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DEPARTMENT OF HUMAN SERVICES

LzC 0 1 104

Ms. Sharon C. Kaiser, CFO

Lehigh Pointe Senior Living TRS LLC
Attn: Ann Q. Bargeron

189 South Orange Avenue, Suite 1700
Orlando, Florida 32801

RE: Woodiand Terrace at the Oaks
1263 South Cedar Crest Boulevard
Allentown, Pennsylvania 18103
License #: 223010

Dear Ms. Kaiser:

As a result of the Department of Human Services™ annual licensing inspection on
September 2, 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.

Sincerely,

bl s

Matthew J. Jones
Director P
it

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17120 [ 717.783.3870 | F 717.783.5662 | www.dhs. state. pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 17
PCH Name: WOODLAND TERRACE AT THE QDAKS License Number: 22301
Address: 1263 S CEDAR CREST BOULEVARD, ALLENTOWN, PA 18103 County: Lehigh
Administrator: Arielle Allen ’ Region: NORTHEAST

Legal Entity Name: LEHIGH POINTE SENIOR LIVING TRS LLGC

Legal Entity Address: 188 SOUTH ORANGE AVE SUITE 1700, ORLANDO, FL 32801

Certificate(s} of Occupancy

C-2LP -2
06/30/1997 16/14/2011
L&l Salisbury Township
Staffing Hours
Resident Support: 0 Total Daily Staff: 111 Waking Staff: 83
Tybe of tnspection: Fuli BHA Docket Number; Netice: Unarnounced

Reason(s) for Inspection(s)
Renewal

On-Site Inspections Dates and Department Representatives On-Site
09/02/2015: Novak, Ryan; Pation, Leslie '

Off-Site Inspection Dates and Inspectors, if Applicable

Other Details
Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed C.apacity: 10 Number of Residents who:

Number of Residents Served: 80 ‘Receive Supplemental Security Income: 0
Secured Dementia Care Unit in Home: Yes Are 60 Years of Age or Older: 79

Area: N/A Have Mental lliness: 0

Secured Dementia Unit Capacity, if Applicable: 34 Have an Iniellectual Disabliity: 0

Number of Residents Served in Secured Dementia Care Unit, Have a Kobility Need: 31

if applicable: 21 :
Have a Physical Disability: 0

Number of Current Hospice Residents: &

Number of Hospice Residents in past year: 10
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Violation Report: 22307 - 09/02/2015 - MNovak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

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

2a. DESCRIPTION OF V|OLATION
Staff person A {hired 13) completed only 4.5 of the required 12 hours of fraining for the 2014 training year,
Staff person B (hire 11} completed only 10 of the required 12 hours of training tor the 2014 training year.

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

Inchide steps to comrect the viclation described above and sleps to prevent a simifar violation from ocourring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.

Staff persons A & B did not complete their training for the year due to FMLA
and leave of absence. Our training year runs through December 31 of each
year. Business Office Manager and Executive Director will monitor training g
closely and host. make up sessions during the last quarter of each year 10 ‘
ensure all required trainings are taken by each staff member. We will begin
this process immediately, as we have just begun the 4% quarter. ED will '
ensure ongoing compliance. We will host QA meetings monthly to ensure

that adequate make-up sessions are scheduled.
Thio piocoss catRD tote place ne Pt
v af éﬂ/..u..g) - iqﬁlm\ B—GS’?W +o Ceo jerd
progrecs h dade AL (eoel oeer POles to Foona kit
Bec,e-—v‘*) ber ‘B Lot eac o fn S L &ﬂﬂa,'nﬁ t_om o [’?'a nes

O N 1/7245
Repeat Violation: No Date(s) of Previous Violation(s}:
Signatuye of Legal Entity Representative ] :
(Required on EVERY Page) O\QJLO‘Q/ "\/
Printed Name and Title of Legal Entity Repregentative ’ Dat
. ] Fand ale
{Required on EVERY Page} Y(P“& (1“&@{ ’: D. IO,. [ﬂ", 5_ .

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

- ~le-
The above plan of correction s approved as of L}——-Lg-—- Plan of correction implementation status as of _j)-2-/.f

(Date) ~Date)

D Fully implernented
\LE Partially Implemented - Adequate Progress

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

(Ingials

) { ] Notimplemented
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Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS |

1. REGULATION 55 Pa.Code §2600
2600.65(g) - Direct care siaff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shalt be trained annually in the following areas:

(1) Fire safety completed by a fire safety expert or by a staff person trained by a fire safety expert.

