pennsylvania

DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF COMPLIANCE

This certificate is hereby granted to GAHC3 YORK PA ALF TRS SUB LLC

LEGAL ENTITY

To operate SENIOR COMMONS AT POWDER MILL

MNAME QF FACILITY DR AGENCY

Located at _1775 POWDER MILL ROAD, YORK, PA 17403

{COMPLETE ADDRESS OF PACILITY OR AGENCY}

ADDREST OF SATELUTE SITE ADDRESE OF BATELLITE SiTE

ADDRESS OF SATELLITE SiTE ADDRESS OF SATELLITE BITE

ADDRESS OF SATELLIVE SiTE ARDRESS OF SATELLITE SITE

To provide _Personal Care Homes

TYPE OF SERVICELD) TO BE PROVIDED

The total number of persons which may be cared for at one time may not exceed 166

or the maximum capacity permitted by the Certificate of Occupancy, whichever is smailer.
Secure Dementia Care Unit - 55 Pa.Code §§ 2600.231-239 - Capacity 28

Restrictions:

(MEAXEMLEM CAFACITY)

This certificate is granted in accordance with the Human Services Code of 1967, P.L. 31, as amended, and Regulations

35 Pa,Code Chapter 2600: Personal Care Homes

(MANUAL HURMBER AND THLE OF REGULATIONE)

and shall remain in effect from _July 10, 2017 untif Julv 10,
unless sooner revoked for non-compliance with applicable laws and regulations.

No: 332100

7«:}{'&/ E AL @7 i

POBLENG QFFICER IHRECTOR

NOTE: this cendficale is issued for the above site{s} only and is not lransferabla
and should be posted in a conspicuous place in the facitity HS 628 — 5/17
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DEPARTMENT OF HUMAN SERVICES
Jub 1 0 200

Ms. Danielle R. Reed,

Executive Director

GAHC3 York PA ALF TRS SUB, LLC
18191 Von Karman Avenue, Suite 300
Irvine, California 92612

RE: Senior Commons at Powder Mill
1775 Powder Mill Road
York, Pennsylvania 17403
License #: 332100

Dear Ms. Reed:

As a result of the Department of Human Services’ annual licensing inspections
on April 25, 2017 and April 26, 2017 of the above facility, the violations with 55 Pa.Code
Ch. 2600 (relating to Personal Care Homes) specified on the enclosed L.icense
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.

A regular license is being issued based on the enclosed License Inspection
Summary. Your license is enclosed.

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://www.surveymonkey.com/r/BHSL Inspection.

Bureau of Human Services Licensing
625 Forster Street. Room 831 | Harrisburg, PA 71201 7177833870 | F T17.783.566% | www dhs.stale.pa.us




Ms. Danielle R. Reed 2

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.

Sincergly,

Jagqueline L. Rowe

Enclosures
License
License Inspection Summary




VIOLATION REPORT
PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600

/
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PCH Nama: SENIOR COMMONS AT POWDER MILL Licanse Numbar: 33210
Addrass: 1775 POWDER MILL RD, YORK, PA 17403 County: York
Administrator: Jaremy Keiter {Acting) Region: CENTRAL

Legal Entity Name: GAHD3 YORK PAALF TRS SUB LLC

Legal Entlty Address: 18191 VON KARMAN AVE SUITE 300, IRVINE, CAG2612

Certificata(s) of Occupancy

C-2LP VB 26-1A
078372001 10/24/2007
L&} York Twp.
Staffing Hours
Resident Support: U Total Daily Staff: 118 Waking Staff: 88
Type of Inspection: Full BHA Docket Number: Natice: Unannounced

Reason(s] for Inspection(s)
Henewsal, Provisional

On-Site lnspections Daies and Department Representatives On-Site
04/25/2017: Hoover, Douglas; Springs, Israel
04/28/2017: Hoover, Douglas; Springs, Israel

Off-Site Inspection Dates and Inspectors, If Applicable

Cther Defails
Partiat or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capaclty: 166 Number of Residents who:
Number of Residents Served: 93 Receive Supplemantal Security Incoma: 0
Secured Damentia Care Unit in Home: Yes Ary B8 Years of Age or Older: 31
Arsa: Arington Coust, Resewaod Have Mental [liness: O
Securad Dementia Unit Capacity, if Applicable: 28 Have an Intellectual Digabiiity: 0
Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Nead: 25
if applicable: 22
Have a Physical Disability: 0
Number of Current Hosplce Residents: 2
Number of Hospics Residents int past ysar: 5
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Violation Repart: 33270 - 04/25/2017 - Hoover, Douglas
PCH Narme: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2600

2600.18(c) - The home shall report the incident or condition to the Department's personal care home regiona oft_’tce or the
personal care home complaint hotline within 24 hours in a manner designated by the Depariment. Abuse reporting shall
also foliow the guideiines in section 2600.15 (relating to abuse reporting covered by law).

