pennsylvania

DEPARTMENT OF HUMAN SERVICES

APRT 3 te

Ms. Kim Salvo, Administrator
Baptist Homes Society

489 Castie Shannon Boulevard
Pittsburgh, Pennsylvania 15234

RE: Providence Point
200 Adams Avenue
Pittsburgh, Pennsylvania 15243
License #: 441430

Dear Ms. Salvo:

As a result of the Department of Human Services’ licensing inspection on
QOctober 31, 2014 and November 7, 2014 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.

Your regular license for the period January 4, 2015 to January 4, 2016 was
issued on October 2, 2014. Your regular license remains in good standing.

Sincerely,

AMSYL..

Matthew J. Jones
Director_
T

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
628 Forster Street, Room 831 | Harrisburg, PA 17120 | V17 783.3870 | F 717.783.5662 | www dhs.state pa.us




VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600

Page 1 of 14

PCH Name: PRUOVIDENTCE PONT

ticense Number; 44143

Address: 200 ADAMS AVENUE, PITTSBURGH, PA 15243

County: Allegheny

Administrator: Kim Salvio

Region: WEST

Legal Entity Name: BAPTIST HOMES SOCIETY

Legal Entity Address: 489 CASTLESHANNCN BOULEVARD, PITTSBURGH, PA 15234

Certificate(s) of Occupancy
1-1
06/09/2009
Township of Scoty

Staffing Hours
Resident Support: N/A Total Daily Staff: 123

Waking Staff: 92

Type of Inspection: Full BHA Docket Number: N/A

Notice: Unannounced

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

On-Site Inspections Dates and Department Representatives On-Site
10/31/2014: Rosol, Jennifer; McConnell, Deb
11/07/2014: Rosol, Jepnifer; Miller-Linhart, Alden

Off-Site inspection Dates and Inspectors, if Applicable

" Mag - .
gfr R
L
mn@cn,a A
Other Details
Partial or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capacity: 84 ' Number of Residents who:
Number of Residents Served: 7B Receive Supplemental Security income: 0
Secured Dementia Care Unit in Home: Yes Are 60 Years of Age or Older: 76
Area: 1st floor Have Mental Hiness: {
Secured Dementia Unit Capacity, if Applicable: 20 _ Have an Intellectual Disabfiity: 1
Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Need: 45
if applicable: 20
. Have a Physical Cisahility: O
Number of Current Hospice Residents: 2
Number of Hospice Residents in past year: 5
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Violation Report: 44143 - 107212014 - Rosel, Jennifer
PCH Name: PROVIDENCE POINT WEST REGION FicLh) OFFICE

1. REGULATION 55 Pa.Code §2600 Ruman Sarvoes Licensing

2600.15(a) - The heme shall immediately report suspected abuse of a resident served in the home in accordance with the
OIder_AduIts Protgctuve Services Act {35 P.S. Seclions 10225701 - 10225.707) and 6 Pa. Code Sections 15,21 - 1527
(relating to reporting suspected abuse; and comply with the requirements regarding restrictions on staff persons.

2a. GESCRIPTION OF VICLATION
On 10/9/14, at approximately 9:00 a.m., a visitor reported an allegation of abuse to staff person D; however, stafl person D did not
immediately repaort this allegation 1o the local area agency on aging.

3. PLAN OF CORRECTION (POC) (Attach pages as nccessary. Remcember that you must sign and date any attached pages.)
Inelude steps to correct the viclation doscribad above and steps to prevent a similar violation from occurting again, If steps cannol be completed
immediately, include dates by which the steps will be compleled.

1. Staff person D was educated on proper reporting procedures of abuse by using the 2600.00
Pennsylvania Code Title 55 and the Providence Point perscnal Care Policy 104 “Preventing
Resident Abuse.” This was completed in October 2014 for staff person D. Please see attached
signature sheats. The education that was provided te staff person D was supervised by Jennifer
Ward, Assistant Director of Nursing Healthcare.