(2) Emergency preparedness procedures and recoghition and response to crises and emergency situations,

{3) Resident rights.

(4} The Older Adult Protective Services Act (35 P. 8. §§ 10225.101-10225.5102}.

(5) Falis and accident prevention.

(6) New population groups that are being served at the home that were not previously served, if applicable,

Za. DESCRIPTION OF VIOLATION

Staff person B (hire-1) did not receive training regarding fire safety or the emergency preparedness plan during the 2014
training year.

Staff person A (hired Il 5) did not receive training regarding fire safety, the emergency preparedness ptan, resident rights, or the
Older Adult Protective Services Act during the 2014 training year.

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

Include steps te comect the viekation described above and steps to prevent a similar violation from occurting again. If sleps cannol be comploted
immediately, include dates by which the steps will be complete. . '

Staff persons A & B missed these trainings due to an FMLA and a leave of
absence. The Business Office Manager and Executive Director will host make
up sessions for all required trainings in the 4™ guarter of each training year.
The training logs will be reviewed by the ED and Business Office Manager to
determine which staff persons have not taken all required trainings. This will
ensure that no required trainiﬁgs are missed for any staff person. ED will
ensure ongoing compliance. |
T ine e §s missad diies S q Tepres coi
he. alended foco e fo!lcw I'nj N .'r\ri “etr, @ned W ol

™ adle Lp "bh—!) M ssed -‘—-f'o_frnh(‘ w;"% S Ctrte_ "'}"Dpl'c_. '1Lo
L Uﬂﬁbfnei thba.p*ﬁacﬁ‘?ﬂj "Lf"‘l"n-'nti s I'n cevmpliancn.

 Ji-r2-)
\

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

Signature of Legal Entity Representative
(Required gn EVERY Page]

Printed Name and Title of Legal Entity Reprgsentativ

= riglle Qlien- E.D. |™ [0-(-IS”

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

The above plan of correction is approved as of L——m\‘ 12208 Plan of correction Implementation status as of (j-42+/~f
(Date) R

The above pian of correction was approved by Partially Implemnented - Inadequate Progress

{Initkgtt)

k D Fully implemented
Partially implemented - Adequate Progress

Not impitemented
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Vioktion Report: 22301 - 08/02/2015 - Novak, Ryan
PGH Namie: WOODLAND TERRACE AT THE DAKS

1, REGULATION §5 Pa.Code §2600 .
2600.85(a) - Sanitary conditions shall be maintained.

2a. DESCRIPTION OF VIOLATION .

Based upon a review of the Medication Administration Record (MAR) of resident #1 and individual glucometer readings, il was
determined that the glucometer helonging to resident #1 was used to measure the blood glucose level of the following residents on the
slated dates and times: .

Resident#2-  Before dinner on 8/26/15- 8/28/15 and 9/1/15

Resident #3- Befare dinner on B/27/15 and 91115

Based upon 2 review of the MAR of resident #4 and individual glucometer readings, it was determined that the glucometer belonging
to resident #4 was Used to measure the blood glucose level of resident #5 on 8/31/15 before hreakfast,

Based upon a review of the MAR of resident #6 and individual glucometer readings, it was determined that the glucometer belonging
{0 resident #6 was used to measure the bicod glucose level of resident #7 on 8/31/15 before breakfast.

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

 Include steps fo corract the violation described above and steps 1 e ot a similar viofation from occurring again, if stsps cannot be compleled
immediately, include dates by which the steps will be complefed.

All medication technicians and nursing staff were retrained on 9/3/15
regarding the proper use of glucometers and the importance of not sharing
them. New glucometers were ordered immediately on the day of inspection,
and receipts were faxed to Ryan Novak. All residents’ physicians were
notified. Residents whose glucometers were used incorrectly were sent for
blood panels by their physicians to be sure they were free of communicable
disease and bloodborne pathogens. All residents are free of communicable
disease and bloodborne pathogens. Three physician letters stating this were
faxed to Ryan Novak. Director of Wellness and Wellness Nurses to monitor
glucometers weekly and ensure calibrating is done. ED will monitor for

ongoing compliance.

