pennsylvania

DEPARTMENT OF HUMAN SERVICES
MAY 2 4 2017

Mr. Austin Virgo,

President

Quality Assisted Care, Inc.

3411 North 17" Street
Philadelphia, Pennsylvania 19140

RE: Quality Assisted Care
License #: 193050

Dear Mr. Virgo:

As a result of the Department of Human Services’ annual licensing inspection on
February 7, 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 hitps://www.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 veluntary 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.

incerely,

ueline L. Rowe
Director

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Street. Room 631 | Harrisburg, PA 17120 | 717 7833670 | F 717.783.5662 { www.dhs state pa.us




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 10f16 .
PCH Name: QUALITY ASSISTED CARE ) License Number: 19305
Address: 3411 NORTH 17TH STREET, PHILADELPHIA, PA 18140 . : County: Philadelphia
Administrator: Auslin Virgo Region: SOUTHEAST

Legat Entity Name: QUALITY ASSISTED CARE INC

Legat Entity Address: 3411 NORTH 17TH STREET, PHILADELPHIA, PA 19140

Certificate{s) of Occupancy
Other
02/08/2011
City of Phila./Dept. of L

Staffing Hours -
Resident Supporl: 24 Total Dally Staif: 38 . Waking Sfaff: 20

Type of Inspection: Full * BHA Docket Number: Notice: Unannounced

Reason(s) for Inspection(s)
Renewal

On-Site Inspections Dates and Department Reprosontatives On-Site
02/07/2017: Freeman, Sabrina :

Off-Site Inspection Dates and Inspectors, If Applicable

Other Details
Partial or Fuli Triggers: Random Indicators:

Resident Demographlc Data as of Inspection Dates

Licensed Capaclty: 15 Number of Residenfs who:
Numhber of Residents Served: 14 . Recelve Supplemental Securlty Income; 14
Securad Dementia Care Unit In Home: No ) Are 60 Years of Age or Older: ©
Araa: Have Mental lliness: 14
Socured Dementla Unit Capacity, if Applicable: Have an inteltactual Disabliity: 1
Number of Residents Served in Secured Demantia Caro Unit, Have a Mobility Need: O
If applicabte: ‘
Have a Physical Disability: 0
Number of Current Hosplce Resldents: 0
Number of Hospice Rasidents In past year: O




Violation Report: 19305 - 02/07/2017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600
2600.25(b) - The contract shall be signed by the admlmstrator or a deslgnee, the resident and ihe payer, if different from
the resident, and cosigned by the resident's designated person if any, if the resident agrees.

1 247 DESCRiPTIDN OF VIOLATION . . .
Resident #1 was admitted 1o the hcma-2016. The conlract for resident #1 was not signed at the lime of inspection on
2712017, - ) ..

¥

3. PLLAN OF CORRECTION (POC}) {Attach papes as necessary. Remember that you st sign ond datc any attzched pages. )
Include sleps to comect the violation a’escnbad above and sfeps lo pruvent a al’rm!‘:r viclation from occuning again., If sleps canriof be comp!efed
iminediately, include dales by which the steps will he completed. )

/ = . ’
/ [l_—t‘/ @d« be A /Zc/me‘ e hwte 3P penru T CO 'y 1’}’"\ &7
s b PP <y gen own 4 Ci;z}"l‘i/e, & .

—)a ASSM (@ ngl-;'f\'ue:. Co MP\; A VL Wi‘Hﬁ this Qzﬁu«grd?w}
The Q{lw\a‘m\‘s&m#ua will  Review Al New [ladbont -
@w,vlmd- : ﬁ??cmf')“h H o F}M? '-were;:‘e? KT

Repeat Violation: No Date(s) of Previcus VlcEatwn(s) ,
Signature of Legat En.txty Representaﬁve .
{Required on EVERY Page) (%ﬂ/f’c‘fﬁ’ 7 1,«—“70,;1/
Printed Name and Title of Legal Enfity Representahvc -
[Required on EVERY Page) M(l 1 1yRGD jpate ¢, / Ly /
DEPARTMENT USE ONLY - FIOMES MAY NOT WRITE BELOW THIS LINE! /]
The-above plan of correction Is gppr_’ﬁued asof _ D) ‘ Pfan of correction implementation stalys as of [
D Fully Implemented C’
Parlially Implemented - Adequate Progress
The &bave plan of correction was approved by \ D Partially Imptemented - Inadequale Progress
: rs) " [] Mot Implemented

Page 2 of 16




Page -3 of 16

Violation Report: 19305 - 02/07/2017 - Freeman, Sabtina
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600

2600.41(e) - A statement signed by the resident and, if applicablg, the resident's designated person acknowledging receipt
of a copy of the information specified in § 2600.41(d), or dacumentation of efforis made to obtain signature, shall be kept
in the resident's record, o ' -

2a. DESCRIPTION OF VIOLATION ’ . _
Resident #1 was admiited to the hom- 2016. At the time of inspection, resident #1's record did not contain a stalenent
signed by the resident acknowledging receipt of a copy of the resident righls and complaint procedures.

