'pennsylvania
DEPARTMENT OF HUMAN SERVICES
WOV 0 9 10

Mr. Raymond L. Wolfe

Chief Operating Officer

Mercy Life Center Corporation
Atin: Cheri Richard

1200 Reedsdale Street
Pittsburgh, Pennsylvania 15233

RE: Garden View Manor
441 Swissvale Avenue
Pittsburgh, Pennsylvania 15221
Certificate #: 440690

Dear Mr. Wolfe:

As a result of the Department of Human Services' annual licensing inspection on
April 18, 2017 and April 19, 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:/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,

Jacqueline L. Rowe

Enclosure
License Inspection Summary

Buregu of Human Servicas Licensing
625 Forster Sireet, Room 631 | Harrisburg, PA 17120 | T17.783.3670 | F 717.783.8862 | www dhs state pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 15
PCH Name: GARDEN VIEW MANOR License Number: 44069
Address: 441 SWISSVALE AVENUE, PITTSBURGH, PA 15221 Caunty: Allegheny
Administrator: Laurel Spigler Reglon: WEST

Legal Entlty Name: MERCY LIFE CENTER CORPORATION

Legal Entity Address: 1200 REEDSDALE STREET, PITTSBURGH, PA 15233

Certificate{s) of Occupancy
-2
04/08/2010
Borough if Wilkinsburg

Staffing Hours
Resident Support: G Total Daily Staff: 55 Waking Staff; 41

Type of Inspaction; Fuil BHA Docket Numbern: Notico: Unannounced

Reason{s) for Inspection(s)
Renewal, Complaini, Incident

On-Site Inspections Dates and Department Representatives On-Site
04/18/2017: Quinn, Suzanne; Garrigan, Laurie
041972017 Quinn, Suzanne; Garrigan, Laurie

Off-Site Inspection Dates and Inspectors, if Applicable

Other Detalls
Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity: 56 Number of Residents who:
Number of Residents Served: 55 Recelve Supplemental Security Income: 55
Secured Dementia Care Unit In Home: No Are 60 Years of Age or Older: 22
Arga: Have Mental Hliness: 55
Sacured Dementia Unit Capacity, If Applicable: Have an Inteliectual Disablilty: G
Numbor of Residents Sarved in Sscured Demantia Care Unit, Have a MobHity Need: ©
If applicable:
Have a Physical Disabllity: 1
Number of Current Hosplce Residents: O
Number of Hospice Resident!s In past year: 1
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AUG 18 2017 Page 2 of 15
Violation Repori: 44068 - 04/18/2017 - Quinn, Suzanne ' - -
PGH Name: GARDEN VIEW MANOR WEST REGION FIELD OFFICE

M Temvices Ubuiﬁ?liy
1. REGULATION 56 Pa.Code §2600
2600.26(b) - The guality managemenl plan shall address the perlodic review and evaluation of the {ollowing:
(1) The reportable Incident and condilion reporting procedures.
(2) Compiaint procedures.
(3) Staff persen {ralning.
{4) Licensing violations and plans of correclion, if applicable.
(5) Resident or family councils, or both, if applicable.

2a. DESCRIPTION OF VIOLATION

Reportable incidents and condilions precedures were not raviewed during the heme's annuat qualily management review, which was
held on 12/6/16.

3. PLAN OF CORRECTION (POC) {Altach poges as necessary. Remember that you must sign and daie any attached pages.)
Include stops lo corect the viotation descabed above and stops lo prevent a simifar violation from eccunting again, If steps cannot be complalod
Immediately, nchido dates by which the steps will be completed.
On 8/7/17, The administrator updated the Annual Quality Management plan to include the previously omitted
section of reportable incidents and condition procedures to prevent future omissions. This form will be utilized
by the program administrator and designated reviewers at the next annual quality management review scheduled
for December of 2017. Additionally, the Quality Management Procedure has been updated to reflect the
regulation and all required elements, The administrator will be responsible for ensuring the Quality
Management Plan is reviewed and required actions are taken to ensure quality resident care and program
operations. Aftached are two monthly documents which are alse utilized by the organization to review and
communicate guality management issues. These are reviewed on a monthly basis by the program
administrators and are also submitted to the organization for review.

See altached documents:

Page 2A - 44069 Updated Annual Quality Management Plan
Page 2b — 44069 Updated Quality Management Procedures
Page 2C —~ 44089 Copy of June 2017 Med Error Report
Page 2D — 44069 Copy of June 2017 Monthly Report

Repeat Viclation; Mo Date{s) of Proevious Violation(s):

Signature of Logal Entity Representative < .
{Required on EVERY Page) -

Printed Name and Tille of Legal Entity Represemaﬂce 7 Date
owindonVERCPael  fgoel  Sowle”, Brif 87017

y
DEPARTMENT USE ONLY - HON%S MAY NOT WRITE BELOW THIS LINE!