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

Signature of Legal Entity Representative
(Required on EVERY Pagg) a &LQ_Q/VV

Printed Name and Title of Legal Entity Representative

(Reauired on EVERY Page) VI‘PJ Q &I’&n _ E@ Date lO-—b,lS‘

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

The above plan of correction Is approved as of flz12=15 Plan of correction implementation status as cit"/i’vlf
{Date) — A

Fully implemented
Partially Implemented - Adequale Progress

The above plan of correction was approved by Partially !mplemented - Inadequaie Progress

[] Dgl:]

Not Irr\\piernented
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Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1, REGULATION 55 Pa.Code §2600
2600.89(b) - Hot waler temperature in areas accessible to the resident may not exceed 120°F.

2a. DESCRIPTION OF VIOLATION
The water femperature in the common bathroom across from room #311 measured 128.5 degrees Fahrenheit.

The water temperature in yoom #109 measured 122.5 degrees Fahrenheit.

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

include steps to comect the violation described above and steps to prevent a s:mn'ar violafion from occwring again. If steps cannot be compieted
immediately, include dates by which the sfeps will be complated.

Schuler Plumbing was called out to investigate the high water temperatures. ‘
They added a spring check valve to the cold water side of s;upply to prevent |
hot water contamination. The mixing valve also needed rebuilding due to
pressure fluctuations. All work has been completed and water temps are
being monitored weekly on all floors to make sure temps do not exceed 120
degrees. Maintenance Director to continue monitoring for safety. Water
temperatures are documented weekly in our TELS reporting system, and will
be brought to monthly QA meetmgs to be sure temperatures are at
appropriate levels.

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

Signature of Legal Entity Representative
{Required on EVERY Page)

Printed Name and Title of Legal Entity/Re resenftlve

{Required on EVERY Page) vielle a ’ en - F D. PO - (oS
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The abave plan of correction ts approved as of ”;'_Z_'_’ﬁ—a Plan of correction implementation status as of /;. /2-/S°
{Date) ~—Dae)
~ [:] Fully Implemented
Pariially Implemented - Adequate Progress
The abova plan of correction was approved by D Partially Implemented - Inadequate Progress
) tials -
) D Not implemented
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Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE QAKS .

1. REGULATION 55 Pa.Code §2600

| 2600.101(j){7) - Each resident shall have the following in the bedroom: An operable lamp or other source of lighting that
can be turned on at bedside.

1 2a. DESCRIPTION OF VIOLATION
Room #114 b side does not have a source of light that can be turmned onfoff from bedside

Room #109's bedside lamg Is not operable.

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

Include steps to correct the violation described above and steps to prevent a similar viclation from occurring again. If steps cannal be completod
immediataly, incliide dates by which the steps will be completed.

H

—  Room 114B's light source was moved closer to-bedside at time of
inspection.-did have a lamp in the room; just not close enough to the
bed. The lamp was placed on the nightstand upon inspection.

Room 109's lamp was not operable at time of inspection. Maintenance
Director replaced light bulb at time of inspection.

All resident rooms were checked to make sure a light was accessible by i
bedside. Light sources will be checked weekly by the Housekeeping |
Department to ensure that light sources are working and accessible from
bedside.

Memory Care Coordinator and Maintenance Director to monitor for ongoing

compliance. ED will also monitor as walk throughs are done daily. Any
concerns will be documented and addressed immediately and reviewed
during our monthly QA meeting. '

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

Signature of Lepal Entity Representative
{Required on EVERY Page)

Printed Name and Title of Legal Entity Representative

{Reguired on EVERY Page) Otrl e/[ [L a“ LI’] — E. D ] Date {D - (0 ,_(\r

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

The above plan of correction Is approved as of |)=)£- /3 (ge:te) 3 Plan of correction implementation status as of /L /2-/ A}
{Date

Vs

D Fully Implemented

Partially Implemented - Adequate Progress
The above plan of carrection was approved by @. D Partiatly Implemented - Inadequate Pregress
(Inidals)

{1 Notimplemented
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Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1. REGULATION 55 Pa.Code §2600
2600.102(K) - Use of a common towel is prohibited.