2. Formal ACT 13 training on “Mandatory Abuse Reporting Requirements” was conducted by -
-or al| staff of Personal Care and Skilled Nursing on February 25, 2015. See attached
information and staff signatures. Any staff member who was unable to attend this training will
be given the annua! training that is conducted in Personal Care for Older Adult Protective

Services Act-(see attached information}._ Medicaticn Aide , is responsible to
distribute information and have staff sign off on education. Comptetion of education on OAPSA

will be by March 15, 2015,
3. Maintenance process is OAPSA information reviewed and provided to each employee as a
~handout (sec attached) to all new hires.during orientation and annually to comply with
reguiatory requirements of 65 f and g. confirmation of received education will be on DHS Record

of Training. Responsible parties: ||| M edication Aide and -PCHA.

On 10/14/14 at 4:30 p.m., the allegation of abuse was reported to the local Area Agency on Aging. y

T

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

Signature of Legal Entity Representative A .
{Required on EVERY Page} /) M(}{,f» /UKN/J

Printed Name and Title of Legal Egﬁity Representative Date

| {Reauired on EVERY Pagel 1/ 0 Gy L P i) s 1S
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of M‘ Plan of corraction im -
i plementation slatus as of - gv 5
(Date) : E(E{ate{
Fully Implemented

Panially Implemented - Adequate Progress  Say

The above plan of correction was approved by 5@

Unitials)

Parttally Implemented - inadequate Progress

OO

Not Implemented
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Violation Report: 44 143 10/31720 14 - Rosl, Jemier o

PCH Name: PROVIDENCE PONT ‘ MAR 33 200

1. REGULATION 55 Pa.Code §2600 WE‘STREGION FIEL) OFF)

2600.15(b) - If there is an allegation of abuse of a resident involving a home's staff pe%%‘s?ﬂéﬁ'ﬁﬂ)ﬁumshg%mmediately

develop and imptement a plan of supervision or suspend the staff person invoived in the alleged incident.

2a. DESCRIPTION OF VIOLATION

On 10/13/14, an allegation of abuse against direct care staff person A was reporied to staff persen C, he home's administrator. Direct
care siaff person A was suspendad on 10744/14: however, returned on 10/27/14 and worked unsupervised from 1:00 p.m. to 6:00 p.m.
Direct care siaff person A returned to work prior to the cenclusion of the Depariment’s investigation.

3. PLAN OF CORRECTION (POC) (Atlach pages as necessary. Remember thal you nyust sign and date any atiached pages)
include steps to correct the violation described above and sfeps to prevent d simiiar violation frem gccurming again. If steps cannot be completed
immedialely. include dafes by which the steps will be completed

1. Staff person A’s employment has been terminated as a result of the abuse investigation by Area
Agency on Aging and Department of Human Services.
Staff person A was terminated on: M/;)‘}/;L{ @ -y‘v
Prevention of further occurrence will be that all management at Providence Point Personal Care
R -cHA [ supervisor, || GzGB 5 Coordinator) will not allow
any employees who are on Administrative Leave pending investigation for abuse to return 1o
work for any reason (including education) until Department of Human Services finalizes the
investigation and makes & determination. See Providence Point Policy 104 “Preventing Resident
Abuse” paged/7 section V. (b).

4. R >c-~: IR RN Svpervisor, and iR R Coordinator along with

all Licensed Nursing staff in Personal Care education on Policy by March 15, 2015,

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

Signature of Legal Entity Representative y y .
{Required on EVERY Page) ya'tidi (/&C—L"'JQ, p{’f%

Printed Name and Title of Legal Entity Reyse(mafive , Date

Requi EVERY Y S o 3/

{Required on EVERY Page) !M ‘%5@/[\/{0 1 paﬁ.ﬁ 9,\//0'{[}7{ f§
i

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

The above plan of correction is approved as of % " Plan of correction implementation status as of {r- ]
ale
ale)

Fully implemented
Partially Implemented - Adequate Progress 9/;9

The ahove plan of cogection was approved by S Partially Implemented - inadequate Progress

= (Initials)
Not Implemented

OO
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Vit Report 4143+ T0/3.1 2014 - Rosol, Jenniler SESTTEGON FIELUOFFICE”
PCH Nawe: PROVIDENCE POINT Human Sorvices Lcensing

1. REGULATION 55 Pa.Code §2600
2600.65(f) - Training topics for the annual training for direct care staff persons shall include the following:

(1) Medication self-administration training.

