COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE

CERTIFICATE OF COMPLIA?D

This Certificate is hereby granted to EVERGREEN ELDER Cﬂg&%}\fc
To operate. THE VILLA ST. ELIZABETH

NAME OF FAGHLITY

ABDRESS OF:'SATELL.\Té S]TE. = ADDRESSIOF SATELLITE'SITE

DDRESS OF SATELLITE SITE

ovember 18,

No: 205760

1SSUING OFFICER

NOTE: This certificate is issued for the above site(s) only and is not transferable
and shouid be posted in a conspicuous place in the facility. PW 628 — 10413




"o pennsylvania

O
( DEPARTMENT OF PUBLIC WELFARE

NOV 1 8 2013

Ms. Jean Bready, Owner-President
Evergreen Elder Care Inc.

1201 Museum Road

Reading, Pennsylvania 19611

RE: The Villa St. Elizabeth
License #: 205760

Dear Ms. Bready:

As a result of the Department of Public Welfare's (Department) licensing
inspection on September 5, 2013, of the above facility, the violations with 55 Pa.Code
Ch. 2600 {relating to Personal Care Homes) specified on the enclosed License
Inspection Summary were found.

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

Sincerely,

Al

Matthew J. Jones
Acting Director__,

Enclosures
License
License Inspection Summary

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 11

PCH Name: THE VILLA ST ELIZABETH

License Number: 20576

Address; 1201 MUSEUM ROAD, READING, PA 19611

Gounty: Berks

Administrator: JEAN BREADY

Region: NORTHEAST

Legal Entity Name: EVERGREEN ELDER CARE INC

Lagal Entity Address: 1201 MUSEUM ROAD, READING, PA 18611

Certificate{s) of Occupancy
C-1
04/20/1992

PA L&I

Staffing Hours
Resident Support: 0 Total Daily Staff, 71

Waking Staff: 53

Type of Inspection: Fult BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s)
Renewal, Provisional, Complaint

On-Site Inspections Dates and Department Representatives On-Site
00/05/2013: OHaire, Anne; Novak, Ryan; Harvey, Jason

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details

Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity: B2 Number of Residents who:

Number of Residents Served: 71

Secured Dementia Care Unit in Home: No
Area:

Secured Dementla Unit Capacity, If Applicaile:

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

Number of Gurrent Hospice Residents: 2

Number of Hosplee Residents in past year; P

Recelve Supplemental Security income: 23

Are 60 Years of Age ar Older: 64
Have Mental lliness: 47
Have an Intellectual Disabliity: 3
Have a Moblliity Need: D

Have a Physical Disability: O




Page2of 1 .

Violatlon Report: 20576 - D9/235/2013 - OHaire, Anne
PCH Name: THE VILLA 8T ELIZABETH

1. REGULATION 55 Pa.Code §2500

2500.17 - Resident records shall be confldential, and, except In emergencies, may not be accessible to anyone other than
the resfdent, the Lessdents designated person if any, staff persons for the purpose of providing servicas to the resident,
agenis of the Debartment and the leng-term care ombudsman without the written consent of the resident, an individual

holding the resident’s power of attomay for heaith care or health Gare proxy or a res:dent’s desngnated person, o ifa court )
-orders disciosure, : ) ;

Za, DESCRIPTION OF VIOLATION ' ) N o
The binder fabeled annual licensing inspections Incated oulslde of Admimstraim‘s "A’office comamed a DME and RASP for Resldent#
1, These documents contzined ¢onfidential informaticn and were accessible to anyone in the homa. :

3. PLAN OF GORRECTION (PGG} (Altach pages as necessary. Remember that you must sign and date sny atteched pages.)
{nclude steps 1o comact the viclatian described above ond steps o pravent & s.fm:‘iarvblauon From occuring again, if steps cannot be completed
immediately, include dates by which the steps will be completsd.
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Repeat Viclation: Yes Date{s) of Previous Viclation{s):| 03/12/2013
Signature of Legal Enfity Represantative Rk ﬁs e D |
{Required gn EVERY Page] T"' R
)
Printed Name and Titie of Legal Entity Representative ™ i )
{Required on EVERY Page) J@:@A)A TV T 16 -4-13
DEPARTMENT USE ONLY - HDMI!S MAY NOT WRITE BELOW THIS LINE} ‘
The above plan of correstion fs approved & of j—j—-—————-'_{Dﬁj Plah of comeation imp%e.mentaﬁan status as of / —}¢ =3
B LA .
: {Dale)

D Fully Implemented

’{t, % Fartially Implemented « Adequa?e Progress@

The above plan of carrection was approved by Partially implemented - Inadequale Progress
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The managemant of the facllity respectiully subniits that this citation is not appropriate for the following reasons:

1. For over thirteen years under the current ownership, the facility complied with the regulations 2500.3¢c of the LM and
then RCG. The posted Inspections and related viclation report replies always contained the attachments necessary to
support the facllity's responses, Additfonally, the facllity inciuded the cross-referencing documents — Resldent and Staff

Priyacy Coding Documents.

