W pennsylvania

DEPARTMENT OF PUBLIC WELFARE

CERTIFIED MAIL ~ RETURN RECEIPT REQUESTED
MAILING DATE: July 31, 2013

Mr. David Barnes, Authorized Agent
Watermark Operator, LLC
2020 Rudasill Road
Tucson, Arizona 85704
RE: Rose Tree Place
500 Sandy Bank Road
Media, Pennsylvania 19063

Dear Mr. Barnes:

As a result of the Department of Public Welfare’s licensing inspection on
May 21, 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 Adult Residential Licensing so that compliance can be
verified.

Pictons A/t
Christine McHale @
Acting Regional Licensing Administrator

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
NSH 1001 Sterigere Street Bldg, 2 Room 161 | Norristown, PA 12401 | 610.270.1137 | F 610.270.1147 | www.dpw.state.pa.us




VIOLATION REPORT

PERSONAL CARE HOMES - 88 Pa.Codo Ghapler 2600 Page 1 of 2

PCH Name: ROSE TREE PLACE

Lloonso Nunsher: 13281

Address: 500 SANDY BANK ROAD, MEDIA, PA 19083

County: Delaware

Adminlstrator; Timothy Ballas Reglion: SOUTHEAST
Lagal Entity Name: WATERMARK OPERATOR LLG
Lagnl Entily Address: 2020 WEST RUDASILL ROAD, TUCSON, AZ 85704
Cortiffoate(s} of Osoupancy
Staffinyg Hours
Resldent Suppord 0 , ) Tatal Dally 8taff: 178 Waking $latf: 131
Notioe: Unannounged .

Type of napscilon: Partlal BHA Dooket Nimben

Reason{s) for mapection(s)
fncident

Qn-8ite Inepactions Dates and Departinent Repressntatives On-Slte
08/21/2019: Kazimet, Lavren: Sledge, Andrea

Off-8ite Inapection Rates and Inspectors, IF Applicahle

Qthor Datalls

Fartlal or PUlt THgers: Rarctom fivdlcators:

Resldent Demographis Datd as of lsnection Dates

'L!GG]:lSBd Qapaclly: 149

Number of Resldents Sorveds 118

Bacurad Dementin Oars Unif In Homer Yos

Arest ' Havo Montal lifness: 2

Secured bemontta Unit Capaclly, If Anpilcable: 28

Numker of Resltdents Sarved fn Socured Demantla Gars Unit,
if applloablo: 28

Number of Clrrent Hosplas Rosldonla! 8

Nunihor of Houplee Rustdeile In pret year: 23

Number of Restdents whot
Recelve Supplementdl Sosurity Insemg! O

Avo 80 Yoars of Age or Older: 117

Heve st [ntellociual Disabliityi O
Havé r Mobility Need: 56
Have a Physlonl Disablilly: Z
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Page 2 of 2

Violalfon Reparl: 13287 « 061217015 - Razimer, Lauran
PGH Name: ROSE TREE PLAGE

1. REGULATION 85 Pa.Code §2600

2600.42(b) - A resident may not be nagleclad, hlimideted, phystoally or verbally abused, mistreated, subjeated to corporal
punishment or disolpiined it any way,

{ were made awars of rasldent #1's fall. Approximalsty six hotrs Tater, at 11:30am, resident #1's roommate mads staff aware that the

23, DESGRIPTION OF VIOLATION

Raaldent 31 had an unwiinessad fall In thelr hedvoom eround 4115am on /9113, Thied shift slaff members reaponded to the call
pendant and assessed the reg/dent. According lo alalf, the resident dented pain ar hifing thelr head during The fall, Stalf sssleted
resfdent #1 ack Into hod and el the reom around 4:46am,

Slal reported thal they would eheck on the reskient before they Isft af the end of thelr shift, Not all slaff meimbers on the next shit

realdent had nol baen sean all mornlng. Staff wenl Info resldont #1's room to find her unresponalve, wilh o pulsa, and ccld 1o the
t(;utorli gesmen!rgi Was proncunced dead at 11:66ar, Staff neglested fo shack on te tasldent after the unwitnasasd fall when they
stated they would,

3, PLAN OF GORRECTIOM (POC) (Attach pages a3 necessary, Renorubey that you rmust sign pnd date By attnohed poges.)

