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DEPARTMENT OF HUMAN SERVICES
0cy 2 5 1040

Ms. Anna Munoz

Assistant Secretary

Emeritus Corporation

6737 West Washington Street, Suite 230
Milwaukee, Wisconsin 53214

RE: Brookdale Harrisburg
3560 North Progress Avenue
Harrisburg, Pennsylvania 17110
Certificate #: 316110

Dear Ms. Munoz:

As a result of the Department of Human Services’ Adult Residential Licensing’s
annual licensing inspection on May 31, 2017, June 1, 2017, August 16, 2017, and
September 26, 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 [nspection Summary must be
corrected by the dates specified on the License Inspection Summary and continued
compliance with 55 Pa.Code Ch. 2600 must be maintained.

In an effort to improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to https://www.surveymonkey.com/r/BH3L. _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
Director

Enclosure
License Inspection Summary

Bureau of Human Services Licensing
625 Forster Streel, Room 631 | Harrisburg, PA 171201 T17.783.3670 | F 7T17.783 5682 { www.dhs stale pa.us



VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1 of 7

PCH Name: BROOKDALE HARRISBURG

License Number: 316711

Addrass: 3560 NORTH PROGRESS AVENUE, HARRISBURG, PA 17110

County: Dauphin

Administrator: Samantha Sips

Region: CENTRAL

Lagal Entity Name: EMERITUS CORPORATION

Legal Entity Address: 3131 ELLIOTT AVENUE STE. 500, SEATTLE, WA 98121

Certiflcate(s) of Occupancy
C-2LP
11/20/1897
Labor & Industry

Staffing Hours
Rasldent Support: 0 Total Daity Staff: 82

Waking Staff: 62

Type of inspection: Full BHA Docket Number:

Notics: Unannounced

Reasonis} for Inspection{s)
Renewal, Complaint

On-Sita Inspections Dates and Department Representatives On-Site
05/31/2017: McCloskey, Jason; Comstock, Kelly
06/01/2017: McCloskey, Jason; Comstock, Kelly

Off-Site Inspection Dates and Inspectors, if Appficable

Other Detalis

Partial or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates

Licensed Capacity; 66 Number of Resldents who:

Numnber of Residents Served: 55 Receive Supplemental Security Income: 0
Secured Demantla Care Unit in Home: Yas Are 80 Years of Age or Qlder: 55

Arga: Clare Bridge Have Mentai llinsss: 0

Secured Dementia Unit Capacity, if Applicable: 24 Have an Intellectual Gisabiliity: O

Number of Residents Sarved In Secured Dementia Care Unlt, Have a Mobility Nead: 27

if applicable: 24
Number of Currant Hospice Resldents: 3

Number of Hospice Residants in past year: 8

Have a Physical Disability: 0
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Violation Report: 31611 - 08/31/2017 - McCloskey, Jason
PCH Kame: BROOKDALE HARRISBURG

1. REGULATION 55 Pa,Code §2600
2600.17 - Resident records shall be corfidential, and, except In emergencies, may not be accessible fo anvone other than
the resident, the resident's designated person if any, staff persons for the purpose of providing services to the resident,
agents of the Depariment and the leng-term care ombudsman without the written consant of the resident, an individual
holding the resldent's power of atforney for health care or health care proxy or a resident's designated persan, or if a court

orders disciosure,

2a. DESCRIPTION OF VIOLATION

Cn 5-31-17 at 9:30am, two binders were gifing unatmntled and accessibis on ¢ able in the dining room. The tinders, labeled
*Perscnal Care Digts” and “Clare Brdge Diefs™ contalnad the nemes of meldents in the home as well as special distary orders and
restrictions including “carbohydrate conbrolled” for Resident 1 and *no added sodium™ for Resident 2.

