! pennsylvania

DEPARTMENT OF HUMAN SERVICES

SEB 2.9 017
Ms. Vida Glover,

Administrator

Attn: Amy Zakel, Senior Director

1001 East Second Street

Coudersport, Pennsylvania 16915

RE: Cole Manor
101 Maple Street
Coudersport, Pennsylvania 16915
License #: 242630

Dear Ms. Glover:

As a result of the Department of Human Services' annual licensing inspection on
July 18, 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.

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

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely 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 Muman Services Licensing
625 Forster Street, Room €31 | Harrisburg, PA 17120 | 717,783 3670 | F 717.783.5662 | www.dhs state.paus




VIOLATION REPORT

PERSONAL CARE HOMES - 55 Pa.Code Chapter 2600 Page 10f 13

PCH Name: COLE MANOR

License Number: 24263

Address: 101 MAPLE STREET, COUDERSPORT, PA 16915

County: Potter

Administrator: Vida Glover

Region: NORTHEAST

L.egal Entity Name:; HENDQORN INC

Legal Entity Address; 1001 EAST SECOND STREET, COUDERSPORT, PA 16815

Certificate(s) of Qccupancy
c2Lp
10/21/1987
L&

Staffing Hours
Resident Support: O Totat Daily Staff; 17

Waking Staff; 13

Type of Inspection: Full BHA Dochet Number:

Notice: Unannounced

Reason(s) for inspection(s)
Renewal

On-Site inspections Dates and Department Representatives On-Site
07/18/2017: Novak, Ryan; OHaire, Anne

Off-Site Inspection Pates and Inspectors, if Applicable

Other Details
Partiat or Full Triggers: Random Indicators:

Resident Demographic Data as of Inspection Dates
Licensed Capacity: 30 Number of Residents wha:
Number of Residents Served: 17 Receive Supplemental Security income: 3
Secured Dementia Care Unit in Home: No Are 60 Years of Age or Older: 17
Area: Have Mental Hiiness: 2
Secured Dementia Unit Capacity, if Applicabie: Have an Intellectual Disabliity: 2
Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Need: O
if applicable: .

Have a Physical Disability: O

Number of Current Hospice Residents: 1
Nurmber of Hospice Reskdents in past year: 1
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Violation Report: 24263 - 07/18/2017 - Novak, Ryan
PCH Name: COLE MANOR

1, REGULATION 55 Pa,Code §2600
2600.18 - A home shall comply with apphicable Federal, State and local laws, ordinances and regulations.

2a. DESCRIPTION OF VIOLATION

The home did not have the Infiuenza posler posted in a public conspicuous area of the home as required by the Influenza Awareness
Act.

The home utilizes a gas fired boller and a gas fired cooking stove, the carbon monoxide detectors are not located at feast 15 feet from
the fossil fuel burning device as required by the Care Facilities Carbon Monoxide Standards Act.

3. PLAN OF CORRECTION (PQC) (Attach pages as nceessary, Remember thut you must sign und dute any attached pages.}

Includs steps to correct tha viotalion describad above and sleps fo prevant g similar violation from occwrring again. If sleps cannet be completed
immadiately, include datas by which the steps witl be complated,

"

Repeat Vialation; Yes Date(s) of Previcus Violatlon{s):4~__06/05/2016 \
Signature of Legal Entity Representative .
(Required on EVERY Page) | /4//& AL Syt )
P}Inted Namé and Title of Legal Entity. Representative Dats
[Required on EVERY Page) 7 /P - gy
‘ Vipg SLoves T2/ 7

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

The above plan of correction is approved as of 8-:—8-—]—1—— Plan of correction implementation status as of X ~§~/
: i;!‘_'{ﬁataﬁ‘

(Date)
Fully implemented
Partially implemented - Adequate Progress

The above plan of correclion was appraved by Partially Implermented - inadequale Progress

tals}
Not Implemented

RINS|E




Hendorn, Inc., Cole Manor Plan of Correction FCQ

&

Survey: July 18, 2017

Regulation: 2600.18
A home shall comply with applicable Federal, State and local laws, ordinances and regulations,

Violation: The Home did not have the influenza poster posted in a public conspicuous area of
the home as required by the Influenza Awareness Act.

The home utilizes a gas fired boiler and a gas fired cooking stove, the carbon monoxide detectors
are not located at least 15 feet from the fossil fuel burning device as required by the Care
Facilities Carbon Monoxide Standards Act.

Plan of Correction:

Why is the regulation important? The regulation is important to ensure the home promotes
protecting yourself, your family and community against acquiring the flu.

The regulation is important to ensure the home is safely monitoring carbon monoxide in areas
where there is a fossil fuel buming device / source.

The regulation 1s important to ensure the home remains complaint with all regulations, and aware
of updates,

How was the regulation violated? The regulation was violated because the home did not have a
Pennsylvania Department of [1calth “Stopping the Flu Starts with You!” poster displayed in a
public conspicuous area of the home.

The regulation was violated because the carbon monoxide detector in the kitchen was
approximately 11 feet from the fossil fuel burning device, and the detector in the boiler room
was approximately 5 feet from the fossil fuel burning device.

What caused the violation? The Administrator was unaware of the requirement to post the
poster [rom the Pennsylvania Departiment of Health.

The Administrator was aware of the need for a carbon monoxide detector, but not of the fact it
nceded 1o be located at least 15 feet from the fossil fuel buming device.

What can be done right away to fix the violation?
On July 1 17, the date of the survey, the poster was placed on display in a public area (first
floor bullctin board).

On July 31, 2017, the home’s Administrator reviewed the Influenza Awareness Act — Act of
Nov. 21,2016, P.L. 1514, No. 173, to ensure understanding of the requirement.




On July 18, 2017, the date of the survey, the carbon monoxide detectors were moved greater than
15 feet from the fossil fucl source.

On July 30, 2017, the policy titled “Carbon Monoxide Detectors™ was created.
What can be done to prevent future violations?
Administrator, or designee, will complete a monthly facility safety checklist that monitors

display of the flu prevention poster, as well as the location of the carbon monoxide detectors.

On or belore, August 10, 2017, staff will be educated on the carbon monoxide policy as well as
the Influenza Awareness Act.

Starting on August 1, 2017, the Exccutive Director of Post-Acute Services and Community

Relations, or designee, will monitor the Provider Information: [uman Licensing: General —
Policy, Regulations and Interpretation Information Q & A on a monthly basis to review for
changes and updates.