The abova plan of correction is approved as of {2 D{::la}{ Plan of correction implementation stalus as of /6 é/ﬂ{/}
(Dato)

D Fully Implemented

B’Parﬂaﬁy Implemented - Adequate Prograss /4{,/,

Tho above plan of correclion was approvaed by ,5(2/(/ ! D Pasiially Implamented - Inadequale Progress
tnitials) ] Netimplemented




ALIL 4 AL Fago40f15
Violatlon Report: 44089 - 04/18/2017 - Quinn, Suzanne A
PCH Name: GARDEN VIEW MANOR LYEGT REI0N FELD OFEICE
Inp i
1. REGULATION 65 Pa.Code §2600 Human Services Licensing

2600.85(f) - Training topics for the annual tralning for direct care staff persons shall include the following:

{1) Madication seif-administration training,

{2) Insteuclion on meeting the needs of the residents as described in the preadmission screening form, assessment tocl,
medical evaluation and support plan,

(3) Care for residents with dementia and cognilive Impairments.

(4) Infection control and general principles of cleanliness and hyglene and areas associated with immoblliily, such as
pravantion of decubilus ulcers, inconlinence, malnulrition and dehydration.

(5) Personal care service needs of the resident,

{8) Safe mapagement lechniques.

(7} Care for residents with mental lliness or mental retardation, or both, If the populallon is served in the home.

2a. DESCRIPTION OF VIOLATION

Direct care staff member A, hired 12/1/06, dld nol recelve lraining on the following topics during the 7A/16 through 6/30/16 tralning

yedr:

* Medication sell-adminisiralion {raining

* Instruction on meelting the neads of he residents as described in lhe preadmission screening form, assessment loal, medical
ovaluation and suppont plan

* Cara for rasidenls wilh dementia and cagnllive Impairments

* Infaclion control and general principles of cleanliness and hygiena areas associated wilh Immiobilily, such as prevention of decubitus
ulcars, Incantinencs, malnutdlion and dehydrallon

Girect care staff member E, hired In 2011, did not receive training on the following loples during the 7/1/15 through 6/30A16 training

year:

* Medication seif-adminisirallon

* inslruction on mostlng the needs of the resldents as described in the preadmission screening form, assessment (o0, medical
evalualion and suppor plan

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

Inchuds steps lo coract the violation doseribed above end sleps {o pravent a simifar violation from securring agaln, Il steps cannol hs completad
immatiiately, include dales by which the sleps wiil be complelsd,

Administrators ensured that staff members A & E completed all of the trainings listed that were not completed
during the 7/1/15-6/30/16 training year. See allached records for proof. Moving forward, administrators will
ensure all required {rainings are completed. Starling 9/1/17, Team Leader and Resident Advisor will track
{raining progress monthly. They will send out reminder emails about the monthly training. They will check
progress and report any issues to adminisirators. Administrators will follow up with staff not staying on larget
with completion. Administrators will also offer trainings during monthly staff meetings and ensure proper

sign Infproof is provided. Prior to the end of the training year, administers will ensure all training are

completed in time. See attached documenis: Page 4A- 44069 Medication Self-Administration staff A; Page 4B
- 44069 Meeling the Needs of Residents staff A, Page 4C - 44069 Demenlia and Alzheimer's Residents siaff A;

Page 4D - 44069 - Universal Percautions staff A; Page 4E - 44069 Meeting the needs of resident staff E; Page 4F- 44089
Medication Seif-administration staff E

Ropoeat Violalion: No Date(s) of Previous Violation(s):
o P

Signature of Logal Entity Represenlative =
{Reauired on EVERY Pags) S

Printed Name and Title of Legal Entity R;g;esanta!i(ve/ Date
Requlred on EVERY Page oo Sipelor ‘,H”H# 5 17 /7

)
DEPARTMENT USE ONLY - !-JO%IES MAY NOT WRITE BELOW THIS LINE]

The above plan of correction Is approved as of o/ K Plan of correction implementation status as of /0//p /(7
{Date) (Dale)

D Fully Implementad
g partially Implementad - Adequate Progress ,%

The above plan of correction was approved by é 2!{ - D Parttally implementad - Inadequale Progross
Initials
( ) [:] Not implemented
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ALIC 09047 Page 5 of 15
Violatlon Report: 44068 - 04/18/2017 - Quinn, Suzanne PRI
PCH Name: GARDEN VIEW MANOR WEST REGIOMN EIELO.ORHOE
1. REGULATION 66 Pa,Coda §2600 Human Sarvices Liconsing

2800.65(g) - Direct care staff persons, ancillary staff persons, substitute personnel and regularly scheduled volunteers
shall be trained annually in the following areas:

(1) Fire safety compleled by a fire safely experl or by a stalf person trained by a fire safely expert.

(2) Emergency praparadness procedures and recognition and response {o crises and emergency situalions.

(3) Resident rights.