3. PLAN OF CORRECTION {POC) (Attach pages ey nesessery, Remember that you must sign and date sy stiached pages )
Inckics sfaps lo carrect the vinlation desoribed above and sieps lo prevent s similar wolglion fom ocourring agein. i steps canndt be complofed
immadiataly, inciude dafes by whitdr the steps wii be coaplotad,

SEE ATTACHED
)pﬁgfc, 2.4

Repeat Vicletion: No Rate{s) of Pravious Viglaiion{s}:
Signaturs of Lagsl Entity Representstive .
{Reguirpd on EVERY Page} Mm
¥
Printed Name and Tite of Lagal Entity Representztive )
Reguired on EVERY Page} Cpinnarbnd. Sipe. | Bxecudive picector | 7 Bplely

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

Tha above plan of cavection is spproved as of jwég;@gim Pian of corection implementaton status as of /2 7/ /11
) ._4%-—

[] Fultyimplemented

m Partizlly Implementad - Adaguale Progress

The above plan of comection was appravad by &&5 [[] Pertialty Implemented - Inadequate Progress
(riais) [[] Netimplemented
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Erookdale Harrisburg
Plan of Correction

The following is the Plan of Correction for Brookdale Harrisburg regarding the Statement of
Deficiency dated June 29, 2017 for the Renewal Inspection on May 31, 2017 and June 1,2017.
This Plan of Correction is not to be as & Statement of Deficiencies, or any related sanction or
fine. Rather, it is a submitted as confirmation of our ongoing efforts to comply with statutory
and regulatory requirements. In this document, we have outlined specific actions in Iesponse to
identified issues. We have not provided a detailed response to each allegation or finding, nor
have we identified mitigating factors. We remain committed to the delivery of quality health
care services and will continue to make changes and improvement to satisfy that objective.

Regulation 2600.17

Immediarely the Dining Services Coordinator removed the Clare Bridge and the Personal Care
dietary binders and relocated them to the kitchen pantry. The Executive Director (ED)
completed an in-service training onJune 1, 2017 with the Dining Services Coordinator to review
the community policy on confidentiality of resident records. The ED will conduct random weekly
audits for rwo months to monitor for compliance and determine if further action is reguired. The
ED will direct additional actions based on findings.

Evidence — Training Attendance Form

Completion Date — June 1, 2017 and ongoing
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Vislation Report: 31611 - 05/31/72017 ~ McGloskay, Jason
PCH Hams: BROOKDALE HARRISBURG

1. REGULATION 55 Pa.Code 82600
2600.63(a) - At lsast one staif person for every 50 residsnts who s trained in first aid and cerlified in obstrucied airway

techniques a2nd CPR shall be pregent In the home at all tmes.,

2a. DESCRIPTION OF VIOLATION
On 5-20-17, from 1ipm - Tam, more than 80 residants were presert in the homs, however, anly 1 staff parson with currert first ad and

CPR was prassnt in the home,

3. PLAN OF CORRECTION (POC) (Amach pages as necesery. Remember that you must sign and date any attached peges.)
Incfuds glepy o corrset tha viclation dascribed above and sieps fo prevent o similar viclation from ocouring sgoin. I steps cannot be complelzd
Immediately, Inclucks datey by which the sieps will be completed.

SEE ATTACHED

}Oagv 34

Repeat Wielation: No Date{s} of Pravious Violation{sh

Signature of Legal Entity Represe N

{Required on EVERY Page) %&&m

Printed Hame and Tiie of Lagal Emiity Represantative 7 . . . Date
{Requlred on EVERY Page} Cn g oriha- S}Q,Lﬂ Edecutve pectol 1 }Le i 2017

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

The above plan of comection is approved us of RAAL fﬂl Bian of coreetion implementation status as of 7/27/f"?
(Cates e

Fully implementsd

Pariially Implementad - Adequate Progress
Pastally Implamentsd - Inadequate Prograss
Ngt implemeanied

The above plan of correction was approved by
{Indtizis)

LoxO




Prye 34 &7

Y
Y

Regulation 2600.63(a)
Immediately, Resident Care Coordinator performed an audit of all employees CFPR certification
to identify expirations.

