pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL ~ RETURN RECEIPT REQUESTED
MAILING DATE: March 28, 2017

Mr. William Malone

Treasurer

Premier Quality Enterprises, Inc.
1703 Warren Road

Indiana, Pennsylvania 15701

RE: Indiana Square Personal Care Home
License #447440

Dear Mr. Malone:

As a resuit of the Department of Human Services’ licensing inspection on
December 28, 2016 and December 29, 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.

Janine Wenzig
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Street, Room 230 | Pittsburgh, PA 15222 | 412.5665.5614 | F 412.565.2840/412.565.5633 | vavw.dhs.state.pa.us
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PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600

PCH Name: INDIANA SQUARE PERSONAL CARE HOME

License Number: 44744

Address: 1703 WARREN ROAD, INDIANA, PA 15701

County: Indiana

Administrator: Mary McKay

Region: WEST

Legal Entity Name: PREMIER QUALITY ENTERPRISE INC

Legal Entity Address: 1703 WARREN ROAD, INDIANA, PA 15701

Certificate(s) of Occupancy
C-2LP
01/24/1994
L&

Staffing Hours
Resident Support: 0

Total Dally Staff: 33

Waking Staff: 25

Type of Inspection: Partial

BHA Docket Number:

Notice: Unannounced

Reason(s) for Inspection(s}
Complaint

On-Site Inspections Dates and Department Representatives On-Site
12/28/2016: McConnell, Deb; Grace, Desmond
12/29/2016: McConnell, Deb; Grace, Desmond

DOFFIC
conging

Off-Site Inspection Dates and Inspectors, if Applicable

Other Datails
Partial or Full Triggers:

Random Indicators:

Resident Demaographic Data as of Inspection Dates

Licensed Capacity: 34

Number of Residenis Served: 23

Secured Dementia Care Unit in Home: No
Area:

Secured Dementia Unit Capacity, if Applicable:

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

Number of Gurrent Hospice Residents: 5

Number of Hospice Residents in past year: 7

Number of Residents who!

Recelve Supplemental Security Income: 4

Are 60 Years of Age or Older: 23
Have Mental lliness: 5

Have an Intellectual Disabliity: O
Have a Mobility Need: 10

Have a Physical Disability: 2
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Violation Report: 44744 - 12/28/2016 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME WEGT HE L OPFIGE

FIRTE T DR ICOR LICEAS T
1. REGULATION 55 Pa.Code §2600

2600.60(a) - Staffing shall be provided to meet the needs of the residents as specified in the resident's assessment and
support plan.

2a. DESCRIPTION OF VIOLATION

The home routinely schedules 2 staff persons on the 11 p.m. to 7 a.m. shift to include on 12/171/6, which is inadequate to
meet the supervision needs of the residents in an emergency situation. On 12/17/186, the home served 22 residents 11 of
which have mobility needs. Residents #1 and #2 are assessed as needing the assistance of 2 staff persons in transferring
infout of of bed/chair and resident #3 is assessed as having exit seeking behaviors. During an emergency evacuation,
resident #3 would be unsupervised while residents #1 and #2 were being assisted by the 2 staff persons present in the
home.

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

Include steps fo correct the violation described above and steps fo prevent a similar violation from occurring again. If steps cannot be complated
immediately, include dates by which the steps will be completed.
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Repeat Violation: No Date(s) of Previous Violation(s):

Signature of Legal Entity Repres:r\tative

(Required on EVERY Page) R W NS, o

Printed Name and Title of Legal Entity Representative Date
(Required on EVERY Page) VL v M hualaundos e\ 2 WA
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI
The above plan of correction is approved as of 3 ({) i:e)‘Y Plan of correction implementation status as of » /gp } (7
(Date)

Fully Implemented !