.

3. PLAN OF CORRECTICN (POC]) (Attach i’mgas as necessary. Remember that you must sign and datc any attached pages.) .

. Include steps lo correct the violslion descrbed above and sleps to prevent a similar violation from occurring agaln. If sleps cannot ba complaled
inmedialaly, include dales by which the sleps vill be completed.

| ?@A-@«VT 1A pow Sien amd Aelvowledge- reoipt Copy
o /'fu/ Mﬂé oA @p‘q e @ HZ Cgpm /) I - prCﬁ«(;, TPREN
Kes.ddewd v | EULW%&’*"- beu—/ “To  be. Place. 1N
W econd. ;

(7; Assure " ( ok pued— (s /})!'537"&*—” with  This onwéuw

e /3—6!;'7'}:%}%:!!«»‘1’)[:@ Wf“ ﬁllff‘w/ At Vew EM“J“’“"{M

Roepeat Viclation: No Date(s} of Previciis Violation(s):

Z
Signature of Legal Entity Representative .
_{Regulred on EVERY Page} /i A

Pfinted Namao and Title of Legal EntI'aRupre'sentat[ve

, D Date
{Required on EVERY Page) »}{é’ﬁiu M 260 ate Q/u / ]fz
DEPARTMENT USE ONLY JHOMES MAY NOT WRITE BELOW THIS LINEl i
- I .

The abave plan of correction is approved as of Plan of correction implementation status as of £

{Date)

. . le}
D Fully implemented

. B\ Partially implemented —Adfaquate Progress
[] Parially Implemented - Inadequate Progress
[[] Notimplemented

The above plan of correction was approved by
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Violation Report: 19405 - 02/07/2017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600 -

2600.65(f) - Tralning topics for the annual training for direct care stalf persons shall include the following:

(1) Medication self-administration training.

(2) instruction on meeting the needs of the residenls as described in the preadmission screening form, assessment tool,

medical evaluation and support plan.

{3) Care fof residents with dementia and cognilive Impairmenis.

{4) Infection control and general principles of cleanliness and hyglene and area
prevention of decubitus ulcers, incontinence, malnutrition and dehydration.

(5) Personal care service needs of the resident.
{6) Safe management techniques.

(7) Care for residents with mental ifness or mental retardation, or both, if the poputation is served in the home.

s associated with immaoblity, such as

2a. DESCRIPTION OF VIOLATION

Staff person A, a direct care staff person did not complete the 2016 annual tralning fopics,

3. PLAN OF CORRECTION {POC) {Attach pages as necessary. Remember fhat you must sign and date any attached pages.)
Include steps lo comrec the violalion dascribed above and stops lo prevent » simitar violation from occuming agaln, ¥f steps cannot be complelod

immediately, ncluda dates by which the sleps will be complaled.

Qu{bsh‘-uﬁaﬁ hafe Porsor A (Li‘ff;.(]mfvtp)é:i’w— gole Hrvunl-
’Tw’rvfn:} Topier ot Docord Whs wob imilable
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o W hesin T wThe Lo taTiva o

e Wpen)  AShve

dowhle. Checko|
Do cond— ﬂ}ﬂoﬁmpwwl/t <Thr~

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

a

Signature of Legal Entity Representative
{Requirad on EVERY Page} .,h...r PI—
4

7

Printed Name and Title of Legal Entity Representative

ey )u) i

{Required on EVERY Page} | @Mm“/ (V} 7?/(_‘.93
- DEPARTMENT USE ONLY - H’OMES MAY NOT WRITE BELOW THIS LINE!

y [

The above plan of carrection is approved as of =
{

Tha above plan of corection was approved by
itiatls)

7

Plan of correction implementation status as of

[[] Fully implemented
ﬂ E’atﬁally [n}picmeniad - Adequaté ngresg
[7] Partially Implemented - Inadequate Progress
E] Not Implemented

2}




Page 5 of 16

VieTaton Rosor 19305 - 02/07017 - Fraeman, Sabina |
PCH Name: QUALITY ASSISTED CARE

1, REGULATION 55 Pa.Code §2500
2600.85(a) - Sanitary conditions shall be mainiained.”

2a. DESCRIPTION OF VIOLATION
On February 7, 2047, the home vias observed in the {ollowing state:

The shower curain in the 3rd floor bathroom was unsznitary and dirly.
The 2nd floor bathroom smelled fike urine and had a leaking loilet.

