pennsylvania

DEPARTMENT OF HUMAN SERVICES

MAY 1 5 2017

Ms. Cynthia K. Lilly,

Administrator

Loyathanna Health Center Associates
543 McFarland Road

Latrobe, Pennsylvania 15650

RE: Loyalhanna Care Center
License #: 446580

Dear Ms. Lilly:

As a result of the Department of Human Services’ annual licensing inspection on
January 6, 2017 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.

In an effort to improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to https.//iwww.surveymonkey.com/r/BHSL Inspection.

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely voluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggregate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 171201 717.783 3670 | F 717.783.5662 | www.dhs state pa.us




VIOLATION REPORT
PERSONAL CARE HOMES - 65 Pa,Code Chapter 2600

PCH Name: LOYALHANNA HEALTH CARE ASSOCIATES

Address: 543 MCFARLAND ROAD, LATROBE, PA 16660

Administeator: Clndy Kuzneski Litly Reglon: WEST

Legal Entily Nome: LOYALHANNA HEALTH CARE ASSOCIATES

Lagal Entily Address: 543 MCFARLAND ROAD, LATROBE, PA 15650 f\.,; ESP 0 my g
. et 1.*"15_,.%‘;- ;

Cortificate(s) of Occupancy
I-2
1113012014
Dersy Townehip

FLE b 02017
WESY) st

Staffing Howrs
Rosilonl Support; (3

Totad Dally Stalf: 63

! Upd oy -
Fitin vl g frf’ . lfJ : ,an_'
Iy

Waking Staf{: 40

Type of Inspaction: Full

B8HA Docket Numhorn

Notlce: Unannounced

Reason(s) for Inspection{s)
Complaint

On-8ile Inspections Dates and Department Representatives On-Site
01/06/2017: Garrigan, Laurie; Quinn, Suzanne; Hoover, Josh

OIf-Site Inspection Dales and Inspaoctors, if Applicable

Other Detalls
Partial or Full Triggoss:

Random Indlcators:

Residont Demographic Data as of Inspection Dates

Licensod Capacily; 84

Number of Resldonts Sarvaed: 46

Socured Demantla Care Unit it Home: No

Aroa;

Secured Demontla Unit Capacily, If Applicable:

Numbor of Rosidonts Sorved in Socurad Dementia Care Unil,

It apphcable:

Number of Cuerent Hosplee Residents: 3

Numitor of Hospice Resldents in past yoar: &

Number of Rosidents who:

Have Mental fliness: 0

Have a Mobllity Noad: 7

Recelve Supplomontal Securlly Incomo: O

Aro 60 Years of Age or Older: 45

Havo an Inlolioctunl Disabliity: O

Have a Physlcal Disability; 1

Page 1 of 1

License Number: 44669

County: Wesimoraland
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Vicolation Report: 440659 - 01/06/2017 - Garrlgan, Laurie
PCH Namo: LOYALHANNA HEALTH CARE ASSOCIATES WIS FIEL L i © 3y AL o lpape
MIRILCATTAL T It 25 Ly 1

1. REGULATION 65 Pa.Codo §2600 Huain Saivivas Elionsing
2600.17 - Resident records shall be confidential, and, except in emergencies, may not be accessible to anyone other than
the resident, the resident’s designated person if any, stalf persons for the purpose of providing services to the residen,
agents of the Deparlment and the long-term care ombudsman without the wrilten consent of the resident, an individual
holding the resident's power of attorney for health care or health care proxy or a resident's designated person, or if a court
orders disclosure,

2a, DESCRIPTION OF VIOLATION

IAL10:00 &m:; rdsident #1's medicalion administration record {MAR) was unallended and accessible at the fourlh floos nurses' station
on the screen of an open laplop.

FALI1I05 iy the adminisirator's office was unlecked and unaltonded feaving multlple residents' Information accessible to include the
‘folfowing:

* A folder with a resident list and veleran's discount Infarmalion including resident 2

* Aresident list of scheduled admissions including resident #3

* A black binder of rasldent conlracts including the conlracts [or residepts #4, and #5

J. PLAN OF GORRECTION {POC) {Attach pages as necessery. Renember that you must sign and date any altachued pages.)

fnciude steps to corract the violalion describod alrove end sleps lo proven! o similar viclation from oceurring agaln, If steps cannot be complalod
inunedislely, include dates by which the stops will ba complated.

