DEPARTMENT OF HUMAN SERVICES

U2 308

Mr. Mark Pile, CEO

Diakon Lutheran Social Ministries
798 Hausman Road, Suite 300
Allentown, Pennsylvania 18104

RE: The Buehrle Center
One South Home Avenue
Topton, Pennsylvania 19562
License #: 214960

Dear Mr. Pile;

As a resuit of the Department of Human Services’ licensing inspection on
May 7, 2015 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 July 24, 2015 to July 24, 2016 was issued on
May 1, 2015. Your regular license remains in good standing.

Sincerely,

nIne/n

Matthew J. Jones
Director _ .
Enclosure
License Inspection Summary

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




_ 'VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter'ZGDO

‘Pige 4 of 16

PCH Name: THE BUEHRLE CENTER

Licensé Numbar: 21496

~ [ AgaressT ONESOUTH HOME AVENDE, TOPTON, PA 19562 7" —--

-l

TR Lo'urit'y: Berky

™ —
Administrator; MIGHELE OLIVIER

Region: NDRTH EAST

Legal Entity Name: DIAKON LUTHERAN S0CIAL MINISTRIES

Legal Entity Addrass: 798 HAUSMAN ROAD SUITE 300, ALLENTOWN, PA 18104

Certificate(s) of Ocoupanty ¢
Other C
07/02/1997
DOH

Staffing Hours

- Resident Support: 0 | * Total Daily Staff: 107 -

Waking Staff: 76

Type of Inspection: Full BHA Bockel Number:

Notice: Unannouiced

Reason(s) for Ins pectionis)
Renewal :

On-Site Inspectichs Date‘!s and Department Representatives On-Sife
05/07/2015: Novak, Ryan; Hummel, Jesse

i
!
h
|

Off-Site Inspection Dates and Inspactors, if Applicable

Other Details

Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of lhs';:iecﬁuhbatés

Licensed Capacity: 92 Number of Residents who:

Number of Restdents Served: 73

Secursd Dementia Care Unii: in Home: Yas Are 60 ‘fears'of Age or Older; 72
Aroa: NIA Have Mental liness; 0
Secured Dementia Unit Gap?xcity, If Applicable: 26 Have ar Inteliectual bisabiiityz 4

Number of Residents Servmj:l in Secured Dementia Care Unit,
if applicable: 24

Have a Mobility Need: 28

: Have a Physical Disability: 0
Number of Gurrent Hospice:Residents: 0

Number of Hosplce Residents In past year: 3 -

Receive Suﬁplemental Security lncome: D

@M O L
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Vioiation Report: 21496 < (5/07720715 - Novak, Ryan
PCH Name: THE BUEHRLE CENTER

-1-REGULATION-55 Pa. Code §2600 e —

2600.65(g) ~Direct care Fstaff persons, arciflary staff persons, subsiitute personnel and regulariy scheduied volunteers

shall be tralned anruallyin the following areas:

(1) Fire safety compieted by a fire safety expert or by a staff person trained by a fire safety expert
(2) Emergernicy preparedness procedures and recogrition and response to crises and emeérgancy situafions.

(3) Resident rights.

{4) The Olkder Adult Protective Services Act (35 P. S. §§ 10225,101-10226.5102).

{5) Falls-and accident|prevention,

{8 New population gr }UpS that are being served at the home that wera not prev fously sewed Ef apphcable

2a. DESCRIPTION OF VIQLATION

Direct care staff person A hired 12/9/12 did not receive training In fire safety Tortramlng year 2014

Contract ancillary staff person B hired 9/16/10 did not receive training in emergency preparedness and fa\lé and accident"pz’évention '

for training year 2014.

3. PLAN OF CORRECTION {POC) (Attach pages as'necessary, Remiember that yon must sign and date any atisched pages.} )
{nchide steps to correct theiviolation described dhave and sieps to prevent a simitar violation from oc:cumﬂg again. If sleps cannot be compfsted

immediately, include dafes by which the sfeps will be completed.

!
i

it is important for direct care staff and ancillary staff to be trained annually in fire safety in order to
respond approprigtely fo an emergency. Anciliary staff will also receive training as outlined in -~ +
regulation 2600.65 (g) to ensure staff working in the home are aware of the reporting '
requirements. Immediately direct care staif and ancillary staff will be trained on those areas -

identified above.

A monthly review of staff training will be done by the Unit Manager. Tracking will be added ’to our
QAPI report. Staff Identified as not completing the required training witl be given the. opportumty

to attend training ion multiple dates. -
Lo it hoae Z Ce "f“f‘ﬂ.l'r\u\c'

compliance.

pla:.agg tohe pns L oof f’r‘or ‘ffhar\lq
de-od+ o5 “Fha
Reviews will beg|n June 2015 and be ongoing, The Aclm:mstrator will rnomtor to ensure i}g

-

'-’]Lr :

Hawrn

“Rets. QO -

Repeat Violatfon: No - Date(s} of Previous V:olabon(s}

Signature of Legal‘Enﬁty Repr&sentatwe
(Requ'ired on EVERY F’aqe}

U dette, @A Loiaiin)

Printed Name and Title crf Legal Entity Representatwe
{Required on EVERY Page} M ]ﬁ “
W a¥ad

PJ_. mrllliﬁr

Date

Ad olal, 048147

DEP.L\RTMENT USE ONLY - HOMES MAY NOT ‘WRITE BELOW THIS LINE! -

The above plan of correction is approved as of D

(Dale)

Tha above plan af ca{rec%ﬁon was approved by

Plan of comrection lmplememanon status as of 1!2 ol LS‘
. {Date} *

D Fully implemented )

Partially ]mplémentea ] Adequate Prbgre'ss
D Partlally Implemented Inadequate Progress
D Noi mpiemﬁﬂfed
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Violation Report: 21496 - D607/20156 - Navak, Ryan
PCH Name: THE BUEHRLE CENTER

_1.-REGULATION-55-Pa.Code §2600—

2600.82(a) - Poiscnous materials shall be stored in their Orlglndl jabeled containers.