Whe will be responsible for preventing future violations? The day Lo day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations, The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any correclive action taken, is submitted to the Board of Difectors on a monthly basis, or as
otherwise directed.

-

Dated: X%ﬂ //ﬁf’/? _,ém_széé?ﬂbﬁ——

Vida Glover, Administrator

Lomasaitiud=

Dated: O‘@/O | / zoiti “Amy M(Huni, Exccutive Director

Sy
3¢

Post-Acute Services and Community Relations

I
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Viglation Report: 24263 - 0771872017 - Novak, Ryan
PCH Nume: COLE MANOR

1. REGULATION 55 Pa.Code §2600
2600.64{c) - An administrator shall have at teast 24 hours of annual training relating to the job duties.

23, DESCRIPTION OF VIOLATION
The home's Administrator only compleled 15 of the required 24 hours of annual training for 20186,

3. PLAN OF CORRECTION (POC) {Attach pages as necessary. Remember that you must sign and dute any attached pages.)
Include sleps to correct the violation described above and sleps lo prevenl a simitar viciation from oecurring again. I sleps canngt be completed
immediataly, inciude dales by which the steps will be complated.

52/,&/ R Y I

Qxﬁ Jcmu:ws 21, 018 S AdMNLS Frecac

Lo I ‘QR o LM e’y a’Oc_ume—f-wHGn‘I?‘" a0 B

L2117 ', gy howrs cbq_,‘afw add i s eto e
g bogay, NE"Re@mJ STt Lo pr/ &€/

/

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

Signature of Legal Entity Represeniative .
{Required on EVERY Page) /: . %JM

14

Printed Name and Title of Legal Entity Representative Date

{Required an EVERY Fage} ///0/? /lﬂ(/&e 5}__?2 )T
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of %;ﬁ:_ﬂ__ Plan of correction implementation status as of & = 3.-_ Fie)

{Date) —Date
D Fully Implemented

Partially Implemenied - Adequate Progress

{tritiats}

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

Net implementad
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Hendorn, Inc., Cole Manor Plan of Correction
Survey: July 18,2017

Regulation: 2600.64 (¢)
An administrator shall have at least 24 hours ol annual {raining relating to the job duties.

Violation: The home’s Administrator only completed 15 of the required 24 hours of annual
training during 2016.

Plan of Correction:

Why is the regulation important? The regulation is important to ensure that the home’s
Administrator stays curreni with required education and training to ensure the safe operation of
the home and care of the residents.

How was the regulation violated? The home’s Administrator only completed 15 of the required
24 hours of annual training during 2016. " S

What caused the violation? The home’s Administrator was on a medical leave of absence
during the last quarter of the year.  The additional 9 hours of training have been completed in
2017,

What can be done right away to fix the vielation? The home’s Administrator will compiete
anadditional 24 hours of approved education / training during 2017, to be completed on or
beW? —r{'c.ih;’\:) documints cn o khe neded "2en’ o«

B 20177 Apindicada~the houes for whaz year are COMp Lo d,
On July 28, 2017, the home’s Administrator reviewed Pa Code 2600.64 to ensure complete Q—,&’
understanding of the requirement.

S)"E ~1
What can be done to prevent future violations? The home’s Administrator will adhere to the
regulation, by completing 24 hours of training per calendar year. Proof of {raining will be

submitted to Staff Development Department and reported to the Executive Director of Post-

Acute Services and Community Relations each calendar year, on or before December 31, 2017,

Who will be responsible foy preventing future violations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Scrvices and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitied to the Board of Directors on a monthly basis, or as
otherwise directed.

Dated: pF -2/ -20/7 __ZZQ/ } {;Z: i 4 ]

Vida Glover, Administrator

o2
o




%3 0
Ay Mbtat J73

Dated: Og/ ot / L0171 Amy M jHunt, Executive Director
Post-Acute Services and Community Relations

L

-
F s
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Vioiation Reporl, 24263 - 07182077 - Novak, Ryan
PCH Name: COLE MANOR

1, REGULATION 55 Pa,Code §2600
2600.65(g} - Direct care siaff persons, ancillary staff persons, subslitute personne! and regularly scheduled volunteers
shall be trained annually in the following areas

(1) Fire salely completed by a fire safely expert or by a staff person {rained by a fire safely expen,

(2) Emergency preparedness procedures and recognition and response to crises and emergency situations.

(3) Resident rights.

{4} The Older Adult Protective Services Acl (35 P, 8. §§ 10225.101-10225,5102).

(5) Falls and accident prevention.

{6) New popukation groups that are being served at the home thal were nol previously served, if applicable.

2a, DESCRIFTION OF VIOLATION
Ancillarty Slaff person A hired 2/28/05 did not receive training in {alls and accident prevention in 2016,

3. PLAN OF CORRECTION {POC) {Altach papces us necessury, Remember thut you must sign and date eny atiached papss.)

Include steps to correct the violslion described above and steps to prevant a similar violation from occurring again. If sleps cannot be compleled
irmmediately, include dates by which the steps wil be compleled.

s ee) @SS

Repeat Vialation: No Date(s) of Previous Viclation{s}

Signature of Legal Entity Represenlative

{Requited on EVERY Pagel _ M 'GJ/W

F’rihted Name and Title of Legal Entity Representative

{Required on EVERY Page) Date

Yons Bloper Ft T

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

The ahove plan of correction is approved as of S’-—E::ﬂ_. Plan of correction implementation status as of E - E‘*l 7
{Date} e

Fully imptemented

Fartially Implemented - Adequate Progress

Thie above plan of correction was approved by Partially implemented - inadequale Progress

{In\fials)

LI0&EU

Not Implemented




Hendorn, Inc., Cole Manor Plan of Correction /)

4
/
Survey: July 18,2017 J \3

Regulation: 2600.65(p)
Director care staff persons, ancillary staff persons, substitute personnel and regularly scheduled
volunteers shall be trained annually in the following areas:
(1) Fire safety completed by a tire safety expert or by a staff person trained by a fire satety
expert,
(2) Emergency preparedness procedures and recognition and response to crises and
emergency situations.
{(3) Resident rights.
(4) The Oider Adult Protective Services Act (35 P.S. §§ 10225.101-10225.5102)
(5) Falls and accident prevention.
(6) New populations groups that arc being served at the home that were not previously
served, if applicable.