Partially Imi;l‘emented - Adequate Progress mS$
S
{Initials)

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

X[

Not Implemented
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Violation Report: 44744 - 12/28/2016 - McConnel, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME

1. REGULATION 55 Pa,Code §2600
2600.132(a) - An unannounced fire drill shall be held at least once a month.

s} BT BHHFOR
Hisensn Senvloos Ticensing

2a. DESCRIPTION OF VIOLATION
No fire drill was conducted during the month of November 20186.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps lo correct the violation described above and sleps to prevent a simifar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.
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Repeat Violation: No Date(s) of Previous Violation(s):

Signature of Legal Entity Representative
(Required on EVERY Page) \ \\\Jm

) il

Date &‘alh_,]

Printed Name and Title of Legal Entity Representative
Required on EVERY Page \E ~ \_\«A\%\omq\,\ e R e

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

The above plan of correction is approved as of _‘3%&%— Plan of correction implementation stalus as of 3 /D); /; 7
(Date)

D Fully lImplemented
[{] Partially implemented - Adequate ProgressmS
The above plan of correction was approved by vy D Partially Implemented - Inadequate Progress
- {Initials)
[ ] Notimplemented
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Violation Report: 44744 - 12/28/2016 - McGonnell, Deb FEr e U

PCH Name: INDIANA SQUARE PERSONAL CARE HOME s
AN AT 5| $FE

1. REGULATION 55 Pa.Code §2600 FHERE avices | ic.-on:ifng

2600.141(a)(2) - The medical evaluation must inciude the following: (1) through {(10)

2a. DESCRIPTION OF VIOLATION
The medical evaluation, dated 12/13/18, for resident #1 does not address the resident's ability to self-administer
medications and body positioning/movement. These areas of the form are blank.

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

Includa steps to correct the violation described ahove and sleps to prevent a simifar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.
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Repeat Violation: No Date(s) of Previous Violation(s):

Signature of Legal Entity Representative

(Required on EVERY Page)  Vacew . \\aS8y reedm

¥

Printed Name and Title of Legal Entity Representative Date
(Required on EVERY Page) \ V)
Required on EVERY Page \(\q\“\ AWodand W TR - > !

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

The above plan of correction is approved as of __]__L_5 24)17 Plan of correction implementation status as of 3] 3 l 7
(Date) 3 (Da‘te)‘

[:] Fully Implemented
Partially implemented - Adequate Progress v™\S
The above plan of correclion was approved by 'S D Partially Implemented - Inadequale Progress
(Initials)
[] Notimplemented
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Violation Report: 44744 - 12/28/2016 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME NEST L STEEATA AT

1. REGULATION 55 Pa.Code §2600 RN Senvices oensing
2600.184(a) - The original container for prescription medications shall be labeled with a pharmacy label that includes the
following:

(1) The resident's name.

(2) The name of the medication.

(3) The date the prescription was issued.

(4) The prescribed dosage and instructions for administration.

(5) The name and title of the prescriber.

2a. DESCRIPTION OF VIOLATION
Resident #4 is prescribed Morphine Sulfate Oral Solution, 100mg/5ml, take 0.25ml (5mg) by mouth or under the tongue
every 3 hours as needed. However, the pharmacy label indicates Morphine Sulfate Oral Solution, 100mg/ 5ml, use 0.1mil

by mouth every 3 hours as needed.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Inchide steps fo correct the viofation described above and steps fo prevent a similar violation from occurring again. If steps cannot be completed

immediately, includa dates by which the steps will be completed.
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Repeat Violation: No Date(s) of Previous Violation{s):

Signature of Legal Entity Representative

(Required on EVERY Page)  \lyorn Woodd N in

Printed Name and Title of Legal Entity Representative Date
(Required on EVERY Page) \Lw\\h W\ oo . Ot o e

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

f’L\a\\\—q

The above plan of correction is approved as of 3 9.8 17 Plan of correction implementation status as of 3{ A \h?
{Date) (Date)

Fully implemented
Partially implemented - Adequate Progress ms

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

{Initials)

OOxXU

Not Implemented
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Violation Report: 44744 - 12/28/2016 - McConnell, Deb FELE 200

PCH Name: INDIANA SQUARE PERSONAL CARE HOME
ELHORRIGE

1. REGULATION b5 Pa.COde §2600 . H{JEE! R AUTHERS “l(:”\iﬂ{}
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
The home's procedure for accountability of controlled substances is frequently not adhered to including on the foltowing
dates and times:

* At the beginning of the 3 p.m. shift on 12/7/16
* At the beginning of the 11 p.m. shift on 11/26/16
* At the beginning of the 11 p.m. shift on 11/13/16

The home's procedure for accountability of controlled substances is as follows:

“At the beginning of your shift you are responsible for counting the narcotics with the shift that is preparing to leave. You
are to count them together and mark the amount and initial that you both got the same count. This is done EVERYDAY
and at the beginning of EVERY shiftl" However, the controlled substance count sheet does not include initials of any staff
person on the aforementioned dates and times.

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

include steps to correct the viclalion described above and steps fo prevent a similar violation from occurring again. If steps cannol be completed
immediately, include dates by which the steps will be completed.
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Repeat Violation: No Date{s) of Previous Violation(s}):

Signature of Legal Entity Representative

(Required on EVERY Page)  \hor— NUaSyDugerds

Printed Name and Title of Legal Entity Representative Date ]
{Required on EVERY Page) \Z\Wh \;U;\\JUJ\\OWO\\'\ Qb it L st o Yo ol P R

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

The above plan of correction is approved as of 3( [?;ltte’]l'? Plan of correction implementation status as of 3 [;. . f(7
{Date)

Fully implemented
Partially Implemented - Adequate Progress mS

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

{Initials)

UL

Not Implemented
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Violation Report: 44744 - 12/28/2016 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME

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

2a. DESCRIPTION OF VIOLATICN

Resident #1 is prescribed, Lorazepam, 1 mg - take 1 tablet by mouih every 6 hours as needed for anxiety. However, on
12/15/16, the resident was administered the medication at 7:25 p.m. for anxiety and at 9:29 p.m. for pain.

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 violation from occurring again. if steps cannot be completed
immediately, include dates by which the steps will be completed.
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Repeat Viclation: Yes Date(s) of Previous Violation(s): 09/23/2018
Signature of Legal Entity Representative
{(Reguired on EVERY Page) \a% \A\M\M&?
Printed Name and Title of Legal Entity Representative Date
(Required on EVERY Pagie) \[___  \} N\ udweman  Qdhrriiad-vehoc CRPSATe
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of ‘3}3 Y7 Plan of correction implementation status as of 2 !& { !(7
{Date) (Dae)
[] Fully Implemented
[zl Partiaily Implemented - Adequate Progress />
The above plan of correction was approved by S D Partially Impiemented - Inadequate Progress
(Initials)
[:] Not Implemented
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Violation Report: 44744 - 12/28/2016 - McConnell, Deb ’
PCH Name: INDIANA SQUARE PERSONAL CARE HOME ST G0 L0 Qe

TR &4!‘] 35 Floansi
1. REGULATION 56 Pa,Code §2600 e Heising
2600.225(a) - A resident shall have a written initial assessment that is documented on the Department's assessment form
within 15 days of admission. The administrator or designee, or a human service agency may complete the initial
assessment.

2a. DESCRIPTION OF VIOLATION

Resident #2's assessment, dated 10/3/16, indicates the resident has no supervision needs. However, the resident
chooses to wear only an opened back hospital gown, without undergarments, while in common areas of the home to
include the dining room. At times, the resident's private areas are exposed, causing other residents to be uncomfortable

and complain.

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 violation from occurming again. If steps cannof be completed
immediately, include dates by which the steps will be completed.
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Repeat Viclation: Yes Date(s) of Previous Violation(s): 09/23/2016
Signature of Legal Entity Represen@iive
{Required on EVERY Page) e MJ@»«&*\
Printed Name and Title of Legal Entity Representative Date 5
(Rggulred on EVERY Paggl Vaorare o g\ e Crodnrde Shre e \ salv
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of %%7_ Plan of correction implementation status as of 3[.).1 )17
—Dater

Fully Iimplemented
Partially Implemented - Adequate Progress mg

The above plan of correction was approved by ML Partlally implemented - Inadequate Progress