3. PLAN OF CORRECTION (POC) (Alta—z:h pages as necessary. Remember that you must sign and dale any atiached papes.)
includle sleps lo conect the viptation described above and sleps ta prevenl a similar violation from occurng again. If sfeps cannat be complated
f'mmedia7&?_f¥, inciude datas by which the steps wiil ba complated. .
]

he. mottn'trq STHFPE s v Poees s o Claain halferoow |
]72; 34 f:/om .é}*fﬁ;mﬁm S/WWE@ Cwrdany  p< Doen Qcp}/y&cw

Hﬁb’ balkwom Bs beaw Cloown 4 S gk e

o

'77; ' ALsure . Cbr\.’l—pmu&iw Co m‘g]mmw *SJ’F%PF d B“a—ﬁﬂ‘f\}}'g}ﬂ?}j‘)ﬁ’
WM Checll  bhalthmom /Déﬂ'\h( " Con %A:@'«}»ﬁ-mu} OON'C{'I%M

| fvd To he Ponve N A "Tmfe.a.»(x«.( W) RVERR.

Repeat Vjolat!cn: No - | Date(s) of Frevious Violation{s}:

, .
Signature of Legal Enlity Representative .-
(Required on EVERY Page) e F e ]
/

| s ame s T or Lot nti st T —y
DEPARTMENT'USE ONLY JH gNlES MAY NOT WRITE BELOW THIS LINEI ) ]
The ahove plan of co_rrectién is appmvéd asof (Qa e‘;{ Plan of wr:feclion implementation status as of J
. D Fully Implemented
. Partially Implemented - Adequale Progress
The above plan of correction was approved by . D Par’ai-aily Impiemented - Inadequate Prngre-ss
tite) ‘ ] Not Implemented




. PageGoft6

Violation Reporl: 18305 - 02/07/2017 - Freeman, Sabrina
BCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600 ) - ) . _
2600.88(a) - Floors, walls, ceilings, windows, doors and other surfaces must be clean, in good repair and free of hazards.

2a. DESCRIPTION OF VIOLATION
On February 7, 2017, the home was obsetved in the fellowing state:

The ¢eiling on the 3rd floor outside of the bathroom had water damago,
The walls on the 2nd flopr were cracked, chipped and in disrepa%r.

Bedroom #7 had a hale in the comer ceiling by the window due to water damage. The walls in bedroom #7 were also cracked, chipped
and in disrepair. - ' i ‘

. |
“The 2nd floor back bedroom, has an old ceiling with waler damage by the exit door. There was a large patch and the walls néed {o be
painted.

3. PLAN OF CORRECTION [POC) {Attach pages as necessary. Remember that you must sipn and date any ettached pages.)

Include sleps to comeet the violation described above and sleps to prevenit a similar violalion from occuning again. I sleps cannot he completad
immedialaly, include dales by which the steps veill e completed, ’

Aol f-p,gmc}em porld WiHler Clas syl on Ce,;‘/nvi and..
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Repeat Viclation: No Date(s) of Previous Violation(s}: ,

Signature of Legal Entity Ropresentative H )

{Regulred on EVERY Page) br— ‘7 el
/

Printed Name and Title of Legal Entity.Represgniative ;
Required on EVERY Page 7747461}?!1/ 1/! LD Date Z—//Lg / 17
' d 7

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE 'BELOW THIS LINE! / )
The above plan of correction is approved as of L }th ] }7 Pian of carrection implementation status as of
' e - * !

. [:l Fully {mplemented

Partially Implemented - Adequate Progress’

The above plan of comection was approved by Parfially Implemented - Inadequate Progress

[] Notimplemented
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Viatation Reburt: 18305 - 02/07/2017 - Freeman, Sabrina .
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600
2600.100(a) - The exterior of the building and the building grounds or yard must be in good repair and free of hazards,

Za. DESCRIPTION OF VIOLATION
The back steps leading out of the kitchen were severely damaged. The 2nd, 3rd and 4th slep was severely cracked up and posed a

major safety hazard,

3. PLAN OF CORRECTION (POC) (Attach pages as nccessary. Remember that you must sign and date any ettached pages.)
Inchude steps fo corect the violalion described above and steps to pravent a similar viofation from ocouring agafn. If steps cannol be compleled
immadialely, Includa dales by which the steps will bg compleled.

/}7?/ ’Oi%c.-k— 5’4“&?5 IS o+ [,{S,e_,cl [ H:u /Z‘LS:L(]’,.%VW
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BNe /PU«J"T w\l{ Eaovnen i B QJ’L{) Ol a4 }’l’fﬁ?ﬂ’ (t(»
) hﬂ-‘S {\Q“‘ ij»«d_ Re Ppﬂ.f . OLn'\&J '—DQJ%&'\'— f’chLI ll...n{ /D

}q/d‘,),} I ] g n,, ) Q]L U/,;.D 2 r/mﬁﬁd ﬂ/’/w N m.,..,_____._mm_.m:.f;ﬂ_.m_w,wuu [