Ongoing, Resident Care Coordinator will audit CPR binder monthly to be sure CPR
certifications are current. Resident Care Coordinator will review staffing schedules to assure
each shift has at least one associate is CPR certified per every 50 residents. ED corﬁpleref'i an in-
service on June 2, 2017 with the Resident Care Coordinator to review the community policy on
CPR training requivements and the importance of continuing fo monitor schedules to assure all
shifls are staffed appropriately. Executive Director spoke with representative at MaBndfz at
Nation’s Best CPR and scheduled a CPR/First Aid/AED course on July 13, 2017 that will be ‘
held at Brookdale Harrisburg. The ED will review the findings for compliance and determine if

Sfirther action is required for the next 3 months. The ED will direct additional actions based on
findings.

Evidence — Training Attendance Form

Completion Date - Jane 2, 2617 and ongoing

- Regulation 2600.63(a)

Ongoing, Resident Care Coordinator and Executive Director will audit CPR binder monthly to
verify CPR certifications are current. Executive Director retrained the appropriate staff
regarding the community policy on CPR training on August 25, 2017. Resident Care
Coordinator will review staffing schedules to verify each shift has at least one associate who is
CPR certified per every 50 residemis. CPR classes were held on July 13, 2017 and August 14,
2017 by Nation’s Best CPR. As of August 14, 2017 all overnight associates are CPR certified.
Executive Director has spoken with Nation's Best CPR and scheduled CPR/First Aid/AED
courses on October 10%, 24", and November 21 that will be held at Brookdale Harrisburg. By
the end of November 2017 our goal is to have 100% of our associates CPR/First Aid certified.
Executive Director will randomly review the schedule to verify each shift has the appropriate
amount of CPR certified associates for the resident’s being served for 2 months. The Executive
Director will direct additional actions based on findings.

Evidence — Updated CPR certificates on file, retraining attendance

Completion Date - July 13,2017 and ongoing {45

qlz“f i
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Viclation Report; 31611 - 05/41/2017 -~ MoGIoEKeY, Jason
PCH Name: BROOKDALE HARRISBURG

1. REGULATION 55 Pa.Code 52600
2600.85(a) - Sanitary conditions shall be maintained,

2z, DESCRIPTION OF VIOLATION

Regidents 3 and 1 receive blood sugar tasting twice a day. A detailed comparisen of blood sugar readings stored on the resdients’
plucometsrs was made with the readings recorded on the medication admindsfration records (MARs), Readings recorded on Resident
3's MARSs wers stored on Rasldent T's meter on 5-29-17 and on 51217 at :00pm.  Staff parson A confimed that sfhe had used

Resident 1's metar o tset Resident 3's blood suaar.

3. PLAN OF CORRECTION {POCY (Allach pages s necsusary. Remember thas you moest g and daze any mitached pages.)
lrehude sleps to correcd the viclation decuribed above ard staps fo pravent 8 simifar wolstien from ocowrring sgein. K saps cannot be completod
Irmpdiatsly, inclade datas by wiich the steps wiF be cowrpleted,

SEE ATTACHED

fege U

Rapeat Viclation: Mo Datels) of Pravious Yiolatlon{s):

Slgnaturs of Logal Entity Repra i .
{Ragulred on EVERY Page) %\f%
Printed Mame and Title of Legal Enmyﬁspmsen’mﬁmq Date - ) UI ol

(Required on EVERY Pagel N1l Sipt., TXecutive picecior
DEPARTMENT USE OMLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of comection is approved as of 7l Plan of correction inplamentation status a3 of ?{ Z7 g‘?
{Liie;

{Pate]
] Fully implemented
m Partially Implernentsd - Adequate Progress
&, gg D Partisfly implementad - inadequate Progress
{inltials)
[} wotimplemented

The above plan of coreetion was approvad by




Regulation 2600.85(a)

Immediately, the Resident Care Coordinator discarded Resident #1 's glucometer and replaced it
with a new one. A back-up glucometer was also purchased 1o be used as a replacement in the
event one malfinctions. The appropriate staff were re-trained on the community policy
regarding glucometers by the Resident Care Coordinator on June 2, 2017. A weekly audit tool
has been developed to compare the medication administration documentation to the meter and
will be used for 2 months by the Resident Care Coordinator or designee. The Executive Director
or designee will review audit findings for 2 months 1o determine compliance and to verify if any