2a. DESCRIFTION OF VIOLATION

3 unlabeled bottles with-steri-fab written on the bottie were located in the nursmg office. The orrgmal prnduct Iabe!rng was fot attached .
Io the boffle. .

3. PLAN COF CORRECﬂON (POC} {Attach pages as necessary, Remember that you st sign and date any attached pages)

Include steps {o correct the: ;woiatmn described above and sleps to prevent a similar violition Trom eccurring again.. If sleps cannot ba compleied
immediafely, include datas by which ihe slteps will be completed.

The three unlabeléd bottles with _steri-fab were removed immediately from the nursing ofﬁce.

Bottles need to be labeled with the manufacturer's label 1o prevent the possrble misuse and / -
or harm to staff orI residents.

Botiles or contalners brought to the unit will be checked for the manufacturers label by the .

charge nurse on the unit. Any bottle or container that does not have the manufacturer's label
will not be aocepted on the unit.
\

A weekly mspec‘uon wili be done by the Unit Managey to ensure there are no bottles- or contarner
on the unrt that.do not have a manufacturer's label. '

The Admmrs’rratdr will conduct rahdom checks on the unit for any bottles or. contamers that
do not have the manufacturer s label.

Repeatv‘oléﬁcn No - ' Date{s)ofPrevmus Violation(s)

Signature of Legal Entaty Representatwe

Re ulretlonEVERYFae : @Mjﬂ/gx& Q @/& . )

Pnnted Name and Tltle cf’Legal Entity Represe

{Required on EVERY Page Mrr }q P O(luffij( Hc(m”_) Dats Oé /5’ /f

DEPARTMENT USE ONLY - HOMES MAY NOT WR]TE BELOW THIS LINE||

L

i [ Fuily Implemented
‘ Papially implemented - Adequa‘fe Prd‘gress
The above plan of corref;.tion was approved by [j Parﬂally Implemented - Inadequate Progress

‘ D Not 1mplemented

The above plan of CD[TE’&'C’” is approved as of 7~\———\5———‘( = 1;3 Plan of conéction implementation statue as of ) '(6‘ !:‘ 7
: o {Da[e

. - T B
‘ . .
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[Violation Report: 21496 - 05I07I2015 Novak Ryan
PCH Name THE BUEHRLE CENTER

-1 REGULATION&S_PE Cotie §2600 e .
2600.91 - Telephone nurﬁbers for the nearest haspltal police department firé department ambulance, poison c,ontro]

local emergency managqment and pe:sonal care home complagint hotline shall be posted onor by each telephone with an

outside line. 1‘

Za. DESCRIPTION OF WDLATION . .
The telephone {ocated In robm #14 dld not have amergency numbers posted near the phane.

3. PLAN OF CORRECTlON (POC) (Attach pages as necessary, Remember that you pust sign and date any atteched pages.)
Include steps lo comect the Violation described above and steps g prevent a similar violation {rom veaurring again. if steps cannot be compleled
immediately, include dates J:loy which the steps will he compleled,
i
.In the event of an Iemergency it is important that each phone with an outside line have an
emergency card with the telephone numbers of the: nearest hospital,. pohce department
ambulance, pmson control, local emergency management and personal care home complamt

hotline so that both staff and residerit have qmck access in the event of an emergency
|

An emergency carJ‘d was placed in room #14 and an’ mspeoﬁon of each-room was conductéd by

the Un‘it Manager fo ensure compliance with regulation 2600.91

Direct care staff have been instructed to check for emergency cards in the res:dem’s rocm when
providing care or admmrsterlng medication.

At the Resident F-Jorum residents will be remmded of the importance of the emefgenoy card near
their phone and fnot to remove these cards.

Monthly checks \/LI” be done by the Unit Manager for the emergency card to bie near. each
phone with acceas to an outside line.

Random checks \luili‘ be conducted by the Administrator,

Repedt Violation: No ‘ Date(s) ofPrevuousV’olatzon(s)

Signature of Legal Entity Representatwe % ‘ B
[Reauired on EVERY Page) oo e s @ Cg .é.g A2 N)

Printed Name and Title of Legal Entity Representahve

N Date
(Raqu'md?nEVERYPangatLpr( P, OJU/’!FF‘ Acﬁ‘m:r) 0= /2-_ S
DEPARTMENT {JSE ONLY - HOMES MAY NOT, WRITE BELOW THIS LlNEl

The abave plan of CDWEC:“D" is approved s of %I":t 15 Plan of correction implementation status as of 7| 201§
\ 1 Fully impiemented _
‘ Pama!ly Imiplemiented - Adequata Progress
\
The above plan of corregtion was approved by D Pamaily Implemented lnadequate F’mgress
[ . s}
E 7 L] Netimplemented




| o . pageSofts -
Vielation Report: 21496:495107&015— Novak, Ryan i ‘ T T
PCH Name: THE. EUEHRLE CENTER

{1, REGULATION-55.Ra. Code §2600 " ‘ .
2600.124 - The home shali-nofify the local fira departmeﬂt in wntmg of the address of the hame, locat}on of the be(irooms
and the assistance need ad to evacuate in an emergency Documentatmn of riotification shall be Kept,

required.

