation status as of 5117113
ate) Dale) ~
{g Fully Implemented

[] Pariially Implomented - Adequate Progress
The above plan of correclion was approved by D Partially Implemented - Inadequate Progress
{Initials)
[ ] Notimplemented
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Violatlon Roportt 12718 - 02(1472013 - MoHale, Christine
PGH Name; HERITAGE TOWERS

1. REGULATION &6 Pa,Codo §2600

2600.123(d) - If the home serves one o more residen(s with mobliity nesds above or below grade level of the home, there
shatl be a fire-safe area, as speclfisd In writing within the past year by a {ire safety expenr, on tha same floot as sash
resident with mobillity needs,

e

22, DESGRIPTION OF VIOLATION .

The home serves residents with mobility needs above grade level, The home's 6/10/12 leller from Fire and 1o Safety
Solutlons designatas the home's “fire towers" as fire-safe areas. A supplemental letter dated 11/19/12 reads In part, “the
opsnings to the fire fowears ate rated for ninety minutes of protection and of non-combustible construction, creating a
two-hour rated enolosure,” On 2/15/13 at 5:00 AM, the Department observed a fire drlll conducted at the home. During the
dril, the simulated fire was on the second floor In an area thal required the resldents to evaouate to one of the fite towers,
When all of the residents who evacuated o thls location were In the fire tower, the door to the tower could not be closed
such that in the event of an actual fire, resldents would have been exposed to fire and smoke condilions. This area does
not mesf the fire safely experl’s requirements {o establish It as a fire-safe aron, '

3, PLAN OF CORREGTION {POC) (Attach pnges s necessary, Remember that you must sign and dote any stteched pages,)

Inotudo staps fo corieo! the violtien desoribad above end steps fo preven! a slmiiar violaflon from ocaundng agaln. [f steps cannol be comploled
immedialtely, Invlude dales by which #he steps will bo comploted.

The Fire Safely Expert reviewad the notes from the Fire Drill conducted on February 15, 2013, and determined that
staff did not follow correct evacuation procedure, The Fire Safety Expent determined that the three stalr towers and
the areas on elfher side of the fire doors that may be used as refuge areas for your residents. Each area has the
capacity to hold more than 100% of your current resident capacity. Based on the scenario presented during this fire
drill, residents on the 2nd floor In the area where the fire was were taken Into stair towar A, Because residents
wete not moved to the lower landings during the drilf the door to the stalr tower could not be closed.

The Fire Safety Expert evaluated all of our evacuation procedures has provided new, detailed instructions on
evacuating all PC residents fo fire safe designated meeting areas within the maximum allowable tlme of 13
minutes. By May 24, 2013, PC Administrator and other key members of the Quality Management Program will
determine the appropriate staffing levet to provide for supervision of personal care residents within the designated
meeting areas.

By June 10, 2013, The PC adminisirator will develop a schedule for staff training on new evacualion procedures
inclusive of in-services, walkthrough drills for staff, and fire drills involving residents. The PC Administrator will
collahorate with the fire safety expert to develop a plan and schedule for conducting fire drills af an increased
frequency over the next 3 months, or untll the evacuation time goal is achleved on the 11pm - 7am shift

_ The Personal Care Administrator and (he Dirsctor of Facilitiés will monitor adherence to fire diil procedures

utilizing the Quality Management Program. | s O
: conducted, Wit 1esidonks and SHFF on Hhe pro Pﬁ-ﬂ‘oh&";_‘iuww e

Traming Wil he N k { sue. e doovs :
Srangng dsidents s whe Pl tower SHATIS Diris 3';"; DG ko protect whe tetdentsy (h aca

ydom ¢

Ropeat Violation: No Datois) of Provious Violation{s) LUM e Qe Balety u?o%

Slgnature of Legél Entity Reprasentative
{Roqulrod on BVERY Pago) @7’0%&& R I

. [
Printed Name and Title of Lega! Entliy Representative bato '
{Rouulred on EVERY Pagel }Di’"}"’s/‘- Showers ,/WSM? f Care ,41/!.««;»*(157‘3'%?: j/ a/ E8 73