See pages 24 ard A3 of I

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

Slgnature of Legal Entity Representative ‘ .
(Requlred on EVERY Page) &Wﬂ:ﬂ\’(

Printed Name and Tille of Logal Enlity Refpresentatlve /

{Required on EVERY Payo) 0y [A l\/ i LL\/ AN{!#!SMT?)EL“ l. g. f7
7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of ——-——L[ﬁ-—3 B Plan of correclion implementation stalus as of ‘3/ ﬁ//:)z
{Pate} {Date)

(] Fully implemonted

[fL Parlially Implamented - Adaquate Progresa?fd

D Partlally Implemented - Inadequale Pragress
[ ] Notimplemented

The above plan of carrection was approvad by
{Inltknls)




page- a4 of

Laptop open
Admin office open

Open laptop
Immediate correction

A memo was taped to each computer on 1.7.17 Instructing all users to minimize
AND close the computer when not in use. This applies to all lap tops, pc’s and

notebooks used by all departments throughout the bLL[(fIng A copy of said
memo s included. The fafTop was clotty whe™ Showeol feslel *i1's MAR .

8//3//5‘“

DOngoing compliance

Random checks will be conducted during rounds and while working in the building
by the Wellness Director and Administrator whenever they are onsite. This will

be ongoing. and fonducted at leasT we Y%k(al[:}“

On the agenda for the February 9, 2017 all care staff meeting is a discussion of
computer use and the use of other forms of technology with an emphasis on
confidentlality and compliance with HIPPA regulations. Agenda attached.

Open office
Immediate correction

The Administrator office was locked by the Administrative Assistant before noon

on 1.6.17. P
ol L -‘iq_;%dﬂtgu.d‘.\‘m[ statt persou on cacte chi&T

: . il o bt eumcore all esidedt cetonds
On going compliance L:jm(j;"(:"“% TM_DWMLCMAM T e o ekt b, Kot

Sabe awyd foc L&/, /'"““?—, f%//[‘?.
The Administrator’s office will be locked at all times when not occupied. Those
needing access to that office or files has been mformed of the location of a key for
admission. The Administrative Assistant or designee shall be responsible for
monitoring the office during the Administrator’s absence.

& N
&m el :ﬂ NESTRATIR

328,17




page a8 ot Il

Since leases and other confidential informatlon Is located in the Administrator’s
office the door shall remain Jocked as required. During a review of the surveyors
abservations on 1.7.17 all department heads were re-educated on the
requirement of strict confidentlality and HIPPA regulations pertaining to all
residents In addition to discussions and assignments given for the POC, This. was
again addressed during the Stand up Meeting held 1.9.17. Notes of the meeting

are attached,

e SN N
e e N A2
CL{EZT;»MA K, Lty !MM!N/IS”YT&:F—\T"O!Q
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Violalion Report: 448589 - 01/06/2017 - Garrigan, Laurie :
PCH Nameo: LOYALHANNA HEALTH CARE ASSOCIATES WEST Hi el i 0 g yaap

T ot oon 1 1o Lk
{. REGULATION 55 Pa.Codle §2600 Homan Siowtios icensing
2600.85(d) - Trash in kitchens and bathrooms shall be kept in covered irash receplacles that provent the penelration of
insects and rodents.

2a, DESCRIPTION OF VIOLATION

Al 10:42 a.n., Ihere was no lid on the trash can, which contained trash, localed In the second floor common balhroom by he nurses’
slalion,

3. PLAN OF CORRECTION (POC) (Atinch pages ns necessory, Remember that you must slga and dafe any altached pages.)

Inchiude stops o corract the vislation describod above and steps lo provent a simifar violafion from occuning agaln, If stops cannot be completod
immedinlely, include dales by vahich tho sleps wil be complated,

S ATTRerd CQ

see page 3A of I
Repeat Violation: No Date(s} of Previous Violation{s):
Signature of Legal Entily Reprosgrfative
{Requirad on EVERY Page) " .
*J
Printed Name and Title of Legal Ent@{iepmsenta!lvo /
{Roguired on EVERY Page) DSl A /( ¢ , Date 2 K. 177

