DEPARTMENT OF HUMAN SERVICES

Ms. Carin Constantakis, CEO
Orion Personal Care Corporation
2191 Ferguson Road

Allison Park, Pennsylvania 15101

RE: Orion Personal Care
License #: 431260

Dear Ms. Constantakis:

As a result of the Department of Human Services' annual licensing inspection on
June 24, 2016 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,

Jdgqueline L. Rowe
Director

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
525 Forster Strest, Room 631 | Harrisburg, PA 17120 | 717.783.3670 | F 717.783.6662 | www.dhs state.pa.us



VIOLATION REFORT

PERSONAL CARE HOMES - 65 Pa.Code Chapter 2600 Page 10f3
PCH Name: ORION PERSONAL CARE License Numiber: 43128
Address: 219 FERGUSON ROAD, ALLISON PARK, PA 15104 County: Alleghany
Administrator: MS. BRANDI BANKSTON Region: WEST
Legal Entity Name: ORION PERSONAL CARE CORPORATION
‘ !3[ ES E El g foo pue,
Legal Enlity Address: 2191 FERGUSON-ROAD, ALLISON PARK, PA 15101 vey
Certificate(s) of Occupancy AUG 07 2018
c-2Lp
1211211996 Wﬁ%ﬁ,ﬁf@'o"f FIELD OFFICE
Cornm. of P_A, Dept. L& Bvices Liconsing
Staffing Hours .
Resident Support: 0 Total Daily Staff: 44 Waking Staft; 33 3
Typa of Inspection: Fulf BHA Docket Number: N/A Notice: Unannounced

Reason(s) for inspection(s)
Renewa)

On-Site Inspections Dates and Depariment Representatives On-Site
06/24/2018: Knee, Dongld; Bedford, Katiz; Del.uca, Santo

Off-Site Inspection Dates and Inspectors, If Applicable

Other Details

 Parilal ar Full Triggers: N/A. Random [ndicators: NIA i
Resident Demographic Data as of Inspection Dates
Ligensed Capasity: 25 Nuimnber of Residents whio:
Number of Residents Seeved: 22 Recelve Supplemeantal Security Income: O
Securad Dementia Care Unit In Home; Yes Are 60 Years of Age or Clder: 22
Area: Enfire Home Have Mental lllness: 1
Secured Demantia Unit Capacity, if Applicable: 25 Have an Intellectust Disablity: Q
Number of Residents Sefved n Secured.Dementia Care Unil, Have a Mohilily Neet: 22
iFapplioshlo: 2 Have 4 Phystc,i;lt Digability:
Humber of Current Hospice Residents: €
Number of Hospice Residents In past year: 12
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RECEIVED

AUG 0 7 2016 Page20of 3
Violation Report: 43126 - 08/24/20186 - Knee, Dopald . '
PCH Name: ORION PERSONAL GARE WEST REGION FIELD OFFICE

1, REGULATION 55 Pa.Gode §2600

2600,185(51) - The horne shall develop and imptement procedures for the safe slurage, access, security, distribudion and
use of medications and medical equipment by trained staff persons.

2a, DESCRIPTION OF VIQLATION

The _hon.]e’s rmadication adminisiration procedurss, dated 8/5/15, do not include a process to investigale and account for missing
medicalions and medicalion errors,

3. PLAN OF CORRECTION (POC) {Atiich pages as neeessary, Remember that you must sign and date any altuched pages.)

{ncfude_ sleps fo comect the vislatlon described above and steps to prevent a similar vibiation from oceurring again. I steps cannot be compleled
mmedialely, include Jales by which the steps wilf be completed, '

Plan of Correction completed 711/18

Orion Personal Care Residence created and implemented a policy & pracass fo investigate and account for missing medications
and rmedication errers,  (Aftachments #1 & A-E) :

Slaff has been educated and {rained on the new policy & process, (Attachment #2 staff iraining recosd)

Repeat Violation: No Date{s) of Previous V'?olaticn{a)_: I

Signature of Logal Entity Representative - ; T ]
{Required on EVERY Page) ¢ M(KZ‘MV éfa %j

Printed Name and Title of Legal Entity Representative

{Réquired on EVERY Page) 61’ an Cf[ 5 an kéTLdﬂ ) 17@ H A - Date 67_,5, /@

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

The abave plan of cerrection is npproved as of 5”8 -

e Ptan of corcection implementation status 23 of §-% -
(Date}

{Date)
D Fully impiemnented

Eal Parifally imptemented ~-Adequate Progress S
The above pan of corvection was approved by  __ Svw? [] Parially implemented - Inadequate Prograss
. niti
{nitats) [ notimptementes




RECEIVED
AUG 07 2016

WEOT . liage 30f3

Violation Report: 43126 - 08/24/2016 - Knee, Donald “H P
PCH Name: ORION PERSONAL CARE HIAN Sanvicas Licensing

1. REGULATION 55 Pa,Gode §2800

2600.227(d) - Each home sh_ali dQGUme'nt in the resident's support plan the medical, dental; vision, hearing, mental heatth
or other behavloral care services that will be made avalfable fo the resident, of referrals for ihe resident to cutside services

isfet?ve;czessident‘s physician, physician's assistant or certifiad registerad nurse practitioner, determine the necessity of these

Za. DESCRIPTION OF VIOLATION
Resident #1's assessment, dated 2H8/16, indicates the resident is feceivin i ices; g
i . 3 g hospice services; however, the resident
daled 2/18/18, does not Include the care needs and services hospice provides, ents support piar,

Restdent #2's assessment, daled 3/23/16, Indicates the resident is receivin j icag; i ident's support plar
i, ) ; g hospice servicas; however, the residel
dated 3/23/18, does not include the care needs and services hospice providos. P nFe support pla,

3. PLAN OF CORRECTION {PQC) {Atiach pagés as necessary. Remember that you must sign and date any attachéd pages.}

Include steps fo comest the viclation described above ant steps to prevent a simifar violafion from ccourring again, If steps
immediately, Include dates by which the steps will be compleled, ' s rhs cannotbs compleled

Plan of Correction completed 8/3/16
A revisadiupdated RASP has been writlen for each resident,

a) Resident #1 is no fonger receiving hospice senvices {which had been noted on the RASP UPDATE
in the STAFF RASPF BINDER).

b) Resident#2 RASP now reflects more adequately care and service provided by hospice.

Moving forward, a description of hospice care and services will be included in the RASP of each residen
receiving hospice services. :

Within 30 days of receipt of the plan of correction: The administrator or designatefj staff person will Irevlew all
resident records o ensure all residents have an accurate support plan completed in its entirety that includes all the
care and service needs, to include hospice services the resident requiires. ‘*’Yé’\e\w

Repeat Violation: No Date(s} of Previcus Viokation(s):

- Sighature of Legal Enlity Representatiyo ' 2. -
_{Required on EVERY Page) Amﬁz ; &L?;D

Printed Name and Title of Logal Entity Reprasentative

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

(Required o EVERY Pags) T2, o) Pankslen | PCHA e 8"5’,/ @

‘The above plan-of correction is approved asof  B-8-llo Plan of correctionimplemeniation status ss of -8,
(pete) R

[] Fuly implemented
Fartially fmplemented - Adequate Progress gie
The-above pfan of comection was approved by %W»D ~ D Partially implemented - inadequate Progress
{initlats) D Nol-implamented