(4) The Older Adult Proteclive Services Act (35 P, S, §§ 10225.,101-10225,5102).

(8) Falis and aceldent pravention.

(6) New population groups that are being served at the home that were not previously served, if applicable.

2a, DESCRIPTION OF VIOLATION

Diroct care staff member A, hired 12/4/08, did not receive Wralning on the following toples during the 7/1/15 through 6/30/16 training
year:

* Emergency preparedness proceduras and recognition and response lo crises and emergency silualions

Direcl care staff member E, hired in 2011, did not recslve traEnéng on lhe following topics during the 7/4/15 (hrough 8/30/16 {raining
year:

* Fire safely completed by a fire safely expert or by a stalf person {rained by a fire salely exper

* Residen! righls

* Falls and acciden! prevanlion

3. PLAN OF CORRECTION {PQC) {Attach pages as necessary, Remember that you must sige and date any atlached pages.)
Ineluda steps lo corract Ihe violallon doscribed abova and steps fo provent a similar violallon from occuming again. I steps cannot bo comploled
immedialoly, nclude datas by vwhich tho stops will ba compleled,
Administrators will ensure that all mandatory lrainings are completed annually. Direct Care Staff member A compleled
Emergency preparedness raining , see altached proof. Direct Care Staff E had completed Fire Safely Training on video by f
safely experi not in person with Fire safely expert, Staff E has now completed the fire safely training by a fire safely expert, 8
attached proof. In addition, Staff E completed Residents Rights and Falls and Accident preventicn, see aftached. Moving
forward, administrators will ensure that staff complete their required trainings yearly. Administrators wilf remind Casual
Pool staff (E) /Casual Pool supervisor of the required annual trainings so that they stay in compliance with regulations.
Team Leaders and Resident Advisor will track monthly progress of trainings and send reminder emails. Administrators will
check in with staff and prior to end of training year, ensure all trainings are completed.

Page 5A - 44089 Emergency Preparedness staff A
Page 5B - 44069 Fire Safely Sign-In sheet staff E
Page 5C - 44068 Resident Rights staff E

Page 5D - 44069 Prevention of Falls staff E

re
5]

Repeat Violation: Mo Dato(s) of Provious Violation(s)

Slgnature of Legal Entity Represeontative
{Required on EVERY Pags}

Printed Name and Title of Legal Entily Rapresent{l[ve

{Requlred on EVERY Pafio) Laoed Sposlrr, PCHA e g//Z/J 7

DEPARTMENT USE ONLY - HOMEQMA‘( NOT WRITE BELOW THIS LINE

The above plan of correclion is approved as of M{‘—L Plan of correction implementation stalus as of /g /¢
. (Dale) (Dats)

D Fully Implemented
E/Parﬂa![y Implemanled - Adequale Progress /,ﬂ .

The above plan of corraction was approved by - 51 242* D Parfially imiplemenled - Inadequate Progress
illals
( ) [] Wotimplemented
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Violation Repart: 44068 - 04/18/2017 - Quinn, Suzanne T
FCH Name: GARDEN VIEW MANOR WEST REGION FIELD OFFIGE

inn
1. REGULATION 66 Pa.Cods §2600 Human Services Licensing
2500,103(g) - Food shall be stored in closed or sealed conlainers.

2a, DESCRIPTICN OF VIOLATION

On 418/17 at 11:12 AM, 6 open and unsealed boxes of varlous lypes of cereal were In the cereal slorage area In the front of the
kilchen,

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

Inciudo slepa o eorrect the vielalion describoed atiovo and steps to pravent a simifar violallon from ccctirring again. If steps cannol ha complsied
immediately, Include dales by vehich lio slaps will be compleled.

After DHS notified kilchen staff that the cereal boxes were not properly sealed, kitchen supervisor emailed all staff and review
the expectation that alf cereals would be sealed with tape or ¢lips after opening. On the day of audit, this issue was immaedial
addressed and boxes were sealed. |t has been delermined that tape would be used as a long term solution for this to avoid
the risk of plastic clips breaking and contaminating food items. Signage is posted near the storage area for cereal boxes
currently in use. Staff continue to seal the cereal and this is monitored by kitchen staff. Please see altached pholographs
documenting the signage and current state of the cereal storage as of 8/7/17.