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

3/03
The above plan of correction Is approved as of [ Plan of correction implementation status as of 5//3//
— e

(Date}
] Fully implemented
[Z] Partially impiementad - Adequate Progress —=——"

The abova plan of correction was approved by D Partially Implementad - Inadequale Progress
(inliiata)
[] notimplemented




pages 34 P

Covered trash can receptacles

Immediate compliance:

The trash can located In the second fioor bathroom behind the wellness area was
replaced on 1.6.17 with a covered receptacle

Ongoing compliance:

The Housekeeping Supervisor will do random checks of the buildings’ receptacles
to insure that all are covered trash cans as per regulations, Cheeles wil be

Cowpleted at leasT wree iy, £ 3317

A par level of 4 extra covered receptacies will be kept on hand to replace any
receptacles found to be lacking a lid to insure continued compliance.

The facllity is in compliance effective 1.31.17 and the extra receptacles stored in

the trash room.

TP
%A <. Lffmm/ WM STR o 3 8.




HECERER

o o Page 4 of 11
Vior.on Reporl: 44659 - 01/06/2017 - Garrigan, Laurio CLis R U
PCH Namo: LOYALHANNA HEALTH CARE ASSOCIATES W [
TR
1, REGULATION 5§ Pa.Cocde §2600 ”‘"”""*”'“’H‘ g !1”"“

2600.96(a) - The home shall have a first aid kit that includas nonporous disposable gloves, antiseplic, adlhesive bandages,
gauze pads, thermometer, adhesive tape, scissors, breathing shield, sye coverings and tweezers.

2a. DESCRIPTION OF VIOLATION
The first ald kit in lhe amployee break raom did not include scissors, eye coverings and lweszers. Olher first ald kits In the home were
allached to the wall an could not be removed for use.

3. PLAN OF CORRECTION {POG) {Attach pages as necessary, Rememher thal you must sign and dute any ntlached pages.)

Includo steps o correct the violstion describad above and staps lo provant & simitar viotalion from occurring agein. i stops cannof be compleled
fnunodistely, include dataes by which the steps will e comploled.

WQHE:D

sen. page 4 A ot !

Repoat Violation: No Date(s}) of Provious Violatlon{s):

Signature of Legal Entily Representative
(Required on EVERY Paqe)

Printed Name and Title of Logal Entliy Representative

(Required on EVERY Page) (7 T /A K Lt (...(_17/ AM/M Date 2_, 8' [ '7

DEPARTNENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The above plan of carrection Is approved as of M Pian of correction implementation status as of 2 [ E // fi
Dale

(Date)
[] Fully implementsd
J (Z] Parllally implemented - Adequale Progress ‘ﬁ—

[T} Partially implemented - Inadequate Progress
[] Mot implemented

The ubove plan of correclion was approvad by
’ (inflials)




page YA € I

First Aid Kit
ImmedIate Correction

The first ald kit in the Administrator’s was removed from the wall by the Food
ex{e Coverings

Service Director and Maintenance Supervisor on 1.9.17. A pair of scissors, google  #..
and tweezers was added to the kit. It was placed in the Employee Break roam on 3//-:(//L

the counter near the time clock. Picture included.

On Going Compliance

A memo for all staff was posted on 2.1.17. 1t identifies the location of the
portable first aid kit. It has been placed in an area which Is easlly accassible to
staff.

The portable first aid kit complete with the missing ltems added is to remain in
the employee break room unless In use. The Food Service Director or designee
will monitor the kit on a monthly hasis and a log will be kept effective 2.1.17,

Copy attached.

o A 64/&7
¢, LD ISTRATO

[t KK, ey
3-8.17
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Vialation Repori: 44658 - 01/G6/2017 - Garrigan, Lawle
PCH Namo: LOYALHANNA HEALTH CARE ASSOCIATES WEST FHEGHON E33:L0 QFFIGE

_ TN SEVEES LICensing
1. REGULATION 55 Pa.Code §2600 :

2600.107(c) - The home shall maintain al least a 3-day supply of nonperishable food and drinking water for residents.