Repeat Violation: No Date(s) of Prevlous Violation{(s}:
Signature of Legal Entity Representative
~ [Required on EVERY Page) /ﬂfl’d/ ;,._, 6} —
Printed Name and Title of Legal Entity, eprese ative
(Requlred on EVERY Page) , S V ’[ZL@ Dato / ¥ / /7
DEPARTMENT USE ONLY ; HOMES MAY NOT WRITE. BELCJW THIS LiNEl

The above plen of correction is approved as of }/f/ f ![ )! L] ‘ Plan of comection Implementation slatus asof
e

D Fully Implemented
Farlially Implemented - Adequate Frogress '

. The above plan of cormection was approved by D Partially Imptemen{ed - Inadequale; Progress
[ ] Notimplemented




" Page 8 of 16

Viclation Report: 19305 - 020712017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1, REGULATION 55 Pa.Codae §2600
2600.101(0) - The bedrooms must have walls, floors and ceilings, which are finished, clean and in good repatr

2a, DESCRIPTION OF VIOLATION
Cn f“ebruary 7, 2017, the home was obséived in the foﬂewzng state:

Bedroom #7 had a hole in the corner ceiling by the wmdow due to water damage. The walls in bedroom #7 also neads (o be painted.

The back bedroom on the 2nd floor has an old celiing with waler damage by the exit door. There was a large palch and the walls
cracked, chipped and in disrapair. '

3. PLAN OF CORREGTION {POC) (Attach pages as necessary. Remember that you must sign and date any alteched pages)
Includa steps fo comrect the violalion described above and sleps to prevent a similar viofation from cccuting agaln. IF sfeps cannct he completed
immedialely, include dates by which the sieps will he complatad.

"ﬁ// TDamage ol wiler sTany  maek vn Ceiling and Ll
@e,dmum H-17, M&/wéub% [l b}M/L hedypom o He 24d
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P/%}'ML&CL
1‘7? fi};%%uw Cor\/qtuvue,d. Cywqo e 61{—/&2@ 'Mfi
C pdwminashatee will o Wﬂvﬁf/f—{ busrs /ﬂ"‘,
| b-ﬂ,‘ [la Lovk Wt (fop  BAY “;;ff*@//\ P J—e

'{2,@,0 G R ANTY et Ca S :

Repeat Vielation: No Daie(s) of Previous Violatibn(s)

Signature of Lagal Entity chresentahve
(Required on EVERY Page) . 4 a) /

Printed Name and Title of Legal Enfity Represenlahve

Required on EVERY Page rl/ ’2&:@ Pate / LF/ / 7

DEPARTMENT USE ONLY —(HOAAES MAY NOT WRITE BELOW THIS L(NE! f

The above plan of correction is approved as of ——H Bl " Plan of comrection Implementation slatus as of _
Daje}

Fully lmp!emenied .
© Partially Implemented - Adequate Progress

The above plan of comection was approved by : Partially Implemented - Inadequale Progress

[] Notlmplemented

fals)
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Vialation Report: 19305 - 02/07/2017 - Freeman, Sabrina
FCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600
2600.102(e) - Privacy shall be provided for toilels, showers and balhtubs by partilions or doors.

Za. DESCRIPTION OF VIDLATION
Tha 3rd floor bathroom windowr does not have shades, biinds of shullers The bathroom window is directly across from a neighber’s
window.

The 2nd floor balhroom wfndow does no! have shadas, blinds or shutlers.

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

Inciude steps to comect the violation dascribed above and sleps to pravent a similar wo!alran from occtiring agaln. If s(eps cannol be complated
imimaédialely, Include dales by vihich the steps will bo completed,

?fd F{@m/zjéq {J}D!N’ [or /71[—@ gaamvt{« //V??& Wm/dom)
em/@r‘!lvq e flu!, “5,41_ (o b}CPHLr?)Dm} wiv dew  Ouan d /j,’_g,
aud batiwem wivdew T 1 Los dowd~ g

Qca,m}o Y

7@ Fosure 0an/ql—m/w‘?-~ CDW\PIMWLO— n) M ﬁ?\'_s Zﬁ-?wlfw‘ﬂm -
| %JF}QF mgm})ar onN 4 d#HL/ b;.qg,c_ YR

‘weiber. A Mmm W WG e

Repeat Violation: No Bate(s} of Previous Violation{s):
Signature of Ledal Entity Representative o
{Required on EVERY Page} W&"b“}/ /
Printed Name and Title of Legal Entity Representative
Date
(Required on EVERY Page) i}u S/_\:\/ , D042 ’-7 L( / / 7
DEPARTMENT USE ONLY -\H D&WES MAY NOT WRITE BELOW THIS LINEI b,
The above plan of correclion is approved asof . L é’ t!ﬁ}(v/} Plan of correclion Imp!ementatiun stalus as of
. : ! ‘
* [} sFully Implemented
. ,ﬁ Partially Implemented - Adequate Progress
The above plan of correction was approved by } [:| Partially Implemented - inadequate Progress
al
j ) [] wotimplemented