(2) Instruction on meeting the needs of the residents as described in the preadmission screering form, assessment tool,
medical evaluation and support plan.

(3) Care for residents with dementia and cognitive impairments.

(4) Infection control and general principles of cieanliness and hygiene and areas asseciated with immobiity, such as
prevention of decubitus ulcers, incontinence, mainutrition and dehydration,

{(5) Personal care service needs of the resident.

{6) Safe management techniques.

(7) Care for residents with mental illness or mental retardation, or both, if the poputation is served in the home.

2a. DESCRIPTION QF VIOLATION

Direct care staff person B did not receive annual training in the following topics during fraining year 2013

* Medicalion self-administration

* Instructions on meeting ihe needs of the residents as described in the preadmission screening form, assessment

taol, medical evaluation and suppert plan.

3. PL.
et 1. Current practice is that regulated training is conducted per schedule monthly. Any employee completed

fmn who is unable to attend training on date provided, will be identified by designee in charge of
training, and be given another form of training such as a handout or video or the training
needed.

2. Added to the above practice will be that those unable to attend the training (which is conducted
on the third Wednesday of every month) will have the training compieted by the following
month.

3 Direct care staff person B has been on FMLA since January 13, 2015. Prior to return, direct care
staff person B will complete training on Medication Self Administration and Instructions on
meeting the needs of residents as described in the pre admission screening form, assessment
tool, medical evaluation and support plan. Her expected date of return to work is Aprit 1, 2015
but may be extended. Will send follow up on if employee returns to work by 4-1-15. Responsible
party: PCHA,

4. Maintenance and prevention: will audit training monthly to ensure all staff is up to date with
training. _

5. Responsible party: PCHA or designee.

Repeat Viclation: No Date{s} of Previous Vio!ationgs)z
]

Signature of Legal Entity Representative ~ & - - N
{Required on EVERY Page) TN LA Ll ,J (e tA

Printed Name and Title of Legal Entity Repre entative_g&/( N L_O P(‘u L_tﬂ_ Date 6 /&S//\S__
s

{Required on EVERY Page} ~ nq/] ¢

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

The above plan of correction is approved as of il(!-[;—!-%—— Plan of correction implementation status as of 3-{f-
ale _.%.1_5.
(Date)

D Fully Implemented
Partially Implementad - Adequate Progress 4¢

Nof implemented

The above plan of correction was approved by ng D Partially Implemented - inadequate Progress
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Violation Repart: 44143 - 10/31.2074 - Rosol, Jennifer :
PCH Rame: PROVIUENCE POINT YEST UEGION FIZLI) QFFICE

1. REGULATION 55 Pa.Code §2600 Human Earvices Licensing
2600.85(a) - Sanitary conditions shall be maintained,

Za. DESCRIPTION OF VIOLATION
On 10/31/14, there were multiple food paricles splatfered on the bottom and sides of the secured dementia care unit's (SDCU)

kitchenette microwave.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and dute any attached pages.)
include steps fo correct the violation described above and steps to prevent a sinlar violation from occurring again. If steps cannat be compleled
immediately, include dates by which the steps will be completed,

The SDCU kitchenette microwave was cleaned at the time of inspection on 10/31/14.

e

1. Education for Personal Care Staff in cooperation with Dining Service staff will be conducted and
compteted by March 15, 2015 t¢ institute the protocol that both departrments are responsible to
ciean and ensure continued cleanliness of appliances after meals and use daily.

Maintenance of this process will be verified daily by LPN/Medication Aide on evening shift and

documented on log that will be kept in Nursing Care Base.