7a. DESCRIPTION OF VIOLATION
The facility currently has 28 residants with mobility needs that would require assistance te evacuaie the facility in the avent of an
emergency. The facility hak hat notified the locat fire department of @ general descrigition of the mobility needs oﬂhe rasidents as

3. PLAN OF CORREGTION (PCC) (Atfach pages as necessary. Remember that you mus!: sign and date any attached pages. ) '

Inciude steps o carrect (ha?vm.’anon Dascribtd above and sleps to praverd a similar violation from uccumng again. If steps casinof be campiered
immediataly, include dates by which the sfeps will e completad.

in the event of a fire or emergency it is |mportant for the f—"ire Department to Know the ﬂoor plan
and the residems'gwho would need assistance in the event of an- emergency.

The Plan was sent to the local fire depariment with the !oca‘ﬂon of the Secure Dementia LJmt and
also the names and room numbers of those residents who would- need ass:stance in, the event
of an emergency Please see attachment A-1,2,3,4

_The Adininistrator will be responsible for notifying the Fire Departrherit whenever there.ls "a'ehéng'e' SR
_in status of a resident who may need assistance evacuating the building or and adm!ssmn who '
may need assistance with the evacuatlon Please see attachment.B-1,2

Repeat Vialafion: No

Da‘te(s) of Prewous leat{on[s)

Stgnature of Legal Entity Repras tive

{Required on. EVERY ng_r ‘e jﬂﬂfb @ @W

' Printed Mame and Tltle' of Legal Efttity Represantatwe

Dat
(Requ'mdﬁ"EVERYpa‘g‘"lec,lw le. P O‘xu;ar AJmJ'm ‘ae,OQ /X /{

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above pian of corrsttion was approved by

The above plan of cnrrerllmn is approved as of 1 2{;31 g}s Plan of correct]on implementation status as of7 J"
I
! ]ﬂDati

Fully Implemented ) ]
Partially Implemented - Adequate Progress

i

Partially Implemented - Inatequate Ptrbg‘res‘a

D-Dﬁﬂj

‘ Is)

Not Impiemented
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Viclation Report: 21496 - 050772015 - Novak, Ryan '
PCH Name! THE BUEHRLE CENTER

41 REGULATION-55-Pa, Code-§2600

2600.132(e)- A fire dril s‘ha{ be held during sleeping hDurs once every 6 months.

Za. DESCRIPTION OF V!dLATIDN

Department Representativds interviewed staff parson C who is the Administrator, Based upon this iriterview it was determlnea‘ the

‘facility's sleeping haurs in the personal care side of the facility are from 8:00pm {c 6:00am. Department Ragresentatives reviewad the

facitity's fire drift log. 1t was determme—d the facility (ast held a fire dril) during sleepmg hgurs en 5/15/14 at 5:55am.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any aitiched pages)
Include steps to corect the|viokalion described abave and stops fo prevent a simitar viplatlon from ocourring again. If steps cannet be cUn;p!efsd

immedialely, include dales by which the steps will be complated.

The Fwed Drill heid on 08/27/14 was at 6:18 AM and was outside the stated sleeplng hours for

the Personal Care side of the facility.

Regulation 2600.132 (a) was reviewed on 05/07/15 with the s’[aﬁ member who is responsmbie for’
conducting the fire drills in the Personal Care side of the facility.

The Administrator will monitor the Fire Log weekly to ensure that.a fire drill will be held every six
months during resident sleeping hours. 1f the fire drill is held outside the sleepmg hours another Fn’e-
DFill will be condugted to ensure compliance with the regulation.

Repeat Violation: No Date[s) of Prewous V‘mlatmn(s)

Signature of Legal Enttty Representatwe
{Required on EVERY Page[

/77% 2. D D lomiany

Printed Name and Title of Legal Entity Represent%ﬁv‘e
{Required on EVERY Pags} M lﬂ [
: o e

P Ol\)f(‘”(‘ An?mrﬂ

bate 06 - /E—A;

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LI NEI

The above plan of corredtlon is approved as of
i

) 1
The above plan of corredtion was approved by

Plan Df correction lmplementatlon status & as oﬂ 28 ,LS

e
Fully Imptemented

g/m

F‘arﬁally Implemented - Adequate Preréss
Partlatly Implemerted - Inadequate Progress

Not Implemented

DD
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Violation Report: 21496 - 05/07/2015 Tavak, Ryan
| PGH Name: THE BUEHRLE GENTER :

- —|4-REGUIAFION-55 Fa. Cade §2600—— — : -
144{c)(2) Locaticn of a smoking ropm of outside smoKing area a safe distance from heat sources, hot water heaters
combustlbie or ﬂamrnab!é matsnah and away from commen walkways and exits.