Jfurther action is warranted,
Evidence: Re-training aftendance sheets, Andit tool

To be completed: June 2, 2017 and ongoing

Resident #1's physician will be notified of the shared glucometer use by the home, and the home will
follow all resulting recommendations made by the physician (i.e. testing for bload borne pathogen).
Documentation of the notification to the physician, the recommendations of the physician, and the home's
follow-up based on the recommendations shall be maintained by the home for Depariment review. The

notification to the physician shall be compieted within seven days from the receipt of this plaré;?ﬁ ;
v
S

The home shall review and amend the home's policies regarding Glucometer usage. A copy of the
updated policy will be provided to and reviewed with all medication administration staff. This shall be

completed within 30 days from the receipt of this plan. w 1L



Page5of7

VicioHon Raport: 31611 - 0a12017 - McCloskay, Jason
PCH Name: BROOKDALE HARRISBURG

4, REGULATION 55 Pa.Code §2600
2600.162(c} - Menus, stating the specific food belng served at ezch meal, shall be prapared for 1 week in advance and
chall be followed. Weekly menus shall be posted 1 week in advance ina conspicuous and public place in the home.

2a. DESCRIPTION GF VIOLATION
The only menu posiad in the home was for Sunday 5.25-17 through Saturday 8-3-17.

3. PLANOF CORRECTION {(FOC) (Atach pages ds necessary. Remesmber that you rutst sign and datr sy atached pagra.)
mcéuésmpsmmmmsmwmwmmvasmmpswm:aymﬁmm Fom pocTing sgaln, i sfeps canmt be completed
mmmmmmwmmmmmm&m

SEE ATTACHED
Page 5/

Rapest Viclation: No

Date{s) of Previous Vielation{s}:

Signatire of Legal Entlity Repmeww

{Reguirad on EVERY, Paoe}

radt on BEVE Pa

iz}

Printa

ks

d Name and Title of Legal Entity Representative

e anteg S,

T epudie. DIt ALY

pate T\ 2O0T

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

The above pian of corsction Is approved as of 7/telin

The above plan of corection was approved by

(Date,

YAS

{Initials}

Plan of correction implementation stxius as of

OoUxO

27/
a2,

Fully implemantad

Partially lmplementad - Adequate Progress

Partially lmplemented - Inadequatie Progress

Net Implemented




frge SALT

Regulation 2600.162(c)

Immediately, Dining Services Coordinator posted the correct two week meny. ED completed an
in-service with the Dining Services Coordinator on the community policy regarding posting the
correct two week menu on Jume 1, 2017 Executive Director will randomly audit the menus for
two months to monitor for compliance and determine if further action is required. The ED will
direct additional actions based on findings.

Evidence — Training Attendance Form

Completion Date — June 1, 2017 and ongoing
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Visiation Raport 31611 ~ 053172017 - MoGloskey, Jasen
PCH Name: BROOKDALE HARRISBURG

1, REGULATION 55 Pa.Code §2600
2660.187(d) - The home shall follow the directions of the prescriber,

23, DESCRPTION OF VIOLATION

On 472817, the home obtzined a physician’s ordar for wound cars for Resident 7 that directed the home to "Check both lower legs
every shift. Cleanse open areas with normal saline, cover with non-adherant dressing and wrap feg with Kerlix." As evidanced by
Interviews with siaff of the home, the staff also wrapped the resident’s kegs In disposabie urlerpads with a plastic backing. The use of
these pads a5 a dreselng for the wound care was notln gocordancs with the physician's order.

Resident 4 Is prescribed Mucinex Tablet Extended Relaase 12 hr 600 MG 1 tahiet avery 12 hours as nesded for cough. The
mecicaticn on-hand was Mucinex Tablet Exfanded Release 12 hr 600 MG Gualferesin + 30 MG Dexfromethorphan,  This medication

was administerad 1o Resident 4 on 5-12-17 at 8:31pm and on 5-22-17 at 7:36pm.

Resident 5 was prescribed fasting blood sugar checks 3 times weekly on 12-22-15. The home has not perfurmed thase chacks forthe
resident since June of 20186, .