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

Signature of Legal Entity Representative - . )

{Required on EVERY Page) 7 ,d%,{”f red) p(':(’—/ﬁ
7 7

Printed Name and Title of Legal Entity Rz?esenta‘ive

{Required on EVERY Page) | m QMI\/;‘ZD !p(} C—f"]‘; Date L;)//c::gl’:‘; //{5

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

The above plan of correction is approved as of M’ (D;Lt ) Plan of correction implementation status as of 5- /i- /5
ate =
{Date)

Fully implemented
Partially Implemented - Adequate Progress Sy

Partially implemented - Inadequate Progress

The above plan of correction was approved by éw_g
{

Initials)

Not Implemented

UL
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Victton Rephat 44143 - 1013172014 - Rosol, Jervaler WEST REGION w1
PCH.Name: PROVIDENCE POINT Human Sapjp. - CL OFFICT
AT LlU@nsmg

1. REGULATION 55 Pa.Code §2600
2600.103{f) - Food requiring refrigeration shall be stored at or below 40°F. Frozen food shall be kept at or below 0°F.

Thermemeters are required in refrigerators and freezers,

2a. DESCRIPTION OF VIOLATION _
On 10/3114 . at 11:20 a.m., the temperature in the freezer in the kitchenette off of the 1st floor dining room measured 8°Fahrenhieit.

On 10/31/14, al 11:47 a.m., the temperalure in the ice cream freezer in the 3rd floor kitchenette measured 23° Fahrenhei.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember thal you musl sign and date any atlached pages.)
include steps to correct the viclation described above and steps lo prevent a simitar violation from ocourring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.

1. lce cream freezer thermometer was not correctly placed at time of inspection on 10-31-14.

2. Ice cream freezer thermometer was properly placed under ice cream shelf at time of survey on
10-31-14 by Dining Supervisor, || | | KGKTcGcGG

3. Maintenance process is: temperatures of ice cream freezer and all ather refrigeration appliances
have temperatures checked and recorded twice daily by dining staff at open of shift (7am) and
close of shift (7:30pm) and logged on a temperature log document which is located in the
kitchenette on the side of the refrigeration appliances,
Log or documentation information is mzintained by dining services,
If temperature is out of compliance, the dining staff notifies the dining manager,
Dining staff will be re-educated by Dining Supervisor,_on maintenance of proper
temperatures on refrigeration appliances and procedures when temperatures are out of

compliance.
Dining staff wilt be educated on regulation 2600.103 by _
Responsible party_Dining Services Supervisor and [ NGz rcHa

Date of compietion: March 15, 2015.

Repeat Violation: No Date(s) of Previous Viciation(s):
e neveey pocer ) Lo { 10e , P
hoaured on SVERY pacel 1o v i PLAA e 25115

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

The above plan of correction is approved as ot Aff=[h Plan of correction implementation status as of 5-Jf-]5
(Date) (hate)

[ | Fully implemented
&] Parlially Implemented - Adequate Progress St

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

thmttatsy
D Nat Implemented
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Violation Repart: 44143 - 1073142014 - Rosol. Jennifer AU
PCH Navrve: FROVIDENTE POINT VEST Rt
Riman ne i ot ls..L!.f Wk HCF
1. REGULATION 55 Pa.Code §2600 S6rvicgs Lo, m

2600.129(a) - A fireplace must be securely screened or equipped with proteclive guards while in us

2a. DESCRIPTION OF VIOLATION
On 10/31/14, at 11:55 a.m., the temperature on the front of the electric fireplace, in the sitting area, acrass from the 1st floor dining
room measured 195.4° F—ahrenhent There was no protective guard in place fo protect the residents from burns,

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember thal you must sign and date any attached pages.)
include steps to correct the violation described above and steps to prevent a similar violation from occurring again. If steps cannof be completed
immediately, include dales by which the steps will be compleled.

1. Allfireplaces in Personal Care {1 floor and 3") have had the heating clement permanently
disabled. No heat is emitted when the fireplace switch Is activated.
This was completed by Environmental Services Supervisor, [ EGczNEEGN- 12-20-14.
Prevention and Maintenance not necessary due to permanent change in equipment,

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

Signature of Legal Entity Representa 3
{Required on EVERY Page) Z({CO /{l(f?'