2 Dulirsg the 3-12-2013. Inspection, the-facility was cited for having Resident and Privacy Cading Documertts in its posteds -~

inspection book. During that inspection, the faciity administrator removed these documents immediately while the
inspectors were still on the site, Nanetheless, the Inspector viclated the facility for having thase documenits in the beok,

3,  Inthe 4-18-2013 viclatien repart reply to the DPW, the administrator requested the help of the DPW staff to clarify the
followlrg:

a.  “Wisrequested by the management of the faclbty that the DPW amend Reguiation 2600.3¢ to specify the
ornission of the resident and staff privacy coding documents when posting the current license inspection
summaries In a public place. This would clorify the proper compllance to Reguiation 2600.3t, Additionally, the
form — Resldent Privacy Coding Document —Is requested to be listed as part of the resident recards as detailed in
Reguigtich 2600.252 - Content of Resident Records”.

b.  Asof this date, the DPW staff has not responded to this request for help.

4, During that same 3-12-2013 Inspection, two other inspection replies — 8-29-2012 and 1-10-2013 ~ were posted in the same
book the inspector cited the facility for the 3-12-20123 reply having the Resldent and 5taff Privacy Coding Documents,

Both of these reparts contained attachments to supgart the facility's respanses to citations noted by the Inspectors of the

two inspections — 8-28-2012 and 1-10-2013, The inspector did not mention 1o the management of the facllity nor did the

inspector violate the facliity for the attachments havirg the names of restdents in them.

8.  ATTACHMENT A -the 8-298-2013 facility reply to the DPW dated 3-21-2013 included copies of a resident’s power
of attorney as weall as a lnase executed by the resident’s POA,

b, ATTACHMENTY B —the 1-10-2013 facllity reply to the DPW dated 2-1-2013 included a copy of & physician’s memo
which included the name of the resident.

5. Thé facility management subrmlts that the inspector during the 3-12-2013 inspection reviewed the faciiity’s inspection
back and overlooked the attachments with residents’ nameas on them, yet violated the facility only on the Privacy Coding
Documents. Had the Inspector cited the attachments as well, they would have been immedistely removed as tha Privacy
Documents were, Accordingly, the inspector during the 9-5-2013 inspection would have not discovered any attachments
with residents’ naimes just as the inspector did not find any Privacy Coding Documents.

6. Additionally, the DPW failed to respond to the facility's formal request for assistance from 4-18-2013 {see paragraph 3a
above). The administrator feels there was ample time for the DPW to acknowledge the facility’s request for assistanoe
hetween the 4-8-2013 request date and the date of this inspection - 3-5-2013,

Aghering to Page 28 of the DPWY Licensing Reference Manua! {8-1-2013 editign] Can settings dispute a finding on the WS?, which

states: “Settings may dacument disagreemant with a finding, and/or may docurert that providing a plan does not constitute
admission that the iisted violation is accurate, However, settings must provide a plan to correct each violation & addition to any
statarnent(s) disputing the report’s findings”, the facility is complying by presenting the following plan, The facility has disputed the
findings noted on Section 23 above. Inthe spirit of compliance with the LRM, the required plan s submitted below: :

1. Regulation 2600.17 Is important bacayse It protects resident privacy and ensures the confidentiality of all resident records, The
facility has abways been committed to insuring that privacy of resident records and remains committed on-geing.

2. The regulation was violated because the [nspector discovered two attachments to an appes) of a previous violation repoit did
not havé the resident’s name blackad out, Resultantly, the resident’s name was unwittinaly accessible to 3nyone who would
read th% response 1o the ezrlier Inspection.

3,  The caude of this actien was the confusion on the part of the management team of the facllity. On 4-8-2013, the administrator
requested assistance from the DPW relating to this particular violation {see above), bacsuse it was felt that the regulation
requiring the posting of past Inspectians and related violation report replies ~ 2600.3¢ — differed with 2600,17.

4, The violation was correcied Iramediately on the day of the inspection while the Inspectors were stifl at the facility.

5. The facility has completely instilled tts measures to prevent future occurrences. All replies to inspection findings {including this
reply) are duplicated before transmittal to the DPW. The duplicate copy Is then be earmarked as the copy to be placed in the
Facitlty’s inspection boak,

6, The administrator will persanally inltlal alf attachments canfirming the proper blacking out of all prwate Information for the
prevention of future violations,

Signature of Legal Entity Representative: 7 Uﬂ
Print Name and Title of Legal Entity Representative * .J gﬁﬁlﬁw Ot —Date: V0 'Jf' -1

U A - 5”‘?
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Violation Report: 20576 - 00/05/2013 - CHaire, Anne
PGH Name:; THE VILLA ST ELIZABETH

1, REGULATION 55 Pa,Code §2600
2600.65(e) - Direct care staff persons shall have at least 12 hours of annual training relating to their job duties.

2a. DESCRIPTION OF VIOLATION
Direct Care staff member "B" only completed 10 of the 12 hours of required training for the 2012 training year

3. PLAN OF CORRECTION (POC) {Aftach pages BS necessary. Remember that you must sign and date any attached pages.)
Inciude steps to correct the violation described above and steps fo prevent a simifar viofation from ocourring again, If steps cahnot be complefed
Immediately, include dates by which the steps will be completed.