Page 10 of 16

: Violation.Report: 19305 - 02/97/2017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1, REGULATION 55 Pa.Code §2600
2600.182(c) - Medication administration mclucies lhe following activities, based on the needs of the resident;
(1) Identify the correct resident
(2) ifindicated by the prescriber’s orders, measure vital signs and admlnister medications accordingly.
(3) Remave the medication from the original container.
- (4) Crush or split the medication as ordered by the prescriber.
(5) Place the medication in a medication cup or other appropriate container, or in the resident’s hand.
(6) Place the medication in the resident's hand, mouth or other route as ordered by the prescriber, ih accordance wﬁh
the limitations specified in § 2600.182(b){4). .
(7} Complete documentahon in accordance with § 2600.187 (relahng to medication records).

2a. DESCRIPTION OF VIOLATION -
On 217117, resldent #1's medication, Aspirin EC 81mg tablet, was signed off on the medication administration record below the dale

218M7.
Resident #1's lbuprofen 800 mg, was a[so s;gned off an 217!17 on the medication administration record below the date 2/8117 for the

SPM.medication adminlstration.

Resident #2's medication adminisiration record was revievied. Resident #2's medication is pre-packaged and daled. Resident #2's
pre-packaged 8PM medication far 2/7/17 was missing, he 2/8/17 medicalion was missing, and the 8PM medcation for 2/9/17 was
missing.

3, PFLAN OF CORRECTION (POC) (Aitach pages as necessary. Retmember that yon must sign and date any attached pages.)

Include steps {o comrect the violation described above and steps to pnsvanf a skritar violatlon fmm occuring again. If sleps cannct ba completed
Immediately, gc!qde dales by which the steps will be com feted. "The. home w&% only adminisier sodpehurt fomdie pre -

hede pacié; frsb> NOT ny Looge I“ 54%"‘1 iz\“fim Tk agimiishaied LiL] triin SFAF 4w(dm,;i'

S &Soé:@n#’#f"] Take 5 ERL0 6 F LT ;‘;75474» Frll /07«&/2_8?" And

]S éL:VE’V\_«AT #UJ Same Ore,ge,rfb.p_, /~ime..' va&f'cr o m—/ . f‘?"
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onN 28/ 1. @%%T 2 ﬂfa—p&c.lma)e-i 1”&}/!%???1‘1‘3 Dask. Coren®q became
Wnsecured whee onves Fille Came up Miss.i o fhes fre= Packages avd
Was pST mailable. AT i Time oF Twg l:lhm’\ Howe yer fé’er (}T,’nT_'Smy

doy The Pills” Were Founvd Sheek BT bm‘fom AT
e bollom oF :
| esidewt#2 Was Bble To Rectived p)) 1@:? mg,dﬂ;mmmfﬂ’ Teag CovlTiver

Repeat Violation: No Date(s) of Pravious Viclation(s)
Signature of Legal Entity Representative 5_7/

{Required on EVERY Page) & L_f'/

Printed Name and Title of Legal Entity eprese ive ' / Date

Reguired on EVERY Page v VRED '7‘ ‘-{ 17

DEPARTMENT USE ONLY { HQ MES MAY NOT WRITE BELOW THIS LINE! /, / a
The above plan of correction is approved as of it Ly r Pian of correction implementation stafus as of //
) \(Tlate) Hsis)

[] Fuly implemented
Patially Implemented - Adequate Progress

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

5{1!!27

.-

—

m Not Implemented
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Violation Report: 19305 - 02/07/2017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600 ) . .
2600.187(a) - A madication record shall be kept to include the following for each resident for whom medications are
administered: ; oo :
_ (1) Resident's name.
(2) Drug allergies. .
(3) Name of medication.
(4) Strength. '
(5) Desage form.
(6) Dose. .
{7} Route of administraion,
{8) Frequency of administration,
{8) 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.
(14) Name and initials of the staif person administering the medication.

2a. DESCRIPTION GF VIOLATION S :
The medication adminisiration record for resident #1 did no! include the diagnosis or purpose for the medication, including PRN

medications jor the: ) -
Aspirin EC B1mg, Alorvastatin 80mg, Pantoprazole 20mg, Prednisone Smg, Therems-MC tablet and the Prodir HFA.

At the time of inspeclion on 2/7/17, resident #4's medication administration record was not signed off. The foillowing medications for ’
resident #4 did not include the name and Jnitials of the staff person administering the medication,

Carbldopa-Levodo, Docusate SOD 100/Famotidine 20mg, Sulf Elx 220/5ml, Finasteride 5mg, Lisinopril 28mg, Mitzapine 30my,
Olanzapine 7.5mg, Omeprazole 20mg, Tamsulesin 0.4myg, Venlafax 75mg, Vitamin D 2000, )

3. PLAN OF CORRECTION (PQC]) (Axt;ach pages a8 neeessary. Romember that you must sign and date any attached pages,)

Include steps fo cormect the violation déscribed above and stops fo provent a similar vislation from eccuaing again. If steps cannot bs completed

imamradialely, include dates by which the Steps will e completed.