Printed Name and Title of Legal Entlty epr sen tve Date i
VIO [rig 235/)5
{

{Required on EVERY Page)
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of AL Plan of correction implementation status as of 3-f/-]2
(Date}

(Date)
[E Fully Implementad 514
.....] Partially Implemented - Adeguate Progress

B

{Initials}

Nol Tmplemenied

The above plan of correction was approved by o D Partially Implemented - inadequate Progress
-
L]
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Violation Report: 44143~ 10/31/2014 - Rasol, Jennifer
PCH Masswe: PROVIDENCE POINT WEST REGION ML OsRine

HITEN Servicos | lranaln oF
1. REGULATION 55 Pa.Code §2600 f1 5eivieos Liconsing
2600.133(a)}(1) - If the home serves nine or more residents, signs bearing the word "EXIT" in plain legible letters shall be
placed at all exits,

2a. DESCRIPTION GF VIOLATION
On 10/31114, the home served 82 residents.

There are three doors leading from the SDCU to the enclosed couryard. None of these doors are marked not an exit, According to the
home's most recent fire safety inspection, dated 7/9/14, this enclosed courtyard is nol a fire safe area.

The door leading from the 1st floor dining room to the enclosed courlyard is not marked not an exit. According to the home’s most
recent fire safety inspection, dated 7/9/14, this enclosed courtyard is not z fire safe area.

3. PLAN OF CORRECTION [PQC) (Attach pages as necessary. Remember thal you niust sign und date any attached pages.)
include steps fo correct the violafion described above and steps to prevent a similar viclation from oceurding again. If steps cannot be compleled
immediately, include dales by which the steps will be compleled.

1. On lJanuary 2, 2015 Enforcement Officer,_isited Providence Point Personal Care
and Memory Support units to inspect the enclosed courtyard and doors that do not provide

egress during evacuation or emergency.
2. Letlter confirming ability to label doors as “NOT AND EXIT” was chiained and included with this

plan of correction,
Doors were labeled on 1-2-15 as permitted by code enforcement officer.

4. See attached photos for confirmation.

Repeat Violation: No Date{s) of Prewous Violation(s):

Signature of Legal Entity Representative

{Required on EVERY Page) {(,{ (L a( a2y

Printed Name and Title of Legal Entity R resent Date

{Required on EVERY Page) (\j 1' (4 DZ//QXFS’,/ )5

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

The above plan of correction is approved as of i% Plan of correclion implementation status as of 5- f? - )
alge
(Date)

(] Fully Implemented S

Partially Implemented - Adequale Progress |

The above plan of correction was approved by glfl"ﬂ [ ] Fertially Implemented - Inadequate Progress

(Initials) R
L"J Not Tmplemented
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Violation Rgpeort: 44143 - 10/31/2014 - Rosol, .Jenmfer L WL s T
PG H Mt PROVIDENCE POINT
CH WESTRES - .
1. REGULATION 55 Pa.Code §2600 Human Servicos Ugonsing
2600.184(a) - The original container for prescription medications shall be labeled with a pharmacy abel that includes the
following:

(1) The resident's name.

) The name of the medication.

) The date the prescription was issued.

) The prescribed desage and instructions for administration.
3 The name and title of the prescriber,

(2
(3
(4
(5

2a. DESCRIPTION OF VIOLATION

Resident #2 is prescribed Novelog 100 wimi-3 times daily per sliding scale as followed:
*70-140=0U

*141-180=1U

*181-220=2 U

*221-260=3U

*261-300=4 U

*301-340=56U

*341-400=6 U

<70 or = 400 call MD

However, the pharmacy [abel indicates Novolog 100 u/ml 4 times daily per sliding scale as followed:
*70-140=U

*141-1801 U

*181-220=2 U

*221-260=3

*41-400=86 U

<70 or > 400

Resident #4 is prescribed Acetaminophen 325 mg-take 2 tablets by mouth every & hours as needed for pain or temperature; however,
the pharmacy fabel indicates take 2 tablets by mouth every 4 hours as needed for pain of temperalure.

Resident #5 is prescribed Acetaminophen 325 mg-take 2 tablets by mouth every 6 hours as needed for pain or temperature; however,
the pharmacy iabel indicates take 2 tablets by mouth every 4 hours as needed for pain or temperature.