See allached documents:

Page 6A — 44069 Signage near cereal slorage area
Page 68 — 44089 Cereal box grouping 1 as of 8/7/17
Page 6C — 44068 Cereal box grouping 2 as of 8/717

Repeat Violation: No Data(s) of Previous Violation{s):

" i~

Signature of Logal Entity Representative
{Requlred on EVERY Page)

Printed Namae and Title of Legal Ent!tth';prasentf;tlva i
{Requlred on EVERY Paac) Laved Saowler Douf 21717

i !
DEPARTMENT USE ONLY -~ HOMEyMAY NOT WRITE BELOW THIS LINE]

Date

The above plan of correction Is approved as of .JQ\(Zé%,gQ__ Plan of correction Implementation slatus as of _fn/fe /1)
Daje

[] Fully implemented
8/ Parttally Implemented - Adequale Progress //M

The above plan of correction was approved by ézg . B Parially Implemented - Inadequate Progress
nillals
) [] Hotmplemented

ed
ely
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AUG 18 20m Page 8 of 15

Vielation Report: 44089 - 04/18/2017 - Quinn, Suzanna
PCH Name: GARDEN VIEW MANOR WEST i EGION HIELD OFFic

SIS
1. REGULATION 86 Pa.Codo §2600 v
2600.132(e) - A fire drill shall be held during sleeping hours once every 6 months,

2a. DESCRIPTION OF VIOLATION
The most recent fire diill conducted during sleeping hours was held on 02/28/17 at 10:45 PM; however, the previous fire drill
conducted during sleeping hours was held on 7/8/18 at 10:45 PM, which exceadad 6 months.

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

Include staps lo cerrect the violalion described above and steps o pravent a shnlfar violalfon from eccurring again, If sleps cannol be completed
immedialely, inchide dales by which the steps will ho complolad,

As was submitted in our POC for our violation report from 3/20/2017, Gardenview Manor is now using the DHS recommenddd
sleeping hours of 11 PM to 7 AM for drilis. Sleeping hour drills cccurred on 3/20/17 at 11:26 PM and on 8/22/17 at 5:21 AM.
A third drili is scheduled for the month of December 2017, To ensure that this essential task is not omitted in the future,

the organization’s emailicalendar system has been utilized to set reminders at the start of tha month where the sleeping
hour drills should occur. They will be occurring in May and November of 2019, A reminder was also set for November 2018
to lrigger the scheduling of the sleeping hour drills for 2019, As new sleeping drill months are determined, these reminders
will be sel. The reminders will aiways be updated to include the current PCHA/maintenance supervisor. The program
administrator wifl be responsible for ensuring the maintenance supervisor completes gl sleeping hour drills in accordance
with the schedule.

See attached documents;

Page BA —~ 44068 2017 PCH Fire Brill Record showing 2017 fire drills to date and indicating the upcoming Sleeping Hours
drill scheduled for December of 2017

Fage 8B — 44069 Print out of Qutlook calendar reminders sent toa PCHAs and the maintenance supervisor lriggering the
drill to acour.

Page 8C — 44069 Outlook calendar reminder for a slaeping heur drill in November of 2018 and triggering the scheduling

ofilee;:jg heurdrillsfo;ZO:;Q N a‘b ) ﬁcd,/«CG )4% . // ; ){ /0 ﬂ
:jeﬁ’miou Plle« e,;}a}(f G d"€£ th /L'M:’J' VOJ\M Cﬂ‘")//‘.;‘/z //
Z)e couo()u.o we Ca-(/Lcnoc. BD‘E mm% chc&mf(a s
0[07[[*& acﬂuca/ﬁ,« JZ@//Z@ /é/ﬂ 7%«&/ ﬂﬁ/)

Repeat Violation: Yes Date{s) of Provious Violation(s): 05!2?!2016{_[_ OUQ
Signature of Legal Ently Representative g/ '
{Required on EVERY Paga) o

A

Prirted Name and Title of Logal Entil%resel}lﬁ 2 S:W Date
Requirad on EVERY P:me! ‘ z /
{Regul Laus 219 /{;/‘. PcHPf 4 ‘7

DEPARTMENT USE ONLY - HOM&QMAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of _%_L_’ ‘i a[l g] 7 Plan of correction implemenlation slatus as of gcgmé )
_ Dald)

[[] Fully impiemented

&r‘ Partially Implemenied - Adequate Progress /,%'
The above plan of correclion was approved by ;E/é/* [] Partially implamented - inadequate Progress

Inilials
{ ) D Not implemented
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AUG T 8 2017 Page 9 of 15

Violalton Reporl: 44089 - 04/18/2017 - Quinn, Suzanne

PCH Name: GARDEN VIEW MANOR WEST REGION FIELD OFFICE

1. REGULATION 55 Pa.Code §2600

T -.JLL"IVECES Ll{}ensmg
2600.141(a)(2) - The medical evaluation must include the following: {1) through {10)

2a, DESCRIPTION OF VIOLATION

Rasldant #3's medicat evaiuallon, daled 7/27/16, doss not include the restdenl's lemperature, This section of the form Is blank.