Violation: One employee did not complete the Falls and Accident Prevention training during the
2016 calendar year.

Plan of Correction:

Why is the regulation important? The regulation is important to ensure that staff has the
education and training necessary to safely care for the residents in the home.

How was the regulation vielated? Ancillary staff person hired on 02/28/05 did not receive
training in falls and accident prevention in 2016,

What caunsed the violation? The employee completed annual training during 2016, but failed to
complete the Falls and Accident Prevention training.

What can he done right away to fix the violation? The crployee completed the Falls and
Accident Prevention training on July 21, 2017. -

What can be done to prevent future violations? It is the policy of Cole Memorial, that all
employees complete the online learning modules by the end of cach calendar year. In addition,
education that is not includced in the online leaming modules, will be provided by the home’s
Administrator. This education will be submitted to Stalf Development. This is monitored by
Staff Development and the home’s Administrator. This employee will complete the Falls and
Accident Prevention training again during 2017. '

Who will be responsible for preventing future violations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.

The overall responsibility for compliance with this plan of correction rests with the facility’s

Py Cloty

D7
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Administrator and the Executive Director, Post-Actute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitted to the Board of Directors on a monthly basis, or as

otherwise directed,

Dated: JF-2/-30/7 22y

Vida Glover, Administralor

Dated: 0§ / Ol / 2011 ~ Amy Huni E‘(CCUIIVG Director

Post-Acute Services and Community Relations

Q4
o
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Violation Report: 24263 - 07/18/2017 - Novak, Ryan
PCH Name: COLE MANOR

1. REGULAT!ON 55 Pa.Code §2600
2600.103(f) - Food requiring refrigeration shali be stored at or below 40°F, Frozen food shall be kept at or below D°F,

Thermometers are required in refrigeralors and freezers.

2a. DESCRIPTION OF VIOLATION
The Frigidaire chest freezer located in the kitchen did not contain a thermometer.

3. PLAN OF CORRECTION (POC) (Attach pages os neeessary, Ramember tiat you must sign and date any sttached papes.)
Include steps io comrect the viclation described above and sleps lo provent a similar violafion from occurring again. #f sfeps cannot be completed
immediately, include dales by which Ihe sleps will be completed.

Ao G S

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

Signature of Legal Entity Representative

{Required on EVERY Pagel. M} Vé://Z/Z'/}J

Printed Name and Title of Legal Entity Representative - Date
{(Required on EVERY Page) | ///&/‘;; !M{f’/‘e F2-/T
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is appraved as of fg(g:te? Plan of correction implementation status as of 8) &/
{Date)

[:] Fully Implemented
Partially lmplemented - Adequate Progress
The above plan of correction was approved by Partially Implemented - Inadequate Progress

{iyitials)
[ ] Notimplemented




Hendorn, Inc., Cole Manor Plan of Correction 5 /\})

Survey: July 18,2017

Regulation: 2600.103(f)
Food requiring refrigeration shall be stored at or below 40° F. Frozen food shall be kept at or
below 0° I, Thermometers are required in the refrigerators and freezers.

Violation: The Frigidaire chest freezer locating in the kitchen did not contain a thermometer.
Plan of Correction:

Why is the regulation important? The regulation is import (o ensure that the food prepared for
the residents is safe for consumption.

How was the regulation violated? The regulation was violated because without a thermometer,
staff cannot know if the food (popsicles — only food in the freezer) were kept at or below 0°F.

What caused the violation? Staff placed food (popsicles) in a small, empty, non-food chest
freezer. The freezer did not have a thcrmometer.

What can be done right away to fix the vielation? On July 19, 2017, a thermometer was
placed in the freezer. Additionally, the freczer is labeled as a non-food freezer.

What can be done to prevent future violations? The home’s Administrator, or designee, will
monitor all non-food storing refrigerators or freezers on a monthly basis to ensurc that food is not
being stored. The home’s Administrator, or designee, will monitor all storing refrigerators
and fre'czer:ifm. a lhcr!nometer‘monthly’. It will be record'cci on the facility’s monthly safety
checklist. Findings will be reviewed with employees during the monthly quality assurance

meeting. e -
———

Who will be responsible for preventing future vielations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be necded.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitied to the Board of Dircctors on a monthly basis, or as
otherwise directed.

Dated:  I& D700 7 Lt s QO&

Vida Glover, Administrator CP\ ‘
- Al Fo
D . % L (J’ B G NI O /7
ated: O /0f /Z(/( 7 Amy M.Wlunt, Executive Director

Post-Acute Services and Community Relations
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Violation Report: 24264 - 0711872017 - Novak, Ryan
PCH Name: COLE MANOR

1. REGULATION 55 Pa.Code §26068

2600.130(e} - If one or more residents or staff persons are not able o hear the smoke detector or fire alarm system, a
signaling device approved by a fire safely expert shall be used and tested so that each resident and staff person with a
hearing impairment will be alerted in the event of a fire.

2a. DESCRIPTION OF VIOLATION
Resident #1 is unable to hear the fire alarm system. The home does not have a signaling device, approved by a fire safety expert and
tested to ensure that the residenl is alerted in the event of a fire,

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

Inciude steps to correct the viclalion describad above and steps to prevent a simitar violation from occurring again, ¥ sleps cannct be compleled
immadialely, include dales by which the steps wiil be compleled,

s o) @22 e

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

Signature of Legal Entity Represeén{ative

{Required on EVERY Page} Lot sress D

Printed Na.me and Title of Legal Entity R.epreser'llativ'e Date
{Required on EVERY Paga) /
VD8 ELDYEL F-2-/7

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

The above plan of correction is approved as of u———l—’ ] Plan of correction implementation status as of § 8~/
(DGEE) mmaw..
D Fully Implemented

m Partially Implemented - Adequate Progress

The above plan of correction was approved by [:] Partially Implemenied - Inadequate Progress
als}

[ ] WNotimplemented




Hendorn, Inc., Cole Manor Plan of Correction / G <]
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Survey: July 18,2017

Regulation: 2600.130(¢)

If onc or more residents or staff persons are not able to hear the smoke detector or fire alarm
system, a signaling device approved by a fire safety expert shall be used and tested so that cach
resident and staff person with a hearing impairment will be alerted in the event of a fire.

Violation: A resident is unable to hear the fire alarm system. The home does not have a
signaling device, approved by the fire safety expert and tested to ensure that the resident is
alerted in the cvent of a firc.