\
"2a, DESCRIFTION OF VICLATION

2 cushions were located In f(he home's designated smoking area. The labels on the cushions nozed care should tle exercmed’.'ﬁeaf :
open flames oy near hurnmq clgarettes ! . L

3. PLAN OF CORRECTION {POC} {Attach pages rsnecessary, Remetmber that you foust sign and date any atjached pages.) -

{nclude steps to correct the !vrolahon described above and steps to prevent a similar viclation fromt cocuring agaln, If steps cannof be comp!etad

immediately, Inciude datas by -which the steps will be complated,

The two cushions were removed immediately from the smoking area.

To reduce the Ask of fire from residents who smoke in the deésignated area.-all furniture wilt be
fire resistant. | | < | o '
The furniture in the smoking area is made of fire resistant materiat-as outfined in re_gu‘l'atioh‘
2600.144 (€) o S ' :

area unless they meed the requirements gutlined by the regulaﬂon When the Admlmstratorls
away for a period; of time the Unit Manager will make the: rounds {o-ensure comphar\ce

The Administrator wiil make weekly rounds 1o ensure there are-no cushion plaoed in the desxgnated ‘

“‘__.
]

Repeat Vi olation: No Data(s] cf Prevrous V'o[atlon(s}

Signature of l_ega[ Entlty Representatw

B B [ dte (POl en)

Printed Name and Title of Legal Entlty Repr%sentatwe
Date
[RegulredonE-VERYPage}MH_L, H P O!w‘fcr AJ : Oé /27 /é_'

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

| : ]
The above plan of correttion 1s approved as of w’-l——‘-)—-—l%me?‘ Plan.of correction smplementation sfatits as of 7 E } } B
: Date

, D Fully implermented

. m Partially Implameanted - Adpquate Progress

The above plan of correttion was approved by \ D Part:a&ly Implemented - Inadequale Progress

nifis
) [:] Not Implemented

T
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Viclation Report 27486 ~Q5f07/2015 Navak, Ryan
PCH Name: THE BUEHRLE CENTER

—1TR—EGUL-.ATI0N55-Ea.c:ode_§2sno_ : : L ‘ ‘ .
2600.183(d) - Onily currenit prescriptien, QTC, sample and CAM for- mdmduals ng it the horne may be kept in’ the home

2a. DESCRIPTION OF VIO LATION :
Resident #1, #2-&#3 are p(escrabed an Advair Diskus. - These medication contalners were Tiot dated when opened 1319 mEd:{;atmn
manufacturer's instructions: indicate to dlscard this medication 30 days-after removmg the medlcatmn from the fGil packagmg
L
- t . -

3. PLAN OF CDRRECTIO“ {PQC) (Attach pages asmecessary. Remember that you must sign and date any attached pages.)
{nclude steps fo corect rhelvrofanon described above and steps lo prevent a similar wafatran from occuiring again. if steps cannot he completed
immediately, includé dafes by whicht the steps wit be compleled.

it is important thatlthe date medication is opened and the manufacturers |nstruct|ons indicate
that the medroatlon be discarded after 30 days that a date: be placed on the medication
contamer Thrs W{H shable s‘faﬁ ta know when to discard the medication.

Staff were re- educ‘ated on the importance of dating friedications when the lnstruct}ons md[cate
the medicatlon is tp be discarded after a set number of days. :

The Unit I\/l(:magerJ will monitor medtcatlons that require a date o determlne when to dlscard
the medication on a rronthly basis.

The monitoring will be added to the facility QAPI and rewewed by the Admlnlstrator manfh{y
If there is 100%C ‘omphance for 6 months the monitering wxll be done quarteriy on the QAPI

' Repeat Viotation: No ] Date[s) of Previcus leaﬁon(s)
Slgnature of Legal Entut\.r Representatwe
{Required on EVERY Page) j,zﬁ,& @ ‘W
Printed Naine and Titlé of Legal Entity Reprasen ative
: Daf.e D6 / X v 5
{Required un EVERY Pa 3 A
S Micf') N ; P O(LU(&Y‘ chmh

EPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE1

The above plan of correttion is Eppl"ﬂved as of -“\\—l‘s—zﬁa e; - Plan of correctlon 1mplemenlaﬁon status as 0[7 26

D Ful!y Implemenled

|

l .

i % Psmallylmpiemented Adeguate ngress
1

The above plan of cnrre!ctibn was approved by Partiaily Implemented Inadaquate Progidss -

D Not‘ implerherted
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Victation Report: 57456 - 05,’07.‘2015 “Novak, Ryan
PCH Name: ‘THE BUEHRLE CENTER

4, REGULATION-55 Pa.Cotte-§2600- ’ o e
2600.183(€) - Prescriptiof medications, OTC medications and CAM shall be stored Inan organized manner under proper’
'cond'rﬂons of sanitation. t=mperature rrioisture and Isght and in accordance with’ the manufacturers mstruchons

23, DESCGRIPTION DF VIOLATION : . N o S
Deparment Representatwes observed a lgose pill atthe bottom of the medicaticn cart drawet, The pill frad an "A" inscribed-on one ‘
side and an "11" inscribed 6n the other side. |t was unable to be deterrhined which resident thé pill was prescribed to, The'facility is

responsitle to safely and propery store and account for resident medications.

3. PLAN OF CORRECT]ON (POC) (Attach pages as necossary, Remember hat you ¢ must sign and date any aftached pages. } .

Include steps fo correct the *wo?a!ton describad above dnd steps to prevent a simifar wofabnn from accurring again, If steps Cannof be completed

rmmediate!y, include dafes py which the steps will be oompfsied ;

Durirg the annual |nspect|on one pill was found on the' bo’rtom of one of the medrcatron carts and

discarded, ‘ : : .