3. PLAN OF CORRECTION (POC) (Affach pages as necessary. Remember that you niust sign and dte any altached pages.)

Includo staps lo comect the violallon described above and sleps lo provant a simifar violation from occuring again, I sleps cannol be comploled
Immuadialoly, Inciude dales by which the sleps will be compleled,

On the day of the violalion, Resident -chart did not have the most updated version of her DME in the DPW section of thel
chart. Upon review, the administrator found two updated versions of the form which were misfiled in the medical information
saction of the chart. Document 8A and 98 show the document which was in the D section of the chart, this was the origing
forms was submitted to the home for review the PCP completed this document on 16. Document 9C is an email sent to

treatment team requesting changes to the DME and additional information. Documents 9D through 9H are an updated
DME which was completed by the PCF on 8/25/16, and has incorrectfincomplete information on it as. Document 9! is a secofid
email which is requesting that the PCP make these corrections. Document 9J is the carrect DME was faxed to GVM on 8/30

this was misfiled and located in the medical section. This information was submilted to Licensing Supervisor for review on
8/9/17 at 5:23 PM.

Moving forward, nursing staff will continue to assist PCP offices in compleling the DME. Depending on the issues discoverell
the DME is returned to the PCP by fax or email with specific written instruclicns or changes will be made with PCP approval
by nursing staff. For minor omissions site nurses will contact the PCPs office for verbal information and permission {o modif
the form. This will be documented in accordance with DHS standards. To avoid the issue of uncorrected DMEs being placed
in the chart, staff will be directed to give original copies of the DME to the nurses for review, and the administrators to review
priar to being placed in the DFW section of the resident chart.

Page C - 44089 ~ email to reatment team regarding needed changes '

Page 9D H ~ 44069 ~ Updaled DME with form completed on 8/25/17 which is stili missing the temperature and
indicated Jlwas immobilg ‘

Page 91 - 44069 Email sent requesting correclions to the DME including the missing temperature.

Page 9J - 44069 Final correct version of the DME which was faxed to the program on 8/30/17 from the PCP. This version
reflects the complete DME.

FPage SA and 9B — 44069 — Oriiinal BME with incorrect information as found in DPW section of chart

{\

i e 20 dhys o6 pech /Lo,l\)i{_ b o corppetion s o dbri m){/
\gj[?,@o ﬂej‘o.fz\_ w;// h:,(//?)w) Q// Cir/\m,%ﬂwﬂ:;% 60&44 flj)g enfu
acc:—oe/*Q7 am(,Q co‘mf/&}fzh—/ -|L3/fdcdtf:) 7L¢ni/?-efa/zu/t. N 124 /5/"/7

{Regulred on EVERY Paqgel

Repeal\floiatio:;: Yas Date(s) of Provious Violation(s): 052712016 {;’. Oﬂ
Signature of Legal Entity Reprosentative -

{Roqulred on EVERY Page) %‘w
Printod Name and Title of Legal Entily Rzresenlﬁve y

Date
e | Sgpler oruf 8117/17
DEPARTMENT USE ONLY - H‘ON(ESLKHAY NOT WRITE BELOW THIS LINE!

The above ptan of correction Is approved as of 1 D'i(t)e ( Plan of correction implemenlation stalus as of /2 ’{/g {2 )
¥ (Dale

Fully Implemented
Partially iImplemented - Adequate Prograss //J/,
The above plan of correclion was approved by ;E/é‘j r (] Partially iImplemenled - inadequale Progress
{Initials)

[T] WNotimplemented




AUG 18 2017 Page 10 of 16

Violatfon Report: 440689 - 04/18/2017 - Quinn, Suzanne WEST RGN e
PCH Mame: GARDEN VIEW MANOR - STONFIELO OFFiCE

4. REGULATION 565 Pa.Code §2600

uwh‘.‘ﬂf!y
2600.171(b)(6) - If staff persons ar volunteers of the home provide transportation for the residents, the vehicle must have a
first ald kit with the contents In § 2600.96 (refating {o first ald kit).

2a. DESCRIPTION OF VIOLATION
On 4118117, no firal aid kit was present In the 16 passenger van, which is used to fransport residents.

On 4118117, no gogalas were present In the firsi aid kit in the minl-van, which Is used lo Iransporl residents,

3. PLAN OF GORREGTION (POC) (Atlach pages as necessary, Remember that you must sign and date any attached pages.)

Inchude sleps lo comrect ho vielatlon descrbad atiove and sleps to pravent a shmitr violation front accurming again. If staps canpaol be compleled
immodialely, inchade dalos by which the slaps will bo complaled.,

The day that the violation was discovered, staff placed first aid kits into the van. See altached documents 10A, 108 and 100
which show the current state of the first aid kits in {he vehicles. Document 10C shows our policy for restocking and use of the
first aid kils. Moving forward, the program administrators will coordinate with our newly hired Team Leads fo ensure that all
first aid kits are inventoried on 2 meertady basis. This will be added to a list of “staff specially tasks” which we anticipate being
implemented by 10/1/17. Ja wuk’?’ 74 pfo /)

See attached documents:

Page 10A- Primary first aid kit in large van

Page 10B- Secondary first aid kit in large van and goggles
Page 10C Signage for use of 1st Aid kits