2a. CRIFTION OF VIOLATION
On 17, Resldent #8 passed away in the home. The home did not submit an Incident report {o the Department until.’1 7.

Resident #9 did not receive Lorazeparn, 0.5 mg., as prescribed, on 2/6/17 and 2/7/17 because of a medication arror. The home did
not submit an incident report untit 2/6/17.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps to comect the violation deseribed above and steps to prevent a similar violation from occurring again. If steps cannat be completed
immedialely, include dates by which the steps will bo completed.

® Summary: The prior practice had the Resident Care Director as the person responsible for faxing a
reportable incident to the Department’s Personal Care Home Regional Office. This process has caused
occurrence where a deadline was not met if this person was out of the facility. A new procedure is now in
place. Senior Commons rnow has a Lead Medication Technician for the day, evening, and night shift. Fach
of these employees has been trained to complete the Incident report and fax it to the appropriate
agencies during his/her shift. The Resident Care Director will be aferted through our electronic medical
record the moment the report has been sybmitted. The resident Care Director or designee can review and
finalize the Reportable as necessary. This will eliminate the time delay in Initiai reporting of events.

¢« Immediate Correction: Lead Med Tech now faxing Incident Reports during shift of occurrence. The
Resident Care Director will train the nursing department Lead Med Techs on the Plan of Carrection
Training-Nursing Lead Med Techs {Attachment A)byB/2/17.

*  Who: Lead Medication Technician now has injsial natification responsibility.

*  When: in place May 8", 2017 and on-going.

*  How: In-Service traiﬁing was completed and documented for each Lead Medication Technician,

* On-going: Resldent Care Director receives all of the Incident Reports with proof of fax times, She will
menitor that all of the Initial reparts are faxed on time. A copy of the reports is then given to the
Executive Director for over-sight, follow-up, monitaring, and storage. The Resident Care Director or
designee will conduct weekly Quality Assurance {QA) audit of the EMR to review all reportable incidents.
(See Attachment B) The QA audit findings wilt be communicated at the quarterly QA Meetings,

Repeat Violation: Yes Date(s} of Previous Viclation{s): l 06/07/2016 De/27/2018

Signature of Legal Entity Representativ < o
[Required on EVERY Page) [ Zetrt]

Printed Name and Title of Legal Entity Repres{;nt > 7 3 C # /}é” pate 5/ / 8'// j7

{Required on EVERY Page} :Iérerv CeT

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

The above plan of correction is approved as of é’—:g?\f-l Plan of correction implementation status as of £~ Z7_
ate; {Date]

D Fully Implemented
g Parfially Implementad - Adequate Progress

The above plan of carrection was approved by & D Partially implemented - Inadequate Progress
Inltials
( ) [T] Notimplemented
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Violation Report: 33210 - 04/25/2017 - Moover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2607

2600.17 - Resident records shall be confidential, and, except In emargencies, may not be accessible to anyone other than
the resident, the resident's designated person if any, staff perscns for the purpose of providing services to the resident,
agents of the Depariment and the long-term care ombudsman without the written consent of the resident, an individual
holding the resiceni's power of attorney for health care or health care proxy or a resident's designated person, or if a court
ordars disclosure,

2a. DESCRIPTION OF VIOLATION

T?)Ere was g "Lal: Report” clipboard sitting on a sida shelf, accessibie from the corider, at the nurses' station by Apartment #5318, Tha
cliphoard containad a confidential "metabollc pansl” order for Resident #1. Confidantial information inciuded the resident's name, dale
of birth and physlician's name,

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

include steps to correct the viclalion described above and sieps fo pravent a similar vialation from occurring again, If steps cannot be complefed
immediately, Include dates by which the steps will be completed.

+  Symmary: All lab clip boards were removed from the nurse’s stations at the time of the survey. Labs to be
entered in the EMR to track when labs are due. The labs slips are kept in a secure confidential location
where only staff have access. The nurses’ stations located off the hallways are now used as temporary
work stations when needed, and the person using the station will take all his/her belongings with them
when they leave. To ensure ongoing comphliance, we will include a search for potential HIPPA violations
during cur monthly QA checks,

» Immediate Correction: Clip board was remaved from the desk while the State Survey was being
conducted. The Residant Care Director will train the nursing department on the Plan of Correction
Training-Nursing Department {Attachment C) by 6/2/17.

= Who: Medication Technicians

¢ When: In place April 27th, 2017 and on-going.

e How: All physical medical information is now located in a secure confidential location where only staff

have access.
¢  On-going: HIPPA training is given within 30 days of new hire and is given annually thereafter. HIPPA

oversight will also be a part of the monthly QA completion.