1, Regulation 2600.65e Is important to ensure that the facility’s direct care staff persons recelve high guality training to
continue to develop their knowledge of regulatory requirements and best practices in resident care.

2. This regulation was violated because of the administrator-instructor did not confirm on the day of the training that staff

member B was in attendance for the Emergency Preparedness Training on 12-17-2012, staff member B had not signed the
attendance sheet, By not recelving credit far the Emergency Preparedness Training, staff member B aceumulated only 11
hours of her annual tratning requirement Instead of the requirement of 12 hours per year,

3, The tralning instructor took a roll call and passed around the sign-in sheet for her Emergency Preparedness Training. She
falled to properly review the tralning attandance documents and proceeded to present the personnel departmant with an
Inaccurate form resulting in staff member B receiving credit for the Emergency Preparedness Training.

4 To fix this problem right away, the facility management team Instituted the cross—checking of the training attendance
sheet with the personnel department’s employee file forms, Boththe adminlstrator and personnel manager Must cross-
check and sign off to Insure accuracy. {Addendum note 11-12-2013; Additionally, staff member B has been scheduled to
be trained on the Emergency Preparedness Plan on 30-29-2013, This training was completed and designated to cover her

issed 2012 training requirernent per the DPW, taff member B will then be trained again on the Emergenc
Preparedness priorto 12-31-2013 and this tralning will be credited {0 her 2013 training reguirements.}

5, The adiministrator, personnel manager and company database manager are requlred ta confer as to the validity of all
employee training documents, Additionally, the creation of a streamlined employee tralning database serves to safeguard
accuracy and prevent future violation. :

6. The adrhinistrator, personnel manager and database manager, individually and collectlvely, are responsible to process the

all tralning documents through the three-way cross-check and the proper input into the computer database.

1

Anbendun wote AdDED 1122013 <o [ o

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

Signature of Legal Entity Representative
-{Regquired on EVERY Page)

nl

Printed Name and Title of Legal Entity Representatits

{Required ori EVERY Page) . Bpsd Y , Otd NES Date /). 4', e
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of comection is approved as of u_ﬁ:i‘é- Plan of comection implementation stalus as of J1-13-13
(Daie} —-—--(—D"a—té‘j—‘

- I___] Fully Implemenied
Partially Implemented - Adequate Progress

The above plan of correction was approved by Q % L__] Partially Implemented - Inadequate Progress
(Inifals) L—_l _

Not Implemsnted
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Vickanon Report: 20576 - 09/05/2013 - OHa!ra. Anne
PCH Name: THE VILLA ST ELIZABETH

1. REGULATION 55 Pa.Code §2600 |

2600.65(g) ~ Direct care staff persons, ancillary staff persons, substitute personne! 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 trained by & fire safety expert.

© {2) Emergency preparedness procedures and recognition and response to crises and emergency situations.

(3) Resident rights.

(4) The Older Adult Protective Services Act (35 P. §. §§ 10225.101-10225.5102).

(5) Falls and accident prevention. - ) ‘ _
(6) New population groups that are being served at the home that were not previously served, if applicable.

2a, DESCRIPTION OF VIOLATION o
Direct Care sta#f member "B did not receive training in emergency preparedness for 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 carract the violation described above and sleps to prevent a simiiar violation from occurring agaln. If steps cannof be completed
immediately, Include dates by which the steps will be completed, :

1. Regulation 2600,65g is important to ensure that the facility’s direct care staff persons are reminded of the facility’s
_ emergency procedures and mandated reporting reguirements. This regulation requires the facllity to train annually on
essential care procedures including emergancy procedure, falls, etc.

2, * This regulation was violated because of the administrator-instructor did not confirm on the day of the training that staff
member B was In attendance for the Emergency Preparedness Tralning on 12-17-2012, staff member 8 had not signad the
attendance sheet, By not recelving credit for the Emergency Preparedness Training, staff member B accumulated only 11
hours of her annual training requirement instead of the requirement of 12 hours per year. {Addendum note 11-12-2013:
Please see Attachment DD, which Ids the 2012 training sumnmary for staff member B. 1t details that she had accupnulated
11 hours of her 12 mandatory hours, Her 2012 training on the Emergency Preparedness Plan was conducted on 10-29-
2013.) Had this breakdown been caught at the time, individual training could have be given to staff member 8 to achieve

~ her annual requirement.

3,  The training instructor took a roll call and passed around the sign-in sheet for her Emergency Preparedness Training. She
failed to properly review the training attendance documents and proceeded to present the personne! department with an
Inaccurate form resulting in staff member B receiving credit for the Emergency Preparedness Training. )

4, To fix this problem right away, the facility management team instituted the cross-checking of the training attendance
sheet with the personnel department’s employee file forms. Both the administrator and personnel manager must cross-
¢heck and sign off to Insure accuracy,

5. The administrator, personnel manager and company database manager are required to confer as to the validity of ali
employee training documents. Additianally, the creation of a streamlined employee training database serves to safeguard
accuracy and prevent-future violation, :

6. The adminlstrator, personnel manager and database manager, Indivicually and collectively, are responsible to process the
all tralning documents through the three-way cross-check and the proper input into the computer database. '

Domesd hum  nete. Anoed Waiz-2013 7 N o V?)M\ BAAn.