Page 100D Minivan first aid kit with goggles

Repeat Violation: Yes Bate(s) of Pravious Vielatlon(s): 05127]2015% a/i
212 L

Signature of Logal Entlty Representalive

(Reguired on EVERY Pago) ' P

o

Printed Name and Title of Logal Entity l'ie/presant five

Dat .
(Required on EVERY Pago) LRUNLI $oove /Mz/;_‘P(’Hﬁ e g /} 7// 7

[
DEPARTMENT USE ONLY - HON{ES%AY NOT WRITE BELOW THIS LINEI

The above plan of correclion Is approved as of _Z%%il Plan of correclion Impfementation status as of 1D /0 /()
aig
(bate

I:] Fully Implemented
E"Parﬁa“y Implemented - Adeguale Progress zﬂ p

The above plan of correclion was approved by ?.{ j. [:| Pariially Implemented - inadequale Progress
Initlals]
) [] Notimplemented




HECEVED

Page 11 of 16

AL = 0 a9
Viclation Report: 44069 - 0411812017 - Quinn, Suzanne [RAVIVI S A )
PCH Name: GARDEN VIEW MANOR ESTREGIONEILD OREL
1, REGULATION 68 Pa.Code §2600 Human Services Lizensing

2600,183(e) - Prescription medications, OTC medicallons and CAM shall be stored in an organized manner under proper
condilions of sanltation, temperaturs, moisture and light and in accordance wilh the manufacturer's inslruclions.

2a. DESGRIPTION OF VIOLATION

An open and undated botlle of Lalanopros!-0.005% eye drops, belonging to resldenl #2, was presenl in the medicafion cad.
According to the manufaclurer's Instructions, the eye drops are to be discarded 10 weseks afler opening; however, on 4/18/17, they
woro sfill presont in lhe home. According fo the pharmacy label, Ihe eye drops viere filled by the pharmacy on 1/16/17,

An open and undated Lotlle of Brimonidine Tartrale-0.15% eye drops, belonglng to resfdent #2, was presont in the madication cari,
According o lhe manufaclurer's inslructions, the eye drops are to be discarded 28 days aller opening; hawever, on 4/18/17, they were
still present in the home, According to the pharmacy label, the eye drops wers filled by the pharmacy on 1/10/17,

3. PLAN OF CORRECTION {POC) (Altach pages ns necessary. Remenber that you must sigh and date any altached pages.)

ingludo steps lo correct the violalion described above and steps lo preven! s simifar violalion from eecurring again, If stops cannol bo complelad
immedialaly, includo dalas by which lha sleps will be compleled.

Immediately after the discovery of the out of compliance items on 4/18/17, staff and the sile nurses reviewed all
medications to ensure they were within safe time frames. Medicalions were disposed of and replaced as neaded.

An email was sent out to all staff, and the process of labeling medications with both the dale openad, and a discard
after date was implemented. Please reference documents Page 11A to 11F lo see the current state of these products
in both the 1st and 2nd floor med roorns. Additionally, the site nurses provided staff with list of expiration dates for
madications with short shelf-lives, thig is posted and avaiiable in the medicalion rooms, Supervisors are in the process
of ordering improved stickers for [abeling these medicalions and anhc:pate having them on site by 9/15/17. To prevent
this event from oceurring in the future, nurses will include venf‘ non of both the correci Iabeilr;E and disposal of expire

medications when completing routine cart audits. - Q a..s Maon £ 0Cum¢ a){m 0pa0<9) vi
/{ u,

Page 11A — 44069 ~ 1st floor Med Room / / é //
Page 11B — 44069 — 1st floor Med Room Sho ¢ //“/ o/, v/
Page 11C — 44069 - 1st floor Med Room

Page 11D — 44089 - 1st floor Med Room

Page 11E - 44069 - 2nd floor Med Room

Page 11F — 44069 - 2nd flcor Med Room

Page 11G — 44069- Cart Audit Process and Sheets

Page 11! — 44069 — Information about shelf-life of commonly used medications (3 pages)

Repeat Violation: No Date{s} of Pravious Violation{s): P

Signature of Legal Entity Reprasenlatlve < ~
{Reqiirad on EVERY Page}

Printed Name and Tifle of Legal E:ut?fy'/Reprea{rwtatL\{eV Dato
{Raquired on EVERY Page)
Raquired on EVERY Page Zﬁli\ﬂ&i :S:’H}'\/ft" {;D("/-//? g//7//7

DEPARTMENT USE ONLY - I-}OMES MAY NOT WRITE BELOW THIS LINE!

(

The above plan of correction s approved asof 14 égieg Plan of corraction Implemanation slalus as of /pgfo /(7
alh)

[} Fully implementod

g Partially Implemenled - Adequate Progress %// ¢

The above plan of correction was approved by I.Zrlz L{ f [___] Partially implemenied - Inadequale Progress
. ilials
( ) [T] Notimptemented
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AUG 18 2047 Page 12 of 15
Violation Report: 440689 - (4/18/2017 - Quinn, Suzanne y
PCH Name: GARDEN VIiEW MANOR WEST REGIGN Flatp —
Tl ¢ ffop T
1. REGULATION 68 Pa.Code §2800 it SENVICHS Lfcensmg

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 tralned staff persons.