Inchede slopd lo conaoct e vielation desaribed above end sleps lo prevent & slmitar vislalion fiom ocourring agaln, If sleps canvot be eatrileled
Immedlately, Includs dales by vhioh he steps will he complslsd.

Hease. See MG\_L\\&&

Repoat Vielation: No Patofs} of Previous Violatlon{s):,
Slgnatare of Logal Entity Representative .
Regliod on EVERY Pegio T2 e
Printod Name and Title of Lagal Entity Ropreasntative | /
{Ragulved on EVERY Pagie) T:»W"j & Mes Pata € 7/ '3
{

PEPARTMENT USE ONLY.- HOMES MAY NOT WRITE BELOW THIS LINE]

The abova plan of dorrection is appraved as of % Plan of cosracilon Implementation status gs of (91 /1

. ' ’ !ﬁa;e;""
[:] Fully mplamaniacd
E Perllally inplamonted - Adequate Progress

The above plan of eorraolion was approved by ,,,.Q@,'\“m [_] Pertially Implementad - [nadequate Progress
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Regulation 2600.42{h)

A Resident may not be.negfected, Intimldated, physically or verbally abused, mistreated, subjected to corporal
punishment or disciplined in any way.

Plan of correctlon

We request this violatlon be withdrawn, The Resident was never neglected, intimidated, physically or verbally abused,
mistreated, subjected to corporal punishment or disciplined In any way.

According to the Regulatory Compllance Guide regulation 42b prohibits “Neglect of the Resident, which results in
physical harm, pain or mental anguish”, The Coroner report stated the resident’s cause of death was Intracerebral
hemorrhage due to or as a consequence of arteriosclerotic cardiovascular disease. Other significant conditions
contributing to death: hyperlipidemia, gastroesophageal reftux disease, According to Dr. he medical examiner,
her death was not due to injury. it was classified as a natural death. (Attachment #1 and #2),

The Resident had no injury at the time of the fall, She indicated she did not hit her head, she moved freely
about and denled that she was experiencing any pain. The resident was alert oriented and joking with the
nurse when assessed her after the fall. She was not in any distress, all assessment findings were normal, and
stated she was fine. As per her Assessment and RASP, the resident was alert and oriented and needed very
minor assistance with ADL's, assistance only In or with showering. Resldent often chose to eat breakfast in
her room. The staff nurse did tell the resident’s family he would check on the resident before he left at the
end of his shift, expecting it would be primarily for emotional support. However as will happen in nursing, he
was pulled into another emergency that morning before leaving, so he was unable to do this himself.
However, he did the appropriate actlon of reporting the fall occurrence to the on-coming nursing supervisor
and gave his post-falt assessment findings, where all findings were WNLs. The nursing supervisor who was
working the next shift intended to check in as a follow up and would have checked on the resident during her
shift. She was however called to the room by the aid at approximately 11:30am before she could do so.

When the off going Supervisor left the resident at approximately 4:45am, she (Resident) was capable of
pushing her alarm pendant if she had any concerns, The day nurse was called to room at 11:30am. Post
incident follow up on a resident with this leve! of acuity would be expected to be within the shift by the
Nurse. in view that the aides would check in on their rounds and report Issues, and that the nurse still had
several hours remaining in her shift to document her full post fall assessment, we do not feel this warrants a
finding of an act of neglect.

If the violation is not withdrawn the following Is the plan of correction for the violation

Watermark Retirement Communities recently initiated an “Alert Charting” policy which indicates all residents will be
assessed post incident at various intervals during the 72 hours following the Incident. The documentation will be
completed by Resident Care Director and/or Nursing Supervisors, Although it was hormal practice to assess a resident
for three days post fall this policy clearly defines the expectations.

To assure on-going compliance, all Careglvers recelve a crossover meeting with supervisors at the start of their shift to
be made aware of any incidents or pertinent information.

The Resldent Care Director, wiil have oversight of alert charting and crossover meetings,
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