_ Staff have been mstructed o check the medloatron carts once durmg each shift to ensure that
there dre no [oosé piils on the bottom of the cart. - ;

- Staff have also been lnstructed to exercise caution When remaovi ng and rep!ac ng medicatron oardsﬂl ‘
in the cart to prevent accidental tearlng of medication packages '

cards and e} chec# ttve medication caris. durmg thefr shift for loose pills, -

The Unit-Manager and the. Admmrstrator will conduct random checks on the medloatron carts fo
ensure that there are no Ioose plils orithe bottom of the carts. : z

Staff. will be remrndeo inour monthly staff meeting the |mportanco of careful handhng of medicatron‘-‘ 1 -

Repeat Violation: No | 1 -oate-(s'} of Provivus Viotatien(s):{ - 1
Signature of Legal Entify Representatw
{Required on EVERY Pa M Yy @ C@ /, M
Printed Name and Title of Legat Entify Represen tive
Date { / é"
Requrred on EVERY Pa Dé /
¢ MH‘ L?PH P Oi]Ufﬂf ﬂ(.'/m;n

DEPARTMENT‘USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE?

The above plan of correctmn is approved as of . ?ﬁe Plan of corred'ron rmplementailon Status as of" za
| e I
! o T

R D Fully implemented

! .

i . F’amally tmplemented - Adequate Progress '
Parlially lmplamemed Inadequate Progress

The above plan of corroctron was approved by

als
) [:} Not Implomemed




- — A REGHLATIGN-55-Pa: aode §2600—

2

! ' . Pagediofie
Vialation Report 27436 - @5:’07.’2015 Novak, Ryan ‘ T T
PCH Narie: THE BUEHRLE CENTER

2600.184{a) - The onglnél container for praseription medications shall be labeled W|th a pharmacy IabeI that !ncludes tne
following:

(1) The resident's name

{2) The name of the medlcatlon

{3) The date the presenptlon was issued.

{4) The prescriped dosege and instructions for administration.

{6} The name anhd trtle of the prescriber.

2a. DESCRIPT?ON OF VfO?.J\T!DN
Resident #4's Lantus Solostar pen did not have a pharma‘cy label aftached.

3. PLAN OF CORRECTION (POC) (Al:tach pages as necessary, Remember that you must sign a.nd date any attac‘ned pages)

Inciude steps to corfect the vinlalion describéd above and steps to preverit & similar viotation fiorm oc:cumng again,” If steps c:annur be campa'e!ed
immediately, include dales by which ¥ steps will fie completed.

Medications réquire a pharmacy label to prevent medication being ddiministered to thel”wrlqng‘ .
resident. . o R

H

A label was obtamed for the Lantus Solostar pen and p!aced on the pen

The Unit Manager Wm do three random checks monthly to: mon|t0r that all medicat:one have a
pharmacy label.

This will be added to eur QAP monthly report for 6 ‘months. Whenthere is 100%- cornpllance for
6 consecutive mo nths the 'QAP] manitoring will be done quarter!y

The Administrator will rnomtor the QAP report monthly

Repeat \folatlon Na Date(s) of F’revious V'olatlon(s)

S]Qnature ofi_egal El'ltlty RePTESBnta < IS
(Reqmred on EVERY Page) M‘/y Q @ ,é{ ,4,(_{.( ) 3

Prmted Name and Title of Legal Entity Representatwa . S f C

‘ -‘/X"— 7 A
(Requlreq. i1 EVERY Page] Date . O & -
adulitemr~ aEMLc_lmeN P Oliu:'&r” Acihmm ‘ e

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correcjtmn is approved as of 7 {Date]l | Plan of carrection imp1emenia‘uen status as ef—? T 1\5‘ |-
‘ . o R l (Da‘e] -

' D Fully Implememed ‘
M] Partlaliytmplemented Adequafe Pregrese o
D Partlally Implemented inadequate Prngress :
D Not lmplemented .

t

The abave plan of oorr‘ecflion was approved by
I .




Vloiatmn Report 2‘!496 USIBT/ZG'Ib Novak, Ryan
PCH Name: THE BUEHRLE CENTER ‘

 Pagetiofts

1. WREGULA'I’-IONJE 2aC ode-§26ﬂﬂ

1 2600.184(!3) If the OTC medications and CAM. belong in the res:dem they shall be 1dentlfed W|th the remdents name

2a, DESCRIPTION CF VIO _ATION .
Resident #4's Res O and e tenc coated asplrm was not labeled with the residents name

3. PLAN OF CORRECTION {POC) (Attnch pages as necessary. Remember that you nimust sign and date any altached pages.}

{nciude steps ta correct tha violation gesciibed above and steps fo pravent a similar viotation fmm veouring again. if e.feps canriol be campieted
fmmediataly, inciude dales by which the sfeps will be completed.