Repeat Violation: No Date{s) of Previous Violation{s): ‘ / \
pp A

Signature of Legal Entity Representative

{Required on EVERY Page)

Printed Name and Title of Legal Entity Representativ

; . Dat .
(Requlred on EVERY Page) ‘ J. GQEQQDV ~Olunde r st 1o, 13
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The abeve plan of correction is approved as of 113/ Plan of correction implementation status as of - 3
(Date) Date

Fully Implemented
Partially Implemented - Adequate Progress

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

(Init=is) Not Implemented

OO0R0
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Viclation Report: 20576 - 09/05/2013 - OHaire, Anne
PCH Name: THE VILLA ST ELIZABETH

1, REGULATION 85 Pa.Code §2600
2600,93(a) - Each ramp, Interior stairway and outside steps must have a well-secured handrail.

2a. DESCRIPTION OF VIOLATION
The door leading from the cottage's lower level dining room fo the home's designated smoking has a step-down of 6 inches; the hame
does not have a weli-secured handrail for the slep-down.

The Egress from the 1st ficor fire escape located next 1o room #144 in the home's cottage area has steps; the home does not have a
well-secured handrail for the steps.

The Egress from the 1st floor fire escape located next to room #142 in the home’s cottage area has steps; the horme does not have a
well-secured handrail for the steps.

3, PLAN OF CORRECT!ON (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 simiiar violation from cocuring again. If steps cannot be complated
immediately, include dates by which the steps will be completed. -

PN S:LQ. \;‘\\6)&"1' ’?@5‘6

”Dr\b DA M U\J&“t'% /&Q Q'EO
\\-\2-- 20123

%‘“‘“M DNdom |

Repeat Violation: Yes Date(s) of Previous Vi blation(s): 0371272013

Signature of Legal Entity Representative
{Required on EVERY Page]

i

Printed Name and Title of Legal Entity Representative'™ * |
{Required on EVERY Page) ), Bready —Cvene.r Date / gt ) 2
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

§ r/ Lf')
’—{-—-3—-; Plan of correction implementation status as of [/ I~ 35
(Date) AT

Fully Implemented
The above plan of cotrection was approved by Q}% :
{Inltia¥)

The above plan of correction is approved as of

Partially Imptemented - Adequate Progress
Partially Implemented - Inadequate Progress

Not Implemented

OOx0U
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The management of the facility respectfufly submits that this citation by the inspector Is not appropriate because an inspector on
the previous full Inspection less than six months earlier on 3-12-2013 clted this same regulation for only in Interlor door with a one
step down. At that time there was no discussion nor citation by the inspector on the exit doors by room 144, 142 and the lower
dining room, Additionally, the facifity has not changed its physical site blueprint and has not added or modified any doorways or
exits during the more than thirteen years of the current ownership, The management added a grab bar to the one step interior
doorway cited on the 3-12-2013 Inspection.

Again, had the exits been cited during that 3-12-2013 Inspection, the facllity would have taken immediate actlon to comply, Instead,
the management understood these exit doors by rooms 144, 142 and the lower dining room as belng only about three inches above
grade, Since the 93a regulation cltes “outside steps” — plural - and the fact that there was never a previous discussion by a DPW
inspector throughout the years, the management understood that these doarways were not covered by this regulation,

Adhering to Page 28 of the bPW Licensing Reference Ma nual (9-1-2013 edition) Can settings dispute a finding on the LIS? which
states: “Settings may document disagreement with a finding, and/or may decument that providing a plan does not canstitute
admission that the listed violation is accurate, However, settings must provide a plan to correct each violation In addition to any
statement(s) disputing the report’s findings”, the facility s complying by presenting the following plan. The faciiity has disputed the
findings noted on Section 2a above, In the spirit of compliance with the LRM, the required plan is submitted below:

1. Regulation 2600.93a is Important to ensure the safety of the residents, thelr famllies, the staff and visltors by preventing
trips and falls, Compliance to this regulation prevents falls and provides for the safe evacuation durlng emergency

evacuations,

2, This regulation was violated because the inspector belleved that the exits near rooms 144, 142 and the lower dining room
are covered by this regulation.

3, This citation was caused by the fact that the facifity has never had grab bars Installed at these exits because of the slight
difference from floor level to the ground lavel,

4, To fixthis right away, the facility instatled handies to the doorways for each of these exits,

5. The installation of handles will now prevent any future citations by the DPW Inspectors, {Addendum not 11-12-2013: The
administrator and maintenance manager will conduct a monthly property and bullding inspection to insure the proper

ndition and locations of the handles and ha lls. Evajuations will be ngted to the need for additions or replacements

durihg this inspection.}

6. Unless the facility undergoes construction of additional exits or interior modifications, there will be no cther locations
requiring handles or handralls, The administrator and maintenance manager will be responsible for on-golng compllance
to this regulation,

Anoenbum Nele Appep 11- /bmﬁ Adomn. .