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

Tho above plan of correction s approved as of 2, (:;: ;) Plan of corcection Implomentation status as of Q{ I S’g 3
, 3

[:] Fully Implemented

@ K] Parfially Implemonted - Adequaloe Progross
The above plan of corraction was approved by {:] Partlally Impfemonted - Inadequate Progress

tial
(Inltials) (7] Nol Imptemented
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Violation Raport: 12718 - 02M14/2013 - McHale, Chrisline
PCH Name: HERITAGE TOWERS

1, REGULATION 55 Pa.Code §2600
2600.130(b) - The smoke detectors specified in § 2600.130(a) shall be located in hallways,

2a. DESCRIPTION OF VIOLATION
- There is no smoke detector in the hallway within 15 feet of resident badroom 407,

- There is no smoke detector in the hallway within 15 feef of resident bedroom 818.

3. PLAN OF CORRECTION (POC) (Attach pages as necossary. Remember that you must sign and date any attached pages.)
Inchide staps lo correct the vilalion described above and staps lo prevent a similar violation from ocouring again. If steps cannof be completed
immediately, include dates by which the steps vili be completed.

On 2/14/2013, one smoke detector was placed In the hallway within 15 feet of resident bedroom 407 and one smoke detector
was placed in the haliway within 15 feet of resident bedroom 818,

These two residents are the only bedrooms outside of the 20¢ and 3 floor utilized by Personal Care Home Residents, All
badrooms on 2% and 3+ floors have smoke detectors within 15 feet.

The operation of these two new smoke detectors will be included on the monthly monitoring by the Director of Faciliies and
reported fo the Personal Care Home Administrator,

By 315/2013, "smoke detector within 15 ft hedroom door” will be added to the personal care bedroom checklist that is
currenily used for verifying bedrooms comply with regulations, Direct Care Staff use this checkiist to inspact all new
bedrooms and periodically existing bedrooms. The Personal Care Administralor wili notify the Director of Facililies to add the
smoke detectors within 15 feet of new personal care resldents bedrooms outside of 204 and 3« floors and to mclude these
smoke detectors on routine monthly monitoring.

Repeat Viclation: No Date{s) of Prevlous Violatlon(s)‘

Slgnature of Legal Entlty Representativ

{Required on EVERY Pace) /L._ 12, MV v/tgﬂ Flare )

Printed Name and Title of Legal Entity Re reqant*{t ve 4 Date

{Regquired on EVERY Page) {Sw“?,ﬂ_/g (’ (oe 2y /Ln, o {Chaver ///u,,,, x,/) - 3//7/ S

DEPARTMENT {JSE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of “_E(Z_‘?[)Ll Plan of correction implementation status as of 5'J / 3
ale (Date

D Fully implemented
Parlially Implemenied - Adequale Progress

The above plan of correction was approved by @ o D Parlially Implemanted - Inadequale Progress
{initials) l:]

Not implemented
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- Violatlon Report: 12716 - 02472073 - MeHals, Clinlstine
PGH Namao! HE_RITAGE TOWERS
1. REGULATION 66 Pa.Code §2600

2600,132(h) - Residents shall svacuate to a designated meeting place away from the bullding or within the fire-safe area
during each fire drlil, .