3. PLAN OF CORRECTION (POC) (Attach peges s necossary. Ternewiber that you must sign and datz any artached pages.)
mm;szepmmetmemmwmummdszMMszmmmmgw If steps connot ba complatad
m@,mmwmmmmwmmm

SEE ATTACHED
P 6P

Repeat Visiaton: No fatels) of Previous Violation(s):

Signature of Legal Entity Representat! -
{Reruired on EVERY Pane) M%ﬂ
Printed Narne and Title of Legal Eniity Reprusontative ' _ i Date

{Reguired on EVERY Paca) Gy v fLrHin SiR2, By coannie icettl e (2007

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI
The abova plan of cormsction te approved as of jﬁ?ﬁz_ Plan of cotrection implomantation stetus &s of ?/ 27 C/ ~
(Pet2

(Date;
[[] Fulyimplementsd
g Partiafly Implemanted ~ Adequate Frogress
The abovs plan of correction was approved by é 3 5 {:] Partially Implemented - Inadequats Prograss
(Initiais) [[] MNotimpiemented




Regulation 2600.187 (d)

Immediately, upon noticing that Resident 4’s medication did not match the physician’s orders,
the prescriber was notified and the order was clarified. Immediately, the Mucinex Tablet
Extended Release 12 hr 600 mg Gualfenesin +30mg Dextromethorphan was discarded. The
family, who supplies the resident medication, was instructed to purchase the medication
according to the physician order. Medication technicians will carefully compare that the
medication brought in by the family matches identically to the orders the physician prescribes.

Immediately, the blood sigar was taken on resident #5 and was determined fo be in normal
range. The order for blood sugars was immediately corrected in Point Click Care to match the
physician’s orders. The physician was notified and the order for blood sugars was decreased fo

twice weekly.

On June 2, 2017 the medication technicians and LPN's were re-trained by the Resident Care
Coordinator on the community policy regarding following the directions of the prescriber for

any medications, wound care or treaiment.

Resident Care Coordinator or designee will audit any new orders 10 assure they are entered
correctly in Point Click Care and are given os directed. Executive Director will review audit
results randomly for 2 months to monitor compliance and determine if further action is required.

Evidence — Training Attendance Form
Completion Date — June 2, 2017

- Regulation 2600.187(a}

Immediately, Resident Care Coordinator contacted Celtic Home Health to provide the
community with the documentation completed following wound care treatment on July 13, 2017
and July 18, 2017, which they provided.

Ongoing, Resident Care Coordinator or designee will audit weekly medication treatment records
to verify treatments are documented according 1o community policy. Health and Wellness
Director or designee will review all wound care documentation being provided by outside

agencies in the clinical file as evidence of the service being completed The outside agency
providing wound care will report to the Health and Wellness Director or designee weekly the
status of services provided.

Resident Care Coordinator and Health and Wellness Director were in-serviced on the
importance of documentation and follow up on the medication administration records by the
Executive Director on August 16, 2017.

The Health and Wellness Director will review clinical documentation weekly to verify if any
Jurther action is warranted.

Evidence - Attached documentation from Celtic Home Health, Re-training attendance
sheets

Completion Date - August 16, 2017 and Ongoing
e,
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ViSTaon Heport 31611 - 05/317/2017 - McCloskey, Jasen
PCH Name: BROOKDALE HARRISBURG

4, HEGULATION 55 Pa.Cods 52600
2600.227(g) - Individuals who participate in the development of the support plan shall sign and date the support plan.

12 DESCRIPTION OF VIOLATION
Resident 6 paricipated in the davelopment of thelr support plans dated 31517 snd 413-17. The resident did not sign the suppott

plansg.

2. PLAN OF CORRECTION (POL) (Attach pages g5 necessary. Remember that you must sign and dio ey atched pages.)
Inchude cteps ks cowedt the viclation dascried shove and sfaps fo prevent a sim¥ar viofafion from ocourTing again. ¥ steps canndt ba conplated
immaciaialy, Inchde dates by which the steps wiil be completed.