The enteric coatediaspirin' belo‘nging 10 Residem #4 was [abeled immediately.
in order 0 properly identify which medication belongs to a res;dent the medlcatlon Wi“ be
identifies with the ‘FGSIdentS name. :

Staif wera mstructed on'the ;mportance of Iabelmg resuden’ts oTC medzca‘non and CAM wrth
the resident's name : :

The Unit Manager and the Admmlstrator will do random checks monttily to ensure all OTC
medications and CAM's are labeled with the resident's name to-whom they belong.

i

|

i . 1

i
|
i
|
|
|
|
|
i

(

i

|

L _
Repeat V‘olatlon No J Date(s) of Prévious’ Wolatton(s}

Slgﬂature ofLegaI Entlty Representatlva - - -~ i
,(REqu:redonEVERYF’_g_} %[ QJZQJZZQJ Q CQLA,«( ) /\,)

| Printed Name and Titfe of Legal Entlty Rapresentatwe .
= Date o 4 y, E’ ¢ ;r
1Regu1red on EVERY Pag E :
Mm]n ”f’"‘ P Ol\nm?r' : — .

DEPARTMEN'I' USE ONLY HOMES MAY NOT WRITE BELOW THIS L]NE‘

The above plan of cnrrect%on is approved as of }O(Da el) Plan of correc‘aun 1mplementat|on status as uf7!2c Z j:

: L (Date)
! Fully Implemented :

Partlaﬂylmplemented Adequate ngress -

The above plan of corection was approved by Pamaﬂy Implemented tnadequate Progress '
‘ . nitials)
v Noi imp!emen{ed
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Viokaton Report 21496 05i0712015 Novak, Ryan
PCH Name: THE BU!:HRLE GENTER

R ' 3 . Paget2ef18

-1, REGULATION 55. Pa.Cotla §Z600- e R e .
2600.185(a) - The home shall develop and implement precedures for the safe. storage aceess, secunty distri but|on and ol
use of medications and nlwedlcai equnpment by frained staff persons. ‘ :

2a, DESCR!PTION OF VlOLATlON ‘ )
The hames rarcotic policy 1?0195 the off-going and on comlng staff fo sagn the contrelled. drag. shift count recorci 1o verlfy the remafhing -
-narcotic count. -The 3§-11 ploff going persor dld noksign the log on 4/1/15.The ?a«Bp off gomg pafson did nit 51gn e Iog on 6/3/15 ‘
The 7a-3p on eoming persan 'did:riot sign the log on 5i5 and 5/8M185, o ‘ e

3. PLAN OF CORRECT!ON (PDC) (Attdch pages as necessaty. Remember that you must mgn and date any attached pages.)
include sfeps to comrect iffe vmlarmn described asbove dnd staps to prevent a s:mdarwo.larmn from occbmng again, if sfeps cannut be chripieted
immediately, frictude dates by which the steps will be compleled.

¢
i

The Facility Policy wreqwres that the signature of the on coming staff and the off gomg staﬂ be oh

the narcetic log fo veﬂfy the remaining narcotic count.
L

Staff were re- educ}bxted on the facility policy regarding s:gnatures reqmred by the on commg staﬁ
and the off going staﬁ on the narootic log for the narcotic count.

The Unit Manager WI|| check the narcotic count log twice a month to etisure staff arein comphance
with the facility pohry : :
This will be tracked ori'the QAPI for 3 consecuttve months.: Where There is 100% comphance for
3 months then the Tracklng will ba done guarterly.

This tracking will be mon_itofed by the Administrator to ensure compliance.

RepeatVlolatlon Yes . Date(s) of Prevmus V'olatlon[s) 051071'2014-
Sfgnature of Legal Entity Representatlve . )
Reguired on EVERY Pade) ’ﬁh/«/gﬂ/&&q @ Cg/g/}uﬂ 4J
Prmted Name and Titte of Legal Entity Representatlve
Date ¢ &~/ f - d‘
(Reqmred on: EVERY Page)
Msc_.l"lf’{ £ . P C:‘»{uu:?r Aerm

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS LiNEl

The above plan'of CC'FYECﬁUTl s approved as of 7%2&&-; Plan of correction |mplemematlon status as m‘j 2,6/ ! S N
: o ‘(Dte)"

1‘ {Dat¥)

S F{Jlly Implemented *

‘ : % Partlally Implemented - Adequate Progress

The atove plan of correciion was approved by Parhally ]mplememed tnadeqtiale Prugress
! ‘ is)

D Nmt ]mplemented
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VicTation Report 21496 - (5/07/2015 - Novak, Ryan
PGH Name: THE BUEHRLE CENTER

- 14, REGULATION.55.Pa. Code §2600— o : -
2660.187(a)- A meducatloﬂ record shall be kept to mciude the following for e‘ach residerit fof whom medlcations are

administered. ‘
{1} Rasident's name.
(7} Drug allergies |
{3) Name of mecﬂcahon
(4) Strength. a‘
(5) Dosage form. = |
{6) Dose. I

{7} Route afad mlmstrat:en

(8) Frequency of admamstraﬁon

(8) Administration times.

{t0) Duration of therapy, if applicable.

(11) Specualprecautmqs if applicable,

{12) Diagnosis or purpose for thie reedication, including pro re nata (PRN)
(13) Date and time of medication administration.

{14) Name aud initidls pf the staff person adrnlnlstenng lhe medxcatlon

o+

Za. DESGRIPTION OF VIOLATIDN ‘ . ‘
Regiderit #5 is prescribed fo have bldod giucose’ readmgs twice daily af 7:00am and: 4— 30pm. Depariment Representatlves observed B
the resident's giucometer andihe reasident's Medication Administration Record (NIAR) The following discrepancies were nafed;

On 5/6/15 at 6:405m e résident's bloed glucose reading was taken: The glucometer readmg indicates the resident's bloed glucnse i
was 153. The resident’s MAR indicates the resident's blood sugar reading was B1

Resident #8is prescribed lplood sugar readings hmce daily, On 5/2115 the g\ucnmeter read 216 but the MAR noted 21?