2a, DESCRIPTION OF VIOLATION ' ;

During the Department's observatlon of a fire dilll concducted at the home on 2/16/13 at 5:00 AM, severa! tesldents Inthe

unaffected areas did not avacuale to the desighated meeting place wilkin the fire-safe area. The home's 11148/12 letter

from Flre and Life Safoly Solutlons that reads In part, “In my oplnion residents In your bullding that are not Inareas affected

gg r?lmi(}k?l anld f‘lﬁmdegl;ara In areas of refuge. Thess reskdents must stiil be retoved from thelt rooms 1o be consldered as
clpating In the dnill.” : -

3. PLAN OF CORRECTION {POC) (Atfach pagos as nocassary. Remomber that you niwist sign snd dato ariy aftched pages.)
Insliude steps to corrool the viofation descrivad above and'staps {0 provent a stmilar viclalion from ocaurring ageln. If sleps cannot bo completed
Immediately, nolulo dates hy which the staps will ba completed, '

The New Heritage Towers is a Confinuing Care Retirement Community that has independent living apartments, a
Personal Care Home (Heritage Towers), and a Skilled Nursing Facility. All (100%) of Personal Care Home tesidents
parilcipated in the Flre Drill conducted on February 15, 2013. Resldents who did not evacuate to fire safe areas in the dill
are independent living residents belng served by Wesley Enhanced Living Doylestown Home Care Agency (License
#18563601), a home care agency which Is separately licensed by the Pennsylvania Department of Heaith, Title 28 Part
IV Subpart H Chapter 611 which regulates home care services does require residents to evacuate during fire drills,

On (about} 3/1/2013, the focal licensing office of DPW made a new determination: Independent Living residents recelving
personal care services by Wesley Enhanced Living Doylestown Home Care Agency must have services deliversd in
compliance with Chapter 2600 Personal Care Homes. The local licensing office indicated additional violations would be
added fo those perfalning to the 2/14/2013-2/16/2013 survey.

The PC Administrator will ensure that all residents Identified with personal care neads are evacuated 10 a fire safe area,
during all fire drills with staff supervision, by holding additional sfeeping time drills over the next 3 months. The Director

of Faclilties will hold the unannounced diffls and maintain documentation of the drills. All residents receiving personal
care services through the Home Care license will be assessed 1o determine thelr care needs and a Personal Care
contract will be Initiated within 24 hours of the pre-screening assessment by 6/10/13. The PC administrator will plan for
staff training on evacuation procedures inclusive of in-services, walkthrough drills for staff, and fire drills Involving
residents, The PC Administrator will collaborate with the fire safety expert to develop a plan and schedule for conducting
fire drills at an Increased frequency over the next 3 months, or until the evacuation time goal Is achieved on the 11pm -
7am shiff,

The Personal Care Administrator and the Director of Facilities will monlfor adherence fo fire diill procedures utiizing the
Quality Management Program Mestings.

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

Signature of Lagal Entity Reprosantative
{Requlred on EVERY Pagio) ﬁ)‘nﬂ//g—ﬁ eI,

Printed Name and Titlo of Legal Entity Rapmnentatlﬂg 4 D '
fRequlrad on EVERY Page) | Daoayade Séz—’w‘r;‘ 2;’.5«71-&/-_@6 /4{:"%«13 sl e 5/} S/Z"d
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of -ZZ(D%T'}— Plan of correction implementation slatus as of & [15/12
. érﬁafeﬁ

[:] Fully Implomanted

@ Parllally implemented - Adeguale Progress
[:] Parflally Implemented - Inadequate Progross

[T} Notimplomented

The above plan of correolion was approved by
{Initlals)
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Violation Report: 12718 - 0271472013 - Morale, Ghristne
PCH Name: HERITAGE TOWERS

1. REGULATION 85 Pa.Code §2600
| 2600.132(j) - Elevators may not be used during a fire drill or a fire.

2a. DESCRIPTION OF VIOLATION ) .
During the Department observed fire drifl held on 2/15/13 residents ware evacualed with the use of the home's elevator Jocated on the
8th and 4th floars,

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

Include steps to comrect the viclallon described above and steps lo prevent a simitar viclation from oocuring agaln, if staps cannol be complated
immediately, include dates by which the steps will be complated.

Effective immediately, Personal Care Home Staff In the community have been Inslructed fo not utllize the elevator during fire
drills or fire. Staff have been instructed to utilize stalrs to access patients on the 4% and 8% floors of the homs, and to
supervise residents in fire safe areas on the respective floors.