2a. DESCRIPTION OF VIOLATION
2 residents reside in room #114, an untabeled common towel was Jocaied in the bathroom,

3. PLAN OF CORRECTION (POC) (Aitach pages as necessary, Remember that you st sign and date any attached pages.} ,

Inclute staps to correet the violatlon described above and steps fo prevent a sirnifar violation from oceourring agaip. If steps cannot be completed
immediately, include dates by which the steps will be completed.

Room 114 is a shared resident room. There were no towels present in the

| room upon time of inspection; however, the towel bar itself was not R
labeled. Memory Care Coordinator labeled the bars the day of inspection,
and also immediately checked all companion rooms to ensure proper
labeling was in place. Memory Care Coordinator, Housekeeping, and ED will :
_continue to check companion rooms weekly to ensure labels are securely in
place.

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

Signature of Legal Entity Representative

{Required on EVERY Page)

Printed Name and Title of Legal Entify, Represen

tive
[Required on EVERY Page) V{‘]’/[ fat (l“ 0 - E D. Date /O - (0,_,5'-

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

The above plan of correction is approved as of = (}Dite}} S Plan of correction implementation status as of (. 2- /5
+4= (Date]

Fully Implemented

_ }ﬁ Partialty Implemented - Adequate Progress
The above plan of correction was approvad by ‘@ D Partially Implemented - Inadequate Progress
: Initilis
' ( ) [ ] Notimplemented
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Violalion Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1. REGULATION 55 Pa.Gode §2600
2600,105(g)(1) - To reduce the risks of fire hazards, Jint shall be removed from the lint trap-and drum of clothes dryers after
each use, .

2a. DESGRIPTION OF VIOLATION
A handful of lint was located in the lint trap of the Crosley dryer on the 3rd floor, this poses a possible fire hazard.

3. PLAN OF CORRECTION (POC) (Amach pages ns necessary, Remember that you must sign and date':any attached pages.)

Include steps to correct the violation described above and steps to prevent a similar violation fram ocourring again. If steps cannof be completed
immediately, include dates by which the steps will be completed.

A small amount of lint was located in the Crosley dryer lint trap upon
inspection. Maintenance Director and ED met with direct care staff and
housekeepers who do laUndry, and reminded them that lint needs to be
removed after every use. Signs were placed on the dryer as a reminder.

ED and Maintenance Director will ensure ongoing compliance by doing daily
walk throughs that will include the laundry areas. Maintenance Director will

" document audits done in TELS reporting system and we will discuss
improvement during manthly QA meetings. '

B‘epeat\ﬁo!aﬁon: No | Datels) of Previous Violation(s):|’

Signature of Legal Entity Representative
{Required on EVERY Page) W
Printed Name and Title of Legal Ent?)Repre:se

{Required on EVERY Page) Vi (’,uazi?te Od ' en- ED _ Date ,D” (0” [ <

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

The above plan of correction is approved as of | ’,(ia:et;s Plan of correctior implementation stalus as of f/-/2- 5
‘ {Date)

Fully hoplemented
Partially Implemented - Adequate Progress

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

OO0

Not Implemented
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Viohafion Report; 22301 - 0070212015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1. REGULATION 55 Pa.Code §2600
2600.125(a) ~ Combustible and flammable materials may not be located near heat souices or hot water heaters.

2a. DESCRIFTION OF VIOLATION
2 handfuls of lint, a dryer sheet and a paper towel were focated behind the Crosley dryer on the 3rd floor, this poses a positle fire
hazard. '

3. PLAN OF CGORREGTION {POG} {Attach pages a8 necessary. Remember that you must sign and date any aitached pages.}
Inchude steps io cosrect the violalion described above and steps ko prevent a similar violafion from oceuring again, {f sleps cannot be completed
immediately, inciude dates by which the steps will be compieted., .

Kl

Maintenance Director and ED met with housekeeping department and
direct care staff regarding the cleanliness arou nd the dryers. Staff was
reminded to remove lint from the dryers after every use and also to look
around the dryer for any remaining lint, dryer sheets, or paper items that
need to be placed in the trash can.

Ed and Maintenance Director will ensure ongoing compliance by doing daily
walk throughs that will include the laundry areas. Maintenance Director will
document audits done in TELS reporting system and we will discuss
improvement during monthly QA meetings.