Plan of Correction:
Why is the regulation important? The regulation is important (o ensure a resident is able to
appropriately respond during the event of a fire.

How was the regulation violated? A resident, that is hard of hearing, does not have access to
signaling device, approved by the fire safety expert and lested, to ensure he is alerted in the event

of a fire.

What caused the violation? The violation was caused by the home’s failure to obtain an
additional signaling device to appropriately alert the resident in the event of a fire.

What can be dene right away to fix the violation? On July 30, 2017, the policy “Allernative
Signaling Devices” was created.

On or before August 1, 2017, staff will be education on the need to physically notify the resident
in the event of am At Ire, or drill to ensurc the resident is alerted.

OnJuly 31, 2017, an alternative alarming device was purchased online from SafeAwake, LLC.
It arrived to the facility on August 2, 107.

What can be done to prevent future vielations? Upon inspection of the alternative alarming
device, it will be installed in the resident’s room. The resident and staft will be educated on the
new device at the time of installation.

In addition, to cnsure all other residents of the home are safe during a fire cvent, by August 4,
2017 the Administrator will assess and document each resident’s ability to hear and respond to
the current fire alarm system. At any time, during this assessment or during future fire drills, a
resident is noted to have difficulty being alerted by the fire alarm system, an alternative signaling
device will be obtain for the resident.

On or before August 10, 2017, staff will be educated on the policy “Alternative Signaling

Devices® ———— %
%




e
S

Who will be responsible for preventing future violations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Services. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitted to the Board of Directors on a monthly basis, or as
otherwise directed,

Dated: & -/ - 7077 . / : J

Vida Glover, Administrator

L/a/ﬂu{ Wituud

Amy hmt Executive Director
Poat-Ac.uh. Services and Community Relations

o5

Dated: () X/O (/2,017

~

>
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Violation Report: 24263 - 07/18/2017 - No\rak. Ryan
PCH Name: COLE MANOR

1. REGULATION 55 Pa.Code §2600

2500.132{b} - A fire salely inspection and fire drill conducted by a fire safety expert shall be completed annually
Documentation of this fire drill and fire safety inspection shall be kept.

2a. DESCRIPTION OF VIOLATION

The letter fram the fire salety expert dated 9/27/16 does not indicate a fire safely inspection was compleled.

3. PLAN OF CORRECTION {POC) {Attach pages a5 necessasy. Remernber thal you must sign and date any attached papes.)
tnclude steps to correct tha viglation described above and steps to pravent a simitar vickalfor from ocourring again, I steps cannol be completad

immedialely, include dates by which the sleps will be complaied.

<A ) pt2nodess

Y P\\mm <~1o-17
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Repeat Viclation: No ljate(s) of Previous Violation{s):

Signature of Lagal Entity Representative
{Reguired on EVERY Page]

%Aé) Ny,

Printed Name and Title of L.egal Entity Representative
{Required on EVERY Page)

Ving foyee

Date

247

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

The above plan of correction was appraved by
{inili

Plan of cotrection implementation slatus as of X b~/ 7

a (Date}
-
L

Fully Implemented
Partially implemenied - Adequate Progress
Partially Implemented - Inadequate Progress

Net Implemented
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Hendorn, Inc., Cole Manor Plan of Correction 0‘ Vs \.)5

Survey: July 18, 2017

Regulation: 2600.132(b)
A fire safety inspection and fire drill conducted by a fire safety expert shall be completed
annually. Documentation of this fire drill and fire safety inspection shall be kept.

Violation: The letter from the fire safety expert, dated 09/27/16, does not indicate a fire safety
inspection was completed.

Plan of Correction:
Why is the regulation important? The regulation is important to ensure that the home has a
current fire safety inspection on an annual basis.

How was the regulation violated? Although the fire safety expert had conducted a fire drill and
inspection in September of 2016, the letter dated on 09/27/2016 does not indicate that the safety
inspection was completed at this time.

‘What cansed the violation? The violation was caused when the home’s Administrator failed to
identify that the documentation provided by the fire safety expert failed to meet the requircment.

What can be done right away fo fix the violation? On July 28, 2017, the fire safety expert was
contacted to request that a repeat fire safety inspection be comnpleted as soon as possible.

On 07/30/17, the policy “Fire Drills” was created.

What can be done to prevent future violations? In the future, upon receiving the fire safety
expert’s letter, the home’s Administrator will review the documentation to ensure that it meets
the requirement. If the documentation does not mect the requirement, the home’s Administrator
will contact the {ire safety expert immediately. At that time, the fire safety expert will either
complete an addendum to the documentation so the documentation accurately reflects what was
completed, or will schedule a follow up appointment with the home to conduct an additional

inspection and / or drill. ) _
'R
On or before, 08/04/17, staff will be educated on the policy “Fire Drills™. Lﬁﬁ’)
A

Vs
Who will be responsible for preventing future violations? The day to day responsibility foré
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adhercoce to the Plan of Correction and take any corrective action that may be needed.
‘The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations, The
Executive Director will cnsure a stalus report of compliance with this Plan of Correction, and
any corrcctive action taken, is submitted to the Board of Directors on a monthly basis, or as
otherwise directed. :




Dated: g9 -0/ - 28/ 7 gt pmen ) /’ /
a Vida Glovcr, Administrator \13

Dated: 0 g/ Of / ZU / 7 A mwa. [ uﬂf}{g%' Dircdor

Post-Acute Services and Community Relations

J
0{7«10"7
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FCH Name: COLE MANOR

1, REGULATION 55 Pa.Code §2600

2600.132{c) - Awrilten fire drill record must inciude the date, time, the amount of time it tock for evacualion, the exil route
used, the number of residents in the home at the time of the dril}, the number of residents evacualed, the number of siaff
persons participating, problems encountered and whether ihe fire alarm or smoke detecior was aperative.

2a, DESCRIPTION OF VIOLATION ]
The fire drill conducied on 8/31/16 at 1:50 daes not indicate i the drill was conducted in the am or pm.

The fire drill conducled on 131/17 at 5:45am notes 4 siaff participated in the fire drilk, only 2 staff persons padicipated in the drill, The
firg drill log in nol documented correctly.

3, PLAN OF CORRECTION {POC} {Anach psges as necessary. Remember thol you snust sign and date any sttached papes.)
Inciude steps to correct the violation described above and sleps tu prevent a similar violation from occurring again, IF sleps cannot be compleled
immediately, incivde dates by whiciy the steps will be completed.