We are in consultation with a different fire safely expert, to redesign our fire dril protocols as well as our building
configuration. Within 30 days, we will work with our fire safety expert to evaluate all of our fire evacuation procedures o
ensure the most expaditious and safe route(s) are used fo ensure the safsty of our residents. We will submil changes, if any,
o the Department based upon the oulcome or our expert's repord,

The April 2013 fire drill will be conducted without using the elevator. The Personal Care Administrator will adjust staffing
levels as needed to ensure safe evacuation during fire drills and fires, and to supervise residents in fire safe areas on the
respective floors. :

Monihly review of fire drill performance will Include observing for use of elevators by staff, The Personal Care Administrator
and the Director of Facilities will monitor adherence fo fire drill procedures utilizing the Quality Management Program.

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

Signature of Legal Entity Representative ¢\ p @
{Required on EVERY Paue) 2% "“'",1"-’(«""/(- ,,,,, b Erp

Printed Name and Title of Logal Entlly Bepresent-gﬂvo / L _ 1 bate .. ' -
[Redulred on EYﬁRY Pag_')o‘_(” o 'jé'*ﬂ“,,g/tr.-:ﬁ-m‘f"), '_/'2'1'1'(-H‘( / (;:?J("./ZE%H!H.‘ .*.;'/)l"t/;"—r"""" 3 / Y/ <y 3

_ DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI
The above plan of correction Is approved as of _#Zé%&,z_ Plan of correction implementation status as of 5 leli_}
{Date] Tbate

Fully Implamented
The above plan of correction was approved by QE

(Initiais}

Partially Implemented - Adequate Progress

Partlally Implemented - Inadequale Progress

HORO

Not Implemented
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Violation Report: 12718 - 02/14/2013 - McHale, Christine
PCH Name: HERITAGE TOWERS

1, REGULATION 55 Pa.Code §2600 ]
2600.183(d) - Only current prescription, OTC, sample and CAM for Individuals living In the home may be kept in the home

2a, DESCRIPTION OF VIOLATION
On 214413, medications prescribed for individual #5, who is not a current resldent of the home, was located in the home's nursing
area on the second floor,

3. PLAN OF CORRECTION (PQC) (Attach pages as necessary, Remember that you must sign and date any antached pages.) ' .

Include steps to correct the violation describod above and sleps lo prevent & similar violallon from oceurdng agaln, If steps cannaf he complated
Immeadiately, include datos by which the steps will be complated,

Madications belonging fo Individual #6 were stored in a lock and labeled box within the looked medication room.

The locked and labeled box for Individual #5 was removed from the Personal Care Home on 2/15/2013,

Direct Care Staff were educated that only current Personal Care Resldents’ medications are permitted to be in the Personal
Care medication room, '

An inspaction of the Personal Care medication room compleled by the Personal Care Administrator on 3/11/2013 revealed
that all medications present were for current Personal Care Resldents, By 4/30/2013, the Personal Care Administrator wilt
conduct 3 additional unannounced environmental surveillances of the medicalion room to verify stafl adherence. The results
of the surveillances will be reported in the Quality Management Program, Addltional correclive actions may be developed as
necessary to ensure 100% compliance,

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

Signature of Legal Entity Representaﬁ\';e .
{Required on EVERY Page) /\S))r'. r,y(j__ e bt
- (4

Printed Name and Title of Logal Entity Represent:ﬁve '

2y b : : - Date .,
(Required on EVERY Page) /), gt Sheores. Porsene N /},‘/,,.,,,.“ Gof oo e 5/ 1Y éﬂf 3
rd L4
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of ( { e), - Plan of correction implementation status as of {, I N !13
fe}

al
D Fully irplemented

@ Partially Implemenied - Adequale Progress

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

{Initials} :
[ ] Notimplemented
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Violation Repart: 12718 - 02/14/2013 ~Mcfiale, Ghristine
PCH Name: HERITAGE TOWERS

4. REGULATION 55 Pa,Code §2600
-| 2600.187(d) - The home shall follow the directions of the prescriber.

2a, DESCRIPTION OF VIOLATION
- Resident #2 is prescribed Aspirin chewabie 81 mg, The home is administering Aspirln enteric coated 81 mg.