3. PLAN OF CORRECTION {POC) (Attach pages a3 necessary. Remember, that you must sigd and date ay atiachod peges.)
Include steps o cormect Ihé victation describéd above Bnd sléps to prevenr 4 similar violation from occuming agam if sreps cannof be comp]efed
immetdiately, inclide da{as ll:ay which the s!eps wﬁf be completed, .

Resident 4 5 had an addmonal glucometer reading on 5/5/15 due to sympmms the reSIdent was
hawng The additibnal reading was not documented in-the MAR,

Staff were educated on the importance to carefully document all glucometer readmgs in the MAR.

" Resident #6 - staff were educated on the need to transfer readmgs on the glutomieter accurately fo.
the MAR. |
The 11-7 shift will do a-weekly comparison of glucemeter readlngs to the MAR.. The Umt Manager
will address any dlscrepancy with statf The Admzmstrator wall monitor compilaﬂce on.an ongomg
basis. ' :

Repeat\f’olabun ND s Dafe(s) of Prewous Violaﬂon(s)

Slgnature of Logal Entl REpresehtatlve '

{Reqguired on’ EVERYPage1 | e /jjj! @ @ Z’ /J/ULJ’ A.)

Printed Name and Title of Legal Enftity Repr%tmtatwe Dat O é / f /J"

{Requ:red on EVERY Pagj ate -
MU_,’/\ N P On“@r“ Ac!mrn‘

DEPARTMENT USE ONLY - HOMES MAY NDT WRITE BELOW THIS LiNE‘ 5

The abave pian of curred}tmn is approved as of {| % 2 m)S Blan Pf coirection implementation statis as of 7 | 26

‘ . ’ ! Fuily impiemented
. 1 . ‘ Bartially Implemem‘ed Adeduate Progress
The above plan of Gorrection was approved by . I pama”y Implem anteq - Ina dequate ngmas

lals
) D Not Implemented
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Violation Report 21456 - @5/{}7[2015 Novak, Ryan
PCH Ndrne THE BUEHRL CENTER

2600.187(d) - The hdme shal{ fallow the directions of thé prescnber
l ‘

JWREGULAT!ON 55:Ra. Code §260ﬂ - - ‘ o]

2a. DESCRlPTiDN OF VIOLATION

Residert #6 is prescribed to have bidod glucose readings twice dally at 7:00aih and 4 Bme {}epartrnent Representatves olﬁsewed
the resident’s glucometer. li was determined on the following days the resident's blood sugar reading was- not taken aithe p:escnbed
time of 7:00am. .

53/15 at 5:d4am
5/6/15 ol 4:58am
5/7/15 at 6:18am

3. PLANOF CDRRECT!ON (POC) {Aftach pages as nccessary, Remernber that you must sige.and date any attached pages.) -
inciude steps fo comect the Wafa!ion described abave and sleps lo prevent a similar wufatron from oceuming again, If sleps cannot be cnmp!eted
immediately, include dates by which the steps will be completed.

To ensure proper d spensation of medicati'on, staff will follow the guidé]ines as ordeféd by the
physician. ' ' : ' ' '
-Staff have been mstructed id fo!lew orders as they are Wntten by ’the physrolan This w&ll be
discussed at our momhly staff meetings.

The Unit Manager will check the MAR monthly to ensure siaff‘are following phg}sioiah orders. -

We wifi add this 10 the QAPI monitoring for 3 months, If there i 100% comphance for 3
consscutive months the QAP momtonng will be done quarterly

Random checks will be done by the' Administrator to ensure compliénce.r :

[Page 4ot

E)a‘te{s) of Prevlous V'Dlat]on(s)

Repedt \folﬁﬁhn' No -

Signature of Legal Entlty Rephassntaﬁve
{Required onEVERY Paqel (it j? //ﬁ @ @ M

Printed Name and Tltlequegai Entity Representatwe Date 0 - /‘f— /.j_

1___:;_____________;}23 ulred on EVERY P ie [vl 1.5 z-re,([.o . P O(JJHPJ‘ /{(Zmi }'w

DEPARTMENT USE DNLY HOMES MAY NOT WRITE BELOW THIS LiNE]

D Fullyimplarnented L
B Par’nally Implemented Adequate ngress

The above plan ofccrreéﬁon wag dpproved by - D Pamally 1mplemented inadequate Progress
i {Ir\{fats) ‘

i ‘ , D Not lmplememed ‘

The abdve plan of correcgnon is appfoved as of '%th JIS Plan of correcﬂon tmplementanon sthtis g5 nf - 20 S i




"VioTafion Report, 21406 - G5/07/3015 - Novak, Ryan
PCH Name: THE BUEHRLE CENTER

practitioner, documented‘on aform provided by the Departmenit, within 80 days pﬂpr 0 admission. Dacumentation sha%l
include the resident's diagndsis of Al Ezheimer's disease or other dementia: and the need for the resrdent to be senred m &
secured dcmenﬁa care uhlt :
Za. DESGRIPTION OF VIOLAT!ON : ' -
Resident #1 was transferred to the facillty's secured demenﬂa care unit on BI4/14. The résident's medu,al eualuatsun rumplefed on
7/24/14 does nofindicate tﬁe resident has a dlagnosw of Demeritia or Alzhetmers rafated diséase. )

j N :

i

l
3. PLAN OF CORRECTION {POC) {Attach pages asn:cessary Remember that you ml]st sign a.nd date a.ny attachcd pages.)