S ) 2 F 0 ek,

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

Signature of Legal Entity Representative

{Required on EVERY Page] /4”_/,) )sj//,?m)

Printed Name and Title of Legal Entily Representative Date

(Regpired on EVERY F‘aggl //éﬁ sz/&e . _ ) _ CP'«?"/T? o

BEPARTMENT USE ONLY - HOMES MA‘? NOT WRITE BELOW THIS LINE!

The above plan of correction is approved as of 6——————“80 t: 3 Plan of correction implementation status as of ¥- 3=/
(Date) / 7 {Uate

[:] Fully Implemented
Fartially Implemented - Adequale Progress

The above plan of correclion was approved by Partiaily Implemenled - inadequate Progress
nitials}
[:] Not Implemented




Hendorn, Inc., Cole Manor Plan of Correction /Q é-.)

773
Survey: July 18,2017

Regulation: 2600.132(c)

A written fire drill record must include the date, time, the amount of time it took for evacuation,
the exit route used, the number of residents in the hoine at the time of the drill, the number of
residents evacuated, the number of the staff persons participating, problems encountered and
whether the fire alarm or smoke detector was operative.

Yiolation: The fire drill conducted on 08/31/16 at 1:50 does not indicate if the drill was
conducted in the am or pm.

The fire drill conducted on 01/31/17 at 5:45 am notes 4 staff participated in the fire drill, only 2
staff persons participated in the drill. The fire drill log is not documented correctly.

Plan of Correction:

Why is the regulation important? The regulation is important to be able lo demonstrate
complete compliance with monitoring the fire drill activity. The regulation ensures that drills are
conducted in a safe manner.

How was the regulation vielated? The regulation is violated due to two errors with the
documentation of monthly fire drills. The first error was a clerical error made by the home’s
Administrator, when she failed to indicate if the drill was completed in the am or pm. The
second error occurred when including that observing staff was “staff persons participating” on
the fire drill log sheet.

What caused the vielation? The violation was caused when the home’s Administrator recorded
that two observing staff were participating staff during a fire drill.

What can be done right away to fix the violation? The home’s Administrator conducted a fire
drill on 07/26/17 at 4:55am. The Executive Director reviewed the fire drill log on 07/28/17, and
determined the drill was recorded without error.

On 07/28/17, the Executive Director of Post Acute Services and Community Relations required
the home’s Administrator to review Pa Code 2600.132(c) to ensure complele understanding of’
documentation requirements of the fire driil,

On 07/28/17, the fire drill record form was reviewed by the Executive Director of Post-Acute
Services and Community Relations, and determined to be appropriate 10 accurately document
gach drill.

On July 30, 2017, the policy “Fire Drilis” was created. 89 E;, , »




/06?(3

What can be done to prevent future violations? On or before, August 4, 2017, staff will b /\j)

educated on the policy “Fire Drills™.

During the routine quality assurance meetings, the home’s Administrator will review all fire
drills that have occurred since the prior quality assurance meeting. The review will include the
date, time, evacuation time, exit routes wtilized, number of residents in the home, number of
residents evacuated, number of staff participating, alarm activation and operation and any
additional problems identified or actions required. If at any time it is identified that the

documentation of the drill does not meet the requirenieits, a/,_,&dﬂlflf)\ﬂllﬂmrnpleted

within'seven (/) calendar days and documentied;,

——

Who will be responsible for preventing future vielations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed,

* The averall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations., The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitted to the Board of Directors on a monthly basis, or as
otherwise directed.

Dated: pF-2/-70/7
V,a%a Glover Admlmstr?‘or

A Vit

Dated: 0 Q’/ Ol / 20 (7 Amy M.(Hunt, Senior Director

Post-Acute Services and Community Relations
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Violalion Repori: 24263 - 07/1612017 - Novak, Ryan
PCH Name: COLE MANGR

1. REGULATION 55 Pa.Code §2600

2600.132{d) - Residents shall be able lo evacuale the entire builkding to a public thoroughfare, or to a fire-safe area
designated in writing within the past year by a fire safely expert within the period of time specified in writing within the past
year by a fire safety expert.

2a. DESCRIPTION OF VIOLATION
I has been detennined through staff interviews that the home utifizes an internat fire sale stairwell when the weather is inclement, The
letter from the fire safely expert dated 9/27/16 dees not indicate the home has internal fire safe arcas in the home.

The fire drill conducted on $/27/16 at 6:30pm tock 3 minutes and 10 seconds for evacuation. The fire drill conducted on 10/21/18 at
#'25am took 3 minutes and 25seconds for evacuation. The letter from the fire safety expert dated 9127116 notes a safe evacualion
lime of 3 minutes.

3. PLAN OF CORRECTION {POC) {Attach pages as necessary. Remembrer that you must sign and date any attached pages.)
Inciuda sleps lo corract the violafion described above and staps to prevent a similar violation from eccuring again, If steps cannot be complefed
immeiately, Include dates by which the sieps will be campleled.

2’\5«»_ w) Qd T -10-17]
dmw, [ Adend e Con, "bUM\plo"f'Ci docierea “j‘&d\m
- WA Spe bk bve e efe Quacypafy % The

Lo s v, o o g 3 S HFELET e b e

Repeét Violation: No Date(s) of Previous Violation(s): |

Signature of Legal Entity Representative )
{Reayired on EVERY Page) //,4/;{9 ) QQZAM

Printed Name and Title of Legal Entity Representative Date
Regui VERY P -
[agunredonE = _age_} . . //4@/95,' SR o _ .?a?__/,]

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

The above plan of correction is approved as of f!.Dwf‘\ Pian of correction implementation status as of & qo- 171
{Date} - (Dale)

Fully Implerented
Partially Implemenled - Adeguatle Progress

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

DO

Not implemented




Hendorn, Inc., Cole Manor Plan of Correction 94
S
Sarvey: July 18,2017

Regulation: 2600.132(d)

Residents shall be able to evacuate the entire building to a public thoroughfare, or to a fire-sale
area designated in writing within the past year by a fire safety expert, within the period of time
specificd in writing within the past year by a fire safety cxpert.