- Resident #3 is prescribed Digoxin 0,125 mg wih the Instructions to take the resident's pulse first. On 2H1413 the medication was
atmintstered without taking the resldent's pulse.

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

Include steps to correcl the violation described ahove and sfeps fo pravent a simllar violatfon from occuring agaln. if steps cannot he compleled
immediately, include dates by which the steps will be compleled. ’

On 2/15/2013, the Home obtained chewable 84mg Asplrin for Resident #2 from the pharmacy.

Medication Technicians were educated to distingulish the difference between medications ordered in different forms,
including "chewable” and “enteric coasted” medications. When medications are received from the pharmacy or famlly
members, the intake process will now include confirming the form of the medication, If specified in the physician order,
maiches the physician order. Medications that are prescribed fo be administered in a specific form (ex. chewable} will not be
accepied In any other form unless permitted by physiclan order,

The current medication audit procedure results in 100% of medications being audited each month utilizing the Meadication
Audit tool. By 3/29/2013, the Medication Audit too! will be amended to Include verifying the form of the medication matches
the prescription. The Nurse Supervisor will review the result of monthly medication audils. Performance will be reported to
the Personal Care Administrator during Quality Management Program mesetings.

1

The failure fo obtain the pulse of Resident #3 appears to be an isolated incident involving ohe Medication Technician and
one administration of digoxin. The Medication Technician has been educated to look for and comply with physician direclions
for obtaining vital signs with medication administration. By 3/26/2013, the Nurse Supervisor will review the importance of
obtaining vital signs with medication adminlsiration when ordered by physicians with all Medication Technicians. Special
instructions for medication administration have been highlighted to alert Medication Technicians.

The Nurse Supervisor and designees audits MARs each month to identify incldents of fallure to folfow physiclan prescription

and provides individual and/or group re-educatfon as needed. The Nurse Supevisor will report performance fo the Personal
Care Adminisirator during Quality Management Program meetings. -

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

Stgnature of Legal Entity Repreéentative /\ ) 0 L
{Required on EVERY Page) ol M O S at—
’l

Printed Name and Title of L_e\gal Entity Represantativo Date - |
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The above ptan of correction is approved as of D' = Plan of correction Implementation status as of L ;—; ‘ 13
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The above plan of correction was approved by ( ”
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Violation Report: 12718 - 02/114/2013 - McHale, Chiistine
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa.Code §2600
2600.223(b) - The homme shall develop written progedures for the delivery and management of services from admission to
discharge.

2a. DESCRIPTION OF VIOLATION
The home does not have written procedures for the delivery and management of services,

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

Include steps to correc! the viclation described ahove and sleps fo preven! a similar viclafion from occurdng again. i sleps camnol be complaled
immediately, include dates hy which the steps wilt be compleled.

The policy on Delivery and Management of Services from Admission to Discharge provided a general overview of services
offered by the home. Details on procedures for services were contalned in separate policles and procedures for the services,
Attached is the Table of Content for the Heritage Towers Personal Care Policy and Procedure Manual.

On 2/18/2013, the policy on Delivery and Management of Services from Admission o Discharge was revised to list each
service provided by the Personal Care Home and includes detalls on the positions qualified to perform the service and the
timeframes for completing each service, By 3/26/2013, Personal Care Staff will be educated on the content of the attached

revised policy.