2a, DESCRIPTION OF VIOLATION
The home currenlly serves 46 residonts requing a minimum of 138 gallon of drinking water for a 3-day emergency supply. However,
aniy 120 gallons of emergency drinking waler were available in the home.

3. PLAN OF CORREGTION {POC) (Aluch pages ns necessary, Remember that you must sign and daio ony altnched pages.)

Include staps io cerrect tho violatlon described above and steps lo proven! a slmilfer violallon from occuring agaln. If staps cannol be compleled
Immudinely, Inclutle dotos by which the sleps wilf be completad,

Sce ATTASHEN

See pag&j’/{-o—’; I

Repoat Violation: No Date{s) of Previous Violation{s):

Slgnature of Legal Enfity Roprgapntalive (
[Required on EVERY Page) WSA/

Printed Name and Titlle of Legal Reprasanlat!ve

{(Required on EVERY Page) CLX//’ TT!/?Q . (. 7¢ (3,’ _&b&{ﬂ\} Pato X 8* 17

DEPARTMENT USE ONLY - HOMES MAY NDT WRITE BELOW THIS LINE!

Not Implemented

The above plan of correction Is approvod as of 3/(’? Plan of corraction Implamantation stalus as of 3// 5/ / ?"
(Dalo} — Oy
[ ] Fully Implemented
Partlally Implemented - Adeguate Progreas %“\
The above plan of correclion was approved by %—‘ D Partially Implemanted - Inadaquate Progress
‘ (Intlials} D




peage &A el

3 day supply of emergency drinking water

Immediate correction:

The day of the survey, 1.6.17, 120 gallons were on hand for 46 residents with the
minimum requirement being 138 gallons. Eighteen gallons were brought on site
on 1,6.2017 bringing us into compliance.. On 2.7.17 an additional 20 gallons of
water was purchased bringing the total to 140 gallons with 138 gallons required,
Receipt included.

On going compliance:

As of 2.8.17 the personal care census is 43 residents requiring an emergency
water supply of 129 gallons of water . We continue to have the 138 gallons

stored.

The facility will maintain a supply of minimally 150 gallons of water- enough to
supply the emergency needs of 50 personal care residents. This will account for a
fluctuation of census. An additional 20 gallons was purchased and stored on site
2.10.17 bringing the total number of gallons to 158 in stock.

The Food Service Director or designee will conduct an audit of the emergency 3
day supply of water on a quarterly basis,

The first audit was completed by 2.7.17, Audit tool included.

7m0 Ll ARHINTSTRATOR 8.8 17
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[Viokation Report: 44659 - 01708/2017 - Garrigan, Laurie WEST e
PCH Name: LOYALHANNA HEALTH CARE ASSOCIATES - | g;jfij_‘f"’f‘fﬁ WG OFpeR
PRI i(:mmmu

1. REGULATION 55 Pa.Code §2600

2600.132(c) - A wrilten fire drill record must Include the date, lime, the amount of time it took for evacuation, the exit route
used, the aumber of residents In the home at the time of the drill, the number of residents evacuated, the number of staff
persons parlicipaling, problems encouniered and whether the fire alarm or smoke detector was operalive.

2a. DESCRIPTION OF VIOLATION

The Bome's fire deill record for the fire drilt conductod on 7/1/16 does not include the following:
* Time ol tha drill

* Amount of fime lo evacuale

* £xit roules used

The hame's fire: drill rosord Tor the fire drill conducled on 10/26/16 at 2:15 a.m, does not Inciude the following:
¢ Amounl of ime lo evacuale

* Exif routes used

* Number of residents evacualed

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

Inchudo staps o coreel the vielalion described atove and sleps o provent a similer viclation from accuring again. I steps cannot be compleled
jnnnadiotely, inctuda datos by which the stops vdil be complalod.

Sce ArTreseD

see page b A T

Repeat Violation: Yes Daie{s) of Previous Violation{s): 011472016

Signaturo of Lugnl Entity Representgtive
{(Regquired on EVERY Pune] %W-‘J \nj
vV 1]

Printed Name and Title of Lagal Enfity Repre é tative

{Roquired on EVERY Pago) Cu‘/@ ba) 1<‘ LI ("'(“’V NAH, at Z. 94. 7.7

DEPARTMENT USE ONLY - HOMES MAY NO{WR!TE BELOW THIS LINE!