Violation: It has been determined through staff interviews that the home utilizes an internal fire
safe stairwell when the weather is inclement. The letter from the fire safety cxpert dated 9/27/16
does not indicate the home has an internal fire safe area in the home. :

The fire drill conducted on (09/27/17 at 6:30pm took 3 minutes and 10 seconds for evacuation.
The fire drill conducted on 10/21/16 at 8:25am took 3 minutes and 25 seconds for evacuation.
The letter from the fire safcty expert dated 9/27/16 notes a safe evacuation time of 3 minutes.

Plan of Correction:
Why is the regulation important? The regulation is important to ensure the home is able to
safely evacuate residents in a timely manner in the event of a fire.

How was the regulation violated? The regulation was violated when the fire safety expert
failed to include documentation of the fire-safe arca in the annual inspection letter.  In addition,
the regulation was violated when the home failed to complete a monthly drill in the 3 minutes or
less safe evacuation time. When the drili was completed on 10/21/16, it was noted that it did not
meet the required evacuation time. A repeat drill was conducted on 10/31/16, and the home was
evacuated in 2 minutes and 59 scconds.

What caused the violation? Upon receiving the letter from the fire safcty expert, the home’s
Administrator failed to identify that the documentation did not address the area of refuge /
internal fire safe stairwell. Additionally, the home failed to complete two drills within the 3
minutes or less, as recommended by the fire sale expert to qualify for a safe evacuation of the
facility.

What can be done right away to fix the violation? The Executive Director of Post Acute
Services and Community Relations required the home’s Administrator to review Pa Code
2600.132(d) on July 28, 2017, to ensure complete understanding of evacuation requirements.

The fire safe expert was contacted on 07/28/17, to request a re-inspection of the home, and
document on the area of refuge / fire -- safe designated area. A date for re-inspection has not
been confirmed. Anticipate it will occur within 30 days.

On 07/30/17, the policy *Firc Drills™ was created.




/P

What can be done to prevent future violations? During the routine quality assurance meetin;ﬁ ~ \)3
the home’s Administrator will review all fire drills that have occurred since the prior quality

assurance meeting.  The review will include the date, time, evacuation time, exit routes utilized,
number of residents in the home, number of residents evacuated, number of staff participating,

alarm activation and operation and any additional problems identified or actions required. If at

any time it is identified that the actual drill does not meet the requirements, a follow up drill will

be completed and documented in 7 days or less. Documentation will include an assessment of

why the actual drill failed to meet the requirements and the corrective action needed.

On or before, 08/04/17, staff will be educated on the policy “Fire Drills”.

Who will be responsible for preventing future violations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, 18 submitted (o the Board of Directors on a monthly basis, or as
otherwise directed.

Dated: J§ -/ ~4/°7 _.J:Zg/d sz ﬁ;ﬂgé J
ida Glover, Administrator
AL WA A
Amy M./Hunt, Senior Director
Post-Actite Care and Rehabilitation Services

Dated: 0&/01 [20(T
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Violation Report: 24263 - 07/18/2017 - Novak, Ryan
PCH Name: COLE MANOR

1. REGULATIQON 55 Pa.Code §2600
2600.132(F) - Alternale exit routes shall be used during fire drills.

2a. DESCRIPTION OF VIOLATION
The fire drills conducted from 5/17116 - 10/21/16 and from 2/28M7-6/1/17 note "all exils" used. The home is nol allernating exits Used
during fire drills,

3. PLAN OF CORRECTION {POC) (Attach puges as necessary. Remember that yod inust sign and dale any attached pages.)

Include steps lo correcl the violation described above and steps to prevent a similar violalion from accurring again. If steps corngl be compleled
immediately, include dutes by which the steps will be completed,

Y 2D,

Re;ﬁeat Viotation: No Date{s} of Previous Violéi'iuﬁ{s.}:'

Signature of Legal Entity Representative

{Required on EVERY Page] MJVZ/M)

Printed Name and Title of Legal Enlity Representative Date
[Reguleed on EVERY Paggl %M gwj/d’}f ﬁ,?v/?
DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of g.:%—:t)a:l—. Pfan of cormection implemeniation status as.oig g ~/7
D Fully implemented e
Partially Implemented - Adequate Progress
The above plan of correction was approved by D Partially Implemented - Inadequate Progress
? [:] Not Implemented




Hendorn, Inc., Cole Manor Plan of Correction /O"'(}?

Survey: July 18,2017

Regulation: 2600.132([)
Alternative exit routes shall be used during fire drills.

Violation: The fire drills conducted from 5/17/16-10/21/16 and from 2/28/17-6/1/17 note *“all
cxits” used. The home is not altermating exits used.

Plan of Correction:

Why is the regulation important? The regulation is important to ensure the home is able to
safely evacuate residents in a timely manner in the event of a fire regardless of the location of the
fire.

How was the regulation violated? The regulation is violated because the home did not require
the residents to identify an alternative exit route by blocking random exits during each drill.

What caused the violation? The violation occurred when the home’s Administrator failed to
block an exit route during routine fire drills, causing resident’s to identify alternative exit route.

What can be done right away to fix the violation? The Administrator conducted a fire drill on
07/26/17 at 4:55am and blocked the front door exit.

i

On 07/30/17, the policy “Fire Drilis” was created.

What can be done to prevent future violations? During each fire drill, the Administrator, or
designee, will block a minimum of one exit per drill to encourage residents to identify an
alternative exit route.

During the routine quality assurance meetings, the home’s Administrator will review all fire
drills that have occurred since the prior quality assurance meeting. The review will include exit
routes utilized. If at any time it is identified that the actual drill docs not meet the requirement, a
follow up drill will be completed and documented within seven (7) calendar days.
Documentation will include an assessment of why the actual drill fatled to meet the requirements
and the corrective action needed,

On or before 08/04/17, staff will be educated on the policy “Fire Drills™.

B —— Y
Who will be responsible for preventing future viclations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Cormrection and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and

s




/,
any corrective action taken, is submitted to the Board of Directors on a monthly basis, J \}
otherwise directed.

Duted: J§¥-2/-.00/7
\ﬁfd Glover Adm}msti ator
N 4 N‘YW /
Dated: OK/O E/Z—O 7 L‘/Amy M. }@mt éxcmm Darector

Post-Acute Services and Community Relations

Qe

7

¢,
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Violation Repor: 24283 - 0771672017 - Novak, Ryan
PCH Name: GOLE MANOR

1. REGULATION 55 Pa.Caode §2600
2600.187(a) - A medication record shall be kept to include the following for each resident for whom medications are
administered:
(1) Resident's name.
{2) Drug allergies.
{3) Name of medication.
{4} Sirength,
{5) Dosage form.
(6) Dose.
{7} Route of administration.
(8) Frequency of administration.
{9) Administration limes.
{10} Duration of therapy, if applicable.
{11} Special precautions, if applicable,
{12} Diagnosis or purpose for the medication, including pro re nata (PRN).
{13} Date and time of medication administration.
{14} Name and initials of the staff person administering the medication.