Repeat Violation: No Date(s] of Previous Violation(s]:
Signature of Legal Enfity Representat -
{Required on EVERY Page) @W‘%"’é——
Printed Name and Title of Legatl Entity Rep/asenté%e E
{Required on EVERY Page) :IE"'?""’""] /(@”}Ze“‘ ) PC h[/}— Date &/, 5/ 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE]
The above plan of correction is approved as of (o 27— 7 Pian of correction implemantation status as of § ~27~(7
{Data! —TSAE
D Fully Implemented
'g] Partially implemented - Adequate Progress
The above plan of correction was approved by . D Partially Implementad - inadequate Progress
(infials) [T] Notimplemented
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Vielation Report: 33270 - 04/25/2077 - Hoover, Pouglas
PCH Name: SENIOR COMMONS AT POWDER MiLL

1. REGULATION 55 Pa.Code §2600
2600.25(k) - The contract shall be signed by the administrator or a designee, the resident and the payer, if different from
the resident, and cosigned by the resident's dasignated person if any, if the resident agrees.

2a. DESCRIPTION OF VIOLATION
The contract for Rasident #2, dated-1 6, was not signed by the resident. Thers was no notation of refusal or inability to sign for
Rasident #2.

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

include steps to commeet the vioiation described above and steps to prevent a similar viclation from occurring again. If steps cannot ba completad
immediately, include dates by which the steps wilf be complated,

* Summary: Resident #2 is a Memary Care Resident. A notation should have been made stating that the
resident was unable to sign or have the resident sign.

s |mmediate Correction: Resident #2 signee.agreement. An audit was completed to check all residemt
agreements for necessary signatures (See Attachment D), The Executive Director will train the
administrative team on the Plan of Correction Training-Executive Director Designee {Attachment E} by
6/2/17.

= Who: Executive Director or designee {most often Business Office Manager or Marketing Director) will
complete and execute all Resident Agreements.

«  When: Acomplete audit of all current Agraements was completed. Any prior agreements not signed by
the resident were taken to the resident to sign, if able. The executive director or designee will sign all
resident agreements within 24 hours and will ensure residents and/or designee will sign. A note of refusal
will be documented if necessary. Al new residents will sign as he Executive Director, Business Office
Manager, or Marketing Director witl complete a future Agreement executions.

*  How: They will ba executed and checked prior to physical move in.

*  Ongoing: All new residents will sign as he Executive Director, Business Office Manager, or Marketing
Director will complete a future Agreement executions. The Resident Care Director or designee will
conduct manthly Quality Assurance (QA) audits {See Attachment F}. The QA audit findings wili be
communicated at the quarterly QA Meetings.

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

Signature of Legal Entity Representativs =
{Required og EVERY Page) ( jM

P
Printed Name and Titls of Legal Entity Repré:santativg {

(Required on EVERY Page) J&fﬁﬂv Ko, ~ f’C/;lA. Daz L /5/17

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

The above plan of correction is approved as of W Plan of correction implementation staius as of 4,22-;._(7
(Date; {Date]

Fully implementad

Partlally Implemented - Adequate Progress

The above plan of comrection was approved by ﬁ

{Initizis}

Parlially Implemented - inadeguate Progress

LR

Not Implemented
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Violation Report: 33210 - 04/25/2017 - Hoover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2800
2600.121(a) - Stairvays, hallways, doorways, passageways and egress routas from roems and from the building must be
uniocked and unchsiructsd.

2a. DESCRIPTION OF VIDLATION

On 4/25/17, the fire exit door by Apariment #579 was wedged/warped shut and raguired two peopls to open the door.
Once opened, the door would not close properly. The condition of the door obstructed and prevented free egress outside
for tha residents,

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

include steps to correct the violalion described above and steps to prevent a similar viclation from ocewrring again. If steps cannot be complated
immadialely, inclyde datas by which the steps wilf be complated.

«  Summary: The exlt door was not In proper working order. We had heavy rain in the days prior to the
inspaction cawsing the door sill to expand which did not allow the door to open or close properly. K was
fixed within hours of the State Surveyor discovering .

+» immediate Carrection: It was fixed immediately. The Maintenance Director will train the maintenance
degartment on the Plan of Correction Training-Maintenance Designee {Attachment I} by 6/2/17.

+ Wha: The Malntenance Director,

«  When: April 26, 2017.
»  How: The sill was aitered to allow it to swell from moisture but not interfere with the function of the

door.

o On-going: All egress doors are checked with each manthly fire drill. The Maintenance Director or
designee will conduct monthly Quality Assurance {QA) audits {See Attachment H) and monthly Safety
Audits {See Attachment |). The QA audit findings wili be communicated at the quarterly QA Meetings and

the monthly Safety Maeatings.