Pt e m}_#lrm& Purpese For- —medienTion s wow jvelided aéu N TA

Res@ent yuy AL &S Mow been Sigd 0FF and wofule M
Nﬂn‘ﬂﬁ— O d’ bl @F %J"»f}f:fl \D&i’"gpﬁf /}&rﬂqi'Nf‘ffffi'luﬁ Tl “")’}’]Q,(L"c_[;ff?m
o _
o Ascured (ontuuel Complyaven. with IR ' ’

‘ 4. el ComplyAwas Wikt This &35.1.(‘.&_'&#'\/:\, \{)DHT MaEE a4
Admivisben T il Caview —11, 5.2 o8 B ’D;aﬁ,'}\' Basie o Dowble chek

il.ui"[b mAaKe S ureo ot B 0 i Uil o Lo -
Admimmn*w{ﬁ& me&io‘_lﬁf%:\ow ,ﬁs ARE Coteetly Siquorr gud lMﬁ?}%LS by STAFF Persor

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

Signature of Legal Entity Representative / e
{Reguired on EVERY Page} h/vd/’ ] m_.'\j S
Printed Name and Title of Lagal Entify Representative /

Required on EVERY Page IR ViRe e S f"//l'/l//7 ,

DEPARTMENT USE ONLY -|HQNIES MAY NOT WRITE BELOW THIS LINEI ]
i - o HiT -
The above plan of correction is approved as of Ht n Plan of correction implementation status as of /
! . @

- [] Jully implemented -
I5d” Partlally implemenled - Adequate Progress
Parilally Emp%eman(ed - Inadequats Progress
[:] Not Implemented

The abova plan of correciion was approved by
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Violation Report: 19305 - 02/07/2017 - Freeman, Sabrina
PCH 'Name: QUALITY ASSISTED CARE

1. REGULATION 55 Pa.Code §2600 .
2600,187(d) - The home shall follow the directions of the prescriber.

2a. DESCRIPTION OF VIOLATION ' .
Resident #4 is prescribed Sulf Eix 220/5m twice a day, At the time of Inspection, the home did nof have the medication ensile,

At 11:30 AM, resident #4 & resident #5's pre-packaged and dated pill packs were observed on the office desk undemeath the
computer monilor. . . . - : c

The home fatled to ensure resident #4 received the prescribed medication on Safurday, 2/4/17. Resident #4 was prescribed 1/2
Alenolo 25mg tab, Carbidopa-Levode, Docusate SCD 100/Fametidine 20mg, Sulf Elx 220/8m, Finasteride 5mg, Usinopril 25mg,
Mitzapine 30mg, Clanzapine 7.5mg, Omeprazole 20mg, Tamsulesin 0.4mg, Venfafax75mg, Vitamin D 2000 at BAM.

The home failed fo ensure resident #5 received the prescribed medication on Tuesday, 2/7/17. Res%dént #5 was prescribed Vitamin D
5000 at BAM. :

3. PLAN OF CORRECTION (POC) (Attach pages as necessary, Remember that you must sign and date any attached pages.)
Inciude staps to correct tha viofalion described above and sleps {o prevent a simifar violation from occurving agaln, If slaps canact be completed
immediately, include dales by which the steps will be co : ’ .

mplefed,
Residowt#-y did f““'"“"é’d’- Ferous SulF.gla gao]s’m S Am Medicshw
AT Fhe Time oF 'jNSP"—eA’"W* ,ﬂfe/ reg-t @F}'- Re 41 me,u}_{e,n'-k-{m
was deliver by Hoo P)ya'rmf}cﬂ o 1/&7 Stmre. a//-rry. Ov SETard oy
%14/ Restdent why did Qupysel AN medication bet Tk
GPm medicaTiom, Residedt 5 yibamiv D Was Pre Paek Seperefely

ffud whe “To be “TB?TEurJoS:ePﬁTW ?ﬁa(ﬁﬁﬂ%wfmrﬁeﬁidw HS Zﬁ.cz tesTed.
o ’/T:;/&-V:J-ams‘n/ BT 4 LaTer Jime ThaT™ Same c?-mj. ‘
To meswe (okivue (ompliance with fhi - Requladiion Repidenst

who R"’T{Se” To Tale Thar MedieATimn AdmivishaTsr W{”
Tramedinfely mnjce fhes Copod® Vo e doctop and o

L.