2a. DESCRIPTION OF VIOLATION wi¥adoe ¥ pek T ol W w1

Resident #3's Januvia doas not include a diagnosls or purpgse on the MAR,

13 PLAN OF CORRECTION TFOCY (ATtach pages €5 Fetesyhry. REmeiyber thar yowmust sign-and-date-any attached pagessy- - e
include staps {o correct the vivlalion described above and steps to prevent a simifar vivlation from occurring agam. If sleps cannot be compleled
immedialaly, include dales by which tha steps will he campleted.

%W 8‘*—10—-/7

AL fombe 20 o Slops ekl
S Gd M Lorl covhnwe o hawe Mol deef's chrek
“hes e bwn WoOCK 2uew, ahiyd,

Jen ale l«m&/c, amda s Que. Lone —
o4 i\ cl%hftm.;? SHIRT 'S Y nuff;aoﬁo Alndom @wﬁﬁz

“he haass MARS (P §-10-/7

Repeat Viclation: Yes . Date(s) of Previous V'olation(s) @ﬁﬁ\-ﬁ?\

Signature of Legal Entity Representative -
{Required on EVERY Fage) M}%m)

Printedt Name and Title of Legal Entity Representative Date
[Regu!red on EVERY Page) %{&/57 ﬂ&%/é‘/&? &=/ 7

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

The above plan of correction is approved as of %L_l. Plan of correction implementation status as of 8‘/&—'{‘7
ate

(Date}

D Fully tmplemented
% Partially Implemented - Adequate Progress

The above plan of corracllon was approved by Partially implemented - Inadequate Progress

[} Notimplemented




Hendorn, Inc., Cole Manor Plan of Correction

Survey: July 18, 2017

Regulation: 2600.187(a)

ﬁo//,?

5

A medication record shall be kept to include the following [or each resident for who medications

are administered:
1. Resident’s name
2. Drug allergies
3. Name of medication
4. Sirength
5. Dosage from
6. Dose
7. Route of administration
8. Frequency of administration
9. Administration times
10, Duration of therapy, if applicable
11. Special precautions, if applicable

12. Diagnosis or purpose for the medication, including pro e nata (PRN)
13. Name and initials of the staff person administering the medication

Additionally, one medication on a

resident’s 1 ot tnclude the diagnosis / purpose.

Plan of Correction:

Why is the regulation important? The regulation is important to ensure that medication is

salely administered to the residents.

How was the regulation violated? The regulation was violated when staff did not accurately

record the required information on the MAR.

On a MAR the medication Januvia, does not have a diagnosis or purpose. The dosage was
changed. When the old entry on the MAR was crossed out, and it was re-documented below to
reflect the new order, the home’s Administrator failed to include the diagnosis, which had been

documented initially.

&

?"/QH/

f'J
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What caused the violation?

q'l’he violation was caused by failure to include a diagnosis for a
medication on the MAR.

What can be done right away to fix the violation? On July 18, 2017, the MAR was amended
to include the diagnosis for the Januvia,

What can we do to prevent future violations? On or before August 4, 2017, the home’s
Admiinistrator and staff which are trained to administer medications, will read the article “Legal
Issues....Never Events: Medication Errors” by Levy N; Pravikoff D: CINAHL Nursing Guide,
2016 Aug 12. Reading the article will review the rights of safe medication administration,
including documentation.

In addition, the howe’s Administration will complete random review of'a minimum of 5 MAR,

approximately 25% of the home’s residents, on a weekly basis for a minimum of 4 weeks. || I
e results will be reported to the
" Post-Acufe, services and Community Relations.  If the MAR are found to
be 100% accurate, the audiis‘r”n‘ifz tkcrease to monthly. Findings will be reported during quality
assurance meetings. Adm w4 ok fﬂ-&ub() tm Vandom avds ts

" omapiag Coepliance.  Cp  §-10-/7)
In addition, the Director of Staff Development, or designee, will comiplete a minimum of 4
medication administration observations / audits by December 31, 2017. The Dircctor of Staff
Development will notify the home’s Administrator and the Executive Director of Post-Acute
Services and Community Relations of all findings and recommend staff education strategies, if
applicable based upon findings.

Whe will be responsible for preventing future vielations? The day to day responsibility for
adherencctq this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be nceded.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action aken, is submitted o the Board of Directors on a monthly basis, or as
otherwise directed.

N
-

Dated: OF ~&/ -20/°7

Vida Glover, Administrator
| AU
Dated: { (8,/ Ol / 20 7 Amy M./unt, Senior Director

Post-Acute Services and Community Relations

P
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Vioiation Repart: 24265 - D7/16/2017 - Novak, Ryan
PCH Name: COLE MANOR

1. REGULATION 55 Pa.Code §2600

2600.225(a) - A resident shail have a written initial assessment that is documented on the Department's assessiment form
within 15 days of admission. The adminisirator or designee, or a human service agency may complele the inihal
assessment.

2a. DESCRIPTION OF VIODLATION

Resident #4's RASP dated 1/1917 was incompleted as there was nothing noted for social and recreational necds.

3. PLAN OF CORRECTION {POC) (Atiach pages as necessary. Remember that you must sign and dale any ottached pages.)

inglude sleps lo conact the violation described above and steps lo prevent a similar violafion Imim occuring again. If steps cannot be completod
immediately, include dales by which tha steps will be compleled,

o) 227 e

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

Signalure of Legal Entity Representative

(Reguired on EVERY Pagel Lo Tl s /

Printed Name and Title of Legal Entity Representative Date

(Regulred on EVERY Page) Jon g éz_ B 247

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

The above plan of correction is approved as of -%Q— Plan of correction implementation status as of § &7
(Date) N ED

Fully implemented

Partially implemenled - Adequate Progress

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

{Injials}

OOs0

Nat impiemenied




A
Hendorn, Inc., Cole Manor Plan of Correction ’?