2a, DESGRIPTION OF VIOLATION

Resident #2's 8.00 AM glucometer readings from 4/2/17 through 4/18/17 did nol malch the blood sugar readings documented on lhe
rasident's April 2017 medication administralion record (MAR) on the following datas;

Date Glucometer Reading  MAR Enliy
4T 115 128
Y4417 133 142
AN 101 102
NI T Vi 4 Nao reading 194
LI s T 147 148
fAMTHT 187 172
* 41817 139 142

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

Incliuda steps lo corract the viofation descritad above and stops o praven! a siniiar violafion from ccctirring again. If sfeps cannot bo complelod
immediately, include dales by which the sleps wil be comploalad.

Staff will begin educating all diabetic residents about the expectation that staff must visually verify glucometer reads.
Slignage has been posted reminding the residents of this. This will also be discussed in the upcoming August 2017
Resident Councii mesting to ensure thal all residents are clear with this expectation. On 8/9/17, sile nurses began meeting
with staff at shift changes to explain the safety guidelines and best practices for verifying glucometer readings. There is also
signage posted on ihe medication carls reminding staff to visually verify the readings. As part of our cart audit process, site
nurses will begin {c complete spot checks of resident glucometers and MARg,to ensure that all staff are complying with the
expectalion. The nurses are creating a new form to record the infermalicr’about staff's compliance with this process.

See altached documents: | lq‘[" )@Q‘S% mon 7% /7, /,{/ Ié’/t?/f )

Page 12A — 44069 Signage for residents
Pagei2B - 44069 Signage for staff
Page 12C — 44069 Cart Audit Form with Glucometer checks

Repeat Violation: No Dale(s) of Previous Vielation(s):

-

Signature of Legal Entity Represontative e
{Racilred on EVERY Page) : %/

Printod Name and Title of Lega En%presen allvﬂ

Dato .
(Required on EVERY Page) Laue | S;ﬁz’b/;’f; /’{7/?", Pl R (ﬁ//7
DEPARTMENT USE ONLY - HO%ES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of {8 é g 0)’ Plan of correction implementation status as of /) gf‘a E{/ 7
als]
[___] Fully Implemented '

Warﬂa%ty Implemented - Adequals Progrcss{/ /ﬂ ¢
The above plan of correction was approved by % 4 J: |:| Partially Implemented - Inadequale Progress
itials)

[] Notimplemented




5 Page 13 of 16
T

&

0.9
Violation Report: 44089 - 04/18/2017 - Quinn, Suzanne il A
PCH Namae: GARDEN VIEW MANCR WESTREGION FIE D OFEICE

1, REGULATION 66 Pa.Cado §2600 Human Sarvices Liconsing

2600.190(a) - A slaff person who has successfully completed a Department-approved medicalions administration course
that includes the passing of the Depariment's performance-hased compelency lest within the past 2 years may administer
oral; topical; eye, nose and ear drop prescription medicalions and epinephrine injections for insect hites or other allergies.

2a. DESCRIPTION OF VIOLATION .

Direct care staff momber A has not successfully compleled Ihe Dapartment-approved madication adminisiralion program. This staff
member administered muliiple medicalions to residents, 1o Include the following:

* Lisinopril-40mg, Levothyroxine-75 meg and Escilalopram?20mg to resldent #3 al 8:00 Al on 41217

* Toplramate-200mg, Phenyloin-100mg and Levothyroxine-75mcg to rasldent #5 al 8:00 AM on 4714117

Direct care staff member B has not successfully complofod the Daparlment-approved madication administration program. This staff
mambar administered multiple medicalions 1o restdents, 1o Include the foflowing:

* Lisinopril-40mg, Levolhyroxine-78mcg and Escitalopram-20mg to resident #3 at 8:00 AM on 4/{1/17

* Haloperldal-8my, Keloconazole-2% cream and Clonazepam-0.5 mg fo resident #5 at 8:00 AM on 4113717

Direcl care staff mamberC has nol successfully completed the Deparimant-approved medicalion administration program. This stalf
member admintstered multiple medicallons lo restdents, to include the following:

* Buproplon SR-1560 mg, Rlsperidone 4myg and Lisinopril-49 mg to resident #3 at 8;00 PM on 4411117

* Benzoltopine-1mg, Carbamazepine-300mg and Phenytoln-100mg to rasldenl #5 at 8:00 AM on 4/2/47

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

Inchido sleps to correst the vivlation described above and steps lo prevent a simifar violallon from eccuming agaln. If stops canne! be complotod
Immediaiely, Inchide dales by which the steps wiff bo comploled.