SEE ATTACHED
frge 77

Repeat Viclaticn: No Dare(s) of Previous Vielation{sh

Signature of Legal Entity fepresentative -
(Rasulred on EVERY Paoe) o Qe
¥

Prigted Name and Tithe of Legal Erzﬁt; Reprasentative ) pate
{Roqulred on EVERY Page) SQJYWW Chpl, Crecudiit TeeooX Jopzor

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

Tha above plan of cormecdion is ﬂﬁfimd ge of 7 {{0 {:? Plan of corrscton {mp}emg;mﬁm glatus as of - ? 2? 5’7
! {Date,

D Fully Implemented
% Partially Implemented - Adequats Progress
D Partially mplementad - nadequate Progress

The above plan of comection was approved by
(initas) [] et implementsd




Page 7 FT

Regulation 2600.227 (g}
Immediately, the support plan was reviewed with the resident and signed

ED completed an in-service with the Resident Care Coordinator and Licensed Practical Nurse
on June 2, 2017 to review the community policy on completing a support plarn which is to include
resident participation and signature. The Resident Care Coordinator or designee will audit the
support plans monthly to assure signatures are present. The Health and Wellness Director or
designee will review audit results to verify if further action is warranted.

Evidence — Training Attendance Form, copy of signed support plan

Completion Date — June 2, 2017



VIOLATION REPORT
FERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 1of4

PCH Numa: BROOKDALE HARRISBURG Ligenza Mumber: 31571
Address: 3580 NORTH PROGRESS AVENUE, HARRISBURG, FA 17440 County: Dauphin
Administrator: Samantha Sipe Raglion: CENTRAL

Legai Entity Name: EMERITUS CORPORATION
Legal Entity Addrese: 3131 ELLIOTT AVENUE STE. 500, SEATTLE, WA 88121

GCarlificetela) of Oocupancy

c2Lp
1172011997
Labor & Industry

Staffing Hours
Ragldasnt Support: O Tolal Dally Stark B2 Waking Staf: B2

Type of Inspaotion: irterdm - POC BHA Declet Humbar: Netice: Unannounced

Reasan(s) for Inspactions}
interim

On-Blte Inapections Dates ang Department Represantatives On-Sig
G8A182017: Swanger, Braft

Oie-Site Inspection Datey and Inepoctors, If Applicabie

Uther Datalls

Partial or Fut] Trigoers: Random Indleators:

Resldent Demographic Data as of inepection Dates

Lizansed Capacily: 86 Number of Residents whe:
Mumber of Resldents Barved; 53 WSummsmMmmr g
wﬁm&ammumlnﬂm:?es Are B0 Yoars of Age or Oidar: 53
Arem: Clare Bridga Heve Bental fiineas: 0
Bscured Damantia Unit Capacity, if Applicable; 24 Have an intollectiml Disabiiity: 0
ﬂmwmanaswmmmdnmnﬁammanm Have & Mobtity Nesd: 20
W applivable: 24 ’ Heve 2 Physleal Disabiliy: 2
Number of Current Heaples Residents: 4
Number of Hosples Residents in past yaar: 10
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Viclation Report: 31611 - GB/16/2017 - Swanger, Breft
PCH Name: BROOKDALE HARRISBURG

1. REGULATION 55 Pa.Code §2800

2500.63(a] - At least one staff person for every 50 residents who Is trainad in first aid and certified In obsiructed alrway
techriques end CPR shall be present in the home st all times.

2a. DESCRIFTION OF VIOLATION
On 1117, during the period of 19pm o 7am, more than 50 residents ware present in the home. During this perod, only | staff
person who was certified In first aid, obstructed alrway techniques and CPE wers pragant in the homs,

Cn BR1T7, 87317, and BISIT, during the period of 11 poa to Tam, more then 50 residants wers present In the home, Diuring this perod
no glall sarsens who ware cerifiad In st ald, chstrucied airsmy technigues and CPR were present in the home.

3. PLAN OF CORRECTION {(POC) {Attach pages a8 necessary, Hemember that you urest sign and date any sttached pages.)
m&zdemgsbmdﬂwmmdmm&psﬁmmiaéwmmnﬁummmmﬁ. ¥ #leps cannot be complated
trmnadlataly, Indluds datas by which the steps witl Be comoleied.