7 immediately, inc-'ude dales by which the staps Will be comyileted.

.Progress Notes stélted SDAT {Senile Dementia Alzhelmer Type). However this was not
documented on the DME. ‘

Physician's and thpse qualified to frH oiit the DME will be mformed that residents who dre..

admitied to fheSEU must showadragnosrs of Alzheimer's disease.orotherdementla . 7?'
onthe DME. Ay wpdtanlto 4e \fhe D Wil be inifla i 6
Migge§ lighie s e Kingfhce g, o el o o bl

The Unit Manage'will review afl admrssrons to the SDU for proper documentataon on. the DME

“The Administrator wil aiso check all admrssron to the SDU ’to erisure that the DME; Assassment
and Support Plans- have proper documentaﬂon ‘

.

-1.-REGULATION-55. Padee §2600... ER— ' i : i L -
2600.231(b)- A rasident shall hava a medical evaliatmn by a physrcran physrcran 8 asmstant of c:ertrﬁed rEQrstared nurse N

Incliide stepé to corret the wioiation described dbiove and steps fo prevent a simiiar vro!arron from occumng again. If sreps r,annu( be compiefed on

Resident #1 was seen by their Primary Physician on 7:'24;’15 and documenta’tron on 1he, Physrcran s -

s

Repea{: Vuﬂation No Date(s) of Prewous V’oiatrbn(s]

L]

Slgnature r:fl.ega} Entity’ Repre entatlve ! ‘
Re mred_unEVERYF’are % / Ve Q @ M,rr )

Printed Name and Title of Lagal Entty Representative /

: Date o é / f /g—
Requ red o EVERY Paqe) :

. QI " Ml(]’\ {L" p O1|u’|’¢°i“'- Aclmru\

DEPARTMENT USE ONLY HOMES MAY NOT WRITE BELOW THIS E_INF_"i

\
] F’ully Implamented
Pamaliy Impiemented Ac!equate F‘rogress

i
¢
i
i

The above plan of correuftidn was approved by

i

D Par!la!ly lmplementeu‘ Inadequate Progress
D Notlmplememed ' o L

The above plan of Cﬂffeﬂﬂm s approved as of ) —)-'—5-—-2‘&)” Plan mf correction lmpiemeniatlon status s of 7 29 ]S
ate .
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' ‘Page 16 0f 16 .
Vistatar Report 21456~ S8IG7/3075 - Nowak, Ryan Upscrenc s B
| PCH Name: THE BUEHRLE GENTER

-4 REGULATION 55 Pa Cotie §25”ﬂ . :

2500.233(c} - f key- lockahg devices, electronlc cards sys ems or other devices that prevent :mmemate egress are used tD

i

lock and uhilock exrts dlrectlons for thelr operatnon shall be Consp%cuously posted near the device. -
2a, DESCRIPTION OF VIOLATJON :
Department Representatives observed the facility's exierlor courtyard of the secured dementia care unlt The gate’ Dflhe courtyard is .
securad by magnetic Iockmg mechamsm The directions dr.code for the magnetlc locking mechanism 15 not posted ori.of near the )
davice. . ; .

3. PLAN OF CORRECTION (POC) {Attach pages as neccssary Remember that you mustsugn and ddfc any attachcd pagcs)

Inciude steps to corrgct the l/mfaﬁon described above and steps {o prevent a similar violatior from uccun‘fng agafn. If sz‘e,us cannor be comp.'eted
immediately, indlude dates l‘Jy which the sfeps will be completed,

To enable those w‘ho 'do not requ re a SDU to be able to ex1t the SDU at will, a postlng centammg
directicris to exit tf e it wili-be placed near the exiting de\nce ‘

Instructions to exit the facility exterior courtyard of the SDU ha's been posted' near th‘e"kéybad‘

To ensure cortinual: cormpliarice with Hegula‘uon 2600, 233 (c) the Administrator wmll check week!y

all exits in the SDU 1o gnsure they have instructions to exxt the umt near the operatmg dewce 1 the ,'

Administrator is a\Jvay for a period of time the Unit Manager WI|| check all exits in the SDU for
instructions posted. near the exit: operatlng dewce

Repeat Vlo:at;on No g Date(s) of Prewous Vioratlon(s)

Signature of Legal Entltf Represe

{Reguired on EVERY Page) ’%A > fﬂ ffj @ gji_/)/‘\,{f )

Printed Nama and T:ﬂe of Legat Entity%“pfresentatwe Datadé 37' /
‘R‘*““"‘*""”E"E“‘”"“UMMLEHf g Oliner %]c{m,m, , T
DEPARTMENT USE ONLY - HOMES MAY NOT. WRITE, RELOW TH]S LINE! _- . B

< .
The shove plan of cnrredtlon i% approved as of 1 z?ua}e] Plan of correcﬂ on lmpIEmentahon statiis as

Fhlly Irnple'ménted

!

| Partially tnplemented - Adeguate Progress -

The above plan of correé{ion was approved by .
\ : {l '?ials)

a
]
!

Pamaliylmpmmemed Inadequate- Prugress !

D‘DED

Not Impiemented