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

Signature of Legal Entity Representative
{Required on EVERY Page}

Printed Name and Title of Legal ERtity Represen?jre Date
llen- £.D. 0 f0-bAS

{Required on EVERY Page} ‘P/j I L
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of corredtion is approved as of /)= 2715 Plan of correction implementali . e
ate) mplementation status as of f/ (jD ; e/].S'

A

The above plan of correction was approved by Q; .\2
: (Initials)

Fufly Implemented
Parfially Implemented - Adequate Progress

Partially Implemented - Inadequale Progress

OOXO

Not implemented
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Viclation Report, 22307 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE DAKS

1, REGULATION 55 Pa.Code §2608
2600.131(f) - Fire extinguishers shall be inspected and approved annually by a fire safety expert. The date of the
inspection shall be on the extinguisher.

2a. DESCRIPTION OF VIOLATION _
The fire extinguisher located near the smoking area was lasl inspected June, 2014,

3. PLAN OF CORREGTION {PCC) (Aftach pages as necessary. Remember that you must sign and date any attached pages.)

Include steps to correct the viclafion degseribad above and steps to prevent a simifar wolanon from acedrring again. If steps cannot be completed
immedialely, Inciude dafes by which the steps will be completed.

All fire extinguishers are inspected and tagged as part of our yearly |
inspection and contract with Simplex Grinneli. All extinguishers were \
inspected and tagged in May 2015. This particular extinguisher was missed.
Simplex Grinnell was contacted and brought a replacement extinguisher the
day after inspection, 9/3/15,

Maintenance Director will check tags during daily walk throughs to ensure
ongoing compliance.

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

Signature of Legal Entity Representative
(Required on EVERY Page)

Printed Name and Title of Legal Enti Repvesentatw

(Required on EVERY Page} p, m O U 01 - £0. Pate 10y~ (p- | s

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

The above plan of correction is approved as of -[L——-—'(éi;) 15 Plan of correction implementatian stafus as of | £/2~ A5
(Date)

D Fully Implemented
m Partially Implemented - Adequate Progress
The above plan of correction was appraved by ) D Partially Imptemented - Inadequate Progress

(Trials)
: Not Implemented
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Vioiaton Report: 22301 - 09022015 - Novak, Ryan

PCH Name: WOODDLAND TERRACE AT THE OAKS

4, REGULATION 55 Pa.Code §2600
2600.181(c) - A resident who desires to self-administer medications shall be assessed by a physician, physician's assistant
or certified registered nurse practitioner regarding the ability to self-administer and the need for medication reminders.

2a. DESCRIPTION OF VIOLATION

Resident #7 self administers tums, nasal spray, advil, preservision, daytime cold & flu syrup and cloraseptic. Resident #1's DME dated
10/16H 4 notes the resident is unable to self administer medications.

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

Include staps to correct the viofation described above and steps fo pravent a similar violaflon from accurring again. !f sleps cannot be compieted
Immediately, include dates by which the steps will be completad.

Resident stated that.aurchased the aforementioned items at Target.
ltems were removed from [froom after explaining to 12t we needed
to obtain an order from llphysician that.could self-administer these
items. Resident’s physician was contacted and we received a response on
9/8/15 that it is okay for-to keep these items at bedside and self- l
administer them. The items were then returned to the resident. Order was
added to resident’s chart and RASP was updated.

Director of Wellness and ED to monitor for ongoing compliance by doing
resident room walk throughs weekly and utilizing a resident room to room
medication checklist. The Director of Wellness will ensure that if any

resident has stored medications at bedside that we have orders or a DME
stating that the resident can self-administer those particular medications.
Forms will be brought to monthly QA meeting to review any findings and '\
corrections made. . - i

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

Signature of Legal Entity Representative
{Required an EVERY Page)

Printed Name and Title of Legal En&Representative

(Required on EVERY Page) vielle O_Wﬂf ED. oate (N —(p—{ 5

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

The above plan of corection fs approved as of H-1Z-15 Plan of correction implementation status as of ! =128
(Date) —Date ~
[:] Fully implemented
' Parially Implemented - Adequate Progress
The above plan of correction was approved by l:] Partizlly Implemented - inadequate Progress
MRE) D Mot implemented
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Violation Report: 22301 - 098/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1. REGULATION 55 Pa.Code §2600
2600.183(d) - Only current prescription, OTC, sample and CAM for indlviduals #ving in the home ray be kept in the home