The above plan of correclion is approved as of i/@f/.éz.. Plan of corraciion implemantation slalus as of 5//57/_%
ata)

{Dalo}
[T] Fully implemented .
Parilally Implomented - Adequate Progross ™ e

The above plan of cosreclion was approved by Pariially implemenled - Inadequate Progress

{Initfals)
Mot Implomented




Fire Drill Documentation

Immediate compliance:

The fire drill reports for 7.1 and 10.26.16 were incompletely filled out.
Maintenance Supervisor and Administrator reviewed the regulation and required
state forms on 1.10.17. The January fire drili was conducted on 1.31.17 and the
fire drill reports were completed correctly with all categories filled in.

Ongoing compliance:

The Maintenance Supervisor or designee will continue to take the lead with
conducting the monthly fire drills according to state regulations.

The Administrator or designee will review the completed fire drill forms within 48
hours of each fire drill to insure continued compliance.

:I:'mmc{w‘.fe(\(-— Ml statl perxons cowmpletivg e Fire
wil be eatocetesd cegareiug A requiresl informaiow 7 be.

ﬁ(OCUW\E\Xfec,( on ~The f“ccchcﬂpu—- (‘qu(,y:f-lgw 2.0 oa_lS—'Zr_., bpcume
o “TCaswwvg shatt be Kegst

réf(}(ﬂ’

dnll reco w—\/

wiaTron
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Viciation Repori: 44858 - 01/06/2017 - Garrigan, Laurie

PCIt Hame: LOYALHAMNA HEALTH CARE ASSOCIATES VST HEGIUN (G OERICE
Pl ondces Ligenslig

1. REGULATION 54 Pa.Codo 52600
2600.141(b)(1) - Aresident shall have a medical evalualion at feast annually,

2a. DESCRIPTION OF VIOLATION
Resident #7's most recent medicat evaluation was completed on 8/19/15.

3. PLAN OF CORRECTION (POC) (Attach pages s neeessary. Remember that you must slgn and date pny attached pages.)

Includle steps fo corrcel [he viclation describadt above and steps lo pravent & similar violatlan from occurring agaln. I stops cannot by complaled
immediately, includa dalos by which tho steps witl be conploled.

See. Page 74 s§ 11

Repeat Vielation: No Dais{g) of Previous Violation{s}):
Signature of Legal Entily Represaptative \X
{Regquired on EVERY Pagel W %‘Qﬁ‘——f
Printed Name-and Title of Legai Enfity Ropresonlative
: Date 2.8, 17
{Ragquired ntl EVERY fage) T /R /f Lie ""'?/ ,Q-AH. in)
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correclion Is approvad as of —% Plan of correction Implementalion stalus as of 3//%/ { '?\
ale

ale)
Fully impleamonted

Partially Implemenied - Adequale Progioss )&

The above plan of corroction was approved by %" Partlally Implementad - Inadequale Progress

{Inilials})
Not impiemented

oOoRg




Annual medical evaluation

Immediate compliance:

Welinaess Director contacted the resident #7's physician on 1.10.17 to schedule a
new medica) evaluation. This was completed on 1.11.17 and a signed copy is

included,

On-going compliance:

The Wellness Director or designee has developed a tickler file to indicate when
each resident’s annual DME is to be completed. This consists of a list by month of
assessments ¢ue and will be updated manthly,

Quarterly audits using the Content of Resident Records Checklist now include a
notation/reminder of DME’s needed at least annually. The first auditis to be
completed by March 15, 2017 by the Wellnaess Director and/or designee and will
insure continued compliance.

A copy of the revised checkdist is included.
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Violation Reporl: 44659 - 01/06/2017 - Garigan, Laurie FER } (} 2017
PCH Name: LOYALHANNA HEALTH CARE ASSOCIATES i

. ) . . WEST REGION 1 D OERIe:
1. REGULATION 55 Pa.Codo §2600 N i Sorvion T OEFICEE
2600.183(d) - Only currenl prescriplion, OTC, sample and CAM for individuals fiving in the home may bé"kep! in the home

Za. DESCRIPTION OF VIOLATION
Resident 7's Novelog Flexpen was opened on 11/12/16 and was presentin the medicalion carl. Accarding lo manufacluror's

inslructions, Ihe Novolog should of besn discarded 268 days alter opening.