ReFusnt- Polley and fosedure, The aqmimshetn witt chack: med oot ncure s

Sih

Repeat Violatlon: No Date(s) of Previous Violation(s): , ifr’?d *4’&" ﬁ;ﬁfg“ Tﬁm@& ]
A Y P o T |
Printed Name and Title of Legal Entity Representative o . - Date
(Required on EVERY Page} Y } | P10 - Zf / 5{ / /’7.
DEPARTMENT USE ONLY+ f‘lQME%‘MAY NdT WRITE BELOW THIS LINEl / } ‘
The above plan of coﬂecﬁc}n is appro_ved _as of . o Pfan of correction implementation status as of s

Fully Implemented
Partlally implemenied - Adequate Progress

The abave plan of cormrection was approved by ]:] Partially lmp!emepted - Inadequate Progress

I___] Not Imp%emehl_gg

ISErY]
<o
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Violation Report: 19305 - ToI73017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55.Pa.Code §2600 ' .
2600.191 - The.home shall educale the resident on the right to question or refuse a medication if the resident believes

there may be a medication error. Documentation of this resident education shall be kept.

‘2. DESCRIFTION OF VIOLATION .
Resident #1 was admitted to the hem- 2016, At the lime of Inspection, resident #1 has not been educaled to the residenl’s
right to refuse medication if the resident believes that there may be a medication efyor, ’ :

3. PLAN DF CORRECTION {POC) (Aitach pages as necessary. Remember that you must sign and date any attached pages.) . 4
Include steps lo conect the viclation describad ahove and sleps to pravent a similar violation from ooolting agaln, IF steps canmol be complaled
immadialely, include dates by which the steps will ba compleled, .

Qesiiww% H{ &Li ] ?VD}”) LLG_ML E/ducfﬂ:e,df o [hei'c -:Qc"; Lyl‘- o
4 efisSe MedraAlm |F }f“eg,é bt bellivjes | 7‘:711;'«?" There- "7??}%/ L,e, Ar
aledios Tt Gepole - : .

%_Mwm CD,\,J,fNueJL Comp\{aﬂﬁé/ W{Dm’\ few gdmisscon
Yo The Hema, Admivishonda. will Tmme LidTa| TForn
Repibrdk oF fliein riahts o Lufusa MedianTion iF

7;1‘:"»7 M‘«W&i 771'»”?' ///;e/ra '777)9‘%7' be ﬁ?écf}‘amm'm’f

Copo 2 e e e
'Repeat Violation: No Date(s) of Previous Vtclaﬂon'[s}’:
Signature of Legal Entity Representativ 4
{Required on EVERY Page) - ’ o ﬁ* et .
Printed Name and Title of Legal Eptity Représenfaﬁva : { ) ) )
| {Required on EVERY Page) Aﬂﬁ?ﬂ) ' l/’ 'QCE’LO . gl Date 7/4// 7
|}

DEPARTMENT USE ONLY {HOMES MAY NOT WRITE BELOW THIS LINEL

The above plan of correction is approved as of }’H U’ L Plan of comection implementation status as of .

] Fully implemented
. 7 Pariially implemented - Adequale Progress
A F’Iarﬁally—impfeménted - inadequate Progress

. 71" NotImplemented

;The above plan of correction vas apprbved by
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~ioiation Report. 18305 - 02/07/2017 - Freeman, sabrna
PCH Name: QUALITY ASSISTED CARE

1. REGULATION 55 pa.Code §2600 o
2600.224(a) - A determination shall be made within 30 days prior to admission and documented on the Deparimeni's
preadmission screening form that the needs of the resident can be met by the services provided by the home.

25 DESCRIPTION OF VIOLATION
There is no p_readmission screening form for resident #1, admitted to the home- 2018.

3. PLAN OF CORRECTION (FOC) (Attach pages as necessary. Remember that you must yipn and datc any attached pages.)
inciude steps fo comect the vivlalion described above and steps fo prevant a similar violalion fram oecuriag again. If steps cannof be completed
imnediately, include dates by which the steps wili'be compleled,

7;7 Hggurye Oo,\/qlq‘qui- wa\[})mdw wHih Hote

R e§ U,Laulqw\ . l/VFVV\ Nen '/‘]/Jnm:‘s&!:%” ﬁlu /Qza!mr}rw&/'m dar”

_,,_Wf]‘aﬂmﬂwc{rﬁ&/u{ Qe ure pond o ik Sure- Hoe

& ro e Lo SereeniNg -ﬁo@mw{\”gwl.,,\jm_mﬂ,{;_&w{-— )

Quwfbd— (pe e Cte dure

R_epeat Violdtion: No Daie(s) of Previous Viclatlon(s): . )
Signature of Legal Entity Representativem i e . -
‘| (Reguired on EVERY Pagel / ; L 7 f
Printed Name and Title of Legal Entify Repres tative I b
{Required on EVERY Pauel \5 Tl "W V1 "BC,»GD ‘ ate Lf L{ / { 07
] ‘ ; ] T -
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! 4 /
The above plan of carrection 1s approvedas of {4 (Paf }J,—g Plan of coection Implementalion stalus as of VI
e :
[:] Fully implemented
, Pariially implemented - Adequate Progress
The above plan of correction was approved by D parlially Implemented -Inadequate Progress
) nigal
oA : D Hot Implemented '
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Violation Report: 19305 - N2/07/2017 - Freeman, Sabtina
PCH Name: QUALITY ASSISTED CARE

4. REGULATION 55 Pa.Code §2600 o - ) .
2600.227(d) - Each home shall docutment in the resident's support plan the medical, dental, vision, hearing, mental health
or other behavioral care services that will be made available to the resident, or referrals for the resident to outside sarvices
if the resident's physician, physician's assistant or certified registered nurse practitioner, determine the necessity of these

services.