2a, DESCRIPTION OF VIOLATION
Benzonatate 100mg prescribed to resident #9 expired 7/2/15,

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

Include steps to correct the violalion described above and steps o prevent a simitar violalion from occurring again. I sleps cannot be complefed
immediately, include dates by which the steps wilt be completed,

Benzonatate 100mg that was prescribed to resident #9 was delivered from
the pharmacy duﬁng changeover at the end of August. The expiration date
from the pharmacy was incorrect on the label. Newhard Pharmacy

immediately replaced the medication with new packaging and a new iabel.

All carts were checked for compliance in this area. All new medications will
be double checked by the nurse receiving the medications from the
pharmacy, as well as the med tech or nurse who then files the blister pack
into the medication cart. This will provide two checks for every medication
going into the cart. Any corrections will then be shared at the monthly QA:
meeting.

Director of Wellness to continue doing med cart audits biweekly and
utilizing auditing tools to ensure audits are fully completed. Newhard
Pharmacy also does med cart audits monthly

Q\d,m\ gvine WD peform Peciodic fandom Yeoivs
Mad cerdt cmoi.Jf s)\wff 1 W;”l‘?_‘”\“_‘{ Compliano, Q_D _H-;z~N
Repeat Violation: Yes Date(s) of Previous Violation{ght” 09!03!20145

Signature of Legal Entity Representative
(Required on EVERY Page)

Printed Name and Title of LegapEntity Reruentativr

[Reguired én EVERY Page} e, a./ { LA~ E D Date I 0 ’(0’( "

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

Plan of correction lmplementatmn status as of I f-/z- AT

The above plan of correctlon is approved as of ! f-/2-15
) (Date)

(Date)
+ [] Fulty tmplemented

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

itials
) D Not Implemented
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Violation Report: 223071 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE QAKS

1. REGULATION 55 Fa.Code §2600
2600.184(b) - If the OTC medications and CAM beleng to the resident, they shall be identified with the resident's name.

2a. DESCRIPTION OF VIOLATION
Aspirin B1mg belonging to resident #5 was not labeled with the resident's name.

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

include steps to correct the violation desciibed above and steps lo prevent a similar violation from ocourring again, If sleps cannot be completed
immediately, include dales by which the steps will be completed.

\

Aspirin 81mg was labeled in the cart with resident #9's room number, but
not-name. Medication was immediately labeled with the resident’s full

hame in addition to. room number. All other OTC's in the cart were also
" checked for name and room number on day of inspection.

Moving forward, Director of Wellness will continue to do med cart audits
biweekly. Any corrections will be addressed at our monthly QA meeting.
Newhard Pharmacy also does med cart audits monthly.

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

Signature of Legal Entify Representative \
{Required on EVERY Page)

Printed Name and Title of Legal Entity epres_entT

(Required on EVERY Page) . V‘PI/ e a([ﬂr\ _ E-.D. “Date /O-—(‘p,_( S’“

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

The abov f tion Is approved as of 1{=/ 2=/ 8 _ )
he above plan of cerrectio pp Dote) Plan of correction implementation status as of { -12-1.5

{Date)
D Fully Impiemented

Partially Implemented - Adequate Progress
The above plan of correction was appioved by D Partially Implemented - Inadeguate Progress

(Initialks)
[ ] Notimplemented
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Violation Rep'ort: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS
1. REGHLATION 55 Pa.Code §2600

2600.185(a) - The home shall develop and implement procedures for the safe storage, access, security, distribution and
use of medications and medical equipment by trained staff persons.

2a. DESCRIPTION OF VIOLATION
It is the home's policy that all insulin be dated when opened for use.

Lantus Solostar insulin and Hummelog insulin prescribed to resident #10 were not dated when opened.

Lantus Solostar insulin prescribed to resident #7 was nol dated when opened.

3. PLAN OF CORRECTION {(POC) (Atiach pages at nocessary, Remember that you must sign and date any aftached pages,)

—tnctude SEns to corect the viotation descrbed above amd Steps tu prevent & Swrtar vioratior i 0CcUring again, I Stefps Gannot be completed
immediately, include dates by which the steps will be completed.