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Rementber that you must sipn and date any attached pages.)
includde stops to correct tha violatlon doseribed above and slopsa to praven! a slmilar violalion front eccurring agaln, I steps cannol ba complatad
immedinlely, ichide datos Dy which the stops will b comploted.

See ATACHED

Sce. PRRE sA st 1

S,

Repeat Violation: No Dato{s} of Provious Violation(s):
Signalure of L;g;zl Enlity Ropresontative :
{Required on EVERY Page) WM

! J
Printed Naine and Tille of Log f/ tity Represantative Dato g 8 _7
{Reguired on EVERY Paqel W/ﬂ /C L./ (..,L.,)/ ”4 : 8.1

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The above plan of cerrection is approved s of 2|2/t Plan of correclion implementation status as of ?// 3 // 7~

(Dale) 76
D Fully Implemented

z E Parllally Implementad - Adequale Prograss ‘f/

The shove plan of conection was approved by [] Partially implomented - inadequale Prograss
inflials
( ) [(] Wolimplemented




page BA SRl

Only current prescription may be kept

Immediate compliance:

Resident #7’s expired Novolog Flexpen was discarded 1.6.17.

On-going compliance:

A meeting and discussion was held with the lead med techs regarding the
development of new procedures to insure on going compliance with regulation
2600.183(d) and new protocols were injtiated.

Maed labels will be checked weekly by the lead med tech assignhed to each PC
floor.

A weekly audit will be conducted on each medication cart. The stalf member
completing the audit will sign and date the cart log/audit sheet, Sample sheet

included.

This log is to be kept in a labeled hinder located in the Wellness office.

The Weliness Director or designee will review the audit sheet monthly to insure
continued compliance,

Audits will begin the week of February 6"

A copy of the pratocol is attached.

CfhTiin Ko ik | ADHN (STRATOIE
-8 11




Page 9 of ¥

Viofalion Repart: 44658 - 01/06/2017 - Garrigan, Laurle ST ’3 2017
PCH Hame: LOYALHANNA HEALTH CARE ASSOCIATES Foib L

1, REGULATIOM 55 Pa.Codo §2600 s HOHE hh’)\:ﬂ‘i Ii um. T lgl
2660.184(a) - The original container for prescription medications shali be labeled vilh & ﬂﬁé‘ﬂh‘t’z‘aﬁy’r el that includes the

following:
{1} The resident's name.
{2) The name of the medication.
{3) The date the prescriplion was issued,
{4} The prescribed dosage and Instruclions for administration,
{5) The name and {itle of the prescriber.

2a. DESCRIPTION OF VIOLATION
Resident #7 is proscribad, "Flonase-One spray in each nostrl one lime daily”; however, the pharmacy labe! Indicates, "Flonase-One

spray in each nosldl hvo times dally™.

Resident #7 is prescribed, "Novolog Flexpen-according lo sliding scale, Do nat give if biood sugar 1s below 20%"; however, the
pharmacy labet indicales, "Novolog Flexpen-Inject 6 units subcutaneously before meats If blood sugar reading Is 101-200 per siiding
scale”,

Residenl #17 is prescribed, "Levemir Flex Touch Solution pen-100ufml-Infect 20 units subcutanaously at beditime”; hawever, the
pharmacy fabel indicales, "Levemir Flex Touch Selutlon pan-100 wind-inject 22 unils subcutanscusly al bed time”,

3. PLAN OF CORRECTION {(PQC) {Attach pages as necessary, Remember thnt you must sign and dale any attached papes.)
Includo stops to conect the violation described above and steps to provent a simifar viclatlon from egccuring again. I sleps cannol be complaled
nunedialoly, includy dales by which the steps will be completed.