2a. DESCRIPTION OF VIOLATION | . _
Resident #1.was admitted lo the home 2016, Al that the time of inspectian, resident #1's support plan was incomplete. The
home did not complete part 1 of the support plan and the home also documented another residenl’s name on page 9 of the support

| _pianin the section of plan to mee{ medication needs. :

3, PLAN OF CORRECTION (POC) { Altach papes as neressary. Remember that you must siga and daie any attached pages) 7
Inciude sleps (o comuct the violatian {:!ewibed above and sleps lo prevent 8 similar violalion from occuring again. If sleps ecannat be complelad
immediately, include dales by which the steps will be compleled.

Durivg Hi  pssessment” OF fegident it el e
had no Wt §k’0/02}/~ So ThaT Sechivt
ff’ Al 1 wes M7 ﬁﬂ'mp“?,mze lo /l@/cﬁ e /zvsfowfm/'
/ -EJM/»Q/ 1 A/ovlﬁzu_/ ale/ . , L
ND * Suppopt At " g“/’fmﬂﬂgm'}' box. “The
P PPORI BT box 1s pow beaV Lheaie @ FF Ad
e s was wpdaTe Coveectly. | B
T e Oo-%‘wu’&d._ (\ T NP
vpsn) Wews pdomiss ZW\?\”M&/ it [R QQ?MWTWJ
bord Wew ploisson edmiickatote amd. Shape
Doadbe thekl R.pes. P Eon o] oversiqhi

Repeat Violation: No . Datel(s) of Previous Violation{s):

Signature of Legal Entity Representative , e
{Required on EVERY, Pagel : LML e 1 ‘.J

T

Printed Name and Title of Legal Entity R;‘pmsentative . .

: \ ~ Date : )
(Reguired on EVERY Page} IZ)’Z/(S‘} o, [/, {pr, "f/ L{ | 7
| 1
DEPARTMENT USE ONLY - I{‘IQW{E’S‘ MAY NOT WRITE BELOW THIS LINE!

The above plan of carrection is approved as of ; plan of comection implementation stalus as of /
il :
] gy implemented

Partially implemented - Adequate Progress

The above plan of comeclion was approved by . ' D Partially hunp!em.enied - Inadequate Progress
’ . . nitials
’ ’ 7] Not implemented

e,
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T

Violalion Report: 19305 - 0270712017 - Freeman, Sabrina
PCH Name: QUALITY ASSISTED CARE

1, REGULATION 65 Pa.Code §2600 : _
5800.252 - Each resident's record must include the following information: (1) through {26)

22, DESCRIPTION OF VIOLATION .
Resllent #1's record does not include a photagraph of fhe resident.

4

3. PLAN OF CURRECTEON- (POC) {Attach pages 85 necessary. Remember gat you mmst sign and date any attached pages.}
Include steps to corecl the viclaticn described above and steps fo prevent & similst violation from ocouring again, if sleps connot bo completed -
Immediately, Include dales by which the sleps will be complaied.

B’J“;d’a’“’}“ = Rﬂ—ﬁ‘«m?*“i Vow 'HVQI.LL-CLQ—{ ) ﬁqoﬁarﬁ'th N
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 Lipo Vew p-dmiset™) The ,ﬁ}c! m’n'fl/l%j'ﬂ%ﬂi&? Wil
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) e

‘N edwde AV

Repoat Violation: No , Date(s) of RBrevious V'i’cﬂatiun(s):

e
Signature of Legal Entity Representative - ﬂ""" N
(Required on EVERY Pagel ' p Ll APV ™ S

—p

Printed Name and Title of Leéal nlity Representative . S

[Required on EVERY Page) g’{’," Y] \/[‘.Q@b [pate 1f / /4 / / 7 . 4

B /’ A
]

H

. . 7
DEPARTMENT USE ONL\";—};‘OMJES{)‘ AY NOT WRITE BELOW THIS LINE]

The above plan of correction is approved as of @ —F ~ Pfan of corection implementation status as of

D Fully Implemented
ﬂl’arﬁaliy implemented - Adequate Pregress

The above‘pEan of correction was approved by D Partially implemented - Inadequate Progress

irfitinl ’
¢ ™ Not Implemented

ot