Repeat Violation: No Date{s) of Previous Violation{s}:
Signature of Legal Entity Representative ‘7 o
{Required on EVERY Page} FTN s il

Printed Name and Title of Legal Entity Reprasenfgﬁve {

(Reauired on EVERY Pacel  Toroy,.., K g '1 e ibh Date 5/’ 8/ 7

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

The above plan of correction is approved as of  fa— 27 (7 Plan of correction implementation status as of (; ~27-77
{Date! e
Fully Implemented
g Partially Implemented - Adequate Progress
The above plan of correction was approved by /f{, D Partiaily Implemanted - Inadequate Progress
(initials} [] Not implemented
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Violation Report: 33210 - 04/25/2017 - Hoover, Douglas
PCH Name: SENICR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2800

2600.132(d} - Residenis shall be abls to evacuate the entire buildi ing to a public thoroughfare, or to a fire-safe area
designated in writing within the past year by a fire safety expert within the peried of time specified in writing within the past
year by a fire safety expert.

2a. DESCRIPTION OF VIOLATION
The home does not have g current designated evacuation time from a fire safety expert. The last fire safety letter from a fire safety
expertis dated 1/18/16. The home's fire drill evacuation fimes are as follows:

11/21/16 - @ minutes 15 seconds

12/21/16 - § minutes 15 seconds

V117 - 7 minutss 0 seconds

2(17117 - 10 minutes U seconds

317/17 - B minules 45 seconds

417117 - 4 minutes 12 seconds

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

Include steps to comact the vislstion described above and steps to pravent a similar viclation from occurring again. If steps cannot be complated
immadiately, include dates by which the sleps will be complated,

*  Summary: There wasn't a current letter from a fire expert designating the allotted time for residents to
evacuate the building. The rmost recent letter on file was 1/15/16. These latters are only valid for one
year,

« Immediate Correction: A letter was obtained May 9, 2017 {See attachmant K) The Maintenance Director
will ensure the Maintenance Department obtains the Fire Expert Letter annually as well as train the
maintenance department on the Plan of Correction Training-Maintenance Designee {Attachment L} by
6/2/17.

*  Who: The Maintenance Director will obtain this letter from The Goodwill Fire Company #1 York
Township-Station 18,

*  When: Prior to the 1 year expiration of the previous letter

¢ How: By contacting the fire department 3 months prior of the due date and scheduling 3 meeting o
obtain & new letter prior to the expiration of the previous one.

* On-going: The Maintenance Director or designee will conduct monthly Qualfty Assurance {QA) audits. The
QA audit findings will be communicated at the quarterly QA Meetings.

Repeat Violation: No Datels} of Pravious Violatmn{s}

Signaturs of Legal Entlty Representativ

{Requirad on EVERY Page} k /J'L-—/-u

Printed Name and Title of Legal Entity Repres‘/ntatzve _ Date . )
{Required on EVERY Page) Tor gm‘? e }Lg,.» PCHA | 5 // S’/ 7

DEPARTMENT USE GNLY HOMES MA‘{ NOT WRITE BELOW THIS LINE!

The above pian of correction is approved as of é;%-%;ﬂ— Plan of correction implementation status as of £- 2.1
(Date] (Date,

Fully Implemanted
Partially Implemented - Adequate Progress

The above plan of correction was approved by £ Partiaily implemented - Inadequate Progress

{Initials}

U0

Not Implemented
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Violation Report: 33210 - 04/25/2077 - Hoover, Douglas
PCH Name: SENICR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2600
2600.144(b)(1) - Aresident shall have a medical evaluation at lsast annually.

2a. DESCRIPTION OF VIOLATION

The initiat medica! evaluation for Resident #5, admitted 16, was complstad on 18. The followl i i
‘ #5, . - . owing me .
ah e evalation for ! . i g medicat evaluation was dated

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

Include steps lo comect the viclation described above and staps to prevant a simifar violation from ;
4 ) < occuring again. If steps cannot t
immediately, inclute dates by which the steps will be completed. i 7 be compieted

« Summary: A medical evaluation was dated later than the one year allotment of the previous one.

¢+ Immediate Correction: The Resident Care Director audited all the current resident’s medical evaiuations
on 5/12/17 {See Attachment M). There was one resident medical evaluation needing to be completed {it
is circled on the audit and an appointment with the physician is scheduled for 5/17/17 to have it
completed}. Appointments were scheduled with the resident’s primary care physician to obtaln a current
medical evaluation for upcoming medical evaluations which are due. The Resident Care Director will train
the nursing department designee on the Plan of Correction Training-Nursing Designee {Attachment N) by
6/2/17.

s« Who' Resident Care Coordinator to coprdinate the resident appointments for the compietion of the
medical evaluation.

¢ When: The month prier to the expiration date the appointment will be scheduled with the resident’s
physician.

= How: Areport will be pulied from the electronic medical record to see what medical evaluations will be
coming due next month. {See Attachment M)

« On-going: The Resident Care Director or designee will conduct monthly Quality Assurance {QA] audits.
The QA audit findings will be communicated at the quarterly QA Meetings,

Repeat Violation: No Batei{s} of Previous Vielationis)

Signatura of Legal Entity Representati -
(Required on EVERY Pags) _';?‘t}?*}? ; ._zv
< !