The insulins prescribed to resident #7 and #10 were not dated when
opened. Moving forward, all new insulin pens or containers must be opened
and dated in the presence of an LPN on the shift; either a Wellness Nurse or
the Director of Wellness. This will ensure twa checks are done on every
opened insulin container or pen.

Director of Wellness will also re-check this during biweekly med cart audits
as well as Newhard Pharmacy checking when they conduct their monthly
med cart audits.

%\Mb@‘w_ Lo il %OM mria&i"- Tandom reLiews % e
Mmed cact amcith sheets 1 S WETIONY oﬂo\a,qj. <vom pltan e,

w tt-12-4%
Repeat Viclation: Yes Date{s) of Previous Wo!atioﬁ%%&)

Signature of Legal Entity Representative
{Required on EVERY Page}

Printed Name and Title of Legai EntityRepresentativ
{Required on EVERY Page} hn pi[L mun _ E -D ' Date ’0 -—CQ_FIS"

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

The above plan of correction is approved as of thet2-1S Plan of correction implementation status as of | J-}2~/S
(Date) —Date]
[j Fully tmplemented
Partially Implemented - Adequale Progress
The above plan of correction was approved by Partially Implemented - Inadequate Progress
(Inmeey) L__] Not Implemented




Page 15 of 17

Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1. REGULATION 55 Pa.Code §2600 :
2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
administered:

(1) Resident's name,

{2} Drug allergies.

(3) Name of medication.

{(4) Strength.

{5) Dosage form,

(6) Dose.

(7) Route of administration.

{8) Frequency of adminisiration.

(9) Administration times.

{10) Duration of therapy, if applicable.

(11) Special precautions, if applicable,

(12) Diagnosis or purpose for the medication, including pro re nata (PRN).

(13) Date and time of medication administration, S

{14y Name and initials of the staff person administering the medication.

2a, DESGRIPTION OF VIGLATION
Staff did riot initial or sign the MAR of resident #3 to indlcate a blood glucose test had been compleled on 972/15 before lunch.

Staff did not initial or sign the MAR of resident #11 to indicate Chlorthalidone 25mg, Zestil 30mg, Vitarmin D3 and Amiodipine 10mg
was administered at 8:00am on 9/2/15 and that artificial eye drops were adrninistered at 8:00am and 2:00pm on 8/2/15.

Staff did not sign or initial the MAR of resident #3 to indicate Novlog insulin 5 units was administered at 12:00pm on 9/2A186,

Staff did not sign or inifial the MAR of resident #12 to indicate artificial tear drops were administered at 12:00pim on 9/2/15.

3. PLAN OF CORRECTION {(POC) (Attach pages as necessary. Remember that yon must sign and date any aftached pages.)
include steps lo comrect the violafion described above and steps to provent a simitar vialation from ocourring again. If steps cannot be compleled
Immediately, include dales by which the steps will ba completed,

See Attached Sheet

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

Signature of Legal Entity Representative
{Requiréd on EVERY Page)

Printed Name and Title of Legal Entjiy Representative ‘
{Required on EVERY Page) V’?”_L a,Uf n _ E D Date /D-"ﬂ ”lS
Wi 1 * i

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

The above pian of correction is approved as of J 1=/ fl’J;te)S Plan of correction implementation status as of f4-; 3.~ %
: Date)

[] Fuly implemented
m Partially Implemented - Adequate Progress

‘The above plan of correction was approved by Partlally Implemented - Inadequate Progress

@

{hD
Not Implemented




0q - 02 LS

Three staff members missed initialing the MAR for medications given all on
the day of inspection, 9/2/15. All staff members were coached and trained

" on signing for medications after administration, and following the 5 rights of
administration on 9/3/15.

MARs will be checked daily by each medication technician, and also weekly
by Wellness Nurses and Director of Wellness.

ED to follow up and ensure compliance in this area.