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

Signature of Legal Entity Representative - é &, ‘
(Required on EVERY Page) oA 7—’"“14}.?x¢.-(?..- g A R s
I

Printed Name and Title of Legai Entity R?)resontsitl{re ‘ Date

MM‘I‘rEd on EVERY..B.@.SLQI / (?'JH/‘-..{'( ﬂp¢w(( g Pl,tf:{'(.fu ,;-,.f (j’?f’f }%f"?glr {n/.jf/?}iaﬁ.h-" 3/, Y/ZO/ 1
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The above plan of correction is approved as of m{{éjt—gz—v Plan of correction implermnentation status as of 5!\7 ! i3
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Fully Implemented
Partially implemented - Adequate Progress
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Violation Report 12718 - 0271412013 - McHale, Chrisine
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa.Cocle §2600
2600.224{a) - A determination shall be made within 30 days prlor to admission and documented on the Department's
preadmission screening form that the needs of the resident can be met by the services provided by the home.

2a, DESCRIPTION OF VIOLATION
The pre-admission screaning form for resident #2, admilted 11/30/12, does not Include a delermination that the home can meet the
service needs of the resident. :

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

Include steps lo coreact the violatlon described above and steps lo pravent a simillar violation from ocourring agaln, f steps cannot be compleled
immediately, include dales by which the sleps will be complete),

The pre-admission screening form for Resldent #2 has been amendéd to include a late entry indicating that the Home can
meet the service needs of the resident. :

Since July 2012, the current quality review procedure has been effective at verifying presence of the required admission
documents on 100% of newly admitted residents. Going forward, the quality review process has been amended lo Include a
review of each document to ensure that It is accurately completed, including answering all questions and obtalning required
signatures. The Personal Care Administrator or designee will monitor the effectiveness of this process by reviewing the
records of newly admitted residents and reporting performance in the Quality Management Program msetings,

Regpeat Viclation: No Date(s) of Previous Violation{s):

Signature of Legal Entit;Reﬁlresentative )

{Required on EVERY Page) e ?“'fﬂ-w;[f\-‘(’ﬂ.f Y ot G e
) [ 7 ‘
Printed Name and Titlo of Logal Entity Representa'ﬂjve

e 4 ) . ‘ Dat 4
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Viclation Report: 12718 - 02/14/2013 - McHale, Christine
PCH Name: HERITAGE TOWERS

1, REGULATION 55 Pa.Code §2800
2600.226(c) - The resident shall have additional assessments as follows:
(1) Annually.
{2} If the condition of the resldent significantly changes prior to the annual assessment,
"{3) Atthe request of the Department upon cause to believe that an update is required,

2a. DESCRIPTION OF VIOLATION
- Resldent #1's most recent assessment dated 8/20/12 doss not address the resident's special diet of ground with think liguids and no
straws, the resldent's use of TED stockings, and the resident's fall history,

- Resldent #3's most recent assessment dated 3/30/12 does not address the resident's use of a foley catheter.

_- Resident #6's most recent assessment daled 12/22/12 does not address the resident’s wound care and the resident's fail history.

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

Include steps fo correct tha violation describad ahove and steps lo prevent & similar violalfon from pecurring again, If steps cannot be complated
immediately, include dates by which the steps will be compleled.

The RASP for Resident #1 was amended on 2/15/2013 fo appropriately address the resident's special diet of ground with

1 thick liguids and no straws, the resident's use of TED stockings, and the resident’s fall history. The resident and Designated
1 Other were nolified about the amendment to the RASP.

The RASP for Resident #3 was amended on 2/15/2013 fo appropriately address the resldent's use of a foley catheter. The

i resident and Designated Other were notified about the amendment to the RASP.

The RASP for Resident #6 was amended on 2/15/2013 to appropriately address the resident's wound care needs and the
resident's fall history. The resident and Designated Other were nofifled about the amendment to the RASP.