Slgnature of Lepal Entity Representative:

print Name and Title of Legal Entity Representative : '

QV\/M Mm |1-13~1F
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ioTation Report 20576 - 0GI0672013 - Onaire, Anne
PCH Name: THE VILLA ST ELIZABETH

4. REGULATION 55 Pa.Code §2600
2600.105(g)(1) - To reduce the risks of fire hazards, rnt shall be
each use, {

I |
removad from the lint trap and drum of clothes dryers after

T s

25, DESCRI] PTION OF VIOLATION, ..., . .

The Kenmore dryer Hntirap focated in the home’s basement was ;éacii(ﬁé‘ddmhilnfhnl o

ot

3, PLAN OF GORRECT]ON (POC) (A‘dach pages as necessary, Remember that you pst sign aml dats any aitached pagcs)

intlude staps io correct the viclation described sbove and steps fo prevent & similar viclation fiom ocouning agait. I steps cannot be completed

Immetiately, includa dates by which the steps will 8¢ complated.

Date(s) of Pravious Violation(s):

Repeat Violalion; L!o

Signature of Legal Entity Representative
Required on EVERY Pane

@n-u.l«k

Printed Name and Title of Legal Entity Represe ntative

{Requirgd on EVERY Pagel

J B%}ryj Sl

Date '\D/L\'uf\;

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEL

The sbove plan of correctiun is approved as of 1 ) ul } 3 '}i
{Dats)

The abova plan of correction was appioved by 3
Tnibials)

Plan of comection implementation status as of ) /- f
{Date}

Fully Impiemented

Partially implemented - Adeguate Progress
[T Partially Implemented - hadequate Progress
[} Netimplemented
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1. Regulation 2600.105g is especially important to ensure the safety Gf the residents and staff of the facllity. The removal of
iint is paramount in the facility’s efforts to malntaln a safe snvironment,

2 This regulation'was violated because @ load of newly-purchased towels were washed and dried in one dryer the morning of

i - the inspectiongud:the alde fallgd toglean outthe linttrap, . o - b heee d e e

3, The factity’s laundry is processed every night and the aides are reguired to remove lint from the dryer lint traps after
use. After the 3" shift supervisor inspected the machines and lacked up the laundry room at 7 AM on 9-5-2013, 2 1 shift
alda was instructed to wash and dry some newly-purchased towels. This aide failed to clean the lint trap after the tawels
were dried. The new towels always create extra lint when initially washed, which supports the [nspector’s nbservation,

4, Tofixthis problem right away, the facility management team has restricted use of the laundry to only the 3™ shift
supervisors. Under their supervision, the facility has meticulously complied with the fire safety requirements while using
tha tlothes dryers. The lsundry room lock has been re-keyed to restrict all other acgess.

5. Toprevent future vialatians, the facility management team has established the foliowing enhanced rules for the use of the
laundry room:

a.  Access to the laundry rooin Is prohibited without prior authorization of the administrator;

b.  The 3" shift supervisors will continue Yo carefully oversee the nightly laundry operations, They will continwe to
supervise hourly that thelr subordinates are keeping the fint traps cleared threughout the night.

. After the 3™ shilt supervisor closes the laundry each mornlng, tha maintenance manager will inspect the lint
traps;

d. boththe out-going a™ shilt supervisor and the maintenance maragar will sign a dally cross-check form that all
[lst traps are clean and the eguipment is working correctly. )

e.  The administrator oy med manager in her abisence will be the only individuals that allow access to the laundry
roam during the 1* and 2" shifts.

£ This restriction will be supparted by changing the lock of the faundry room doar.

g. The administrator/ med manager wil sign in and out and specify the activity,

h, Al lint traps will ba inspected before and after each such usage.

6, The administrator and med manager will be Individually and collectively responsible to ensure the propet usage of ali the
jaundry equipiment, especially the dryers and their respective lint traps.

L

i

Print Name and Title of ngé_l Ertity Representative : Q} ‘ ﬁf‘&@ﬂ&f D Date! t Z) - H.J" B

Doine Bronsi> 1137

Signature of {egal Entity Represgntative:

each T

o st it
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Violation Report: 20576 ~08/05/2013 - OHaire, Anne™” i : T e
PCH Name: THE VILLA ST ELIZABETH

1, REGULATION 55 Pa.Code §2600 . S
2600 141(p)(1)- A reskient shall have a medical evaluation at least anriualy.

Za. DESCRIPTION OF VIOLATION

“'Résident # Eas admiisd to the'home on \26/2012, th Fedigat evaiuation indisates e resident was eialusted "%m 8204 grores

than 80 days prier to being admitied lo the home.,

3. PFLANOF CORFLECTIDN {PQC} (Ausch Ptges o5 BesessaTy. Remember that you must sign and date army sttached puges.)

inciide steps to correct the vicialion described above and steps o prevent a simisr violation from oceuring agam. Jf skeps cannof be complefed
immedialely, inciude dates by which the sieps will be complefed,

NI\
Pt

Repeat Viokationt No . Date{s} of Previous Viclation(sj:
Signa!ura of Legal Entity Ropresentative ) P Ly 1

Printed Mame and Title of Legal Enfity Representative 5] &) Pate
Reguired op EVERY Page J g?{ﬂ’ﬁk" DL~ &b“\*\'&—k%