1. Resident #2 bad a new insutin bottle with new label sent to her when this violation was
3.PLA discovered by Department of Welfare on 10-31-14,

:r’:ﬂ: 2. Resident #4 and resident #5 violation was corrected by using a change in direction iabel to

if be complefed

comply with the physician order done 10-31-14.

3. Medication cart audits using physician order sheets and comparing with contents and labeled
medications In cart are conducted by desighated staff weekly on Thursday’s and forms of
completion are submitted to RN Supervisor weekly. '

4. RN Supervisor maintains forms.

5. RN Supervisor and designee are responsible parties for this regulation. — ]
Repeat Violation: No Dateis) of Previous Vloiation(s) | l l
Signature of Legal Entity Represcntatlve [
{Required on EVERY Page) d_i)/f-/(ﬂ{—/ . (] H 2
Printed Name and Title of Legal Entity Repregsentative. . Date L;)/ /f
{Reauired on EVERY Page) },zm,‘ Sfd\/ (O Ip(\ qu 2% L(-
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of Nir/ L Plan of correclion impiementation status as of 4 - /
(Date) ate
[] rully implemented
Partially Implernenied - Adequate Progress 5%7
The above plan of correction was approved by Partially Implemented - Inadequate Progress
{Initials} -
[T NormptemenTes
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Violation ReporC 44143 -~ 1013112014 - Rosol, Jennier WIS 0T,
PCH Name:PROVIDENCE POINT . VEST i
1. REGULATION 55 Pa.Code §2600 Human ServicésEchensiI;[CE

2600.224(a) - A determination shall be made within 30 days prior to admission and documented cn thé 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
Resident #8, admitted 6/26/14, did not have a preadmission screening form completed.

3. PLAN OF CORREGTION {PGC) (Atuch pagesas necessary. Remember that you most sign and date any attached pages.)

{ncfua’e_ steps fo correct the violation described above and steps to prevent a similar violation from occuiring again. If steps cannot be complefed
immedialely, include detes by which the sfeps will be completed.

1. Resident #8 preadmission screen completed “late” on date of survey 10-31-14. Incompletlon
was an oversight on Administrators part. Completed by_ PCHA 10-31-14. -

2. Preadmission screens will be completed at time of initial level of care assessment prior to
physical admission to personal Care UniL,

3. Chart audits are completed by RN Supervi

necessary documents and completion of admission paperwork.
d regularly every & months by RN Supervisor to ensure documents are

sor 1 week after admission to ensure compliance of ali

4. Chart audits conducte

maintained properly in charts.
Responsible parties: RN Supervisor, PCHA oF designee.

[a]

Repeat Violation: No Date(s) of Prewous Vuolatron(s)

Signature of Legal Entity Representatiye
{Required on EVERY Page) é’ga{,{/ //(VZ//?

Printed Name and Title of Legal Entity présentatlve

[Required on EVERY Page) MUV (et Date ‘QJR‘};( G

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

The above plan of correction is approved as of Belfold Plan of correction implementation status as of

(Date) {Date)

D Fully iImptemented
lz] Partially Imptemented - Adequate Progress ¢

The above plan of correction was approved by [:] Partially Implemented - [nadeguate Progress
(initials) _

L] No mplemiented
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Violation Report: 44143 - 10/3772074 ~ Rosol, Jennifer MAY D E

PCH Rame: PROVIJENCE POINT
TESTREGION FIELD GFFICE

1. REGULATION 55 Pa.Code §2600 | - Humsn Services Licensing
2600.227(g) - Individuals who participate in the development of the support pian shall sign and date the support plan.

Za. DESCRIPTION OF VIOLATION
Residenl #4 participated in the development of his/her support plan on 10/13/14; however, the resident did not sign the support plan.

Resideni #7 parlicipaled in the déveloprent of his/her support plan on 10/9/14; however, the resident did not sign the suppon plan.

3. PLAN OF CORRECTION (POC) (Attach-mges as necessary. Remember that you must sign and date any allachked pages.)

Inchide steps ta correct the violation described ebove and steps to prevent a similar viofalion from occurring again. If steps cannol be completed
immediataly, include dates by which the steps wilf be compleled.