{Initials)

OOKO

Not Implemented




Violation Report: 44744 - 12/28/2016 - McConnell, Deb rRY B E 2007

PCH Name: INDIANA SQUARE PERSONAL CARE HOME i
IR ST
4. REGULATION 55 Pa.Code §2600 Fumnng

C;;:A \z‘iill).) I “.'!j“t}f] 5
2600.226(a) - The resident shall be assessed for mobility needs as part of the resident's assessment. W

2a. DESCRIPTION OF VIOLATION
Resident #2's assessment, dated 10/3/16, indicates the resident has minimal mobility needs. However, the assessment
indicates the resident needs the assistance of 2 staff persons when transferring infout of bed/chair and when ambulating.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Inciude steps to correct the violation described above and steps to prevent a similar violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be completed.
A R

sy Arondt VWIGS ot dmm 8 O V&

’)\“&.\ \\, c_-,v‘\d noos neo

M3
Mool \)1\,3 Aeas  wad  coa deonsdie W Qe P an & i \*_“_\\_\ ) 3blry

RSP UDas (ot dede Q \ bmoe U‘“‘BCQQ";\-{‘(g’

lo fowe nd” e
Sownediate bp- e adunsTreaor ﬂia;/ide.:'ﬂ:ﬁe% care nresls

-+ anfure P
Pﬂli('-y anel (Of‘(Jc.Pdur‘fS' Ao vt -45.&'695"4?&3( ,Cu{?{?or‘T pe q.,‘v/(f(

5 e
are alDCj:_M‘A‘ c‘;y.:e_T:SLﬂTL ce s iple WIS have  been porwies! et
v
§Tafl PfordR e, s Yauh?

current e e | | £ C,or(m“ftow*,t}ﬂ a5
ot The @l o
wfhon 3o davd ok recedl G s will be edocatel 7 ﬂtho_d

P ‘ o 2] a'nﬁ‘ 22 {A J$
J e avel V"Lfc‘(‘aﬁo Ve AeVeA),ﬂ d,bacu me u:fw?mz« Ve
Fol f "Xl

b& k'ep_g'\g 3/.;“,‘7

Page 9 of 10

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

Signature of Legal Entity Representative

(Required on EVERY Page)  Vie, . \)uS0ossmmadn

Printed Name and Title of Legal Entity Representative

(Required on EVERY Page} V\wm WO e v Odidshedo e Date >\

2} vy

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

The above plan of correction is approved as of -—L—L—‘a E;i\)‘at‘g) Pian of correction implementation status as of  3/3(J17
{Date)

Fully Implemented
Partially Implemented - Adequate Progress M5

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

(Initials)

LOKL

Not Implemented
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Violation Report; 44744 - 12/28/2016 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSCNAL CARE HOME

ROV LI B W oSl oY
NEI A £ PO LU V) B B ) W)

epvfoas Lisensing

1. REGULATION 55 Pa.Code §2600 Hunaa &
2600.227(a) - A resident requiring personal care services shall have a written support plan developed and implemented
within 30 days of admission to the home. The support plan shall be documented on the Department's support plan form.

2a, DESCRIPTION OF VIOLATION
Resident #1 uses oxygen, wears ted hose, uses a bed alarm and wheelchair alarm and receives hospice services, none of
which are indicated in the resident's support plan, dated 12/56/16.

Resident #2 receives hospice services; however, the resident's support plan, dated 10/24/16, does not include the specific
services provided or the frequency of the services. Also, the personal hygiene section of resident #2’s support plan
indicates the resident "refuses care”; however, it does not include a plan to meet the service needs of the resident in this
area.

3. PLAN OF CORRECTION (POC} (Alttach 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 violation from occurring again. If steps cannot be completed
immediately, include dates by which the steps will be compleled,
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Repeat Violation: No Date(s} of Previous Violation(s):
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The above plan of correction is approved as of ——‘?é'th Plan of correction implementation status as of 3 [Q; Z[?
(Date) (Datd)

Fully Implemented
Partially Implemented - Adequate ProgressW\S

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