pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFIED MAIL — RETURN RECEIPT REQUESTED
MAILING DATE: June 16, 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 result of the Department of Human Services' licensing inspection on
March 10, 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.

Janine Wenzig
Human Services Licensing Supervisor

Enclosure
Licensing Inspection Summary

Bureau of Human Services Licensing
11 Stanwix Streef, Room 230 | Pittsburgh, PA 15222 | 412.565.5614 | F 412.565.2840/412.565.5633 | wwav.dhs state.pa.us
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VIOLATION REPORT

PERSONAL CARE HOMES - 56 Pa.Code Chapter 2600 Page 1of 9

FCH Name: INDIANA SQUARE PERSONAL CARE HOME

License Number: 44744

Address: 1703 WARREN ROAD, INDIANA, PA 15701

County: Indiana

Adminisirator; Karyn Hullenbaugh

Reglon: WEST

Legal Entity Nama: PREMIER QUALITY ENTERFPRISE INC

Legal Entity Addrese: 1703 WARREN ROAD, iINDIANA, PA 16701

Cartificate(s) of Occupancy
C-2LP
01/24/19984
L&}

Staffing Hours
Resident Suppert; 0 Total Dally Staff: 36

WakIng Sfaff; 27

Type of Inspection: Partial BHA Docket Number;

Notlce: Unannounced

Reason{s) for inspection(s)
Complaint

On-Site Inspections Dates and Department Representatives On-Slte
03/10/2017: McConnell, Deb; Grace, Desmond

RECEIVED

JUN 01 2017

Off-Sife Ingpection Datos and Inspactors, if Applicable

WEST BEGION £1i2L 1y ppide
Human Servicos kcensing

Other Details

Partia) or Full Triggers: Randem Indlcators:

Resident Damographic Data as of Inapection Dates

Licenzad Capacity: 34 Number of Resldents who:
Nuinbar of Residents Sarved: 25 Reoeive Supplomental Security Income: 3
Securad Demsntla Care Unit in Home: No Are 80 Years of Age or Older: 26

Areq:

Secured Dementia Unit Capacity, if Applicable:

Number of Residents Served in Securad Damentla Care Unilt,
if applicable:

Numbser of Current Hosplce Resldants: 2

Number of Hosplce Resldents In past year: 3

Have Mental l/iness: 1
Have an Intellectual Disabliity: 0
Have a Mobilify Nead: 11

Heve a Physical Digablllty: 1
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¥ LW ] PﬂeZDfB
Violation Report: 44744 - 03/10/201 7 - McConnell, Deb i JUN G 1 ZUTY
PCH Name: INDIANA SQUARE PERSONAL CARE HOME © e g
WEST REGION BB OFEITTE
1. REGULATION 55 Pa.Code §2600 Human Services Li\.@HSIng

2600.81(b) - Wheelchairs, walkers, prosthetic devices and other apparatus used by residents must be clean, in good
repair and free of hazards. .

2g, DESCRIPTION OF VIOLATION
Resident #1's hearing aids have bean inaperable for apprommaialy 3 months. The resident's support plan, dated 9/26/16, indicales

"be sure amp. is charged and in his ear”.

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 ahove and steps to pravent a similar violetion from eccurrng again. If steps cannot be complelted
immediately, Include dates by vwhich the steps wiil be complated.

QMP\"?‘WS UJ e e f?mrﬂqua.m& oo LGOI oo ~
et Do T\ relraad Yo Weae B un %o ‘S:cmhi\"\

ADAY. Maevn o el
TRErs? wWoes updotid v Bz info.

Q e A LA LI A Cowe Viaasn &) &QWW‘\—LY\‘\-.LQ’ v ™y

e Rarse o\ b Rloused o8 wOriXxioeny

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

Signature of Legal Entity Represaniative

(Required on EVERY Pacie) R \;S AR § o k...

Printad Name and Title of Legal Entiéy Roprezentative Date t.L\
{Required on EVERY Pane) \Awr\ o ley\oe A \m

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

The above plan of correction is approved as of - Plan of corraction implementation status as of {5
Daile} {Daie)

Fully Implemented
The above plan of correction was approved by 4 % )/_f
itials)

Partially Implemented - Adequate Progress

Parfially Implemented - Inadequate Progresa

OO

Not implemented
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Page 3 of 9§

Violation Report: 44744 - 03/10/2017 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME

1. REGULATION 55 Pa.Coda §2600 JUN 91 2017

2600.132(a) - An unannounced fire drill shali be held at least once a month.
WEST REGION FiELD OFFICE
2a. DESCRIPTION OF VIOLATION riuman Services Licensing

Afira drill was not conducted during the month of January 2017.