1. Support plans for Resident #4 and Resident #7 have correctad been fate as of 10-31-14 by RN
Supervisor. See attached,

2. Maintenance and prevention from further viofation of regulation will be done by auditing
Supporting Plans on admission and every six manths.

3, Responsible party is RN Supervisor.

Immediately - All residents will be provided with the opportunily to participate in the development of their suppolt plan,
All persons participating in the development of the suppori plan wiil provided with the opportunity to sign the suppor’r
plan. If the resident or designated person refuses or is unable to sign the suppor pian the staff person completing
will indicate the reason for not signing, the date, time and staff person’s initials.

Within 30 days of receipt of plan of correction - All staff persons invalved with the completion of support plans will be

educated on the proper completion of support plans including the required signature of persons invoived with the
development of support plans. 5‘;{.

3'\\# \

Repeat Violation: Yes Date(s) of Previous Violation[s}): 10411772013

Signature of Legal Entity Representative - . ) i e
{Reguired on EVERY Page) S Aeeesd | (.{'—{/’}

Printed Name and Title of Legal Entity Re;;jsentativg\

{Required on EVERY Page) 1Y) “Mh{ LO ( f)(\f,’{Tq Date wﬂg/ / S

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

The above plan of correction is approved as of -LL'(H—L / Plan of correclion implementation status as of 3- /g /5
{Date)

Date)
[] Fully impiemented
@ Parlially Implemented - Adequate Progress S

The above plan of correction was approved by D Padially Implemented - Inadegquate Progress
{Initials)
5

—
| | NOrTIipiemeried
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Violation Report: 44143 - 10/31/2014 - Rosol, Jennier CFRNAVIR

PCH Mame: PROVIDENTE POINT e e o e et
. , Ao T RECHON D ORFGE

1. REGULATION 55 Pa.Code §2600 Human Services Heensing

2600.231({b) - Aresident shall have a medical evaluation by a physician, physician's assistant or certified registered nurse
practitioner, documented on a form provided by the Department, within 60 days prior to admission. Documentation shall
include the resident's diagnosis of Alzheimer's disease or other dementia and the need for the resident to be served in a

secured dementia care unit.

2a. DESCRIPTION OF VIOLATION
Resident #3, was admitted to the SDCU on 11/18/13; however, the medical evaluation was completed on 5/21/13.

3. PLAN OF CORRECTION {PQC) {Aftach pages as nccessary. Remember that you must sign and date any altached pages.)
Include steps to correct the violation described above and sleps to prevent & simiar violation from occurring again. [ steps canno! be completed
immediately, include dates by which the steps will be compleled.

1. Unable to change dates on DME, dates are incorrect. Note added to dme that dates are out of
compliance.

2. PCHA has added note to denote that Providence Point is aware that the dates are incorrect,
Resident will not be admitted to SDU until DMF is reviewed for proper documentation, Review
will be conducted by RN Supervisor, PCHA, or designee,

Chart audits are conducted on admission and every six menths to assess compliance.

5. Chart audits conducted by RN Supervisor or designee.

6. Responsible parties: RN Supervisor or designee.

Repeat Violation: No Datel(s) of Previous \)/ioiation(s):
Signature of Legal Entity Representative -%{/ & .
(Required on EVERY Page) - Ve ey P[ A

1
Printed Name and Title of Legal Entity Repyesentative - : ’ ~ /
{Required on EVERY Page) f{? My s "['\/ i O JF&\‘/H.-_ﬁA Date fﬁ/{_){ jS"'

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

The above pian of correction is approved as of ' s Plan of carrection implementation status as of 3- }J.
(Late) {Date

Fully Implemented
Partially Implemented - Adequate Progress Si¢

Partially Implemented - Inadequate Progress

The above plan of correction was approved by ggﬂ

(Initials)
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Violation Report: 44143 - 1073172014 - Rosol, Jenmiter T
PCH Hame POINT : ST HEGIONEELL (FFIOF
1. REGULATION 55 Pa.Code §2600 Human aanvices Lieansing

2600.231(c) - Awritten cognitive preadmission screening completed in collaboration with & physician or a geriatric
assessment team and documented on the Department's preadmission screening form shall be completed for aach
resident within 72 hours prior to admission to a secured dementia care unit.