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

‘The above plan of correction is approved as of fz%‘ji#j Plan of corraction implementation status as of / / AL
ale
ate

[] Fully implemented:
Pariially Implemented - Adequate Progress

The abeve plan of correction was approved by E] Partially mplemented - Inadequate Progress

[[] Mot implementer
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1. Regulation 2600.1410% is important to ensure that the facility administrator and manageiment always has the most
acdurate and updated medical Informaticn for thelr residents, The annual medical evaluation must ba current to ena ble
the facility ta properly meet the neeils of the residents, while help the development of accurate assessments and suppert

Cemme T s plansiai ) e Cmin e R S

2, This regulation was violated at the time of sdmission of the resident

Lot s (o B

. The med managear and administrator failed tosee
that the examination date of the medical evaluation was May 2013, yet the physician noted the compietion date and his
signature date as October 2013,

3, The checks and halances used by the administrator and med manager missed the older examinatlor date of the medical
evaluation, The Facility management has never seen a case where a physician completed a medical evaluation without a
recent, current examination.

4. To fixthis problem right away, the administrator and med manager cuickly performed the following:

a.  Actomplete audit of all medical evaluations was completad to ensure that no other
diserepancy existed;

b. The worksheat template was enhanced to include the close exarnination of all dates provided
by the physician,

5. Te prevent future violations, the facility managerment team has enhanced the rules for the processing of new admissions,
becsusa this incident was the result of an initial screening error, Once the propar information Is added to the resident
database, the resultant procassing ls accurate. The administrator and med menager wilt review, cross-check and sign-off -
on all medical evaluations prior to it being databased and charted. ‘

6. Thd administrator and med manager will be individuatly and coflectively responsible to ensure the accurate information
a:% on-going processing of the residents’ medical evaluations.

Signature of Legal Entity Represantative: >

print Name and Title of {egal Entity Re resentative:@) éjwb{ {3;.5» Date: M) "AF”“ B

@wéﬁw@ /=13 1




PageBoitlt

iolation Report: 20576 - 09/05/2013 - QOHaire, Anne
PCH Name: THE VILLA ST ELIZABETH

1 1. REGULATION 56 Pa.Cade §2600

.

2600.182(a) - A home may provide medication administration services for a resMent who is assessed to need med ication
administration services in accordance with § 2600.181 {relating tu self-administration} and for a resident who chooses not
to self-administer medications. If a hame does not provide medication administration services, the resident shall be

referred toan appropnafe assessrnent agency.

= T pa Al e

T, e o : R A A

2a, DESCRIPTION OF WOLATION

- Direct Gare staffmaember* G “completed their initial medication administration course on 8/4/12; The home didmol have a record @+

that they maintained the required quartely MAR reviews and practium observations during the year. Direcl care staff person "G would

have baen due for their annuai recertified by 8/4M13.

3, PLAN OF CORREGTION (POC) (Attsch pages as necossary, Remembes that yon must sign and dote any attached pages.)
Incluts steps Io chmect the violation described above and steps fo prevent a simfar violallon fom vcgtiring again. if sleps canhot be somplated

nrrediately, inclde dates by wiich the steps will he campleled.

Repeat Viciaticn: No Date(s) of Prexicus Violation(s}):

Signature of Legal Entity Representative

 (Required an EVERY Paqe} : ” asm E2 Ry i N
Printed Name and Tltle of Legai Entity Representative A {a o
{(Required on EVERY Page) . ‘\) J ; (ﬂgﬂq Coomes ate (4 e |

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan ‘ﬁl‘(m“&{;"i“’” is approved as of 1= B Plan of corredtion implementation slatus as ofl !" J& 3
{Date) ._._.__(_Dat_e}___

The ghove plan of correction was approved by 35;

(intiais)

D Fully Implemented
El Parlially Implemented - Adequale Progress

| D Partially Implemented - Inadequate Progress

[[] Nstimplemented
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1. Regulation 2600,182a,b ars impurtant to ensure that the facility bas properly trained staff to provide medication
administration

2. This regulation was violated because the trainer, I = < to rocord the fourth guarterly review of staff
_member C administering megications on 7-11-2013. The fagility did have a record nf the quarterly reviews performed by

on 11-29-17, 2-25-13, 5-17-13 {see ATTACHMENT C}, however, the 7-13-2013 review was not documented and

signed by the trainer, : '

3. Thé paid trainer failed to camplete her proper documentation of the fourth qua rterly review of staff member C,
Adiitlanal[y, this lack pf documentation was not caught by the administrator ar personnel manager upen their monthly

reviews. .
4. Tofix this problem right away, the administrator and personnel manager guickly performed the following:
a,  Acomplete audit of all medical administrators {med-techs) was completed to ensure that no other discrepancy
existed; : ;
b. The trainer,-catled in immediataly to re-train staff member C. i ]
€. ATTACHMENT D reflects the re-issuing the “initial Training by NN i
d, ATTACHMENT E is the invoice from _ datailing her corrective action. :
5. Tp prevent future violations, the fadllity managemeant teamn has established the following plan: : |
8. The administrator and persopnel manager have & cross-check worksheet datalling the inltial and progressive
training of all the red-techs to supplernent R, ook and records;
b, The facility has contracted an IT vendor o program s training database with the agvance notices of upcoming
training requirements.
6. Theadministrator and persennel manager will be individually and colfectively responsible to ensure the accurate training
irformation and database }s maintained to prevent future viclations.