Prinieﬁ Name and Title of Legal Entity Repr{sen!ativ_‘
{Required an EVERY Paga} U’W&»? Ao to. j POHA Date /l e / /7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of C;Lém%‘ii Plan of correction Implementation status as of f~27-(7
‘ ate;

Fuily implemented
Parllally Implemented - Adequate Progress

The abova plan of comection was approved by Z
{Inttiais)

Partially Implemented - Inadequate Progress

HimSn

Not implemented
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Violation Report: 33210 - 04/2572017 - Hoover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2500

2600.190(b) - A staff person is permitted to administer insulin injections following successful completion of a
Department-approved medications administration eourse that includes the passing of a written perfarmance-based
competency test within the past 2 years, as wefi 25 successful completion of a Department-approved diabetes patient

education program within the past 12 months.

2a. DESCRIPTION OF VIOLATION
Resident #6 receivad insulin injections from Direct Care Staff Member A on 4/BA7, 411117 and 4/12/17. Staff Member A's certificate

for administering insulls injections was dated 1/26/15,

3. PLAN OF CORRECTION (PDC) (Attach pages as necessary. Remember that you must sign and date any attached pages.)
Include steps to correct the vioiation described above and steps to prevent a similar violation from cccurring agein. If steps cannot be compisted
immediately, inciude dates by which the steps will be compietad.

*  summary: All Med Techs must take and pass the dlabetie training every 12 months. A Med Tech was
administering insulin without being tralned in the allotted time period.

* |mmediate Correction: The Med Tech was immediately removed from the med pass and scheduled to a
med pass that didn't have any resident’s receiving insulin injections until receiving the diabetic training
(See Attachment 0). The Resident Care Director will train the nursing department designee on the Plan of
Correction Training-Nursing Med Techs (Attachment H) by 6/2/17.

»  Who: The Resident Care Director or designee will coordinate when the Med Techs will need to receive
the dizbetic training.

#  When: The Mad Techs will be trained every 12 months. The Med Tach identified in this violation was
trained May 16, 2017,

*  How: Any Med Tech administering insufin to a resident must have a current compietion of the diabetic
training.

®  On-going: The Resident Care Director or designes will conduct marithly Guality Assurance [QA) sudits.
The GA audit findings will be communicated at the quarterly QA Meetings,

Repeai Violation: No Date(s) of Previous Violation({s):
Signature of Legal Entity Representative / ;‘?;4
{Reguired on EVERY Page) / F1Lreq e N
et j
Printed Name and Title of Legal Entity Rapresanétive . L /
(Required on EVERY Page) Jerewe, Lo fe, , FC H4 Date 5 / '5/17
7 f
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of u—%'z”t_?:ﬂ Plan of correction implementation status as of é’gm 27—
ate)
! Date!

Fuily Implemented
Partially Implemented - Adequate Frogress

The above plan of correction was approved hy Partially implemented - Inadaquate Prograss

{iritials}

UORO

Not Implemented
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Violation Report: 33210 - 04/25/2017 - Hoovar, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2600

2600.225(a} - A resident shall have a written initial assessmeant that is documented on the Department's assessment form
within 18 days of admission. The administrator or designee, or a human service agency may complete the initial
assessment.

2a. DESCRIPTION OF VIOLATION

ﬁitiaf assessment for Residan! #2 was dated-ﬂ. Resident #2 was admitted to the secure dementia care unit (SDCU) on
16.

The Initial assessment for Resident #3 was dated [JJ16._Resident #3 was admitted on.jﬁ.

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

include steps 10 comrest the viciation described above and steps lo pravent a simitar violation from occurring again. If steps cannot be completed
immedistely, include dates by which the steps will be compileted,

e Summary: Two residents didn't have an assessment completed within 15 days of admisslan.

e Immediste Correction: The assessments for each resident was completed late for both residents. We
can't change the date on the existing assessment but moving forward the completion date will now serve
as the new due annual date. The completion date will serve as the new due annual date. The Resldent
Care Director audied all the current resident’s initial RASP on 5/17/17 {See Attachment M) There were 4
annual assessments needing to be completed. The Resident Care Director will train the nursing
department designee on the Plan of Correction Training-Nursing Designee {Attachment Q) by 6/2/17.

+  Who: The Resident Care Director or designee will coordinate the compiation of the resident’s initial
assessment within the sllotted timeframe.

o When: The resident’s initial assessment wili be complated within 15 days of admission. if the resident is
admitted to a secure dementia unit it will be done within 72 hours,

»  How: Every resident admitted wiil have an initial assessment completed timely.