SEE ATHCHED

see page §A o5l

Repeat Violation: Mo Date(s} of Provious Viclation{s):

Signalure of Leyal E'n.l.:ly Raprgspnlalive
{Roqguired on EVERY Pagao}
B

Prinled Name and Tille of Legal Entlfy Reprosentailve Dat
(Required on EVERY Page : /< C«[L‘L..k/ ale ,Z s, 77

DEI’ARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

The gbove plan of corceclion Is approved as of ——é[éi{—.l Plan of correcllon implemenlalion status as of 5/ B3 // 7
(betel A

[T] Fuly Implemented
f Partlally Implemented - Adequale Progress H—

The above plan of correction was approved by | ] Partfally implemenled - Inadeguale Progress
{Inilials)
E] Not linplemented

!
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Pharmacy labels

Immediate compliance:

A "check the order” label was signed and placed by the Wellness Director onto
the existing Flonase, Novo log and Levemir labels on 1.6,17.

On-going compliance:

A medication label check system was initiated 1,8.17 in the facility. Copy
attached.

Lead med techs will check medication labels against the orders/E-mar when they
are delivered by the pharmacy,

Wellness Director or designee will audit monthly to insure compliance,

Unannounced random checks of each med cart for discrepancies with the orders
and medication labels will be conducted by the Wellness Director or designee.

Additionsl training to be given to the Med Tech an how to double check
med/iabels and correct if needed. The attached Medication Labels Checks
protocols will be use. Training to be included at the care staff meeting scheduled
2.9.17. Agenda attached.
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IH\_I;oInlion Ruport; 14659 - 01/06/2017 - Garrigan, Laurle
PCH Name: LOYALHANNA HEALTH CARE ASSOCIATES ‘i. ;I" i 'i’* G O uleH

- - HEH mu ;\J;l G'”“”JHU
1. REGULATION 55 Pa.Cade §2600

2800,227(d) - Lach home shall documeant in the resident's support plan the medical, dental, vision, hearing, mental health
or other behavioral care services that will bo made availabla to the resident, ‘or referrals for the resident to oulside services
if the resident's physician, physician's assislant or cerlified registered nurse practilloner, determine the necessily of these
services.

2a. DESCRHPTION OF VIQOLATION -
Residen! #16's assessmanl, dated 8/15/18, indicalas the resident Is recelving hospice services as of 8/18/16; howevor, the rosidont's
suppon plan, dated 6/15/16, does not indicate what services are being provided by hosplce or the frequency of services,

3. PLAM OF CORRECTION (POC) (Attach pages os necessary. Remember that you st sign and date any attached pages.)

inchile steps to cormad the viofalfon descerbod shove and steps to pravent a simiiar violalion from aceurring agaln. If steps comol be conplaled
Immudedoly, include dotos by which the stops will be completed.

See  meeHe N

See page it ofl

Repeat Violation: No Datefs) of Pravious Viclatlon(s):

Signature of Legal Entily Repeegentative
{Roquired o EVERY Pagal

Printed Namo and Title of Legal Enftity Raprosnntaltvo

[Reyulred on EVERY Page) /ﬁ /« L_./LL.S[ ’%{’J Date Z' g /"7

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

The sbove plan of corection is approved as of -ZJZQZE: Plan of correction Implamentalion stalus as of 3 //5/ / ?‘
(Oate) )

Fully limplemented
Parlially Implementad - Adequale Progress ‘#—~

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

(Inllialg)

goxg

Nol Implemenied
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Document support plan

Immediate compliance;

The Wellness Director corrected the residents support plan with a Support Plan

Update noting the addition of hospice services. A copy of the Plan is attached.
Lesialen T #4% SupgocT p!m Was, taf'a(a:ﬂ'taf o g/ﬁ‘/‘? 7o fVLC—/DJ'E-
Speeslic Seny(eeS Provisled Ly /\OSPIC-e. aned ~Tie. '@“a?upu,cy o 7hote

e ryice.s, .
On-going compliance: 7%(]3“;(
Any resident recelving additional services will require documentation of said

services on the Support Plan Update.

Care staff has been educated to report any changes in services by outside
providers to the Wellness Director to insure that all resident needs are being

meet.

The Quarterly audits completed with the Content of Resident Records Checklist
will Issue compliance as item #f 12 requires documentation of health care services
and orders including home health/hospice agencies.

Checklist attached.
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