By 3/29/2013, the resident records and RASPs of 100% of current resldents will be reviewed and amended as necessary so
that the special diet, fall history, and special care needs are addressed on the RASP. The respective residents, Designated
Persons, and the physiclans will be nofifled of the amendment,

Going forward, when new physician orders are received or newl/changing care needs are identified, the Nurse Supervisor or
designee will flag the resident record for review by the Nurse Supervisor, The Nurse Supervisor or designee will amend the
RASP within 5 days 1o ensure care needs are assessed and a support plan is developed. The Nurse Supervisor will review
all flagged records fo ensure RASPs are updated. Performance will be reported to the Personal Care Administrator during
Quality Management Program mestings.

Repeat Vlolatlon: No Dato(s) of Previous Violation{s}:

Signature of Legal Entl.iy-Répre.sentatIVe <
{Required en EVERY Page} /k e ( S/L VL

Printed Name and Title of l.egal Entity Represen( t’lw: -
) Date < v .
(Regulrad on EVERY Paqo) /.\ m/‘ e f/f,u,a(” {,;,,,\ i Coape /}r/m m et e /f v ]
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The above plan of correction is approved as of %‘—lﬁ}—}wm Plan of correction Implementation status as of 5 ) 17 ‘L}
i
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\ ] Partially Implemented - Adequate Progress
The above plan of correction was approved by I::I Partially Implsmented - inadequate Progress

{Initials} .
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Violatlon Report: 12718 - 02/14/2013 - McHele, Chrisline
PCH Name: HERITAGE TOWERS

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each home shall document in the resident's support plan the medical, dental, vision, hearing, mental health -
or other behavioral care services that will be made available to the resident, or referrals for the resident to outside services
if the resident's physician, physician's assistant or certified registered nurse practitioner, determtne the necessity of these
sarvices,

2a. DESCRIPTICN OF VIOLATION

- Resident #3's most recent support plan dated 4/4/12 does not address the assistance that the resident nesds during emergency
evacuglions,

- Resldent #8's most recent support plan dated 12/24/11 does not address the assrstance thai the resident needs during emergency
evacuations.

3, PLAN OF CORRECTION (POG) {Aitach pages es necessary. Remember that you must sigh and date any attached papes.)

Include steps to correct the violafion described above and steps to pravent a similer violation from occurring agaln. If sleps canno! be completed
immediately, inciude dates by which the steps will be completud,

Our qualily review of Resident Assessment and Support Plans {(RASP) included confirming the mobility status on the RASP
malched the mobility status indicated by the physician on the DME, and the assessment and corresponding support plan
documented on the RASP were reflective of the residents’ needs as observed by Direct Care Staff,

The physician for Resident #3 indicated the mobility status of "Moderate (Immobile)”, The assessment and corresponding
support plan for Resident #3 reflects actual limited need for assistance fo evacuate in an emergency, which is consistent will
“Minimal (Mobile)". On 3/13/2013, the assessment and support plan were amended to indicale the Direct Care Staff's
assessment level as "Minimal (Meblle)”. The resident, Designated Person, and physician will be notified of the amendment,
The physician for Resident #6 indicated the mobility status of "Moderate (Immobile)’. The assessment and corresponding
support plan for Resident #6 reflects actual limited need for assistance o evacuate In an emergency, which is consistent will
“Minimal (Mobile)". On 3/13/2013, the assessment and support plan were amended to indicate the Direct Care Staff's
assessment level as "Minimal (Mobile)”. The resident, Designated Person, and physician will be notified of the amendment,
By 3/29/2013, the mobility assessments and support plans of 100% of current residents will be reviewed and amended as
necessary so that the mobility assessment level is reflective of the actual assessments and support plans developad by
Direct Care Staff, The respective residents, Designated Persons, and the physicians will be nofified of the amendment,

Going forward, mobiiity assistance assessment levels indicated on RASPs is reflective of the assessments and support plans
developed by Direct Care Staff, if the mobility designation developed by the Direct Care Staff differs from the physician's
mobility level designation, the physician will be contacted and a note will be entered into the resident's record, The Nurse
Supetrvisor will review all new and annual RASPs, DMEs, and resident records {o verify appropriate mobility leve!
designations. Performance will be reported io the Personal Care Administrator during Quality Management Program
meetings.