«  On-going: The Resident Care Director or designee will conduct monthly Quality Assurance (QA} audits.
The QA audit findings will be communicated at the guarterly QA Meetings,

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

P

Signature of Legal Entity Representative e
(Required on EVERY Page} e /% -
N

Printed Name and Title of Legal Entity Representﬁﬁm

. ; Date
Regul EVERY / ‘3’//
{Reguired on Page) -3?2/.3 / /(pr}[ﬁ,- , 'Q‘ 4 5 7
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

. -2
The above plan of comection is approved as of (& 5 1‘ (1 Pian of carrection implementation status as of 4 -27-(7
{Date] T

Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by gf
{Initials)

Fartially Implemented - Inadequate Progress

LOKO

Not Implemented
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Viotation Report: 33210 - 04/25/2077 - Moover, Douglas
PCH Name; SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2600

2600.225(c) - The resident shall have additional assessments as follows:
{1} Annually.
(2} If the condition of the resident significantly changes prior to the annual assessment.
{3) Atthe request of the Department upon cause to believe that an update is required.

2a, DESCRIPTION OF VIOLATION
The iEnttiaﬁ assessmant for Resldent #5, admitted l’? 8, was daled .16, The following assessment was dated 4/24/17, more than a
yoar later,

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

include steps to correct the vivlation dascribed above and steps lo prevent a similar viofation from occurring again, If steps cannot b completed
immediately, include datas by which the steps will be completed.

= Summary: A resident didn’t have an annual RASP completed within 1 year of the expiring one.

= Immediate Correction: The RASP for the resident was completed past the annual date. We can’t change
the date on the existing RASP but moving forward the completion date will now serve as the new due
annual date. The Resident Care Director audited ail the current resident’s Initial RASP on 5/17/17 (See
Attachment M) There were 4 annual assessments needing to be completed. The Resident Care Director
will train the nursing department designee on the Plan of Correction Training-Nursing Designee
{Attachment Q} by 6/2/17.

*  Who: The Resident Care Director or designee will coordinate the completion of the resident’s annual
RASP within the 2 year timeframe.

*  When: The resident’s RASP must be completed every year prior to the current RASP expiring.

e How: Every current resident will have an annual RASP completed timely.

* Ongoing: The Resident Care Director or designee will conduct monthly Quality Assurance {QA}
audits. The QA audit findings will be communicated at the QA Meetings.

Repeat Viclation: No Date{s} of Previous Violation{s}:

Signature of Legal Entity Reprasentative
(Requirad on EVERY Page) ﬂuf‘%

Printed Name and Titla of Legal Entity Rapras/ ntzmve

{Reguired on EVERY Page} /*3“”’“’7 f(?, !9(:‘ KA Pate 5/f§ /l 7

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

The above plan of correction Is approved as of [z~ ( D%;r (7 Plan of correction implementation stalus as of (>~ Z7-f7
' {Date]
D Fully Implemented

@ Partially Implemented - Adequate Progress

The above plan of correction was approved by é? [:] Partially Implemented - Inadequate Progress
{initials)
[™] Notimplemented
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Violation Report: 33270 - 04/25/2017 - Hoover, Dougias
PEH Name: SENIOR COMMONS AT POWDER MiLL

1. REGULATION 55 Pa.Code §2600
250{)22?{8} - Aresident requiring personal care services shall have 3 written support ptan developed and implemented
within 30 days of admission o the home. The support plan shall be documented on the Department's support plan form,

2a. DESCRIPTION OF VIOLATION
The initial support plan for Resident #3 was daled -1 8. Resident #3 was admitted on-ﬂe,

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any sttached pages.)
inciude sfeps fo comrect the violation described above and steps to prevent a similar violation from ocourring agein. If steps canno! be complefad
immediately, include dalas by which the steps will ba complated,

°  sumirary: Aresidents didn't have a RASP implemented within 30 days of admission.

* Immediate Correction: The RASP for the resident was compieted s:rn-lﬁ, oneg month late. We can’t
change the date on the existing RASP but moving forward the completion date will now serve as the new
due arnual date. The Resident Care Director audited all the current resident’s initial RASE cn-i?
(See Attachment M } There were 4 annual RASP needing to be implamentad. The Resident Care Director
wiil train the nursing department designee on the Plan of Correction Training-Nursing Designee
{Atzachument 5} by 6/2/17.

*  Who: The Resident Carg Director or designee will coerdinate the implamantation of the resident’s Inltial
RASP within 30 days.

@ When: The residents initial RASP will be implemented within 30 days of admission.

s How: Every resident admitted will have an initial RASP completed timaly.

* On-going: The Resident Care Director or designee will conduct monthly Quality Assurance {QA} audits.
The QA audit findings will be communicated at the quarterly QA Meetings.

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

Signature of Legal Entity Representative
{Required on EVERY Paus) :\ ﬂzf:Q

Printed Name and Title of Legal En%tx Represarﬁ;tive ﬂ
I

{Required on EVERY Page} e /(?,F‘—:/ , PC;‘)L,& Date 5/,?/1 -

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

-2
The above plan of correction Is approved as of &—-(—Da%i—eﬁq“ Plan of correction implementation status as of &'~ 277 ;=
4
(Date!