Signeture of Legal Entity Representative: R '

Print Narme a}’nd Title of Legal Entity Represeptative ; t\) ,%{"@‘Lﬁﬂb} 6!-4)"Date: \O R s

[(~(3~17F {
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-| Viclation Report; 20676 - 08/05/2013= 0OHaite, Anne. TeTe
PCH Nama: THE VILLA ST ELIZABETH

1. REGULATION 55 Pa.Code 525600 - e
2600, 185(a} - The home shall develop and implement procedures for tha safa storage, s0cess, sec:unty disfribufion and
use ofmedic:atfona and medical equipment by trained staff persons.

2a. DESCRIPTION OF VIQLATION

On the-date of Inspection Staff person ” D * Med Tech, was sbéérved completing anddocurnenting their naroo{m cotnt priarto ihe |

3:00pm afternoon Med. Tach had artived for shift changes The home s practice Ja for the oneomlng and emmg Med Te:ch to complete

= = thenaebtic countand documtation’ logether,  »= Rk Segign L e v

l

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

Inchita steps ks cormect the viclation destrited above and steps fo prevent a simitar viokation from occuring sgeln. if steps cannot b complated
immediaiely, inchids datas by which the sieps will be compleled

Repeat Violatien; Na Date(s) of Previous Violation{s]:

Signature of Legal Entify Represaentative

{Reqaulred on EVERY Page) s
Printed Name and Title of Legal Entity Representativa x

{Required on EVERY Page) J - BTG@Q«.,

{ '
DEPARTYMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

Tha above pian of correction Is approved as of u'}—ti Plan of cofection implementation status as of / { —{ 3T
{Date) {Date)

Fully Implementad
Parfially Implemented - Adequate Progress

The above plan z:nlt sorreciion was approved by Parlially Implernented - Inadegquaie Progress

(nitics}

ooxRg

Not Implemented
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Signgture of Legal Entity Representative:

page 3 of 11
1. Regulation 2600.185a is very important to ensure the proper storage, accass, distribution and use of medications by

trained staft persons. The facility has created procedures to enhance the reguirements of this regulation and raise the bar
of compliance to it.

2. This regulation was violated because staff persan D failed to follow company policy and diféct suparvisory instiucflang = -

" regarding TiHe pracess of counting harcotics and dotumenting from one shift to anather.

3, The violation was caused by the med-tech counting her narcotics in her med tart and signing the Shift to Shift Nareotic
Count pricr 1o the grrival of the incoming shift med-tech, As a matter of record, the incoming med-tech conflrmed the
count with staff person D and signed itin her presence,

4. Tofixthis problem right away, the administrator quickly acted in the follcwing manner:

a, Staff member D was removed from her medicatinn administration position:

b, Staff member D was glver a written warniag for failing to follow company policy and a direct supervisory
tnstruction;

€. Allmed-techs wers re-tovered pn the proper procedures required by the facility regarding the execution of the
Shift to Shift Narcotic Count. .

5. To prevent future violations, the facility management team has established the following plan:

2. The administrator and med manager have re-organized the megication administration roverage to achieve a
higher profile of manager audits and cross-checks including the shiff changes.
b.  Another manager has heen scheduled to oversee the 1% to 2™ shift narcotic counts as well,
&, The 3" shift to 1 shift narcotics counts will be administered by the administrator and med manager.,
6. Theadministrator, med manager and resldent care manager will he responsible to ensure the proper procedures are
follawed in the important area of medication administration, '

Print Name and Title of Legal Entity Representative © '0) ' rw/l_ G hate: \D - M~ 15

Q}\/W' W (1S ~/3
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Violation Report 20576 - Q9/05/2G13 - OHaire, Anne- - " =
PCH Name: THE VILI A ST ELIZABETH

1. REGULATION 55 Pa.Code §2600 SRS -
2600.180(a} - A staff person who has successfulfy completed a Department—approvad medications admm sfrattan course
fhat includes thapassing of the Department's parfonnance-based competency test within the past 2 years may administer
oral; iopleal; eye, nose and ear drop prescription medications and epinephrine injections for insect bites or other allargies.

R e N . R PR

23, DESCRIPTION OF VIOLATION
Tha Home's Med. Techs reported administering medications that they were not tralned to administer.

-4. Resideni # &is prescribed Procr 3000W10 be glven subctitaneously 3-fimes a week Mon, ~Wed. -F1i. DX Anemia s

2. Resident# 4 is prescibed Procrf 3000U to be given subcutaneously $ fimes a week. Mon- Wed -Fi. DX: Anemia

3. PLAN OF GORRECTION {POC) (Attach pages as necessary. Remember thatl you must sipn ang date auy attackied pages.)
Intide steps to commect the violation daseribed above and steps lo prevent ¢ simitar violalion from occtiring again. If sleps cannpt be complefed
immediataly, include dales by which the steps will be compleled.