2a. DESCRIPTION OF VIOLATION
Resident #2, admiited to the SDCU on 10/5/12, did not have a wrilten cognitive preadmission screening completed.

Resident #3, admitted o the SDCU on T1/4BA3, Mawﬁienmgmtwe preadmission screening completed; however, it was
completed on 10/24/13.

3. PLAN OF CORRECTION (POC) {Atlach papes as nccessary. Remember that you must sign and date any attached pages.)
include sleps fo correct the viclation described above and steps to prevent a simitar viofation from ocourring again. I steps cannot be completed
immediately, include dates by which the steps will be completed.

1. Resident #2 had a cognitive screen completed “late” to maintain compliance with regulation
231{c) by RN Supervisor on 10-31-14,

2. Resident #3 had cognitive screen completed upeon initial assessment in the home prior 1o
admission to the unit which didn’t take place until 11-18-13 by PCHA.

3. All residents coming to memory support will have cognitive screen completed in compliance
with regutation 231(c) and responsible parties are Administrator, RN Supervisor or designee,

4. Chart audits monitor compliance are completed every & months by RN Supervisor.
Responsibie parties: PCHA< RN Supervisor or designee.

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

Signaiure of Legal Entity Representative /){ \ X . .
{Required on EVERY Page) ey vy ﬂ :
mLleed (U
Printed Name and Title of Legal Entity Repre enta\igz A D .
o 0 it ate —
cvils 0N RYA5( 15

{Required on EVERY Page} i
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of cerrection is approved as of _:i’_ﬂili_ Plan of correction implementation status as of % - H '/5
(Uate)

{Date)
[] Fully implemented
[g Partiaily Implemented - Adequate Progress <.

The above plan of correction was approved by _ §y? D Partialiy implemented - inadequate Progress
(Init :a!a} —
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Violation Report: 44143 - 144312014 - Rosol, Jennifer

PCH Nasner PROMDERCE POINT JEST RP—GIO Flr:LLJ OY HL

1. REGULATION 55 Pa.Code §2600
2600.231{e) ~ Each resident record shall have documentation that the resident and the resident’s designated person have
not objected to the resident's admission or transfer to the secured dementia care unit.

2a. DESCRIPTION OF VIOLATICON
Resident #1 was admilled to the SDCU on 10/21/13. The home has no documentation that the resident and the resident's designated
person have not objected to the resident's admissicn or transfer fo the SOCU.

3. PLAN OF CORRECTION (PCT) (Atlach pages as necessary, Remember thal yeu must sign and date any atlached pages.)
tnctude steps to correct the violation described above and steps to prevent a similar violation from occurnng again. If steps canno! be completed
immedialely, include dafes by which the stops will be completed.
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FRyes.
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1. Reviewed Regulation 231 (e} will both admissions coordinators,_and -
see attached fraining page.
2. Gave admissions coordinators a checkiist to complete with each admission and a copy of the
regulation to ensure all necessary paperwork is completed upon admission.
3. Manthly audits are and will continue to be conducted as part of Qf process 1o check 2 or more
merory suppoit charts to ensure compliance with regulation 221 {e).
4. Responsible parties: admissions coordinators and PCHA,
Resident #1's SDCU admigsion acknowledgement was signed on 11/3/14.
(]
L“,(»J\\‘\\{‘J
Repeat Violation: No Date(s) of Previous Violation(s):
Signature of Legal Entity Representa | (=] Q
{Required on EVERY Page} fﬂ [{ C g I ; [ (’{—{71}
1
Printed Name and Title- of Lega! Entity R presentalwe 9 1 B / -
: 3 Date <= a /
EVE - 2
{Reguired on RY Page) L)) S[( JaY l! i) | C fM S /7 \5
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! .
The above plan of correction is approved as of B IE Plan of correction implementation status as of 3= {- [}
(Date) —Dawe)
|:| Fully Implemented
[Xl Partially Implemented - Adequate Progress Ga@
The above plan of correction was approved by l:l Partially implemented - Inadequate Progress
{Inilials) —
[ Nerimplementes