D Fully Implemented

& Partially implemented - Adequate Progress

The above plan of correction was approved by é : D Partially Implemented - Inadequate Progress
(Infiais) (] Notimplemented




Violation Report: 33210 - G4/25/2017 - Hoover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2600

2600.231(b} - A resident shall have a medical evaluation by & physician, physician's assistant or certified registered nurse
practitioner, documented on a form provided by the Department, within 60 days prior to admission. Documentation shall
include the resident's diagnosis of Alzheimer's disease or other dementia and the need for the resident to be served in &

secured dementia care unit.

2a, DESCRIPTION OF VIOLATION
Resident #7 was admitted to the SDCU on -1 7. There is no evatuation date on the medical evaluation form.

3. PLAN OF CORRECTION {POC) (Attach pages as necessary. Remember that you rust sign and date any ettached pages.)
Include steps to correct the violation described above and steps fu pravent a similar violation from accurring again, I steps cannot be completed
immediately, include dates by which the steps witl be complated.

*=  Summary; A medical evaluation wasn't completed properly and as evidence by a missing evaluation
date.

* Immediate Correction: The resident’s medical avsiuation was completad or-’l? {See Attachment U).
We can't change the date on the existing medical evaluation but moving forward for resident #7 the
annual completion date will now be -2018. The Resident Care Director audited all of the residents’
initial medical evaluation arz-/i? {See Attachment M } There were no ather initial madical
evaluations needing to be completed. The Resident Cara Director wili train the nursing department
designee on the Plan of Correction Training-Nursing Designee {Attachment T by 6/2/17.

*  Yyho: Resident Care Director or designee will assure the madical evaluation compieted on SDCU residents
withln 60 days prier to admission.

e When: Prior to admission

®  How: By communicating with the family and primary care physician to ensure it is completed timely,

*  Cogolng The Resident Care Director or designee wili conduct monthly Quality Assurance {QA) audits.
The QA audit findings wiil be communicated at the guarterly QA Meetings.

Repeat Violation: No Datels) of Previous Violation(s):
Signature of Legal Entity Representative = =
(Reguired on EVERY Page) .
Printed Name and Title of Legal Entity Represen{aﬁve e i /
) - ; Date 5/,- §le=
(Reguired on EVERY Page) JEP&M7 /((L /*ﬂa/— ; c /;:/}4‘
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!}
The above plan of correction is approved as of .[G%—_?:LZ Plan of comrection Implementiation status as of é ~ 271
(Date] (Data]
D Fully Implemented
ﬁ' Partially Implemented - Adequate Prograss
The above plan of correction was approved by 7 [:] Partially Implemented - Inadequate Progress
initials
( J [T] Notimplemented
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Page 4 of #6

Violation Reporf: 33216 - 04/25/5017 - Hoover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MILL

1. REGULATICN 55 Pa.Code §2600

2600.231(e) - Each resident record shall have documentation that the resident and the resident's designated person have
not ebiected to the resident's admission er transfer to the secured dementia care unit,

2a. DESCRIPTION OF VIOLATION

Resident #2 was admitted to the SDCU on-‘lﬁ. The home has no documentation that Resident #2 and the resident's designated
erson did not obisct to the admission,

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

Include steps to comact the viciation described above and steps lo prevean! a simifar vioiation from eeouriing again, If steps cannot be complefad
immediately, include dates by which the steps will be complatad.

® 3ummary: There was ho documentation in the resident record that stated the resident and the resident
responsible party had no objection to a SDCU placement,

*  Immediate Correction: A phone call was made to the responsible Party to conﬁrm-had no objection
and an in person visit to the resident to do the same. This was documented in the resident’s record. {See
Attachment W) The Executive Director wifl traln the administrative team on the Plan of Correction
Training-Executive Director Designee (Attachment V) by 6/2/17.

¢ Who: The Executive Director or Designee will assure during admission that the resident and Responsible
Party have no ebjection and the chart will reflect that documentation. The Resident Care director ar
designee will ensure that the resident will be assessed annually for the continued need for an SDCY
placement and the Chart will reflect such.

*  When: Prior to admission and annually

= How: By communicating with the resident and resident responsible party.