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

Signature of Legal Enfity Representative g ﬁ e

{Reguired on EVERY Page}

- ' j®.
Printed Name and Titie of Legal Entity Representative G . "1 e .
{Required on EVERY Page) Q} , (5 Ceapﬂ,‘ Ope e Lo~ '-{i' t3

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

The avove plan of comection is approved as of | f’_/.ili Plan of corraction implementation status as of H -} ,3’/_])
- - {Date) —__{rrale

[:] Fuby Implemented
Parfially implemented - Adequate Progress

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

[7] wotimplemented

-
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1. Regulation 26Q0.1903 Is impottant to ensure the proparly trained and licensed medical person is administering injections
to the residents. Med-{echs trained in diabetic Insulin injections may only do those and no ather injections,

2, This regulation was viclated becausa the facihty s med techs are not tralned to admimster Procrit given subcmaneously 10
two residents. . & =M .

3.7 Theviolation was caused by the misunders tanding of the adm mstratorihat ‘the trarnmg far dlabet cinsulin inject 0ns
covered the Proerit administration. Thus, tha mead-techs were performing the admlnlsterl ng of Procrit,

4,  Tofix this problem right away,

a.  the physicians for residents 3 and 4 were requested to [ssue new orders for home care RN's to vislt the
residents and administer the Procrit {see ATTACHMENT F).

b, almed-techs were covered that they were not licensed 1o administer Procrit;

t. ATTACHMENT G displays the new doctor's orders ;

g.  ATTACHMENT H enlisted Patient Care with new doctor's orders for administering the Proerit.

5. To prevent future violations, the administrator has established a complete review process of ali new medications, The
administrator and med manager will personaily sign off on any extraordinary med thet might fall out of the reaim of the
training of the facility's med-techs.

6. The administrator and med manager will be responsible for the continued compliance to this regulation. The med-techs
that have recelved their dishatic training will solaly administer the insulln and not be involved with any other applications,

1

Slgnature of Lepa] Entity Representative:

Print Narme and Title of Legal Entity Reoresentative : c;) Qh@ﬁQPI Gin Date: S 'L'i"" l:a-'

J(-13-1%




Violation Report: 20576 - UO/06/2015 2 OFkae, ARTe =
PCH Nawmie: THE VILLA ST EUZABETH

1 1. REGULATION-55 Pa.Coda §2600 L e . . R .
2600.227(d) - Each home shall document in the resident's support pan the medical, dental, vision, hearing, mental heallh
or other behavioral care services that will be made available to the resident, or referrals for the resident fo oulside services
if the resident's physician, physician's assistant or certified registered nurse practitioner, determine the necessity of these
Servicas,

2a. DESCRIFTION GF VIOLAYION

Resident# 5 -received-an orderto self-administertheir medication of Nifrostat 0.4mg; the ResidenﬁAssesament-Sup;TorizEJan dated-- | e e

4/25/2013 does nr.]‘t indicate the resident abifity to selt-admdirister medications.

3, PLAN OF CORRECTION (POC) {Aftach pages as nccessery, Remember that you must sign aed date any attached pages.)
inchude steps to corecl the violstion described above and sleps [o prevent a simtllar viclalion from pocurring agaln. If sleps cannof ba completed
immedinlely, include dalas by which the steps witf be compleied.

Roepeat Vialation: No Date{s) of Previous Violation{s):

Signature of Legal Entify Representative

{Ragulred on EVERY Page) 6 o
Printed Namg and Title of Legat Entity Representative b} ") Date [
Required on E Y Page ’

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

The above plan of comection is approved as of ”_'L-?:_{__-?_ﬁ_ Plzn of corection implemeniation status as of / }—' / & Jj
(Dats) T {Oate)

[] Faly Implemented
m Parfially Implemanted - Adeguate Progress

The above plan of corection was approved by g Eg [7] Partially Implemented - inadequate Progress
fintiais)

[7] Natimplemented
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page 1107 11

5

- reflect her doctor had issued an-grder for herto self-madicate o ;. -
"“The vidlation was caused by the faiiure of the facility to update the resndent’s As.sessment Medlcatmns section ufthe

Regulatmn 2600,227d Is Impartant to ensura that each resident’s needs are met as those needs change. Additionafly, tha
lation insists on the facllity’s accountabllity to maintain these changes.
Thl regulation was violated becz use resident 5's assessment and support plan was not updated ln a tlme]y ma nner tu

RASP, The RASR had been updated last in April 2013, and it did not ref.e:t the May 2013 physician’s order authorzing the
resident to seif-medicate.

To fix this problem right away, the administrator added the necessary Information to the resident's RASP while the
inspectors were still at the facility on the day of the Inspection {see ATTACHMENT 1).

To prevent future violations, the administrator has moved the resident charts and the med manager into a new office with
her. Additionally, the med room fax lines and extensions have been maved inta the new office. This new arrangement will
prevent any breakdowns of matching medication changes and docter arders updates to the RASP of each resident,

The administrator and med manzger will be responsible for ensuring all medication and or decter order ¢ha nges are
guickly and properly documented in the RASP of each residant,

Signature of Legal Entity Represgntative: Ux: T Uﬂ

Print Name and Title of Legal Entity Representative : ‘ Date:

OWMV@ 13~/