%M,km

J72-18



Page 16 of 17

Violation Report: 22301 - 09/02/2015 - Novak, Ryan
PCH Name:; WOODLAND TERRACE AT THE OAKS

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

Za. DESCRIPTION OF VIOLATION
Resident #2 is prescribed blood glucose testing to be completed daily before breakfast, dinner, and bed, On the following dafes and
times, the home did not complete blood glucose lesting as ordered: :

Defore breakfast-  8/27/15, 8/28/15, and 911/15 :
Before dinner- B/30/15

Resident #13 is prescribed blood glucose testing to be completed daily before breakfast, dinner, and bed. On the following dates and
times, the home did not completed tlood glucose testing as ordered:

Before dinner-  8/30/15 and 831115
Before bed- 8/26M15 and 8/3115

Resident #3 i= prescribed blood glucose testing to be completed daily before meals and bed. On the following dates and times, -the
home did not complete blood glucose testing as ordered:

Before lunch- 8/26/15- 8/3115
Before dinner- 8/26/15 and B/28/15 '

Resident #5 is prescribed blood glucose testing to be completed daily before breakfast and bed. On the following dates and times, the
home did not complete blood glucose testing as ardered:

Before breakfast-8/27-8/31/15, 9/1-8/2/15
Before bed- 8/31/15

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

Inciude sleps to correct the violation described above and sfeps to prevent a simifar violation from occurring agein. If steps cannot be complefed
immediately, include dales by which ihe steps will be completed.

See Attached Sheet

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

Signature of Legal Entity Representative
{Required on EVERY Page) /{,\/

Printed Name and Tifle of Legal Enlity Representative

(Required on EVERY Pade) I P/“L a({f,n ’,ED ) Date /(_) #(ﬂf[(

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

The a!;ova plan of correction is approved as of it z(ga::‘; Plan of correction implementation status as of j)=2~+J
‘ {Date)

Fully Implemented

The above plan of correction was approved by Partially Implemented - \nadequate Progress

(inithals)
Not |mplemented

E Partially Implemented - Adequate Progress




MfOZ"/"\ ]a)lﬂiq’glui

Due to the previous violation of shared gliucometers, medication technicians
ensured that all blood sugar monitoring was done as prescribed as per
physician orders. Due to the sharing of glucometers, which has been
addressed in the previous plan of correction, it appears that these residents

- are the same residents involved in violation 2600.85(a}. Again, staff has
been retrained on the proper use of individual glucometers for each
resident with blood sugar monitoring orders on 9/3/15.

Glucometers will be checked weekly by the Wellness Nurses or Director of
Wellness to ensure no blood sugar monitoring times are missed, and are
documented properly in the MARs and the Diabetic Tracking Sheets,
Comparisons will be done with each glucometer and each tracking sheet
weekly to ensure compliance is being met.

%%JRL—Q

W-l2-y5g
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Violation Report: 22301 - 08/62/2015 - Novak, Ryan
PCH Name: WOODLAND TERRACE AT THE OAKS

1, REGULATION 55 Pa.Code §2600
2600.233(d) - Doors that open onto areas such as parking lots, or other potentially unsafe areas, shall be locked by an
electronic or magnetic system,

2a. DESCRIPTION OF VIOLATION
The magneiic lock on the gate Jeading from the Secured Dementla Care Unit courtyard which opens to a main thoroughfare, did not
reangage when closed resulting In the courtyard rot being properly secured,

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

Include steps lo comect the violatfen described above and steps fo prevent a similar violation fram occurring again. If steps cannot be completed
. immediately, include dates by which the steps will be compieted,

The magnetic lock on the gate to the Secured Dementia Unit courtyard was
locked securely upon inspection. When closing it, it required that the gate

be lifted upward a little to reengage the locking device due to slightly
uneven ground.

Maintenance Director leveled the area and realigned the gate and moved
the magnetic tabs so the gate locks easily and smoothly when in the closed
position.

Maintenance Director to monitor weekly to make sure the gate is securely
locking and document his weekly audits in TELS reporting system. Any future
corrections will be brought to our monthly QA meeting.

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

Sjanature of Legal Entity Representative
{Required on EVERY Page) n &0 Qﬁ/l,\_/

Printed Name and Title of Legal Entlty Representative

(Required on EVERY Page} Y( @” B aj’{ o - E. D Date /0., (_ﬂ — [r

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

The above plan of correction is approved as of l————l——} -/ %l;atz; Plan of correction Implementation status as of | |- 2=
‘ {Date)

Fully Implemented -
Pariially implemented - Adequate Progress

The above plan of correction was approved by Fartially Implemented - inadequate Progress

itials)

OOR

Mot Implemented