See Atkached FQ&—-{_ Q/’/}

Repeat Viclation: No Dgtals} of Previous Violation{s):

Printed Hame and Tifla of Lsgal Entity Rs@meniﬁﬁ?e ‘ ) ‘
Reguired on EYERY Pans) \(bﬁUY\C\u?'\ L‘\qa gipel ’é(f,(,z,&ﬂ VE DIE A

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI
The above plan of cormection Is approved as of _5%%@1 Plan of comsction implementation status aa of ‘?‘42‘7117
i atg,;
D Fully implemented
m Partially Impismanted - Adequats Progress

Tha above plan of corectlon was approvad by &" @ D Partially implemanted - inadequats Progress
Initials
(Inffate) [] Notimplemented

e /2% 2017




Brookdale Harrisburg
Plan of Correction

The following is the Plan of Correction for Brookdale Harrisburg regarding the Statement of
Deficiency dated August 17, 2017 for the Follow Up Inspection on August 16, 2017. This Plan
of Correction is not to be as a Statement of Deficiencies, or any related sanction or fine. Rather,
1t 1s a submitted as confirmation of our ongoing efforts to comply with statutory and regulatory
requirements. In this document, we have outlined specific actions in response to identified
issues. We have not provided a detailed response to each allegation or finding, nor have we
identified mitigating factors. We remain committed to the delivery of quality health care
services and will continue to make changes and improvement to satisfy that objective.

Reguiation 2600.63(a)

Ongoing, Resident Care Coordinator and Executive Director will audit CPR binder monthly to
verify CPR certifications are current. Executive Director retrained the appropriate staff
regarding the community policy on CPR training on August 25, 2017, Resident Care
Coordinator will review staffing schedules 1o verify each shift has at least one associate who is
CPR certified per every 50 residents. CPR classes were held on July 13, 2017 and August 14,
2017 by Nation's Best CPR. As of August 14, 2017 all overnight associates are CPR certified.
Executive Director has spoken with Nation's Best CPR and scheduled CPR/First Aid/AED
courses on October 10%, 24", and November 21* that will be held at Brookdale Harrisburg. By
the end of November 2017 our goal is to have 100% of our associates CPR/First Aid certified
Executive Director will randomly review the schedule to verify each shift has the appropriate
amount of CPR certified associates for the resident’s being served for 2 months. The Executive
Director will direct additional actions based on findings.

Evidence — Updated CPR certificates on file, retraining attendance

Completion Date — July 13, 2017 and ongoing
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Viclation Report: 31611 - (& 16/2017 - Swanger, Brett
PUH Name: BROODKDALE HARRISBURG

1. REGULATION 55 Pa.Code §2800
2600.187(a) - A medication record shall be kept to include the following for each residert for whom madications are
administered:
(1} Rasident's name.
(2} Drug ellergies.
(2} Name of medication.
{4} Strengih.
(5] Dosags form.
{8} Dose.
{7} Routs of adminisiration.
{(8) Frenuency of adminigtration,
{8} Adminkstration imes.
(10} Duration of therapy, ff applicable.
{11} Special precautions, if applicable.
{12} Dlagnosis or purpose for the medication, Including pro re nata (PRN).
{13} Data and fime of medication adminlstration.
(14) Name and Infials of the staff person adminlstering the medication.

2p, DESCRIPTION OF VIGLATION
The medication sdminisiration record for Besident #1 does not decument tha wound care that was provided on 7A3/17 and T/18/17.