Page 13: Upon notification on day of audit when missing paparwork was not found, staff membars were taken off of medicati
passing. Administrators immediately set up medication training for staff members. They were all retrained an 4/24/47 and
correct paperwork placed in charts. Nurses began working with Lead PCH Nurse lo ensure that alf medication administration
decuments gst completed immediately and placed into staff charts. With the addition of two Team Leaders who wil become
OHS Medication Trainers and 1 additional Nurse Med Trainer. Administrators will follow up with medication irainers and
enstre documents are completed as direcled.

See altached documents:

Page 13A — 44069 Staff Certification For
Page 13B- 44069 Staff Dala Summery For
Page 13C — 44069 Staff Cerfification Form (
Page 13D - 44069 Staff Dala Summery F
Page 13E- 44069 Staff Certification Form
FPage 13F — 44069 Stalf Date Summery Form

Ropaeat Violation: No Date(s) of Pravious Violatlon{s):

Signature of Logal Entity Ropresentalive )
{Required on EVERY Pane) % -l

Printed Name and Title of Logal Entity Repros ntativﬂ Date

{Reaulred on EVERY Paqe)

Reaulred on EVERY Paqe /\ﬁif‘b %)i‘(‘ /9'/\,' r})(‘Hﬂ 8/!7//7
DEPARTMENT USE ONLY - ‘jdﬁgES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of  _J0 (D[:i ; Plan of carrection implementation status as of },;}ém /t)
afe)
[::] Fully Implemented
M&rtiauy Implamontod - Adequate Progress ﬁ,uz
The above plan of correction was approved by %Z,Q I D Parllally Implemented - Inadaquale Prograss
ritials}

[] notimplemented

pn




Pago 15 of 156

Violation Reporl: 44069 - 04/18/2017 - Quinn, Suzanns AUL T8 2017

PCH Nama: GARDEN VIEW MANOR [ YTEPI
el REGIUN FIEID OFFrop

1. REGULATION 55 Pa.Code §2600 Human Services Licg -

2600.227(d} - Each home shall document in the resident’s support plan the medical, dental, vision, esi?ing. mental health
or cther behavioral care services thal will be made available to the resident, or referrals for the resident to outside services
if the resident's physician, physician's assistant or cerlified registered nurse praclitioner, determine the necsssily of these
sarvices.

2. DESCRIPTION OF VIOLATION

On 3/13M7 af approximalely 7:45 PM, resident #1 was found in bed with mulliple, sell-infiicted culs 1o both wilsts, This is nol
addressed on ihe residenl's support plan, dated 12/8/16.

3. PLAN OF CORRECTION {POC) {Attach pages ns necessary, Remember Lhat you st sign and dite any atlached pages.)

fnctuda steps to corrgot the violatlon describod above and staps lo provont a similer violation from aeotiming agaln. If steps cannot be conpleled
immediately, includs dalss by which tha steps will he comploled.

€ had B@initial bout of self-injurious behavior on 3/13/17 where B engaged in superficial wrist cutting. &
support was arranged through collaboration with CTT and GVM stalf regarding g care. This information was not
franscribed onto B RASP promplly. Due o concermns abouimabiiéiy to maintain safely Garden View Manor
requested thatawas transported to the Pittsburgh Mercy's secure Crisis Center onlJl}17 for assessmenlt, and
was admilted to Pittsburgh Mercy's DAS program on| 17.€ 5 ) remained at the DAS program while undergoing

medication changes and intensive su port.s was discharged back to Garden View Manor on f & RASP and
crisis plan were updated the day of @ return, the plan was reviewed with both CGERB@ and st
updated on 4/18/17 because& had not returned fromg stay at the DAS program

Movirg forward, the administrators will collaborate with the RN and Team Leaders to help educate all staff about
updating RASPs of residents who experience significant mental or medical status changes . Appropriate changes to be
made to RASP and shared with all staff.

Page 15A — 440869 Updaied RASP from 5/1/17

Page 15B — 44069 Updated Crisis Plan from 5/1/17 ‘ , | |
N}flm Vg aﬁa}uof) fecen f(a?c p/an 370 adﬂccfgot. ;8 céandmv!z«ﬂd—/c{@ Jerva (i // 2l
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Repeal Violation: l\6 Date(s} of Pre.(vious Viclation{sh

Signature of Legal Entily Representative '
{Required on EVERY Page) .

L huinr
Printed Name and Title of Legal Entiy Represerp@.re

(Reaedon VERYPa) ) yn | Spialir, P# = 3liliz
/ , :
DEPARTMENT USE ONLYHOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction Is approved as of O(D{a ‘:e)! ! Plan of corraclion implementation stalus as of 0%?0!( 7
: ale
D Fully Implemanted |

E/Partiaify Implemented - Adequale Progress L/ p

The above plan of correction was approved by é/ Zid f D Parilaily Implemented - Inadequate Progress
inilials
, ) [[] Notimplemented