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

Signature of Legal Entity Representati\re &
;aegulred on EVERY Page) Fyet. ,49(_»

(ﬂ/’() L P

Printed Name and Title of Legal Entity Represen(edive Date
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Violatlen Report: 12718 ..02/14/2013 - McHale, Christine
PCH Name: HERITAGE TOWERS

1. REGULATION §5 Pa.Code §2600
2600.261(c) - The home shall use standardized forms to record Information In the resident's record.

2a, DESCRIPTION OF VIOLATION
The home did not compleled resident assessments and support plans, using the required forms, for residents #7, 8,9, 10, 11, 12,13,
14, 15, 16, 17, 18, 19, 20 and 21.

3. PLAN OF CORRECTION {POC) (Aitach pages as necessary, Remember that you nwst sign and date sy attached pages.)
Inelude éteps to borrect the vinlation dascribed above and sleps to prevent a simitar violation from occurring again. If steps cannof ba compleled

immadiately, lnclude datos by wiich the stops will be compleled, .
The New Heritage Towers is 8 Continuing Care Retirement Community that has independent living apariments, a Personal

Care Home (Heritage Towers), and a Skilled Nursing Facliity. Residenis #7, 8, 9, 10, 11, 12, 13, 14, 16, 17, 18,19, and 20
are independent living residents being served by Wesley Enhanced Living Doylestown Homme Care Agency {License
#18563601), a home care agency which is separately licensed by the Pennsylvania Department of Health. Documents
provided for home care ageney clients comply with the regulations that govern home care agencles - Title 28 Part 1V Subpart
H Chapter 611, Assessments and support plans for each of these residents were developed and documented using home
care agency standard forms, Home care regulations do not require home care agencles to utllize forms developed by DPW.
Heritage Towers Is in disagreement with the violation because the cited residents live on upper floors and receive services
under @ PA DOH Home Care License, in cooperation with a plan to have all DPW licensed Personal Care services provided
on floors 2 and 3 of the CCRC high-rise building, This arrangement had faclt and verbal approval by the local licensing office.
A change In this approval came through a telsphone call from the local office on (about) 3/1/2013 indicating that due to a new
determination by DPW, additional violations would be added to those pertalning to the 2/14/2013-2/15/2013 survey, that would
require consideration of persons served undsr the Home Care license wouid need to follow all DPW Personal Care rules and
regulations, We believe dual licensure Is unnecessary for wellbeing and appropriate serving clients and that the said division
by floor Is appropriate,

However, if the violation remains, the plan to correct is as follows: By 4/10/2013, the PC Administrator wifl prescreen
Residents #7, 8, 9, 10, 11, 12, 13 14, 15, 16, 17, 18, 19, and 20 and present the approprlale residents with resident home
contracts for becoming residents of Heritage Towers Personal Care Home. The PC Nurse Supervisor or deslgnes wil
complete a resident assessment for each new admisslon within 15 days of admissions utilizing the required DPW form
(RASP). Within 30 days of admission, the PC Nurse Supervisor or designee will complete an Individualized support plan for
each resident using the required DPW form (RASP). The PC nurse supervisor or designee will review the RASP form for
each these newly admitted residents to ensura it is completed in adherence with our current procedure for completing
assessment and support plan documentation for newly admitted residents,. The PC Nurse Supervisor will report findings In
the Quality Management Program Meetings.

Resident #15 is a resldent of the Heritage Towers Personal Care Home effective 2/11/2013, and has an assessment and
support plan documented on the DPW RASP form. Resident #21 discontinued receiving services effective 1/16/2013.

- Correclive action is not recuired. :
Repeat Viotation: No Date(s) of Previous Violatlon(s):

Signature of Legal Entity Representative ..
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