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 fo prevent a similar violation from oocurring again. if steps cannot be completed
immediately, Include detes by which the steps vill be complated,

Vooe  fvan i \n VOO Vo < Cov Ao ede A\ w-\
Ve mmantae of p,r—pv‘i\ SN S A E- Y
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— 3/30(17 o (11304
— Allin 4 3132 pm
- 4/3_{[(7 ot” 5! acm

~ 5)30{1  af [D:apmﬂ‘wpa,\(\
- 5[31{!:1 at A0 pet) U\

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

Signature of Legal Entity Repregentative

(Required on EVERY Pags)  \era \), D8 e

Printed Name and Title of Logal Entity Representative Date ||
(Required on EVERY Page) Vaerown Moo \goosin in

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

The above plan of correction is épproved as of 4%4%’&? Flan of correction implementation s'tatus as of Q / 5/ é 2 ;7
’ ate {Dato)

{
[] Fully mptemented

/m Partially Implemented - Adequate Progress

The above plan of correction was approved by |:| Partially Implamented - Inadequate Progress

; Initials
: (Initate) ] Not Implemented
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- Page 4 of 8
Vlolation Report; 44744 - 03/1072017 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME
1. REGULATION 55 Pa.Code §2600
2600.141(a)(2} - The medical evaluation must include the following: (1) through (10) E’"}I - C E E\ i E’; D
s S B b
2a, DESCRIPTION OF VIQLATION JUN 01 2017

Resident #1's medical evaluation, dated 1/17/17, does not include the resident's helght and weight,

Resident #2's medlsal evaluation, dated 1/17/17, does not Include the resident's height and weight. W%ﬁ&g&ggﬁ?&gﬁ%ﬁ;f

Resident #4's medical evaluation, dafed 3/3/17, doas not include the resident's mobility needs.

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

Incluca staps 1o correct the violatlon described above and steps o pravent a simifar violation from occuming egain. If steps cannol be coniplefed

immaediately, include dates by which the steps will be completed.
Th e ™ el col avoluvesditan s Wire Corrwede
S =\ 2 Cagh A wnts .

JQ—L‘E:\&\V*\%;_,‘SL\ - 3'\\.‘-‘-‘\\\—]
AL B

st done F o - MaA
o o o

ook Um0 - Blastg
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Y\"\st\)dn\u\,

Repeat Violation: Yes Date(s) of Previous Violation(s): 12/28/2016 08/23/2016

Slgnature of Legal Entity Ropros

ontative
(Required on EVERY Page) \fum MRSV

Printed Name and Title of Legal Entify Representative : Data h_\ \
(Required on EVERY Pane) Vhoan  Welludoownga | 1A\

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

-
The above plan of carrection is approved as of L (s Plan of correction implementation status as of ¢ [ s ( ( -7
(Date

{Date)
| Fully Implemanted
é/ E if’arﬁally Implemented - Adequate Progress
The above plan of correction was approved by . [[] Pertially Implemented - Inadequate Progress
(Initlals)
l:l Not Implemented

ICE
g
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| RECEIVED). _ Pagesay
Violation Report; 44744 - 03/10/2017 - McConnell, Deb T

PCH Name: INDIANA SQUARE PERSONAL CARE HOME . HIN &
VoA L

i)
VIf

R =

1. REGULATION 55 Pa.Code §2600

2600.187(d) - The home shall follow the directions of the prescriber. AL GION PIELD OFFICE
Human Services Licansing

2a. DESCRIPTION OF VIOLATION
Resident #3 is prescribed Oyster shellivitamin D, 500 mg daily and "Hold on dey of Fosamax®. Howevar, on 3/5/17, resident #3
recaived both the Oyster shellvitamin D and Fosamex. )

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps to comect ths violation described above and steps to pravent a similar violation from ooourring agaln. If steps cannot be complated
immediately, include dates by vhich the steps wili be completed.