®  On-poing: The Executive Director or designee will conduct monthly Quality Assurance (QAJ audits. The QA
audit findings wilf be communicated at the guarterly QA Meetings,

Repeat Viciation: No r Date{s} of Previous Violation{s): f r

Signature of Legal Entity Represantative YA
{Required on EVERY Pags) ””‘/:7,;21»”\ e

7
Printed Name and Title of Legal Entity Raprasenéﬁve 0/

(Required on EVERY Page) ﬂ’ef@,ﬁ? k@,}lar ff/ﬁzf;}' Date 5*/, g/f 2
;

4
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of mm_

Date Plan of correction implementation status as of o2 {

[REEY
[:] Fully Implementad

% Partially implemented - Adequate Progress

Partially implemented - Inadequate Progress

The above plan of correction was approved by é

{Initiats)
[] NotImplemented
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Page 15 of A6

Violation Report: 33210 - 04775/2017 - Hoover, Douglas
PCH Name: SENIOR COMMONS AT POWDER MiLL

1. REGULATION 55 Pa.Code §2500
2600.231(h} - The resident-home cortract in § 2800.25 (relating to resident-home coniract} must also include a disclosure
of services, admission and discharge criteria, change in condition palicies, special programming and costs and fees,

2a. DESCRIPTION OF VIOLATION
Rasident #3 was admitted to the SDCU on 17. There was no addendum or ianguage In the confract, dated.ﬁﬁ, that
disclosed services, admission and discharge crileria, spedal programming and fees for the securs dementia cars unit,

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

Include steps to corract the vislation teseribed above and steps to prevent a similar violation from occurting again. If steps cannot be complatad
immediately, include datas by which the sleps will be compisted,

e Sumrary: When the resident was transferred to the 50DCU un-/l‘/‘ the description of services,
admission and discharge criteria, and special programming and fees for the SDCU wera not signed {See
Attachment X}.

= Immediate Correction: On 4/26/17 attachment X was signed by the resident and responsible party, The
Executive Director will train the administrative team on the Plan of Correction Training-Executive
Director Designee {Attachment Y) by 6/2/17.

e  Who: Executive Director or Designee

*  When: Will ensure all resident agreements and pertinent addendums are signed within 24 hours of

admission.

» How: By meeting with the resident and resident responsible party.

« On-going: The Executive Director or designee will conduct monthly Quality Assurance (QA) audits. The QA
audit findings will be communicated at the QA Meetings.

Repeat Violation: No Date{s} of Previous Violation{s}:

e Vi
Signature of Legal Entity Representative 4\ -
(Reguired on BVERY Page) {;34.6
f

Printed Name and Title of Legal Entity Reyresentat&é ’5/

{Required on EVERY Page| SE/EM‘? /K@,)[gy- , FC/}{/;- Date 9/'/ K/f 7
i

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

The above plan of correction Is approved as of —é-:{-b?;_’:ﬂ Plan of correction implementation status as of G277
e
‘ {BETEY

Fully Implemented
Partially Implemented - Adequate Progress

The above plan of correction was approved by Partially Implemented - hattequate Progress
{initials
) Not Implemented

LTI
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Viciatlon Report: 33270 - 047257204 7 - Haover, Douglas
PCH Nama: SENIOR COMMONS AT POWDER MILL

1. REGULATION 55 Pa.Code §2500 . ; o
2600.234{a] - Within 72 hours of the admission, or within 72 hours prior to the resident's admission to the securad

dementia care unit, a support plan shall be developed, implemented and documentad in the resident record,
2a. DESCRIPTION OF VIOLATION ’ .
Resident #2, admiftad {5 the SDCU on.?ﬁ, did not have a support plan cdevelopad until -1 7.

3. PLAN OF CORRECTION {POC) (Attach pages as accessary. Remember that you must sign and date any attached pages.)
Include steps to carract the violation described above and steps to pravenl a similar vislation from ocourring again. If sleps canno! be cornpletad
immediataly, includs dales by which the steps will be complated.

* 3ummary; Resident # 2 didn't have a support plan developad within 72 hours of admission.
* Immediate Correction: The support plan for the resident was completed o 16, which was late. We
can’t change the date on tha existing support plan byt moving forward the completion date will now
serve as w due annual date. The Resident Care Director audited all the current resident’s initiaj

RASP onﬁl? (See Attachment M) There were 4 annual RASP needing to be implementad. The

Resident Care Director will train the nursing department designee on the Plan of Correction Training-
Nursing Designee {Attachment 2} by 6/2/17.

*  Who: Resldent Care Director or designee

*  When: Within 72 hours of admission

®  How: Atimely assessment will be completed with 3 support plan to foliow, generated in our EMR.

*  On-going: The Resident Care Director or designee wiil conduct monthly Quality Assurance (QA) audits.
The QA audit findings will be communicated at the QA Meetings,

Repeat Violation: No Bate{s) of Previous Violation{s): f
Signature of Legal Entity Representative 7 N
{Required on EVERY Page} \ }z,,\/_,
- [
Printed Name and Title of Legat Entity Rapreseniatn}e/ ] C7 Date /
{Required on EVERY Page! e e, ot fer ] i 5/ig / 2
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of (- 2717 Pian of correction implementation status as of /- 2 7-/~7
{Date§ _—(-5'5'{5?“-

Fuily Implemented
Pariiaily Implementad - Adequate Progress

The above plan of correction was approved by é‘f

{initials)

Partially Implementad - Inadequate Progress

Not Implemanied

OO