2. PLAN OF CORRECTION {POCT {Attech pages ns notessary. Remeiber that you reost sign end date eny sttuched pages.}
Inchnds staps to sorrect the vislation descoribad above sad siaps o prevent o simfter vickstfon fromm ocouning again. {f stepe cannof be completed
Immetiately, duds dates by which the slaps will be complatad,

Cee Aktached ??6/(, JA

Repeat Viciation: Mo Dats(z) of Previous Violatfon{s):

Siﬁna:tum of Lagai Errﬁi}' Rapm% Q‘,\QJJ-

Fﬁnm&ﬁmmdﬁﬁeefugaiﬁnﬂtyﬁapmmt«ﬁw Date (Oﬁ 3}21;@’1

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

The above plan of corraction Is approved s of %‘g&?—« Pian of correction Implementation status as of f(?ﬁ? éi 3
? ( H

D Fulty Implemaniad

[4] Partinlly implsmented - Adsquate Progress

The ebove plan of conmsction was approved by M [:[ Partially implemendad - inadequate Prograss
(Iniais) [T} Notimplamentad
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Regulation 2600.187(a)

Immediately, Resident Care Coordinator comtacted Celtic Home Health to provide the
community with the documentation completed following wound care treatment on July 13, 2017
and July 18, 2017, which they provided,

Ongoing, Resident Care Coordinator or designee will audit weekly medication treatment records
1o verify treatments are documented according to community policy. Health and Wellness
Director or designee will review all wound care documentation being provided by outside

agencies in the clinical file as evidence of the service being completed. The outside agency
providing wound care will report to the Health and Wellness Director or designee weekly the
Status of services provided.

Resident Care Coordinator and Health and Wellness Director were in-serviced on the
importance of documentation and follow up on the medication administration records by the
Executive Director on August 16, 2017.

The Health and Wellness Director will review clinical documentation weekly to verify if any
Jurther action is warranted.

Evidence - Attached documentation from Celfic Home Health, Re-training attendance
sheets

Completion Date ~ August 16, 2017 and Ongoing
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POH Hame: BROCKDALE HARRISBURG

1, REGULATION 58 Pa.Code 32600
2600.224(a) - A determination shall be made within 30 days pricr to admission and documented on the Department’s
preadmission sereening form hat the needs of the resident can be metf by tha sarvices provided by the home.

2a. DESCRIPTION OF VIOGLATION
The pre-admisslan screaning form for Resident #1, cnmp!etad.i 7. did net Incude a determination that the home can meet the

resident's service neads.

The pre-admission scraening fom for Resident 42, complelad .ﬂ'. did not ncuds a delermination that the home can mest the
regldent's servics needs,

3. PLAN OF CORRECTION {(POC) (Attach pages as neoossary. Remmember that you ynust sign md date eny sttached pages)
Inciude stess to comect the vicktion desaribed above and slaps tp prevent & Hmilar viclelon from ocourring egafn. i steps cannof be complafod

immotiealy, includs dates by which the sfeps wilf bs complsted.

%f{:: &‘ﬁg&ﬁif‘iid Fc‘&{ (—{ﬁ

Repsst ¥iolaon: No Datels} of Previous Yinlation{s)
Slgmature of Lagal Endity Representative .
v

Frintad Name adﬁa of Legal Entity Heprasentative Cate
EVERY Paosl </ o nvidng, S0 €, Exrcudive  DIECT

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINEI

&les ] zoyT

The above plan of cormection is approved s of -uééé%{?l Plan of commection mplementation status asof 7/ %’7/3 7
¥ E,
i

Fully Implementad

Parfially implemented - Adequsts Progress
Partially Implementad - Inadequate Progress
Not Implemenied

Tha above plan of comection was approved by __M

{ini¥aig)

DO




Regulation 2600.224(a)

Immediately, Resident Care Coordinator updated the pre-admission screening for Resident #1
and Resident #2 to document that the resident 's needs could be met in the personal care home as
per physician order. Resident Care Coordinator and Executive Director completed an audit on
all health care charts to verify all pre-admission screening forms were completed in their
entirety with the appropriate boxes being checked. The Executive Director re-trained the Health
and Wellness Director and Resident Care Coordinator on the community policy regarding
completion of the prescreen document on August 25, 2017.

Ongoing, Resident Care Coordinator as well as the Health and Wellness Director or designee
will review and initial the prescreen document and DME as a process of completion.

Executive Director will audit prescreens to verify they are completed in their entirety for two
months to verify if further action is warranted.

Evidence — Corrected prescreen on file, training attendance sheet

Completion Date — August 16, 2017 and ongoing