TOA Yo Crgor Qe Lt DS o
EARe e
- VouXloma voms Yeedad  onQvee @\ Ay

2licdlid Med s a Ned oo Taniaod ol

B N T0a T SV, N cv’\é.'\mv- 2 e dende Coce
Coor adhimeyor  Qredls: OIS ‘Q\Y\U-DL NP

o._c‘_c__\_\._v-'@_%é o \ ar ™Usedes,

Rapeat Violation: Ye_'s Data(s) of Previous Violatlon(s): 12/28/2016 09/23/2016

Signature of Legal Entity Representative

{Redqulred on EVERY Page) P \35 N \.\

Printed Name and Title of Legal Entity Representative Date l{\
(Requirad on EVERY Page) V. MW N\ oo dn iq

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

. The above plan of correction is approved as of ..(!l—sl-‘l— Plan of correction implementation status as of q {ﬂg
Date,

{Dats)

l:' Fully Implemented
Partially implemented - Adequate Progress

The above plan of correction was approved by D Partially Implemented - inadequate Progress
itials
(Initia ) [] Wotimplemented
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Ju N 01201 Page 6 of §

Violation Report: 44744 - 03/10/2017 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME WEST.ASGION FIELD QFRIGE

1. REGULATION 55 Pa,Code §2600 Human Sarvices Llc.ens!ng

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 designes, or a human service agency may comnplete the initial
assessment,

2a. DESCRIPTION OF VIOLATION

Resldent #1's assessment, dated 8/26/18, does not include a diagnosis of chronle kidney disease as indicated on the resident's
medical evaluation, dated AT Also, resident #1's assessment indicates the resident is independent in transferring infout of
bed/chair. Howevar. the summary and detennlnanon seclion of the residant's assessment and support plan (RASP), dated 9/26/16,
Indicates the resident needs assistance of 2 staff persons to get out of the recliner.

3. PLAN OF CORRECTION (POC) (Aitach pages as necessary. Remember that ybu must sign and date any attached pages.)
Include staps to corract the violalion desoribad above and staps to pravent a similer viofation from occurring again. if steps cannot be completed
immediately, include dates by which the steps will be completed.
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Repeat Violation: Yes Date(s) of Pravious Violation{a): 12/28/2016 09/23/2016

Signature of Legal Entify Representatw

{Required on EVERY Page) o SIUSSN -

Printed Name and Title of Legal Entity Representative Date L\ \
Required on EVERY Page Vhaonpn Ml s Vi

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

. ri
, i< —~
The above plan of correction is approved as of P Plan of correction implementation status as of / ¢
(Date) {Date

E] Fully Implemented
‘EI/ Partially [mplemented - Adequats Progress

The above plan of corection was approved by [:] Pattially Implemented - Inadequate Progress
Miale) [] Notimplemented '
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Page7 of &

“Violation Report: 44744 - 03/10/2017 - McConnell, Deb
PCH Name: INDIANA SQUARE PERSONAIL CARE HOME

1. REGULATION 55 Pa.Code §2600 | REC E E VE E

2600.225(¢) - The resident shall have additional assessments as follows:

(1) Annually. IUN 01 2
(2) If the condition of the resident significantly changes prior to the annual assessment. v L 201
(3) Atthe request of the Department upon cause to believe that an update is required. WEST BREGION FliELD O

o

FICE

HUTEAN Services Licsne
2a, DESCRIPTION OF VIOLATION
Resident #2's assessmant, dated 10/17/18, does not include a diagnosis of acute kidney fallure as indicated on the resident’s medical

evatuation, dated 1/17/17,

ng

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

includs staps to comect the violation describod above and steps fo prevent a simifar violation from occurring again, If steps cannot be completed
immediately, include dates by which the steps will he completed,

~ Reew: et B e Gas S v T nes Yosian
ké-()%lb‘%‘*—& v 3\\"\\\‘4 S Y -0 CHUR\ U, ~ N
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Repeat Viefation: No Date(s) of Previous Violation{s):
Slgnature of Legal Entity Repregentative
(Requlred on EVERY Page) E‘z \L\M
Printe.d Name and Title of Legal Entity Representative . Date . \ \
IREQUITECI on EVERY Eggﬂl \]’\c\r\.\V\. \xw\\wy \.r\, v l,_.'
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
-
The above plan of comrectlon is approved as of s Pian of correctlon implementation status as of. /5
ate
D Fully Implemented
F’) Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadequate Progress
{Initials)
[] Notimplemented
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\ JUN 01 2017 Page 8 of 9
Violation Report: 44744 - 03/10/2017 - McCannell, Deb
PCH Name: INDIANA SQUARE PERSONAL CARE HOME WEST REGION FIELD OFFICE

HommrSovicg
1. REGULATION 85 Pa.Code §2600 TSR Licansing
2600.226(a) - The resident shall be assessed for mobility needs as part of the resident’s assessment.