Survey: July 18, 2017

Regulation: 2600.225(a)

A resident shall have a written initial assessment that is documented on the Department’s
assessment form within 15 days of admission. The administrator or designee, or human service
agency may complete the initial assessment.

Violation: Resident #4°s RASP dated (01/19/17 was incomplete as there was nothing noted for
social and recreational needs.

Plan of Correction:
Why is the regulation important? The regulation is important to ensure that we accurately
document the resident’s needs.

How was the regulation violated? The regulation was violated when the home’s Administrator
failed to document on the RASP completely, as it did not include information for each area under
the social and recrcational sections. We did meet the resident’s social and recreational needs
during this time.

What caused the violation? The violation occurred when the home’s Administrator failed to
adequately document on the initial RASP under the heading of social and recreational needs.

What can be done right away to fix the violation? Resident #4’s RASP was reviewed by the
home’s Administrator on 07/28/17, and amended to include adequate information regarding the
resident’s social and recreational needs,

What can be done to prevent future violations? On July 30, 2017, the “Development of
Support Plan” pelicy was revised to include language requiring that each section of the RASP
must be addressed, and sections are not to be left blank.

r beior the home’s Administrator and all staff will review the revised
policy, *“Development of Support Plan™.

e S

Quor before, August 10%, the home’s Administraior will review each resident’s current RASP to
ensure that it includes adCquate information under cach section.

To ensure that a resident’s RASP accurately reflects current information, the Executive Director
of Post-Acute Services and Community Relations, or designee, will review ea thly,
for a minimurm of four months. If afier four consecutive months, compliance is at 100%, RASDP
audits can be reduced to random audits on a quarterly basis. Audit findings will be reported

during the quality assurance meetings.

» &0

.‘&\/7




VARX:

(/
Who will be responsible for preventing future violations? The day to day responsibilit\éi; v
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
monitor adherence to the Plan of Correction and take any corrective action that may be needed.
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and
any corrective action taken, is submitted to the Board of Directors on a monthly basis, or as
otherwise directed,
Dated: g g-o/-,70/77 Liion i J

Vida Glover, Agministmmr

/OI /Q_Oij 0 mﬂu,«viwﬂf

BPated: 0 '4 Amy M. Hunt, Senior Director

Post-Acute Services and Community Relations

.

?‘/7 '
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Violation Report: 24263 - 0771872017 - Novak, Ryah

PCH Name: COLE MANOR

1. REGULATION 55 Pa.Code §2600

2600.227(d) - Each home shall docurnent in the resident's suppor plan the medical, dentai, vision, hearing, menlal heslth
or other behavioral care services that will be made availabie to the resident, or referrals for the resident to outside services
if the residenl's physician, physician’s assistant or certified registered nurse practitioner, determine the necessity of these
services.

Za. DESCRIPTION OF VIOLATION

Resident #5 slarling receiving hospice services 0:.1?. the residenls RASP dated 9/23/16 has not been updated {o include the
residents current care needs.

3. PLAN OF CORRECTION {(POC) {Attach papes as necessary, Remember thal yeu must sign and date any altached pages,)

Include staps to correct the vinlation dascribed above and steps to pravent a similar viclation from ecccwiring again, I sleps cannol be complaled
immediately, include dates by which the sleps will be completed,

sHon) 2l e

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

Signature of Legal Entity Representative

{Required on EVERY Page) Lt < e s J

Printed Name and Title of Legal Entity Representative Date

{Reguired on EVERY Page) %AA’ ﬁa}/g’e &7_9? -7

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

The above plan of cariection is approved as of -3————-————"?: ? Plan of correction implemantation status as of € %=}
ate ——-B—IT—
{Date

Fully Implemented
Partially Implemented - Adequate Progress

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

InKials
( ) Not mplemented

\0ogn
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Hendorn, Inc., Cole Manor Plan of Correction i/\?

Survey: July 18,2017

Regulation: 2600.227(d)

Each home shall document in the resident’s support plan the medical, dental, vision, hearing,
mental health or other behavioral care services that will be made available to the resident, or
referrals for the resident to outside services if the resident’s physician, physician’s assistant or
certified registered nurse practitioner, determine the necessity of these serves.

Violation: Resident #5 started receiving hospice service on -17, the resident’s RASP dated
09/23/16 has not been updated to include the resident’s current care needs.

Pian of Correction:

Why is the regulation important? The regulation is important to ensure the RASP accurately
reflects the current needs of the resident. It is important to have an accurate RASP, so all direct
care workers are informed the of the resident’s nceds.

How was the regulation violated? The rcgulation was vielated when the home’s Administrator
fatled to document the change in the resident’s services when he started to receive hospice care.
The home did meet the resident’s needs during this time,

What caused the violation? The violation was caused by the home’s Administrator’s failure to
document on the RASP the change in the resident’s necds when he started to receive hospice
care. 1t was documented within the resident’s medical record, just not on the RASP, as his needs
regarding Activities of Daily Living had not changed.

What can be done right away to fix the violation? On July 28, 2017, the home’s
Administrator reviewed and revised Resident #5°s RASP.

On July 30, 2017, the policy “Development of Support Plan” was reviewed and revised to
include language pertaining to documenting any change is the resident’s current care needs, at
the time the change is identified.

On or before August 4, 2017, home’s Administrator and staff will review the revised policy
“Development of Support Plan”.

What can be done to prevent future violations? To ensure that a resident’s RASP accurately
reflects current information, the home’s Administrator, or designee, will review each RASP
monthly, for a minimum of four months. If after four consecutive months, compliance is at
100%, RASP audits can be reduced to random audits on a quarterly basis. Audit findings wili
be reported during the quality assurance meetings.

Who will be responsible for preventing future violations? The day to day responsibility for
adherence to this Plan of Correction is the responsibility of the facility’s Administrator who will
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monitor adherence to the Plan of Correction and take any corrective action that may be needed. 5
The overall responsibility for compliance with this plan of correction rests with the facility’s
Administrator and the Executive Director, Post-Acute Services and Community Relations. The
Executive Director will ensure a status report of compliance with this Plan of Correction, and

any corrective action taken, is submitted to the Board of Directors on a monthly basis, or as
otherwise directed.
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Dated: g§-4/-.70/7 _ > A o
Vida Glover, Administrator
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Dated: 0 g// O{/ o O( 7 L/.‘i.ti!y#M. éﬁml, Senior Director

Post-Acute Services and Community Relations