23, DESCRIPTION OF VIOLATION
Resident #1's assessment, dated ©/26/16, Indicates the resldent has minimat mobility needs. However, the resident's RASP, dated
0126116, indicates the resident needs the assistance of 2 staff persons to get out of the recliner.

Resident #2's assessmant, datad 10/17/16, indicates the resident needs the assistance of 2 staff persons for transferring invoul of
hed/chair and for ambulating. However, the resident has been assessed as having minimal mobility and not having any mobilily
needs. Algo, resldent #2's medical evaluation, dated 1/17/17, indicates the rasident has moderate mobility needs,

3. PLAN OF CORRECTION {POC) (Aitach pages as necessary. Remember that you must gign and date any attached pages.)
Include steps to cotrect the violation dascribad above and slaps fo prevent a similar violation from occurring agein. If sleps cannot be completed
Immediately, include dates by which the steps will be completed.
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Repeat Violation: Yes Date(s) of Previous Violation(s): |  12/28/2018

Signature of Legal Entity Representative
{(Required on EVERY Page}

Printed Name and Title of Legal Entity Reprosentative Date
{(Required on EVERY Page)
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! ;
. ~
The above plan of correction is approved as of D\/t ) Plan of correction implementation status as of (p( S ((7
ate ate

D Fuliy implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by [[] Partially Implemented - Inadsquate Progress
tials) l:l

Not implemented
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RECEIVED

: Page 9 of 9
Violation Report: 44744 - 03/10/2077 - McConnell, Deb . JUN 01 2017
PCH Name: INDIANA SQUARE PERSONAL CARE HOME )
1. REGULATION 55 Pa.Code §2600 WEST REGION FIELD OFFICE

2600.227(d) - Each home shall document in tha resident's support planEVARAREYIRAFASIBA, hearing, mentat health
or other behavioral care sepvices that will be made available to the resident, or referrals for the resident to outside services
if tho resident's physician, physician's assistant or certified registered nurse practitioner, determine the necessity of these
services, :

2a, DESCRIPTION OF VIOLATION
Resident #1 uses a walker and gait belt; however, this is not indicated in the resident’s support plan, dated 9/26/16. Also, this resident
has a pacemaker and recelves bl-monthly checks; howsvar, this is not addressed in the support plan,

Resident #1's assessment, dated 6/26/18, includes diaghoses of hypertension, gastritis, chronic atrial fibrillation and encephalopathy.
However, the resident's support plan does not Indicale the specific services the home will provide regarding these diagnoses. It only
indicates "monitor for changs”.

Resieent #2's assesament, dated 10/17/18, Includes dlagnoses of anxlety, hyperiension, dementla, cerebrovascular accident and
depregsion. However, the resident's support plan, dated 10/17/186, does nof include specific services the haome will provide regarding
these diagnoses. i only indicates "monitar for ¢hanges" or "admin. meds monitor.

3. PLAN OF CORREGTION (POC) (Attach pages as nccessary. Remember that'you must sign and date any attached pages.)
Inciude steps to correct the violation desciibed abovs and steps fo prevent 8 similar violation from cccwring egeain. " If steps cannot ba complatad
Immediately, Include dates by which the steps will be completed,
sl s, © N Ty s € Motk oaman Lodededl  LATRA AN

e %\r\.w\n_ch Qv b‘l"q\\"\
“_Q-';'\me\.’cw;z, V3P vaes pdeded on %\\ﬂ\\ﬂ
VB wa e Lededrd by Bdmintcdrdor ond Jov

Ve Aual Com. hordinedaer oo viasde off ras] RAoan o
C\/\mq\gs e\ L\ \OL AN L0 2 ) M%r\%\\{_

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

Signature of Legal Entlty Representativ .
{Required on EVERY Page) ﬁ%m
Y

Printefl Name and Title of Legal Entity Representative Date LL[ l lm

(Reauired,on. EVERY Pags) \(,,,Q\W \LW\\%\DM\«
. DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE! ,

The above plan of correction Is approved as of __D_(SLL:,L Plan of carrection implementation status as of / 7
. {Date) {Date

|:| Fully implemented
Lg Partizlly Implemented - Adequate Progress

The above plan of correction was approved by Z L__l Partially Jmplemented - Inadequate Progress
Initat) [] Notimplemented






